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Overview 

For Spring Grove Union Hourly and Non-union Hourly Employees 

This document is the Summary Plan Description (SPD) for the Glatfelter Health and Welfare 
Benefits Plan and includes summaries of the various benefits available under the Plan.  

The summaries enclosed provide an overview of each Plan. They are not intended to be all-
inclusive, but rather summarize the main features of the plans. Full Plan details are contained in 
the official Plan documents, insurance contracts and bargaining agreement, which govern the 
operation of the plans. All summaries can be found on www.glatfelter.com and on Gcentral, the 
Companyôs intranet.   

The information contained in the documents is not intended and does not constitute either an 
employment agreement or contractual relationship, and does not guarantee employment for a 
specified period of time. 

As always, the plans are subject to change or revision at the discretion of the Company. 

 

What Is the Glatfelter Health and Welfare Benefits Plan? 

The Glatfelter Health and Welfare Benefits Plan is a package of benefits that allows you to select 
the plans that meet the needs of you and your family.  Some benefits are paid in full by the 
Company, some benefits are paid fully by you, and some benefits have a shared cost between 
you and the Company. 

When you are hired, you will receive information about enrolling in your benefits from the Human 
Resources department. You may enroll when you are eligible for benefits (see Eligibility in the 
Overview section). You will continue in the benefits for the calendar year, unless you have a 
qualified life event change (see Special Enrollment/Changes in Coverage in the Overview 
section). During the open enrollment period, typically held in the fall of each year, you may make 
certain changes to your benefits, which will go into effect the following January 1. 

 

 

Throughout this document, ñCompanyò or ñGlatfelterò means your employer, P.H. Glatfelter 
Company.  

 

 

 

 

The Glatfelter Health and Welfare Summary Plan Description (SPD) is not intended to be all inclusive, but rather 
summarize the main features of each Plan. If there are any conflicts between the information presented in this SPD 
and the legal Plan documents that govern each benefit, the legal Plan documents will govern. Glatfelter reserves the 
right to change or terminate any or all benefits plans at our discretion and in accordance with collective bargaining 
agreement provisions.  

http://www.glatfelter.com/
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Benefits Overview  

TYPE OF PLAN 

The Glatfelter Health and Welfare Benefits 
Plan is a form of an employee welfare 
benefit plan called a ñcafeteria plan," 
because the Plan allows you to choose the 
benefits you receive from the Company. You 
are given the opportunity to direct the 
Company to reduce your pay by a specified 
amount, and can use the amount of the pay 
reduction to purchase benefits under the 
Plan.  

In the following summary of the available 
benefits, you will note that some benefits 
may be purchased with before-tax dollars, 
some may be purchased with after-tax 
dollars, and others are provided by the 
Company at no cost to you.  

ñBefore-taxò refers to federal tax only. 
Generally, if a benefit can be purchased 
before federal tax is imposed, state income 
tax will also not apply, but this is not always 
true. Local taxes may also apply in some 
areas.  For example, in Pennsylvania, 
amounts that you contribute to a dependent 
day care FSA are generally subject to 
Pennsylvania income tax even though they 
are before-tax contributions for federal 
purposes. Local taxes may also apply in 
some areas. 

MEDICAL 

The Company offers a Preferred Provider 
Organization (PPO) medical plan and a 
Primary Care Plan (PCP) medical plan.  
Both Medical Plans includes prescription 
drug coverage with both retail and mail-
order services. You share in the cost of 
Medical Plan coverage with before-tax 
dollars. 

OPT OUT 

The Company offers an opt out incentive in 
the amount of $1,800 per year if you enroll 
in your spouseôs medical plan and do not 
enroll in Glatfelterôs medical/prescription 

plans. You must provide proof of other 
coverage.  By selecting the ñOpt Out 
Incentive,ò you will automatically receive 
$1,800 annually (taxed and pro-rated per 
paycheck).  If your spouse loses coverage, 
this is considered a qualified life event, and 
you will have 30 days from the event to 
enroll you and your family in one of 
Glatfelterôs plans.  Your opt out incentive 
payments will cease at that time. 

Glatfelter employees covered by other 
Glatfelter employees are ineligible to receive 
the opt out incentive payment. 

DENTAL 

The Dental Plan provides coverage for 
diagnostic and preventive, basic, major and 
orthodontia care. You share in the cost of 
Dental Plan coverage with before-tax 
dollars. 

VISION 

The Vision Plan provides coverage for eye 
exams, lenses/frames and contact lenses.  
If elected, you pay the cost with before-tax 
dollars.  

FLEXIBLE SPENDING ACCOUNTS  

Flexible spending accounts (FSAs) allow 
you to pay for certain unreimbursed health 
care and dependent day care expenses with 
tax-free money. There are two types of 
FSAs: health care FSA and dependent day 
care FSA. You fund FSAs with before-tax 
dollars. 

BASIC LIFE AND AD&D 

Basic life insurance pays a benefit in the 
event of your death or accidental death and 
dismemberment (AD&D). The Company 
provides basic life insurance coverage and 
an equal amount of AD&D insurance at no 
cost to you. 

SUPPLEMENTAL LIFE 

You may elect additional life coverage for 
yourself.  In the event of your death, the 
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Supplemental Life Plan provides an 
additional benefit to your beneficiary. The 
benefit is paid with, and in the same manner 
as, the Company-provided Basic Life Plan.  
If elected, you pay the cost of this additional 
coverage with after-tax dollars.   

BUSINESS TRAVEL ACCIDENT  

Business Travel Accident provides coverage 
while you are traveling on Company 
business most anywhere in the world. The 
coverage is provided by the Company at no 
cost to you. 

SICKNESS AND ACCIDENT 

Sickness and Accident coverage provides a 
benefit in the event you need to miss work 
due to a qualifying non-occupational 
sickness or accident. The Company 
provides this coverage at no cost to you. 

LONG-TERM DISABILITY (LTD) 

LTD coverage provides a benefit in the 
event a qualifying non-work related illness or 
injury continues beyond the six-month 
elimination period. The Company provides 
LTD coverage at no cost to you. 

EMPLOYEE ASSISTANCE PROGRAM 
(EAP) 

A confidential Employee Assistance 
Program (EAP) is available to all employees 
and their families to assist with emotional 
and other personal problems. There is no 
cost to employees for short-term EAP care.  

Eligibility  

MEDICAL, DENTAL, VISION, AND 
FLEXIBLE SPENDING ACCOUNTS  

If you are a regular full-time hourly employee 
scheduled to work a minimum of 40 hours 
per week, you and your dependents are 
eligible to enroll in the Medical, Dental, 
Vision and FSA plans, or if you waive 
medical coverage, to receive an opt out 

incentive. Temporary, seasonal and part-
time employees are not eligible for benefits 
or to receive the opt out incentive.  You are 
also not eligible for the opt out incentive if 
you are covered by another Glatfelter 
employee. 

If you enroll within 30 days of your date of 
hire, your effective date of coverage will be 
your 31st day of employment. 

If you do not enroll within 30 days of your 
date of hire, you will have to wait until the 
next open enrollment period to enroll, unless 
you experience a qualified life event change 
(see Special Enrollment/Change in Status). 

Eligible Dependents 

Eligible dependents for the medical, dental 
and vision plans include:  

 your legal spouse; 

 your natural child, stepchild, legally 
adopted child (if under age 18 when 
adopted or when placed with you for 
adoption), foster child (if not a ward of 
the state), child for whom you have legal 
guardianship, or grandchild who lives 
with you in a parent-child relationship; 
who is under age 26; and  

 another person entitled to coverage 
because of a divorce decree or ñmedical 
child support order.ò 

Child(ren) coverage can extend beyond the 
age limits listed if the child meets all of the 
following conditions: unmarried; incapable of 
self-sustaining employment; and disabled or 
handicapped, provided the child was 
covered under the Plan before age 26. 

A person otherwise qualifying as your 
eligible dependent will not be covered 
unless you have elected to pay and have 
paid the required additional contributions,  
if any, for dependent coverage. A child will 
not be considered the qualified dependent of 
more than one employee. 

You are responsible for determining if 
someone qualifies as your spouse or 
dependent for purposes of the Plan's 
dependent eligibility rules, subject to the 
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Companyôs final approval. The Company 
may require you to provide proof that an 
individual satisfies the Plan's eligibility 
requirements. Also, if at any time during a 
Plan year, your eligible spouse or dependent 
becomes ineligible for coverage, you are 
responsible for notifying the Company of the 
change in eligibility.   

Please note:  It is your responsibility to notify 
Human Resources when your dependent is no 
longer eligible for coverage. Failure to do so will 
result in repayment or denial of incurred claims. 

If both you and your spouse are 
Glatfelter employees: For purposes of the 
medical, dental and vision plans, you and 
your spouse may not be covered as both an 
employee and a dependent at the same 
time. Only one of you may elect to cover 
your dependent children. You may each 
make a coverage election for yourself. 
Alternatively, one of you may elect coverage 
for the entire family (covering your spouse 
as a dependent) in which case the other 
spouse should choose ñno coverage.ò   
Glatfelter employees covered by another 
Glatfelter employee are ineligible to receive 
the opt out incentive. 

Special Note Regarding Dependent Day 
Care FSA Eligibility  

Only dependent care expenses incurred for 
an eligible dependent may be reimbursed 
from a dependent care FSA. Eligible 
dependents include children under the age 
of 13, or handicapped family members of 
any age who are unable to care for 
themselves. You must be able to declare the 
person as a dependent on your tax return. 

Family and Medical Leave Act of 1993 
(FMLA)  

If you take an FMLA leave, you may 
continue coverage under the same 
conditions as other active employees 
covered by the Plan for the duration of the 
leave. If you continue coverage, you will be 
required to continue paying your share of 
employee contributions. If you choose to 
terminate coverage during the leave, or if 

coverage terminates as a result of 
nonpayment of contributions, coverage in 
effect prior to your leave may be reinstated 
on the date you return to active status.  

BASIC LIFE, AD&D AND SUPPLEMENTAL 
LIFE 

As a regular full-time hourly employee, you 
are eligible for Basic Life, AD&D, and 
Supplemental Life on your 31st of 
employment.  After you have become 
eligible, you will be automatically enrolled in 
Basic Life and AD&D and may elect 
Supplemental Life. 

If you do not purchase Supplemental Life 
within 30 days of your date of hire or life 
event, you may be required to provide 
evidence of insurability.  If your spouse is an 
active Glatfelter employee covered under 
the Employee Term Life Coverage, then 
he/she is not eligible as your Qualified 
Dependent while insured under your 
Employee Term Life Coverage of the Group 
Contract. 

BUSINESS TRAVEL ACCIDENT  

All full-time employees are eligible for 
business travel accident insurance on date 
of hire. You will be automatically enrolled in 
the Plan.  

SICKNESS AND ACCIDENT 

If you are a regular full-time hourly employee 
working at least 40 hours per week, you are 
eligible for Sickness and Accident benefits. 
You will be automatically enrolled in the plan 
on the 31st day following your date of hire. 
Part-time employees are not eligible for 
Sickness and Accident.  

LONG-TERM DISABILITY (LTD) 

Regular full-time hourly employees working 
at least 40 hours per week are eligible for 
LTD benefits after one year of employment. 
Once you become eligible, you will be 
automatically enrolled in the LTD plan.  
Part-time employees are not eligible for  
LTD coverage.  
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EMPLOYEE ASSISTANCE PROGRAM  

All regular full-time employees are eligible 
for the Employee Assistance Program (EAP) 
on date of hire. You are automatically 
enrolled in the program. Your family 
members are also eligible to take advantage 
of the EAP. 

Coverage Levels 

MEDICAL, DENTAL AND VISION 

For medical, dental and vision benefits, you 
may choose from two levels of coverage: 
employee only or family.  

Contributions  

MEDICAL, DENTAL AND VISION 

If elected, you and the Company share in 
the cost of medical and dental coverage. 
You pay the full cost of vision coverage. 
Your contributions for medical, dental and 
vision coverage will be withheld from your 
paycheck on a before-tax basis.  

 FLEXIBLE SPENDING ACCOUNTS 

If elected, you contribute to an FSA through 
before-tax payroll deductions. 

BASIC LIFE AND AD&D, AND 
SUPPLEMENTAL LIFE 

The Company pays the full cost of Basic Life 
and AD&D. If elected, you pay the full cost 
of Supplemental Life through before-tax 
payroll deductions. 

BUSINESS TRAVEL ACCIDENT, 
ACCIDENT AND SICKNESS, EAP 

The Company pays the full cost of Business 
Travel Accident, Accident and Sickness and 
the EAP.  

 

Enrolling in Benefits 

INITIAL ENROLLMENT 

You must enroll yourself and your eligible 
dependents in your benefits within  
30 days of the date you become an eligible 
employee. If you do not enroll within the 
initial 30-day enrollment period, you will 
have to wait until the next open enrollment 
period to enroll, unless you experience a 
qualified life event change (see Special 
Enrollment/Change in Status). 

ANNUAL OPEN ENROLLMENT 

Once you enroll in the Plan, your benefit 
elections will remain in effect throughout the 
year. Your next opportunity to make a 
change (unless you experience a qualified 
life event change) will be during the annual 
open enrollment period, typically held in the 
fall. Prior to each open enrollment, you will 
receive instructions on how to make benefit 
election changes. Please note that you must 
elect certain benefits (such as the FSAs) 
during each open enrollment period in order 
to continue coverage from year to year. You 
may not drop your spouse in anticipation of 
divorce during open enrollment. 

SPECIAL ENROLLMENT AND CHANGE IN 
STATUS 

You have the right to enroll or drop coverage 
in the Medical Plan and/or other Glatfelter 
Health and Welfare plans outside of open 
enrollment if you experience a qualified life 
event, as follows:  

 marriage, divorce, legal separation, 
death, birth, adoption, commencement of 
or return from an unpaid leave of 
absence, change in residence or work 
location, court order to provide coverage 
for a child, or exhaustion of COBRA 
(anticipation of divorce is not a qualified 
life event); 
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 termination or commencement of 
employment, or change in work 
schedule; 

 gain or loss of eligibility under other 
coverage; 

 a significant change (at least 30% 
change) in the cost of coverage or 
features under the Glatfelter Plan or 
another plan (Please note: The Internal 
Revenue Code does not permit you to 
make a change to your Health Care FSA 
as a result of a change in cost or 
coverage. 

 becoming entitled to Medicare or 
Medicaid; or 

 experiencing a COBRA qualifying event. 

If any of these events occur, contact Human 
Resources for more information on the 
coverage you may be eligible to add and/or 
drop. You have 30 days from the date of 
the qualified life event to make changes, 
or you must wait until the next open 
enrollment period to make changes to your 
benefits.  

NEW Special Enrollment Period, effective 
04/01/2009   
Effective April 1, 2009, gain or loss of 
eligibility for Medicaid or CHIP (state-
sponsored Childrenôs Health Insurance 
Plans) coverage will now be treated as a 
Special Enrollment Right.  The Plan will 
permit an employee or a dependent of an 
employee who is eligible, but not enrolled, to 
enroll under the PLAN if either of the 
following two conditions are met:   
 
(1) The employee or dependent is covered 
under a Medicaid plan or under a state child 
health plan and the coverage is terminated 
due to loss of eligibility AND the employee 
requests coverage under the group health 
plan no later than 60 days after the loss 
of eligibility. 
 
(2) The employee or dependent becomes 
eligible for assistance for coverage under 
the group health plan (see below), Medicaid 
plan or state child health plan AND the 

employee requests coverage under the 
group health plan no later than 60 days 
after the employee or dependent is 
determined to be eligible for assistance.  

Since Internal Revenue Code Section 125 
permits a change to your pre-tax enrollment 
when you exercise a special enrollment 
right, the change to your coverage under the 
Plan can be done on a pre-tax basis.  Note 
that this is a longer enrollment period than 
the 30 days that applies to other special 
enrollment rights.  This is the only Special 
Enrollment period that lasts 60 days. 

Please note:  It is your responsibility to notify 
Human Resources when your dependent is no 
longer eligible for coverage. Failure to do so may 
result in claims being denied and loss of 
premiums paid. 

HOW TO ENROLL IN YOUR BENEFITS 

To enroll in your benefits, contact Human 
Resources for the enrollment form. You 
must return your completed form to Human 
Resources within 30 days of date of hire.  

If you need a special enrollment due to a 
qualified life event change, contact Human 
Resources within 30 days after the event.  

Managing Your 

Benefits 
Glatfelter provides employee benefit 
services through the Glatfelter Benefits 
Service Center.  

To access your benefits, call the Glatfelter 
Benefits Service Center at 888-60-PAPER 
(888-607-2737). Representatives are 
available Monday through Friday, 9 a.m. to  
5 p.m., Eastern Time. 

The Glatfelter Benefits Service Center can 
assist you to verify benefit eligibility for you 
and your dependents, help with benefit 
claims that you were unable to resolve 
through the benefit provider, and answer 
general benefits questions.  
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Plan Information  
The following details apply to all benefits 
under the Plan 

Plan Name 

Glatfelter Health and Welfare Benefits Plan  

Plan Sponsor 

P.H. Glatfelter Company  

Employer ID Number 

23-0628360 

Plan Number 

501 

Plan Year 

January 1 to December 31 

Plan Administrator, Named Fiduciary 
and Agent for Service of Legal Process 

P.H. Glatfelter Company 
Attn: Benefits Department 
96 S. George Street 
York, PA 17401 
Phone: 717-225-4711 

Type of Administration  

The Plan is administered by the Plan 
Administrator. Please note that participant 
benefit accounts under the Plan are merely 
bookkeeping entries, no assets or funds are 
ever paid to, held in or invested in any 
separate trust or account, and no interest is 
paid on or credited to any benefit account. 
Some benefits are provided through 
insurance contracts. To the extent that any 
benefits are not provided through insurance 
contracts, they are paid from the Companyôs 
general assets. 

Discretion of Plan Administrator 

The Plan Administrator (or its delegate) has 
full discretion to interpret and apply the 
terms of the Plan, including determinations 
of benefit eligibility, and all such 
discretionary determinations shall be final 
and binding on covered persons and 
claimants. Benefits under this plan will be 
paid only if the Plan Administrator (or its 
delegate) decides in its discretion that the 
applicant is entitled to them.  
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Whom to Contact With Questions 
If you have specific questions about a selected benefit, contact the Claim Administrator  
of the specific Plan (see below). If the Claim Administrator does not assist you, contact the 
Glatfelter Benefits Service Center at 888-60-PAPER (888-607-2737).  

Benefit Contact 

General questions about how your health and welfare plans 
work, eligibility for benefits, qualified life event change, etc. 

Glatfelter Benefits Service Center 
888-60-PAPER (888-607-2737) 

Medical 1 

CIGNA Healthcare 
www.cigna.com 
800-244-6224 

Prescription Drugs1 

 

 

Specialty Injectable Drugs 

CVS Caremark 

www.caremark.com 
888-202-1654 Caremark Specialty Drug 

800-237-2767 

Dental1 

Delta Dental 
www.deltadentalins.com 

800-932-0783 

Vision2 

National Vision Administrators, L.L.C. 
www.e-nva.com 
800-672-7723 

Flexible Spending Accounts (FSAs) 

HFS Benefits 
www.hfsbenefits.com 

888-460-8005 
888-510-4218 (toll-free fax) 

Life Insurance and AD&D2 

The Prudential Insurance Company of America 
www.prudential.com 

800-778-3827 

Sickness and Accident1 

Long-term Disability2 

CIGNA Group Insurance 
800-36-CIGNA  
(800-362-4462) 

Employee Assistance Program (EAP) 1 

WellSpan 
www.wellspaneap.org 

800-673-2514 
Employees in South Central Pennsylvania call 

participating providers directly.  Go to 
www.wellspaneap.org to access providersô telephone 

numbers or call 800-673-2514 for assistance. 

Business Travel Accident2 
AIG Life Insurance Company 

800-551-0824 

 

1.  These benefits are self funded obligations of P.H. Glatfelter Company and are not guaranteed 
by the claims payer/Contact listed. 

 2.  These benefits are fully insured (by the Contact listed) and are guaranteed by the company 
listed. 

http://www.caremark.com/
http://www.e-nva.com/
http://www.wellspaneap.org/
http://www.wellspaneap.org/
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Medical  - PPO 

PLAN HIGHLIGHTS 
 Preferred provider organization  

(PPO) plan  

 Provides in-network and out-of-network 
benefits so you may use any provider of 
your choice. However, benefits are 
higher if you use an in-network provider. 

 The Claim Administrator CIGNA 
Healthcare and the network is the 
national Open Access Plus  network.  

 Includes prescription drug benefits 
through CVS Caremark with both retail 
and mail-order service. 

HOW THE PLAN WORKS 

A PPO is a form of managed care that gives 
you the flexibility to use any in-network or 
out-of-network provider of your choice.  

In-network providers ï Certain doctors, 
laboratories, hospitals and other providers 
have agreed to accept set fees for their 
services, so your out-of-pocket expenses 
are typically lower. In-network providers will 
also file claims for you automatically.  

 

 

 

 

 

 

 

 

 

 

 

 

 

Out-of-network providers ï You and your 
covered dependents are free to visit any 
health care provider you choose. When you 
use out-of-network providers, you have 
coverage for most services; however, some 
services may not be covered. Your out-of-
pocket costs may be higher since the Plan 
pays benefits based on Maximum 
Reimbursable Charges*.  

* Maximum Reimbursable Charge is 
determined based on the lesser of the providerôs 
normal charge for a similar service or supply; or a 
percentage of charges made by providers of such 
service or supply in the geographic area where 
the service is received. 

NOTE:  The provider may bill you for the 
difference between the providerôs normal charge 
and the Maximum Reimbursable Charge, in 
addition to applicable deductibles, copayments 
and coinsurance. 

Referrals ï You do not need a referral to see 
a specialist. If your primary physician refers 
you or a covered dependent to an out-of-
network provider, services will be covered at 
the out-of-network level. You are responsible 
for ensuring services are performed by in-
network providers.  
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Medical ï PCP 

PLAN HIGHLIGHTS 
 Primary Care Plan (PCP) 

 Provides in-network benefits only.  If you 
choose an out-of-network provider, 
there is no coverage and you will pay 
the full cost of the services received. 

 The Claim Administrator is CIGNA 
Healthcare and the network is the 
national Open Access Plus network.  

 Includes prescription drug benefits 
through CVS Caremark with both retail 
and mail-order service. 

 

 

 

 

HOW THE PLAN WORKS 

A PCP is a form of managed care that gives 
you the flexibility to use any in-network or 
out-of-network provider of your choice.  

In-network providers ï Certain doctors, 
laboratories, hospitals and other providers 
have agreed to accept set fees for their 
services, so your out-of-pocket expenses are 
typically lower. In-network providers will also 
file claims for you automatically.  

Out-of-network providers ï There is no 
coverage for out-of-network providers.  You 
will pay the full cost for services received.  

Referrals ï You do not need a referral to see 
a specialist. If your primary physician refers 
you or a covered dependent to an out-of-
network provider, services will not be 
covered.  You are responsible for ensuring 
services are performed by in-network 
providers.  
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PPO PLAN SUMMARY OF BENEFITS  

This is a brief summary of your benefits. The first interpretation will be governed by the Plan document. 

The dollar amounts and percentages listed are the amounts you pay for each service, unless noted 
otherwise. All out-of-network amounts are based on the maximum reimbursable charge. 

 In-Network You Pay Out-of-Network You Pay 

Calendar Year Deductible 
    

 
 

 
 

   Effective January 1, 2010 $0 per Individual 
 $0 per Family 

$300 per Individual 
 $600 per Family 

The annual deductible does not apply to screening mammograms, screening gynecological examinations and pap 
smears, PA mandated childhood immunizations, and home health care visits. Medical Expenses that were incurred and 
applied toward the Individual or Family Deductible during the last 3 months of the calendar year will be applied toward 
the next yearôs Deductible. 

Annual Out-of-Pocket Maximum 
    

 
 

 
 

   Effective January 1, 2010 $1,205 per Individual 
$1,640 per Family 

$1,500 per Individual 
$3,000 per Family 

When you reach the out-of-pocket maximum, benefits for the remainder of the calendar year will be paid at 100 percent 
of the maximum reimbursable charge, unless noted. The out-of-pocket maximum does not include preauthorization 
penalties, co-pays, deductibles, charges exceeding the maximum reimbursable charge, expenses incurred after a 
benefit period exhausted. Out-of-Pocket maximums cross accumulate between In- and out-of-network. 

Lifetime Maximum Unlimited 

 

Covered Facility and Professional Services In-Network You Pay Out-of-Network You Pay 

Allergy Services 20%  40%  

Ambulance Services  20% 20%  
(except if not a true 

emergency, then 40% ) 

Ambulatory Surgical Facility 10% 30% 

Blood and Administration 20%  40%  

Diabetic Supplies and Education 20% 40% 

Dialysis Center 10%  30%  

Durable Medical Equipment & Supplies 20%  40%  
Preauthorization required 

Emergency and Urgent Care Services  
   Emergency care (co-pay waived if admitted) 

   Urgent care (co-pay waived if admitted) 
    

 
$75 co-pay 
$40 co-pay 

 

 
$75 co-pay 
 $40 co-pay 

(except if not a true 
emergency, then 40%  

Enteral Nutrition 20%  40%  

Home Health Care Services 20%, no plan deductible 40%, no plan deductible 
Preauthorization required. Home health care limited to 40 days per year 

Hospice Care  20% 40% 
Preauthorization required for Inpatient care only. 

Infusion/IV Therapy  20%  40%  

Inpatient Hospital Facility Room and Board  20%  40%  
Preauthorization required 

Inpatient Services at Other Health Care Facilities 20%  40%  
Preauthorization required. (Skilled Nursing, Rehabilitation and Sub-Acute Facilities.   
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NOTE:  For some of the services listed above, you will pay based upon the place of service.  For example, 
if the service is performed in the doctorôs office, you would pay a co-payment, but if it was performed at an 
outpatient or inpatient facility, you would pay the coinsurance amount after you have paid the deductible. 

See the Preauthorization section for specifics about services needing prior approval. 
Failure to follow Preauthorization requirements will result in a 50% penalty to facility charges. 

Covered Facility and Professional Services In-Network You Pay Out-of-Network You Pay 

Laboratory and Radiology Services 
 (diagnostic radiology, laboratory and medical tests) 

20%  40%  

Maternity Services (elective abortions not covered) 
   Initial Visit 
   Subsequent Visits and Delivery 

 
$25 primary, $55 specialist 

20%  

 
40%  
40%  

Mental Health & Substance Abuse  
   Inpatient  
   Outpatient  Physicianôs Office 

 
20%  

$25 co-pay primary 
$55 co-pay specialist 

 
40%  
40%  

 
Preauthorization required for inpatient services.  

Orthotic Devices  20%  40%  

Outpatient Therapy Services  
   Physical, Occupational, Speech, Chiropractic 
   Respiratory, Pulmonary Rehab, Cognitive Rehab,  
   Cardiac Rehab 

 
20% 

 

 
40%  

 

Preauthorization required for certain services.  Chiropractic ï 15 days maximum per calendar year.  Cardiac Rehab ï 
unlimited calendar year maximum. 

Physicians Services And Consultations  
   Inpatient 
   Outpatient (office visits) 
 

 
20%  

$25 co-pay primary 
$55 co-pay specialist 

 
40%  
40%  

Preventive Care Services 

    Well child exam 
   Adult exam and lab 
   Immunizations and injections (through age 18) 
   Gynecological exam, screening  
   Pap smear, screening  
   Mammogram, screening 

 
0% 
0% 
0% 
0% 
0% 

 
0% 
0% 
0% 
0% 
0% 

Preventive care lab, X-rays and tests are covered 100% for screenings only; diagnostic services fall under the 
Diagnostic Services benefit and are subject to the deductible.  

Prosthetic Appliances 20%  40%  
Wigs limited to one per lifetime 

Surgery  
   Physicianôs Office  
    
   Surgical procedure  

 
$25 co-pay primary 

$55 co-pay specialist 
20%  

 
40%  

 
40%  

Surgical procedure includes anesthesia, mastectomy and related services, oral surgery and sterilization. Reversal of 
sterilization not covered. 

Transplant Services 
 (evaluation, acquisition and transplantation) 

0% at CIGNA LIFESOURCE 
facility, otherwise 20%  

40%  up to transplant 
maximum 

Preauthorization required. A travel expense is provided for pre-approved transplants up to a maximum of $10,000 per 
transplant to an approved LIFESOURCE facility.  

Other Services (biofeedback, private duty nursing, 
orthodontic treatment of congenital cleft palates, 
diagnostic hearing screening, vision care for illness or 
accidental injury, infertility testing excluding assisted 
fertilization services, non-routine foot care and TMJ) 

20%  40%  
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PCP PLAN SUMMARY OF BENEFITS 

This is a brief summary of your benefits. The first interpretation will be governed by the Plan document. 

The dollar amounts and percentages listed are the amounts you pay for each service, unless noted 
otherwise.  There is no out-of-network coverage, except for emergencies. 

 In-Network You Pay Out-of-Network You Pay 

Calendar Year Deductible 
    

 
 

 
 

   Effective January 1, 2010 $0 Individual 
$0 Family 

N/A 

 

Annual Out-of-Pocket Maximum 
    

 
 

 
 

   Effective January 1, 2010 $0 Individual 
$0 Family 

N/A 

 

Lifetime Maximum Unlimited 

 

Covered Facility and Professional Services In-Network You Pay Out-of-Network You Pay 

Allergy Services 0% No Coverage 

Ambulance Services  0% 0% 

Diabetic Supplies and Education 0% No Coverage 

Dialysis Treatment 0% No Coverage 

Durable Medical Equipment & Supplies 0% No Coverage 
Preauthorization required.  Limited to $340 per oral appliance for sleep apnea. 

Emergency and Urgent Care Services  
   Emergency care (co-pay waived if admitted) 

   Urgent care (co-pay waived if admitted)    

 
$75 co-pay 
$40 co-pay 

 
$75 co-pay 
 $40 co-pay 

Enteral Nutrition/Equipment 0% No Coverage 

Home Health Care Services 0% No Coverage 
Preauthorization required, 100 days per calendar year maximum. 

Hospice Care 0% No Coverage 
Preauthorization required for Inpatient services only 

Infusion/IV Therapy  0% No Coverage 

Inpatient Hospital Facility Room and Board  
 Services 

0% No Coverage 

Inpatient Services at Other Health Care Facilities 0% No Coverage 
Preauthorization required, Includes Skilled Nursing, Rehabilitation and Sub-Acute Facilities, unlimited calendar year 
maximum. 

Laboratory and Radiology Services (radiology, 
laboratory and medical tests) 

0% No Coverage 

Maternity Services  
   Initial Visit 
   Subsequent Visits 
   Delivery 

 
$15 primary, $35 specialist  

0% 
0% 

 
No Coverage  
No Coverage 
No Coverage 
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NOTE:  For some of the services listed above, you will pay based upon the place of service.  For example, 
if the service is performed in the doctorôs office, you would pay your primary or specialist co-payment, but if 
it was performed at an outpatient or inpatient facility, you would pay a different copayment, based upon the 
place of service. 

See the Preauthorization section for specifics about services needing prior approval. 
Failure to follow Preauthorization requirements will result in a 50% penalty to inpatient hospital 
charges. 

Covered Facility and Professional Services In-Network You Pay Out-of-Network You Pay 

Mental Health & Substance Abuse  
   Inpatient  
   Outpatient Physicianôs Office Visit 
   Outpatient  (Group Only) 
   Outpatient Facility 

 
0% 

$15 primary, $35 specialist 
$5 co-pay 

0% 

 
No Coverage 
No Coverage 
No Coverage 
No Coverage 

Preauthorization required for inpatient services. Non-surgical treatment procedures are not subject to the facility co-pay. 

Orthotic Devices  0% No Coverage 

Outpatient Facility Services 0% No Coverage 

Outpatient Therapy Services  
   Physical, occupational, speech, chiropractic 
   Respiratory, Pulmonary Rehab, Cognitive Rehab, 
   Cardiac Rehab 

 
0% 

 

 
No Coverage 

Preauthorization required for certain services.  Physical, occupational, speech, pulmonary, cognitive, respiratory therapy 
ï 90 days for all therapies combined maximum per calendar year.  Chiropractic ï 20 days maximum per calendar year, 
Cardiac Rehab ï 60 days maximum per calendar year. 

Physicians Services And Consultations  
   Inpatient  
   Outpatient (including office visits, office surgeries) 

 
0% 

$15 primary, $35 specialist 

 
No Coverage 
No Coverage 

Preventive Care Services 

   Well child care 
   Adult physical exam 
   Screening gynecological exam 
   Routine mammography, pap, PSA testing 
   Childhood immunizations 

 
0% 
0% 
0% 
0% 
0% 

 
No Coverage 

Well child care unlimited from birth through age 2.  

Prosthetic Appliances 0% No Coverage 
Wigs limited to $800 per calendar year 

Surgery  
   Physicianôs Office  
   Surgical procedure (including anesthesia,  
   mastectomy and related services, oral surgery and  
   sterilization; reversal of sterilization not covered)  

 
$15 primary, $35 specialist 

0% 

 
No Coverage 
No Coverage 

Transplant Services 
 (evaluation, acquisition and transplantation) 

0% at CIGNA LIFESOURCE 
facility 

No Coverage 

Preauthorization required. A travel expense is provided for pre-approved transplants up to a maximum of $10,000 per 
transplant to an approved LIFESOURCE facility.  

Other Services (orthodontic treatment of congenital 
cleft palates, diagnostic hearing test, vision care for 
illness or injury, infertility testing including artificial 
insemination, and non-routine foot care) 

0% No Coverage 
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Prescription Summary of Benefits ï PPO and 

PCP Plans 
 

Prescription Drugs  

CVS Caremark 
Note: Two 34-day fills are allowed at retail pharmacy first; 
then required to use mail order or a CVS Pharmacy for 
maintenance drugs. 
 
Specialty medications are generally self-injectable drugs 
(excluding diabetic drugs) 

Retail Pharmacy (34-day maximum supply) 
Generic ï 0% 

Preferred ï 20% co-pay 
Non-preferred ï 30% co-pay 
 ñLifestyleò ï 100% co-pay 

 
Mail-Order or CVS Pharmacy Maintenance Drugs (90-day 

maximum supply) 
Generic ï 0% 

Preferred ï 20% co-pay 
Non-preferred ï 30% co-pay 
 ñLifestyleò ï 100% co-pay 
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Medical ï PPO/PCP  
 HOW TO FIND IN-NETWORK MEDICAL 
PROVIDERS 

1. Go online to: www.cigna.com.  

2. Call CIGNA Healthcare customer 
service at 800-244-6224. 

3. Call the Glatfelter Benefits Service 
Center at 888-60-PAPER  
(888-607-2737).  

4. Contact the Human Resources 
department for a current listing of  
in-network providers.  

It is recommended that you call your 
providerôs office prior to services being 
performed to verify that the provider  
belongs to the Open Access Plus network. 

If there is not a provider in the network who 
offers a service you require, call the phone 
number on the back of your ID card to 
contact the Claim Administrator. A non-
network provider may be authorized to 
perform the service at the in-network  
benefit level. 

HEALTH CARE MANAGEMENT 

Health Care Management is a process 
designed to promote the delivery of cost-
effective medical care by assuring the  
use of appropriate procedures, setting  
and resources through Case Management 
and preauthorization review requirements. 

Your right to benefits for covered services 
provided under the Plan is subject to 
 certain policies, guidelines and limitations, 
including, but not limited to, the Claim 
Administrator's medical policy and clinical 
guidelines. 

CLINICAL GUIDELINES  

The Claim Administrator uses clinical 
guidelines to assist in the interpretation of 
medical necessity. The clinical guidelines 
include the Claim Administratorôs corporate 
medical policy, nationally recognized 

utilization review guidelines, medical 
review/utilization review criteria developed by 
the Claim Administrator, Medicare 
Guidelines, and other decision-support 
material. However, the SPD takes 
precedence over the clinical guidelines. 
Medical technology and standards of care 
are constantly changing and the Claim 
Administrator reserves the right to review 
and update the clinical guidelines 
periodically. 

PREAUTHORIZATION 

Preauthorization is the process of obtaining 
approval from the Claim Administrator before 
incurring expenses for certain covered 
services. Preauthorization does  
not guarantee coverage, payment of the 
service or procedure reviewed.  

If preauthorization is required, show your  
ID card to your health care provider when 
medical services or supplies are requested. 
Your provider will be asked to provide 
medical information on the proposed 
treatment to CIGNA Healthcareôs Pre-
Admission Certification Department by 
calling 800-244-6224.  

If you use a CIGNA HealthCare participating 
provider, your doctor will work with CIGNA 
HealthCare to arrange for preauthorization.  
If you use a provider who does not 
participate with CIGNA HealthCare, you are 
responsible for obtaining preauthorization.  
For more information call CIGNA 
HealthCareôs Pre-Admission Certification 
Department by calling 800-244-6224.  

If you undergo a procedure requiring 
preauthorization and fail to obtain 
preauthorization, the Plan will provide 
benefits for medically necessary covered 
services; however, the allowable amount 
may be reduced by a dollar amount or 
percentage established by the Plan.  

Services Requiring Preauthorization  

Services that require Pre-Authorization 
include, but are not limited:  

 inpatient hospital services;  

http://www.cigna.com/
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 non-emergent ambulance; 

 inpatient services at any participating 
Other Health Care Facility;  

 residential treatment; 

 intensive outpatient programs; 

 transplant services; 

Preauthorization requirements do not  
apply to services provided by a hospital 
emergency room provider. If an inpatient 
admission results from an emergency  
room visit, you must notify the Claims 
Administrator within 48 hours or two 
business days of the admission. The 
hospital may perform the notification; 
however you or your responsible party 
acting on your behalf is ultimately 
responsible for the notification.  

Outpatient Services Requiring 
Preauthorization in the PCP Plan Only 

Certain outpatient services that require Pre-
Authorization in the PCP Plan only include, 
but are not limited to:  

 MRIs/MRAs, CT scans and PET scans; 

 potential cosmetic procedures; 

 durable medical equipment; 

 home health care; 

 injectable drugs; 

 biofeedback; and 

 speech therapy. 

Case Management 

The Plan offers Case Management  
services at no cost. 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. 

 

 

COVERED SERVICES 

The following services, when considered 
medically necessary and not experimental or 
investigative, are covered. 

Allergy Services 

Benefits for allergy services include testing, 
immunotherapy, and allergy serums. 
Covered expenses include:  

 tests used in the diagnosis of allergy to a 
particular substance including direct skin 
testing and in vitro techniques; 

 therapy provided to individuals with a 
demonstrated hypersensitivity that 
cannot be managed by avoidance or 
environmental controls; and  

 the immunizing agent (serum) used in 
immunotherapy injections as long as the 
immunotherapy itself is covered. 

Ambulance Services (Medical Transport) 

Benefits for medical transport services 
include the use of specially designed and 
equipped vehicles to transport ill or injured 
patients. Medical transport services may 
involve ground or air transports in both 
emergency and non-emergency situations. 

Air ambulance transportation is covered only 
when the transport is medically necessary, or 
the point of pick-up is not accessible by land 
and the transport is to an acute care hospital 
(whether for initial transport or subsequent 
transfer to another facility for special care). 

Emergency ambulance services include 
transportation to an acute care hospital when 
the circumstances leading up to the 
ambulance services qualify as emergency 
services and the patient is transported to the 
nearest acute care hospital with appropriate 
facilities for treatment of the injury or illness 
involved. 

Blood and Blood Administration  

Benefits for blood and blood administration 
include:  

 whole blood; 
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 the administration of blood; 

 blood processing; and  

 blood derivatives used to treat specific 
medical conditions. 

Diabetic Supplies and Education 

Unless otherwise covered under a 
prescription drug program, benefits for 
diabetic drugs and supplies include drugs 
(including insulin), equipment, agents, and 
orthotics used for the treatment of insulin-
dependent diabetes, insulin-using diabetes, 
gestational diabetes, and non-insulin-using 
diabetes when prescribed by a provider 
legally authorized to prescribe such items. 

Covered equipment, agents, and orthotics 
include: 

 injectable aids (e.g., syringes); 

 pharmacological agents for controlling 
blood sugar; 

 standard blood glucose monitors and 
related supplies, and insulin infusion 
devices. 

Benefits for diabetes self-management 
include participation in a diabetes self-
management training and education 
program under the supervision of a licensed 
health care professional with expertise in 
diabetes, approved by the American 
Diabetes Association and subject to the 
criteria determined by the Plan. 

Self-management education and education 
relating to diet, prescribed by a licensed 
physician, includes: 

 medically necessary visits upon the 
diagnosis of diabetes; and 

 visits when a physician identifies or 
diagnoses a significant change in the 
patientôs symptoms or conditions that 
necessitates changes in a patientôs  
self-management and when a new 
medication or therapeutic process 
relating to the patientôs treatment and/or 
management of diabetes has been 

identified as medically necessary by a 
licensed physician.  

Dialysis Treatment 

Benefits for dialysis include the inpatient or 
outpatient treatment of acute renal failure or 
chronic renal insufficiency for removal of 
waste materials from the body. 

Durable Medical Equipment (DME) and 
Supplies 

Covered expenses of DME include:  

 rental or purchase, whichever is less 
costly, that is prescribed by a physician 
and required for therapeutic use by the 
covered person; and 

 reasonable repairs, adjustments and 
certain supplies that are necessary to 
maintain the DME in operating condition.  

Emergency and Urgent Care Services 

Emergency Services 

Benefits for emergency services include the 
initial evaluation, treatment and related 
services, such as diagnostic procedures 
provided on the same day as the initial 
treatment. 

Surgery performed in conjunction with an 
emergency room visit is reimbursed at the 
payment level for surgical procedures.  

Inpatient hospital stays as a result of an 
emergency are reimbursed at the level of 
payment for inpatient benefits.  

Benefits for emergency dental accident 
services include treatment of the teeth or 
periodontium for or in connection with a 
continuous course of treatment started within 
six months of an accidental injury to sound, 
natural teeth.  

If you believe you need emergency medical care, 
you should not forego that care because you 
believe it will not be covered by the Plan. 

Urgent Care Services 

Benefits for services performed in an urgent 
care center. In the judgment of the provider, 
they are non-life threatening and urgent.  
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They can be treated on other than an 
inpatient hospital basis and are performed 
at a freestanding urgent care center by a 
duly licensed associated physician or allied 
health professional practicing within the 
scope of his/her licensure and specialty.  

Enteral Nutrition   

Benefits for enteral nutrition include enteral 
feeding and enteral formulas. 

Benefits for enteral feeding through a tube 
are covered for individuals with functioning 
gastrointestinal tracts, but for whom oral 
feeding is impossible and the enteral 
formula provides the sole source of 
nutrition. 

Benefits for enteral formulas are covered 
when needed for the treatment of inborn 
errors of metabolism.  

Gynecological Services 

Covered gynecological services include:  

 gynecological screening exams for 
covered females; and  

 routine screening Papanicolaou (Pap) 
smears for covered females.  

Home Health Care Services 

Benefits for home health care services 
provided to a homebound patient include: 

 professional services provided by a 
registered nurse or licensed practical 
nurse; 

 physical medicine, occupational therapy 
and speech therapy; 

 medical and surgical supplies provided 
by the home health care agency; and 

 medical social service consultation. 

Hospice Care 

Benefits for hospice care include the 
following services provided to a covered 
person by a hospice provider responsible 
for the covered personôs overall care: 

 Hospice facility for bed and board and 
services and supplies; 

 Hospice facility for services provided on 
an outpatient basis; 

 Physician for professional services; 

 Psychologist, social worker, family 
counselor or ordained minister for 
individual and family counseling; 

 Pain relief treatment, including drugs, 
medicines and medical supplies; 

 Part-time or intermittent nursing care; 
and 

 Physical, occupational and speech 
therapy. 

Immunizations and Injections 

Benefits for immunizations and injections 
include: 

 specific childhood immunizations;  

 certain immunizations if an individual is 
determined to be at high risk; and 

 injectables that cannot be self-
administered and are billed by a 
professional in an office setting. 

Infusion/IV Therapy  

Benefits for infusion/IV therapy include the 
drugs and IV solutions, supplies and 
equipment used to administer the drugs, and 
nursing visits to administer the therapy. 

Inpatient Hospital Facility Services (Acute 
Care Hospital Room and Board and 
Associated Charges) 

Benefits for room and board in an acute care 
hospital include bed, board and general 
nursing services when a covered person 
occupies: 

 a semi-private room (two or more beds); 

 a bed in a special accommodations unit; 
or 

 a private room, if medically necessary or 
if no semi-private accommodations are 
available.  

Benefits for associated services include, but 
are not limited to: 
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 drugs and medicines provided for use 
while an inpatient; 

 use of operating or treatment rooms and 
equipment; 

 oxygen and administration of oxygen; 
and 

 medical and surgical dressings, casts 
and splints. 

Benefits for long-term acute care hospitals 
include services provided when a covered 
person is acutely ill and would otherwise 
require an extended stay in an acute care 
setting. 

Inpatient Services at Other Health Care 
Facilities (Acute Inpatient Rehabilitation 
and Skilled Nursing Facility) 

Benefits for acute inpatient rehabilitation 
provided in a skilled nursing 
facility/rehabilitation hospital include 
services provided when a covered person 
requires an intensive level of skilled 
inpatient rehabilitation/skilled nursing 
services on a daily basis and these skilled 
rehabilitation services are provided in 
accordance with a physicianôs order.  

Laboratory and Radiology Services 
(Diagnostic Services) 

Benefits for diagnostic services include, but 
are not limited to, radiology tests, laboratory 
tests, and medical tests. Covered expenses 
include:  

 X-rays, MRIs, CT scans, ultrasounds, 
echography and other radiological 
services performed for the purpose of 
diagnosing a condition due to an illness 
or injury; 

 diagnostic pathology and laboratory 
tests for the diagnosis or treatment of a 
disease or condition; and 

 EKGs, EEGs, and other diagnostic 
medical procedures performed for the 
purpose of diagnosing or treating a 
disease or condition. 

Mammograms 

Physician-recommended screening and 
diagnostic mammograms are covered but 
may be subject to cost-sharing amounts. 

Maternity Services 

Benefits for maternity services include 
prenatal, delivery and postpartum services 
provided to a covered female for 
pregnancies. Covered expenses include:  

 the initial examination; 

 tests and a series of follow-up exams to 
monitor the health of the mother and 
fetus; 

 facility and professional services for 
vaginal and cesarean section (c-section) 
deliveries; 

 post-delivery hospital services and office 
visits. 

Coverage for the inpatient postpartum stay 
for the mother and the newborn child in a 
hospital will, at a minimum, be 48 hours for a 
vaginal delivery and 96 hours for a C-
section. The length of stay is based on the 
prenatal guidelines set forth by the American 
Academy of Pediatrics and the American 
College of Obstetricians and Gynecologists. 

Group health plans and health insurance 
issuers generally may not, under Federal 
law, restrict benefits for any hospital length of 
stay in connection with childbirth for the 
mother or newborn child to less than 48 
hours following a vaginal delivery, or less 
than 96 hours following a C-section. 
However, federal law generally does not 
prohibit the attending physician, after 
consulting with the mother, from discharging 
the mother or her newborn earlier than 48 
hours or 96 hours, as applicable. In any 
case, plans and issuers may not, under 
federal law, require that a provider obtain 
authorization from the Plan for prescribing a 
length of stay not in excess of 48 hours or 96 
hours, as applicable. 

Coverage for a length of stay shorter than 
the minimum period mentioned above may 
be permitted if the attending physician, or the 
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nurse midwife in applicable cases, 
determines further inpatient postpartum 
care is not necessary for the mother or 
newborn child and the mother agrees. 

Mental Health Care Services 

Benefits for mental health care services 
include services for mental illness 
diagnoses. Covered expenses include:  

 bed, board and general inpatient nursing 
services when provided for the 
treatment of mental illness; 

 treatment of a mental illness in a 
planned therapeutic program.  For every 
two partial hospitalization visits used, 
the number of inpatient days available is 
reduced by one; and 

 outpatient treatment of mental illness by 
a hospital, a physician, or other eligible 
provider. 

Orthotic Devices 

Benefits for orthotic devices include: 

 purchase, fitting, necessary adjustment, 
repairs, and replacement of orthotic 
devices; 

 diabetic shoes and custom-molded foot 
orthotics; and  

 orthopedic shoes and other supportive 
devices of the feet when they are an 
integral part of a leg brace.  

Outpatient Short-Term Therapy Services 
(Therapy Services) 

Benefits for therapy services include 
evaluation and treatment of a covered 
personôs illness or injury when an 
expectation exists that the therapy will result 
in significant or measurable improvement in 
the covered personôs level of functioning 
within a reasonable period of time 
appropriate to his or her condition. Covered 
expenses include:  

 inpatient or outpatient treatment of a 
disease by X-ray, gamma ray, 
accelerated particles, mesons, neutrons, 

radium or radioactive isotopes, including 
the cost of the radioactive material; 

 evaluation and treatment by physical 
means or modalities, and the use of 
therapeutic exercises or activities 
performed to relieve pain and restore a 
level of function following disease, 
illness, or injury; 

 the evaluation and treatment of a 
physically disabled person by means of 
constructive activities designed to 
promote the restoration of the covered 
personôs ability to satisfactorily 
accomplish the ordinary tasks of daily 
living; 

 services necessary for the evaluation, 
diagnosis, and treatment of certain 
speech and language disorders as well 
as services required for the diagnosis 
and treatment of swallowing disorders; 

 chemotherapy drugs and the 
administration of these drugs in an 
outpatient setting. 

 treatment of acute or chronic lung 
conditions through the use of intermittent 
positive breathing (IPPB) treatments, 
chest percussion, postural drainage, and 
pulmonary exercises; 

 regulated exercise programs that are 
proven effective in the physiological 
rehabilitation of a patient with a cardiac 
illness; and 

 treatment involving movement of the 
spinal or other body regions that has a 
direct therapeutic relationship to the 
patientôs condition, is performed for a 
musculoskeletal condition, and is 
expected to restore the patientôs level of 
function lost due to the condition. 

Physician Services and Consultations 
(Professional Provider Evaluation & 
Management (E & M) and Consultations) 

Covered evaluation and management 
expenses include:  
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 medical care services provided by a 
physician or other professional provider 
to a covered person who is a hospital 
inpatient; and 

 outpatient visits to a professional 
provider for the prevention, diagnosis 
and treatment of an injury or illness. 

Covered consultation expenses include:  

 initial and follow-up inpatient 
consultation services by another 
physician at the request of the attending 
physician; and 

 office consultation visits. 

Preventive Care Services 

Benefits for preventive care services include 
adult exams and screenings, and well child 
immunizations 

 Prosthetic Appliances 

Benefits for prosthetic appliances include: 

 purchase, fitting, necessary adjustment, 
repairs, and replacements after normal 
wear and tear of the most cost-effective 
prosthetic devices and supplies; 

 wigs when medically necessary; and 

 use of initial and subsequent prosthetic 
devices to replace breast tissue 
removed due to a mastectomy. 

Substance Abuse Services 

Benefits for the treatment of substance 
abuse include detoxification and 
rehabilitation. Covered expenses include:  

 detoxification to assist a covered person 
who is alcohol and/or drug intoxicated or 
dependent in the elimination of the 
intoxicating alcohol or drug, as well as 
alcohol or drug dependency factors 
while minimizing the physiological risk to 
the covered person; 

 services to assist covered persons with 
a diagnosis of substance abuse in 
overcoming their addiction; 

 bed, board and general inpatient nursing 
services; 

 services that would be covered on an 
inpatient basis but are otherwise 
provided for outpatient or partial 
hospitalization. 

To be eligible for coverage, these services 
must be provided by a physician, 
psychologist, or other eligible provider 
employed by a substance abuse treatment 
facility.  

Surgery 

Benefits for surgery include facility and 
professional services for pre-operative care, 
surgical procedures, and post-operative 
care. Covered expenses include:  

 the initial consultation or evaluation of the 
problem by the surgeon to determine the 
need for surgery; 

 surgical services required for the 
treatment of a disease or injury when 
performed by a physician or other 
professional provider on a covered 
person in an inpatient hospital or 
outpatient setting; 

 services ordered by the attending 
professional provider and rendered by a 
professional provider other than the 
surgeon, the assistant at surgery, or the 
attending physician; 

 a mastectomy performed on an inpatient 
or outpatient basis and surgery 
performed to alleviate functional 
impairment;  

 breast reconstruction (after a medically 
necessary mastectomy) for:  

 reconstruction of the breast on which 
the mastectomy was performed; 

 surgery and reconstruction of the 
other breast to produce a 
symmetrical appearance; 

 prostheses; and  

 complications for all stages of a 
mastectomy, including lymphedemas 
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(swelling associated with the 
removal of lymph nodes); 

Breast reconstruction coverage will 
be provided in consultation with the 
attending physician and the patient. 
Benefits are subject to the same co-
pay, deductible and/or coinsurance 
amounts that apply to other benefits 
provided. If you have questions, 
contact CIGNA Healthcare or your 
Human Resources department. 

 surgical extractions of full or partial bony 
impactions, root recovery, surgical 
exposure of impacted or unerupted 
teeth, fractures and dislocations of the 
face or jaw, surgical excisions (e.g., 
cysts, tori, exostosis) and lingual 
frenulum repairs under certain 
conditions;  

 neonatal circumcisions; and  

 sterilization procedures, except for 
reversal of sterilization. 

Transplant Services 

Covered expenses for pre-transplant 
evaluation include:  

 testing for donor compatibility; 

 pre-operative testing; 

 medical examination of the donor in 
preparation for harvesting the organ or 
tissue;  

 organ bank registry fees; and 

 the cost of screening up to the 
identification of one viable donor 
candidate.  

Covered expenses for acquisition and 
transplantation include:  

 the removal of an organ from a living 
donor or cadaver; and 

 implantation of the organ or tissue into a 
recipient. 

Services, supplies and treatments in 
connection with human-to-human organ and 

tissue transplant procedures are covered, 
subject to the following conditions:  

 when both the donor and recipient are 
covered by the Plan, benefits are 
provided for each pursuant to the terms 
of the Plan;  

 when only the transplant recipient is 
covered by the Plan, benefits are 
provided for the recipient and for the 
donor, but only to the extent that donor 
benefits are not available under another 
health plan or paid by a procurement 
agency; and 

 when the transplant recipient is covered 
by the Plan and the donor is deceased, 
the costs of recovering the organ or 
tissue (including the cost of 
transportation) will be paid if billed by a 
hospital (Note: such costs are charged 
against, and limited by, the recipientôs 
benefits under this coverage).  

Covered expenses for post-transplant 
services include post-surgical care.  

When a transplant is performed at a 
LIFESOURCE center designated for that 
transplant type, certain benefits are provided 
for travel, lodging, and meal expenses for the 
covered person and one support companion. 

CIGNA LIFESOURCE Transplant Program 

The LIFESOURCE Transplant Program uses 
medical facilities that have met criteria for 
quality care in organ transplantation.  

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 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 
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specifically contracted with CIGNA for 
Transplant services, are not covered. 
 
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. 

Other Services 

Other covered services include: 

 orthodontics, associated with treatment 
of congenital cleft palates involving the 
maxillary arch, performed in conjunction 
with bone graft surgery to correct the 
bony deficits associated with extremely 
wide clefts affecting the alveolus, but not 
to include normal dental-based 
orthodontic services normally covered 
by a dental benefit plan; 

 dental treatment started within six 
months of an injury to sound, natural 
teeth, but not to include dental work 
such as crowns; 

 hearing services, including hearing 
screenings for diagnostic purposes only;  

 vision services, including only eye care 
that is medically necessary to treat a 
condition arising from an illness or 
accidental injury to the eye, including:  

 surgery for medical conditions, 
symptomatic conditions and trauma;  

 vision screening related to a medical 
diagnosis, only for diagnostic 
purposes; 

 benefits for vision services include 
lens implants when cataract surgery 
is performed; 

 family planning expenses for infertility 
testing limited to the actual testing to 
diagnose the causes of infertility;  

 non-routine foot care, including surgical 
treatment of structural defects or 
anomalies (such as fractures or 
hammertoes) and surgical removal of 
ingrown toenails and bunions when 
provided to covered persons with specific 
medical diagnoses; and  

 private duty nursing services. 

Other covered services in the PPO plan only 
(not covered in the PCP plan) included: 

 treatment of temporomandibular joint 
syndrome (TMJ) including diagnostic 
procedures, surgery, intra-oral devices, 
physical medicine, and other therapeutic 
devices and interventions; and 

 biofeedback. 

Other covered services in the PCP plan only 
(not covered in the PPO plan) included: 

 artificial insemination. 

Medical Benefit Exclusions (by way of 
example but not limited to): 

The Plan does not provide services, supplies 
or treatment relating to the following: 

 non medically necessary services, as 
determined by Capitalôs medical 
director(s) or his/her designee(s); 

 experimental or investigational services; 

 illness or injury which occurs in the 
course of employment if benefits or 
compensation are available or required, 
in whole or in part, under a workersô 
compensation policy and/or any federal, 
state or local governmentôs workersô 
compensation law or occupational 
disease law, including, but not limited to, 
the United States Longshoremanôs and 
Harbor Workersô Compensation Act as 
amended from time to time (Note: this 
exclusion applies whether or not the 
covered person makes a claim for the 
benefits or compensation under the 
applicable workersô compensation 
policy/coverage and/or the applicable 
law); 
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 illness or injury suffered after the 
effective date of coverage which 
resulted from an act of war, declared  
or undeclared, a riot, civil disobedience, 
nuclear explosion, or nuclear accident; 

 services related to military disability 
received by veterans and active military 
personnel at facilities operated by the 
Department of Veterans Affairs or by the 
Department of Defense if the recipient is 
not required by law to pay for those 
services; 

 services received from a dental or 
medical department maintained by or on 
behalf of an employer, mutual benefit 
association, labor union, trust, or similar 
person or group; 

 cost of hospital, medical, or other 
benefits resulting from accidental bodily 
injury arising out of a motor vehicle 
accident, to the extent such benefits are 
payable under any medical expense 
payment provision (by whatever 
terminology used, including such 
benefits mandated by law) of any motor 
vehicle insurance policy; 

 items or services paid for by Medicare 
when Medicare is primary consistent 
with the Medicare Secondary Payer 
Laws (Note: this exclusion shall not 
apply when the Plan is obligated by law 
to offer the covered person the benefits 
of this coverage as primary and the 
covered person so elects this coverage 
as primary); 

 care of conditions that federal, state or 
local law requires to be treated in a 
public facility; 

 court ordered services when not 
medically necessary and/or not a 
covered benefit; 

 services rendered while in custody of, or 
incarcerated by, any federal, state, 
territorial, or municipal agency or body, 
even if the services are provided outside 
of any such custodial or incarcerating 

facility or building, unless payment is 
required by law; 

 services which are not billed by/or 
performed by or under the supervision of 
an eligible provider; 

 services rendered by a provider who is a 
member of the covered personôs 
immediate family or other relative for 
which, in the absence of coverage, no 
charge would be made; 

 telephone and electronic consultations 
between a covered person and his/her 
provider; 

 charges for failure to keep a scheduled 
appointment with a provider, for 
completion of a claim or insurance form, 
for obtaining copies of medical records, 
or for the decision to cancel a surgery; 

 services performed by a professional 
provider enrolled in an education or 
training program when such services are 
related to the education or training 
program, including services performed by 
a resident physician under the 
supervision of a professional provider; 

 charges which exceed the maximum 
reimbursable charges; 

 cost-sharing amounts required by the 
covered person under the Plan; 

 any preauthorization penalty applied 
under the preauthorization provision; 

 charges for which a covered person 
would have no legal obligation to pay; 

 services incurred prior to the effective 
date of coverage; 

 services incurred after the date of 
termination of coverage except as 
provided for by the Plan; 

 services received in a country with which 
United States law prohibits transactions; 

 inpatient admissions which are primarily 
for diagnostic studies or for inpatient 
services which could have been safely 
performed on an outpatient basis; 
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 prophylactic blood or bone marrow 
storage in the event of an accident or 
unforeseen surgery or transplant; 

 custodial care, domiciliary care, 
residential care, protective and 
supportive care including educational 
services, rest cures, convalescent care, 
or respite care not related to hospice 
services; 

 services related to organ donation 
where the covered person serves as an 
organ donor to a non-covered person; 

 transplant services where human 
organs were sold rather than donated, 
or where artificial organs were used; 

 anesthesia when administered by the 
operating physician, the assistant to the 
operating physician or the attending 
physician; 

 For cosmetic procedures or services 
related to cosmetic procedures 
performed primarily to improve the 
appearance of any portion of the body 
and from which no significant 
improvement in the functioning of the 
bodily part can be expected, except as 
otherwise required by law. This 
exclusion does not apply to cosmetic 
procedures or services related to 
cosmetic procedures performed to 
correct a deformity resulting from birth 
defect or accidental injury. For purposes 
of this exclusion, prior surgery is not 
considered an accidental injury; 

 oral surgery, except as specifically 
provided in the Plan; 

 maintenance therapy services; 

 physical medicine for work hardening, 
vocational and prevocational 
assessment and training, functional 
capacity evaluations, as well as its use 
toward enhancement of athletic skills or 
activities; 

 speech therapy for the following 
conditions: psychological speech delay, 
behavior problems, mental retardation 

(except when disorders such as aphasia 
or dysarthria are present), developmental 
delay, stuttering and stammering, 
pervasive developmental disorder, 
attention deficit disorder/attention deficit 
hyperactivity disorder, and conceptual 
handicap; 

 rehabilitative therapy, except as 
described in the Plan, including, but not 
limited to, play, music and recreational 
therapy; 

 sports medicine treatment intended to 
primarily enhance athletic performance; 

 clinical cancer trial costs (e.g., drugs 
under investigation; patient travel 
expenses; data collection and analysis 
services), except for costs directly 
associated with medical care and 
complications, related to a Capital 
approved trial, which would normally be 
covered under standard patient therapy 
benefits; 

 dental services rendered after 
stabilization in an emergency following 
an accidental injury, including, but not 
limited to, oral surgery for replacement of 
teeth, oral prosthetic devices, bridges, or 
orthodontics, unless identified as a 
covered service elsewhere in the Plan; 

 travel expenses incurred in conjunction 
with benefits unless specifically identified 
as a covered service elsewhere in the 
Plan; 

 for the following mental health 
care/substance abuse services: chronic 
care, educational testing, evaluation 
testing, hypnosis, marital therapy, 
methadone maintenance, mental 
retardation services, attention deficit 
disorder testing, other learning disability 
testing and long-term care services 
provided in extended care and state 
mental health facilities; 

 durable medical equipment requested 
specifically for travel purposes, 
recreational or athletic activities, or when 
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the intended use is primarily outside the 
home; 

 replacement of lost or stolen durable 
medical equipment items within the 
expected useful life of the originally 
purchased durable medical equipment 
or for continued repair of durable 
medical equipment after its useful life 
has exhausted; 

 personal hygiene, comfort and/or 
convenience items such as, but not 
limited to, air conditioners, humidifiers, 
physical fitness or exercise equipment, 
radio and television, beauty/barber shop 
services, guest trays, chairlifts, 
elevators, diapers, spa or health club 
memberships, or any other modification 
to real or personal property, whether or 
not recommended by a provider; 

 supportive environmental materials and 
equipment such as handrails, ramps, 
telephones, and similar service 
appliances and devices; 

 enteral formulas, administered orally 
and provided due to the inability to take 
adequate calories by regular diet, unless 
the enteral formula is the sole source of 
nutrition and except as mandated by 
law; 

 blenderized baby food, regular shelf 
food, or special infant formula, except as 
specified in the Plan; 

 pediatric preventive care, including 
routine physical examinations, and 
tests;  

 adult immunizations or immunizations 
required for travel or employment;  

 routine examination, testing, 
immunization, treatment and preparation 
of specialized reports solely for 
insurance, licensing, or employment 
including, but not limited to, pre-marital 
examinations, physicals for college, 
camp, sports or travel; 

 services directly related to the care, 
filling, removal, or replacement of teeth; 

orthodontic care; treatment of injuries to 
or diseases of the teeth, gums or 
structures directly supporting or attached 
to the teeth; or for dental implants, 
except as specifically provided in the 
Plan; 

 hearing aids, examinations for the 
prescription or fitting of hearing aids, and 
all related services; 

 eyeglasses, refractive lenses (glasses or 
contact lenses), replacement refractive 
lenses, and supplies, including, but not 
limited to, refractive lenses prescribed for 
use with an intra-ocular lens transplant;  

 vision examinations, including, but not 
limited to, routine eye exams, prescribing 
or fitting eyeglasses or contact lenses 
(except for aphakic patients) and 
refraction, regardless of whether it results 
in the prescription of glasses or contact 
lenses (Note: this exclusion does not 
apply to vision screening related to a 
medical diagnosis for diagnostic 
purposes); 

 corneal surgery and other procedures to 
correct refractive errors; 

 infertility services if the present condition 
of infertility is due, in part or in its 
entirety, to either party having undergone 
a voluntary sterilization procedure and/or 
an unsuccessful reversal of a voluntary 
sterilization procedure; 

 donor services related to assisted 
fertilization; 

 procedures to reverse sterilization; 

 treatment or procedure leading to, or in 
connection with, assisted fertilization 
such as, but not limited to, in vitro 
fertilization (IVF), gamete intra-fallopian 
transfer (GIFT), zygote intra-fallopian 
transfer (ZIFT), and artificial insemination 
(NOTE: Only artificial insemination is 
covered in the PCP plan only); 

 contraceptive therapeutic class of 
prescription drugs, products, or devices, 
including any services related to the 
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fitting, insertion, implantation and 
removal of such devices (Note: this 
exclusion applies even if such 
prescription drugs are medically 
necessary to treat an illness or medical 
condition unrelated to contraception as 
long as there are other drugs which can 
be used to treat the non-contraceptive 
condition besides the contraceptive 
drug); 

 routine foot care, including, but not 
limited to, hygiene and preventive 
maintenance (e.g., cleaning and soaking 
of feet, use of skin creams to maintain 
skin tone), trimming of nails (except 
surgery for ingrown nails), treatment of 
corns, calluses, keratoses, treatment of 
bunions (except capsular or bone 
surgery) and treatment and debridement 
of mycotic nails not resulting in 
functional impairment, unless otherwise 
mandated by law.; 

 non-custom-fabricated or over-the-
counter supportive devices of the feet, 
unless an integral part of a leg brace or 
otherwise mandated by law; 

 treatment, medicines, devices, or drugs 
in connection with sexual dysfunction, 
both male and female, not related to 
organic disease or injury; 

 treatment or procedures leading to or in 
connection with transsexual surgery 
except for sickness or injury resulting 
from such surgery; 

 prescription and over-the-counter drugs 
dispensed by a pharmacy or provider for 
the outpatient use, whether or not billed 
by a facility provider, except for allergy 
serums and mandated pharmacological 
agents used for controlling blood sugar; 

 prescription and over-the-counter drugs 
dispensed by a home health care 
agency provider, with the exception of 
intravenous drugs administered under a 
treatment plan approved by Capital; 

 treatment of obesity and/or morbid 
obesity, except that the surgical 

treatment of morbid obesity, based upon 
specific clinical criteria, is covered in the 
PPO plan only; 

 types of nutritional counseling (except 
where mandated) including services 
intended to produce weight loss;  

 inpatient stays to bring about non-
surgical weight reduction; 

 acupuncture; 

 autopsies or any other services rendered 
after a covered personôs demise; 

 non-neonatal circumcisions, unless 
medically necessary; 

 membership dues, subscription fees, 
charges for service policies, insurance 
premiums and other payments 
analogous to premiums which entitle 
enrollees to services, repairs, or 
replacement of devices, equipment or 
parts without charge or at a reduced 
charge; 

 services related to or rendered in 
connection with a non-covered service, 
including, but not limited to, anesthesia, 
diagnostic services, etc.; and  

 any other service or treatment except as 
provided for in the Plan. 

In addition, the PCP Plan does not provide 
services, supplies or treatment relating to the 
following: 

 treatment of temporomandibular joint 
syndrome (TMJ) by any and all means 
including, but not limited to, surgery, 
intra-oral devices, splints, physical 
medicine, and other therapeutic devices 
and interventions, except for evaluation 
to diagnose TMJ and except for 
treatment of TMJ caused by documented 
organic disease or physical trauma 
resulting from an accident; and 

 biofeedback. 
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PATIENTS TO EVALUATE CARE 

The Company assumes no responsibility  
for the medical care reimbursed by the Plan 
which is provided by any practitioner. Each 
patient should evaluate the quality of care 
and act accordingly. No Plan provision 
expressed in this SPD or the Plan 
documents should be interpreted to restrict 
the access to or delivery of medically 
necessary services. A patientôs decision to 
forego such care should not be based on 
his or her interpretation of the SPD or the 
Plan documents. 

RETIREE MEDICAL COVERAGE 

Not applicable to employees hired after 
January 17, 2011. 

What Happens When You Retire 

If you retire from employment between the 
ages of 55 and 65, you and your eligible 
dependents may receive extended medical 
benefits. You will be required to contribute a 
portion of the cost of coverage.  

If you are eligible for coverage, you will be 
notified of your options and costs when you 
leave the Company. Contact your Human 
Resources department for age and service 
requirements for retiree medical eligibility. 

Although Glatfelter currently provides post-
retirement benefits as described in this 
SPD, the Companyôs Board of Directors 
reserves the right to change or eliminate 
these benefits, or modify the contribution 
requirement at any time. The benefits 
provided upon retirement will be based on 
the terms of the Plan at that time, and as 
they may thereafter be amended. 

Medical benefits for you will continue until 
the earliest of: 

 the first of the month preceding your 65th 
birthday (which is when you become 
eligible for age-65 Medicare); or  

 the last day of any month that you make 
a contribution, if you fail to make 
subsequent contributions in a timely 
manner. 

Medical benefits for a spouse (to whom you 
were married on your retirement date) will 
continue until the earlier of:  

 the first of the month preceding his/her 
65th birthday (which is when he/she 
becomes eligible for age-65 Medicare); 
or  

 the last day of any month that you make 
a contribution, if you fail to make 
subsequent contributions in a timely 
manner. 

Medical coverage for a dependent child will 
continue until the earlier of:  
 

 the date on which the child attains the 
limiting age for coverage, marries or 
otherwise ceases to meet the 
definition of a dependent under the 
Plan; or  

 the last day of any month that you 
make a contribution, if you fail to 
make subsequent contributions in a 
timely manner.  

Make Note! 

If you fail to enroll in retiree medical coverage 
within 45 days from your date of retirement,  
or if you or your spouse or dependent waives 
retiree medical coverage when it first becomes 
available to you, you will not have another 
opportunity to enroll. Likewise, if you enroll and 
later drop retiree medical coverage, you will not 
have an opportunity to re-enroll. 

Surviving Spouse and Dependent 
Coverage 

Following your death, medical benefits for 
your surviving spouse (to whom you were 
married on your retirement date) and each 
eligible surviving dependent will continue 
provided your spouse was covered on the 
date of your death, and he or she continues 
to pay the share of the cost of coverage. 
 
 A surviving spouse will continue to be 
covered until the earliest of: 
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 the first of the month preceding 
his/her 65th birthday (which is when 
he/she becomes eligible for age-65 
Medicare);  

 the date he or she remarries;  

 becoming eligible for coverage 
under another employer group 
health plan;  

 the date he or she becomes a full-
time, active member of the armed 
forces of any country;  

 
 the last day of any month for which a 

contribution is made when 
subsequent contributions are not 
paid in a timely manner;  

 the day on which all benefits, or the 
applicable benefits, are terminated 
by amendment of the Plan, by whole 
or partial termination of the Plan, or 
discontinuation of Company 
contributions.  

 
Each surviving dependent child will continue 
to be covered until the earliest of:  
 

 the date on which he or she attains 
the limiting age for coverage, 
marries or otherwise ceases to meet 
the definition of a dependent under 
the Plan;  

 his or her becoming eligible for 
coverage under another employer 
group health plan;  

 the date he or she becomes a full-
time, active member of the armed 
forces of any country;  

 the last day of any month for which a 
contribution is made when 
subsequent contributions are not 
paid in a timely manner;  

 The day on which all benefits, or the 
applicable benefits, are terminated 
by amendment of the Plan, by whole 
or partial termination of the Plan, or 

discontinuation of Company 
contributions.  

HOW TO FILE A MEDICAL CLAIM 

Once you are enrolled in the Plan, you will 
receive a medical ID card. It is important to 
show your ID card to your medical providers 
to ensure that claims are submitted correctly 
and you receive maximum benefits.  

If you use a network provider, there are no 
claim forms to file. The provider will file the 
claim forms for you. You are responsible only 
for any applicable co-payment, co-insurance 
or deductible amounts. 

If you use an out-of-network provider, you 
may need to file the claim yourself. Be sure 
the receipt includes the following: 

 patient name and date of birth; 

 name, address and Social Security 
number of covered employee; 

 name of employer and group number; 

 name, address and tax identification 
number of provider; and  

 date, diagnosis (if applicable), description 
of service, procedure number and charge 
for service. 

You must submit a completed claim form 
within one year from the date the services 
are rendered or the claim will be denied. 
Send your claim to the address on the back 
of your medical ID card. Before submitting 
the claim, check to ensure that you are not 
duplicating a claim already submitted by your 
provider. 

PRESCRIPTION DRUG  

Plan Highlights 

 You automatically receive prescription 
drug coverage when you enroll in the 
Medical Plan. 

 The Plan provides quality, cost-effective 
prescription drug benefits through CVS 
Caremark. 

 There is no annual deductible.  
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 Retail and mail-order services are 
available, as well as 90-day supplies 
through CVS Pharmacies. 

How the Plan Works  

The PPO Plan offers prescription drug 
coverage through CVS Caremark. 
Coverage is available through participating 
network pharmacies or the mail-order 
service.  You may use any CVS Pharmacy 
to obtain a 90-day supply of maintenance 
medication. 

Preferred Drug 

CVS Caremark has developed a preferred 
drug list that includes a wide variety of 
commonly prescribed brand name and 
generic drugs. If you have a prescription 
filled at a participating pharmacy with a 
generic or preferred drug, you pay less than 
if you purchase a non-preferred brand drug. 
Both retail and mail-order services are 
available. 

Generics Preferred  

If you purchase a brand name drug when a 
generic equivalent is available, you will be 
charged the non-preferred brand drug co-
pay plus the price difference between the 
brand drug and the generic equivalent. Your 
physician cannot simply write ñDispense As 
Writtenò (DAW) on the prescription in order 
to avoid this cost. 

Lifestyle Drugs 

Drugs in this category include, but are not 
limited to, fertility drugs. You and your 
dependents will receive the Plan discounts 
with your prescription drug card, but will be 
responsible for 100 percent of the cost after 
the discount is applied. 

Filling a Prescription 

Retail Service 

Prescriptions can be filled at any 
participating CVS Caremark network 
pharmacy. Participating pharmacies  
include many large chain pharmacies,  
such as Wal-Mart and Walgreenôs, as well 
as many independent pharmacies. When 

you use the retail service, you receive up to 
a 34-day supply and pay a percentage of the 
total cost.  

Mail-order Service  

The CVS Caremark mail-order pharmacy 
provides a convenient and cost-effective way 
to purchase prescriptions of maintenance 
drugs, such as those used on a regular 
basis, usually over a long period of time. 
Examples include, but are not limited to, 
drugs used to treat high blood pressure, high 
cholesterol or diabetes. You must either use 
the mail-order pharmacy or a local CVS 
Pharmacy for up to 90-day supplies of 
maintenance prescriptions.  However, you 
will be allowed up to two 34-day supplies 
through retail service before you are required 
to transition to mail-order service or a CVS 
Pharmacy. If you use mail-order, the 
prescriptions are mailed to your home, or 
any address requested, postage paid. 

Mail-order for Specialty Injectable Drugs  

Specialty injectables are drugs used to treat 
chronic diseases, such as HIV/Aids, 
rheumatoid arthritis, cancer, hepatitis, 
multiple sclerosis, infertility and growth 
hormone deficiency.  

If you are on a specialty injectable drug due 
to a complex medical condition, you must 
have your medication filled through the 
Caremark Specialty Drug Pharmacy 
delivered via mail. For more information, 
contact Caremark at www.caremark.com or 
800-237-2767 to utilize the Specialty 
injectable mail-order service or to obtain a 
list of specialty injectables covered under the 
Plan.  

Non-participating Pharmacies 

Prescriptions filled at non-participating 
pharmacies must be paid for in full and then 
a paper claim can be submitted to the CVS 
Caremark. You will be reimbursed the 
normal contracted amount and will be 
responsible for any cost difference between 
the amount the non-participating pharmacy 
charges you and the CVS Caremark 
standard contracted amount. 

http://www.caremark.com/
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Step Therapy Program  

The Prescription Drug Plan utilizes a two-
step therapy program designed to 
encourage the use of first-step medications 
that are medically proven and cost-effective 
for specific conditions. The program applies 
to first-time prescriptions or prescriptions 
that have not been filled within the prior 130 
days for specific types of medications, 
including those for high blood pressure, acid 
reflux, asthma, depression, pain and 
inflammation. Many step-one drugs are 
generic medications which meet the same 
strict standards as the brand name 
equivalents. 

If after trying a step-one medication your 
doctor feels that it does not work for you, 
you will then be able to receive coverage for 
the step-two medication at the normal 
benefit level.  

To obtain a list of step therapy drugs, call 
CVS Caremark at 888-202-1654. 

How the Step Therapy Program Works 

The incoming prescription that is part of this 
program must meet the above requirements 
in order to be eligible for coverage and/or 
must have been used by the plan participant 
within the prior 120 days in order to receive 
the current prescribed drug.  If the 
requirements are not met and/or appeal is 
not approved, the prescribed therapy is not 
considered.  However, if the prescribed 
therapy does meet the requirements of the 
step therapy protocol it will process under 
the plan benefit with applicable copay. 

Be sure to give your doctor a copy of the 
preferred list and ask that generic drugs or 
preferred brand drugs be prescribed when 
possible. 

Quantity Management Program  

The Quantity Management Program 
identifies dosage limits that are intended to 
help you use selected prescription 
medications in safe, economical amounts. 
The program supports guidelines developed 
by the Food and Drug Administration (FDA), 
medical researchers and drug 

manufacturers. The Quantity Management 
program includes drugs that could have 
safety issues for you if the quantity is larger 
than the guidelines recommend. For 
instance, it includes drugs that arenôt easily 
measured out, like nose sprays or inhalers.   

Prior Authorization Program  

The Prior Authorization Program monitors 
certain prescription drugs and their costs so 
you can get the right drug at the right cost. It 
works much like healthcare plans that 
approve certain medical procedures before 
theyôre done to make sure youôre getting 
tests you need.  If youôre prescribed certain 
medicine, that drug may need a ñprior 
authorization.ò  

For instance, Prior Authorization ensures 
that covered drugs are used for treating 
medical problems rather than for other 
purposes.  This program will apply to the 
medications you are currently taking, as well 
as any new medications prescribed by your 
doctor. 

Example: A medicine may be in the program 
because it treats a serious skin condition, but 
it could also be used for cosmetic purposes, 
such as reducing wrinkles. To make sure 
your medicine is used to treat a medical 
condition and promotes your health and 
wellness, your plan may cover it only when a 
doctor prescribes it for a medical problem. 

In this program, your medical professionals 
are consulted. When your pharmacist tells 
you that your prescription needs a prior 
authorization, it simply means that more 
information is needed to see if your plan can 
cover the drug. Only your doctor (or 
sometimes a pharmacist) can provide this 
information and request a prior authorization. 

Prescriptions Not Covered By the Plan 

The following is a list of services not covered 
by the Plan: 

 drugs or medicine that can be legally 
purchased without a written prescription 
(not applied to injectable insulin); 
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 immunization agents or biological sera, 
blood or blood plasma; 

 drugs or medicine labeled: ñCaution - 
limited by federal law to investigational 
useò; 

 experimental drugs and medicines, even 
though a charge is made to the covered 
person, including DESI drugs (drugs 
determined by the FDA as lacking 
substantial evidence of effectiveness); 

 any charge for the administration of a 
covered prescription drug; 

 any drug or medicine that is consumed 
or administered at the place where it is 
dispensed; 

 a drug or medicine that is to be taken by 
the covered person, in whole or in part, 
while hospital confined, including being 
confined in any institution that has a 
facility for dispensing drugs; 

 prescription drugs which may be 
properly received without charge under 
local, state or federal programs; and 

 non-legend drugs, other than as 
specifically listed herein. 

HOW TO FILE A PRESCRIPTION CLAIM 

You will receive an ID card that will contain 
information regarding prescription benefits. 
Present your ID card to the pharmacist. 
Both retail and mail-order prescriptions are 
processed at time of purchase. If you 
purchase a retail prescription without your 
drug card or from a non-participating 
pharmacy, you will need to file a paper 
claim for reimbursement. Contact CVS 
Caremark at 888-202-1654 or log on to 
www.caremark.com for a copy of the claim 
form, as well as instructions on filing a 
claim. You must submit a completed claim 
within one year from the date the services 
are rendered or the claim will be denied. 

TERMINATION OF COVERAGE  

Subject to any continuation coverage 
options that may apply under COBRA or 

USERRA (as described later in this SPD), 
medical and prescription drug coverage 
under the Plan ends for you and your 
dependents on the earliest of the following 
dates: 

For Employees 

 the date the Plan is terminated and no 
other group health plan is offered; 

 the date you cease to meet the eligibility 
requirements of the Plan; 

 the date your employment terminates, as 
defined by the personnel policies; 

 the date you become a full-time, active 
member of the armed forces of any 
country; or 

 the date you cease to make any required 
contributions. 

For Dependents 

 the date employee coverage ends; 

 the date the dependent no longer meets 
the eligibility requirements; 

 the date the employee stops making 
required contributions; 

 the date your dependent becomes a full-
time, active member of the armed forces 
of any country; or 

 the date the Plan eliminates dependent 
coverage. 

Please note:  It is your responsibility to notify 
Human Resources when your dependent is no 
longer eligible for coverage. Failure to do so will 
result in repayment or denial of incurred claims. 

PLAN INFORMATION 

The Medical Plan is part of the Glatfelter 
Health and Welfare Benefits Plan. Glatfelter 
has the primary responsibility as the Plan 
Administrator to generally carry out the 
duties involving ERISA compliance and 
related correspondence with Plan members 
and government agencies. 

http://www.caremark.com/
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The Plan is maintained pursuant to the 
collective bargaining agreement. 

The Medical Plan is funded by employee 
and Company contributions. Medical Plan 
benefits are paid from the Companyôs 
general assets and are not insured by any 
insurance carrier. The Company pays third 
party administrators to process claims. Final 
determination of all benefits will be made in 
accordance with the Plan document. This 
summary describes the major provisions of 
the Plan. It is not a full statement of all the 
Plan details. These are contained in the 
formal Plan documents which legally govern 
the Plan. 

Claim Administrator for Medical  

General Questions and Claims 
Submission:  
CIGNA Healthcare  
P.O. Box 5200 
Scranton, PA 18505-5200 
Phone: 800-244-6224 

Claim Administrator for Prescription 
Drugs 

CVS Caremark 
PO Box 52196 
Phoenix, AZ 85072-2196 
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Dental  

PLAN HIGHLIGHTS 
 Provides comprehensive dental 

coverage with both in-network and  
out-of-network coverage.  

 The Dental Plan is administered by 
Delta Dental of Pennsylvania. 

HOW THE PLAN WORKS 

The Dental Plan allows you to see any 
dentist you choose, but to receive the 
highest level of savings you should use a 
dental provider from the Delta Dental 
PPOSM network of preferred provider 
dentists.  

Two Networks to Choose from:  

 Delta Dental PPOSM Network ï you 
receive the highest level of coverage 
with the least amount of out-of-pocket 
expense. These providers have agreed 
to participate with Delta Dental at a 
lower reimbursement cost which may 
mean lower co-insurance for you.  

 Delta Dental Premier® Network ï these 
are participating providers with Delta 
Dental; however, they are reimbursed at 
a higher cost than the Delta Dental PPO 
providers. As a result, you may pay a 
higher co-insurance dollar amount when 
using this network, even though the co-
insurance is at the same percentage. 
However, you will pay less than if you 
receive care from an out-of-network 
provider.  

Choosing Out-of-Network 

You may choose to use a provider outside 
of the network, but your costs will typically 
be higher. It is your responsibility to pay the 
provider and you may have to file a claim 
with Delta Dental. You are also responsible 
for paying the difference between the 
Allowed Amount (a maximum fee level 
which may be higher than Delta Dentalôs 
Maximum Plan Allowance or the providerôs 

total fee, whichever is less) and the total cost 
for the treatment, plus any applicable co-
insurance or deductibles. 

LEVELS OF COVERAGE 

The Dental Plan provides four levels of 
coverage ð preventive and diagnostic, 
basic, major and orthodontia.  

The Plan pays a percentage of the charges 
for covered dental expenses. The amount 
you are required to pay is called your co-
insurance. Your co-insurance percentage 
varies depending on the type of dental 
service received. 

Deductible 

A per person calendar year deductible 
applies to basic and major services only. 
Once the deductible has been satisfied for 
each covered individual, the Plan will pay its 
percentage of covered services. 

Annual Maximum 

The annual maximum applies toward 
preventive and diagnostic, basic and major 
dental services. It is the maximum amount 
the Plan will pay in a calendar year for a 
covered individual. Once the Plan has paid 
the annual maximum benefit for a covered 
individual, you are responsible for all dental 
costs for that individual for the remainder of 
the calendar year. 

Orthodontia Lifetime Maximum  

The orthodontia lifetime maximum is the 
maximum amount the Plan will pay toward 
orthodontia expenses during a covered 
personôs lifetime. Once a covered individual 
has met the lifetime maximum, no further 
orthodontia benefits are payable for that 
individual. 
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DENTAL PLAN SUMMARY OF BENEFITS 

Covered Services 

In-network  
(Delta Dental PPO or  
Delta Dental Premier) 

Out-of-Network 

(Non-participating) 

Dollar amount and percentages are the amounts you pay for each service. 

Annual Deductible $75 per person per calendar year 

Preventive and Diagnostic 
Oral examination (twice in any calendar year), 
cleanings, (twice in any calendar year), bitewing x-
rays (twice in any calendar year), full-mouth x-rays 
(once in any 3-year period), fluoride treatment 
(limited to age 19, twice in any calendar year), 
space maintainers to age 14; Sealants (to age 14, 
once in any 36-month period on unfilled 
permanent first and second molars) 

0% of Allowed Amount,  
not subject to deductible 

10% of Allowed Amount,  
not subject to deductible 

Basic 
Basic restorative; oral surgery; endodontics; 
periodontics; repair and relining of existing 
dentures; repair and recementation of existing 
crowns, bridges, inlays and onlays; injectable 
antibiotics 

20% of Allowed Amount,  
after deductible 

30% of Allowed Amount,  
after deductible 

Major 
Major restorative, prosthodontics, crowns, bridges, 
dentures, implants, inlays and onlays 

50% of Allowed Amount,  
after deductible 

 

60% of Allowed Amount,  
after deductible 

Annual Benefit Maximum $1,500 per person 

Orthodontia 
For covered dependent children to age 19 

50% of Allowed Amount,  
not subject to deductible 

50% of Allowed Amount,  
not subject to deductible 

Orthodontia Lifetime Maximum  
(for dependent children to age 19, orthodontics is 
not included in your per person max for the 
calendar year) 

$1,500 per person 

All deductibles, Plan maximums and service specific maximums (dollar and occurrence) cross accumulate between in-network and out-of-
network. 

 
HOW TO FIND NETWORK PROVIDERS 

There are several ways to find network 
providers: 

 Go online to www.deltadentalins.com. 

 Call customer service at  
800-932-0783. 

 Call the Glatfelter Benefits Service 
Center at 888-60-PAPER  
(888-607-2737). 

It is recommended that you call your 
providerôs office prior to services being 
performed to verify the provider belongs to 

the Delta Dental PPO and/or Premier 
network. 

PREDETERMINATION OF BENEFITS 
(VOLUNTARY) 

If total charges for a treatment plan for you or 
your covered dependent exceed $300, 
predetermination is recommended for 
approval of the charges for payment. The 
attending dentist is requested to submit the 
claim form in advance of performing 
services. The treatment plan should itemize 
the recommended services, show the 
charges for those services, and provide 

http://www.deltadentalins.com/
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supporting X-rays and other diagnostic 
records. Delta Dental will act promptly in 
returning a predetermination voucher to the 
attending dentist with verification of 
eligibility, scope of benefits and definition of 
60-day period for completion of services. 

Predetermination of benefits does not 
guarantee payment; it permits advance 
communication of benefits payable for a 
proposed treatment plan.  

You and your provider are free to decide on 
a different treatment plan. You do so, 
however, with the understanding that the 
estimated Plan benefits may not change 
and you will be responsible for any 
expenses not covered by the Plan.  

Predetermination is not necessary in order 
to receive applicable benefits. 

OPTIONAL TREATMENT PROVISION  

When you have a choice in the treatment 
plan for a particular dental condition, the 
Claim Administrator will determine the 
treatment plan on which payment will be 
based and the expenses that will be 
included as covered expenses. 

You and your provider are free to apply this 
benefit payment to the treatment plan of 
your choice. However, regardless of the 
type of treatment you actually elect and 
receive, you are responsible for any 
expense incurred which exceeds the 
covered expenses.  

Limitation on Optional Treatment Plan  

In all cases in which there are optional plans 
of treatment carrying different treatment 
costs, payment will be made only for the 
applicable percentage of the least costly 
course of treatment, so long as such 
treatment will restore the oral condition in a 
professionally accepted manner, with the 
balance of the treatment cost remaining the 
responsibility of the covered person. Such 
optional treatment includes, but is not 
limited to, specialized techniques involving 
gold, precision partial attachments, 
overlays, implants, bridge attachments, 

precision dentures, personalization or 
characterization such as jewels or lettering, 
shoulders on crowns, or other means of 
unbundling procedures into individual 
components not customarily performed alone 
in generally accepted dental practice. 

Note: Benefits may be based on the least costly 
procedure if the results meet accepted standards 
of dental practice.  

To find out whether alternatives to a 
proposed course of treatment are available, 
call the Claim Administrator.  

BENEFIT LIMITATIONS 

The Plan limits the following:  

 prophylaxis and exams twice in any 
calendar year; 

 bitewing X-rays twice in any calendar 
year; 

 fluoride treatment twice in any calendar 
year (to age 19);  

 sealants once in any 36-month period on 
unfilled permanent first and second 
molars (to age 14); 

 space maintainers (to age 14); 

 full mouth X-rays once in any three-year 
period; 

 replacement of restorative crowns, inlays 
and onlays once in any five years; 

 replacement of prosthodontic devices 
once in any five-year period regardless of 
who provided the previous devices, or 
paid benefits therefore; 

 episodes of surgical periodontal 
treatment must be separated by a period 
of no less than five years to qualify for 
additional periodontal benefits; and  

 sub-standard work until corrected. 

EXPENSES NOT COVERED 

The Plan will not cover the following:  
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 services or supplies which are provided 
by any federal or state government 
agency or by any municipality, county, 
or other political subdivision; 

 charges for benefits or services 
provided by any hospital, medical or 
dental service corporation, any group 
insurance, franchise, or other 
prepayment plan for which an employer, 
union, trust or association makes 
contributions or payroll deductions; 

 charges for dental practice 
administrative services including, but not 
limited to, preparation of claims, any 
non-treatment phase of dentistry such 
as provision of an antiseptic 
environment, sterilization of equipment 
or infection control, or any ancillary 
materials used during the routine course 
of providing treatment such as cotton, 
swabs, gauze, bibs, masks or relaxation 
techniques such as music; 

 composite restorations in molar 
posterior teeth (Note: if posterior 
composite restorations are provided on 
molar teeth, the Plan will pay the 
allowance for an amalgam restoration 
and the patient will be responsible for 
the additional cost); 

 procedures to correct congenital or 
developmental malformations except for 
dependent children or newborn children 
eligible at birth; 

 treatments or devices that increase the 
vertical dimension of an occlusion, 
restore an occlusion to normal, replace 
tooth structure lost by attrition or 
erosion, or otherwise; 

 treatments or supplies primarily for 
cosmetic purposes; 

 services provided, supplies furnished, or 
devices started prior to the effective 
eligibility date; 

 preventive plaque control programs, 
including oral hygiene programs; 

 periodontal splinting, equilibration and 
gnathological recordings; 

 myofunctional therapy; 

 temporomandibular joint dysfunction; 

 replacement of existing restorations for 
any purpose other than restoring active 
carious lesions or demonstrable 
breakdown of the restoration; 

 prescription drugs and pre-medication; 

 treatment or supplies for which the 
patient would have no legal obligation to 
pay in the absence of this or any other 
similar coverage;  

 experimental procedures which have not 
been accepted by the American Dental 
Association; and 

 adult orthodontics (enrollees age 19 and 
older).  

HOW TO FILE A DENTAL CLAIM  

Obtain a claim form from the Human 
Resources department. Present it to a 
provider when making a first visit. If 
predetermination is necessary, the attending 
dentist will submit the claim for planned 
treatment in advance directly to Delta Dental. 
Otherwise, the service will be performed and 
then the claim will be submitted. If the 
predetermination process is favorably 
completed, the form will be returned for 
execution by you or your provider. Upon 
completion of your covered predetermined 
course of treatment, your provider will 
resubmit the claim. In both situations, Delta 
Dental will pay the provider if he/she is a 
network dentist, or will pay you the amount of 
the payments in which obligated under the 
group contract if he/she is a non-network 
dentist. Delta Dental will notify you in writing 
of the amount of benefits which are paid on 
your behalf and the amount you must pay. 
You must submit a completed claim form 
within one year from the date the services 
are rendered or the claim will be denied. 
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COORDINATION OF BENEFITS 

If separate dental benefits are available to 
you, your spouse, or a dependent child 
under other programs, there are specific 
conditions applicable to determination of 
payment. The ratio of each carrierôs liability 
to total cost incurred is reviewed. Payment 
is made according to the ñbirthdayò rule 
adopted by most insurance carriers, but in 
no case does Delta Dental pay in excess of 
its total contractual obligation, if it were the 
only carrier involved. If the other carrier 
determines its benefits first, Delta Dental will 
pay any difference between the amount 
paid by the other carrier and the charge for 
the covered service, to the extent of Delta 
Dentalôs benefit for a given procedure.  

TERMINATION OF COVERAGE  

Subject to any continuation coverage 
options that may apply under COBRA or 
USERRA (as described later in this SPD), 
dental coverage under the Plan ends for 
you and your dependents on the earliest of 
the following dates: 

For Employees 

 the date the Plan is terminated and no 
other dental plan is offered; 

 the date you cease to meet the eligibility 
requirements of the Plan; 

 the date your employment terminates, 
as defined by the personnel policies; 

 the date you become a full-time, active 
member of the armed forces of any 
country; or  

 the date you cease to make any 
required contributions. 

For Dependents 

 the date employee coverage ends; 

 the date the dependent no longer meets 
the eligibility requirements; 

 the date the employee stops making 
required contributions; 

 the date your dependent becomes a full-
time, active member of the armed forces 
of any country; or 

 the date the Plan eliminates dependent 
coverage.  

Please note:  It is your responsibility to notify 
Human Resources when your dependent is no 
longer eligible for coverage. Failure to do so will 
result in repayment or denial of incurred claims. 

PLAN INFORMATION 

The Dental Plan is part of the Glatfelter 
Health and Welfare Benefits Plan. Glatfelter 
has the primary responsibility as the Plan 
Administrator to generally carry out the 
duties involving ERISA compliance and 
related correspondence with Plan members 
and government agencies. 

The Plan is maintained pursuant to the 
collective bargaining agreement. 

The Dental Plan is funded by the Company. 
Dental Plan benefits are paid from the 
Companyôs general assets and are not 
insured by any insurance carrier. The 
Company pays third party administrators to 
process claims. Final determination of all 
benefits will be made in accordance with the 
Plan document. This summary describes the 
major provisions of the Plan. It is not a full 
statement of all the Plan details. These are 
contained in the formal Plan document which 
legally governs the Plan. 

Claim Administrator  

Delta Dental of Pennsylvania  
One Delta Drive 
Mechanicsburg, PA 17055 
Phone: 800-932-0783 or  
717-766-8500. 
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Vision 

PLAN HIGHLIGHTS 
 The Vision Plan is an optional benefit.  

 You have two plan options:  

 $0 co-pay option 

 $10 co-pay option 

 After the co-pay, both options provide 
the same coverage for most frames and 
lenses.  

 Coverage is also available toward your 
contact lenses and fitting if you choose 
contacts instead of glasses. 

 Discounts are available on additional 
supplies and services if received from a 
network provider.  

 Vision benefits are provided through 
National Vision Administrators (NVA). 

 

 

 

 

HOW THE PLAN WORKS 

Vision benefits are designed to protect your 
visual wellness by offering eye exams and 
prescription eyewear through a network of 
NVA doctors.  

Participating providers ï if your provider is 
an NVA participating provider, you will have 
a richer benefit. The participating private 
practitioner or retail provider will be 
responsible for applying the plan allowances 
and co-pays. 

Non-participating providers ï if you use a 
non-participating provider for your vision care 
services, your benefit will be reduced. You 
will be responsible for all charges payable at 
the time of service. You must submit an 
itemized receipt to NVA to be reimbursed 
according to the out-of-network 
reimbursement schedule. 

HOW TO FIND NETWORK PROVIDERS 

To find an NVA participating provider, visit 
the NVA Web site at www.e-nva.com, or call 
800-672-7723. If you are not yet registered 
on the NVA Web site, enter the group 
number found on your NVA Member ID card, 
or use the group number 8216000105 where 
prompted. 
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VISION PLAN SUMMARY OF BENEFITS 

You may choose between contacts or glasses every 12 months. If you select contacts, you will not be eligible to receive glasses in the same 
service period. The allowance you receive for contacts applies both to the contact lens fitting and contacts.  

Frequency of purchase ï for eye exams, eyeglass lenses and contact lenses: the Plan covers one pair every 12 months for covered persons 
under age 19, or one pair every 24 months for covered persons age 19 and older. For eyeglass frames: the Plan covers one pair every 24 
months (regardless of age). 

*Value added discount is for additional glasses, sunglasses, safety glasses, contact lens solution, and/or optical supplies purchased at the same 
time of the initial eyeglass or contact purchase. 

 
 

*Note about Wal-Mart: 

Wal-Mart providers will administer the examination, contact lens fitting, eyeglass lens, and contact lens 
benefits as stated in the Summary of Benefits chart. However, due to the competitiveness of Wal-Martôs 
pricing structure, discounts are not available for additional supplies or other services. In addition, since 
Wal-Mart applies discounts to their standard frame prices, the frame allowance at Wal-Mart for your Plan 
will typically be less than the $92 standard retail prices. 

 

Benefit From an NVA  
Provider 

From a Non-network Provider 

Eye Exam  $0 Co-pay Option: Plan pays 100% 

 $10 Co-pay Option: Plan pays 100% 

  after you pay $10 

Plan reimburses up to $30 

Lenses Plan pays 100%  Plan reimburses: 

   Single vision up to $25 
   Bifocal standard up to $35 
   Trifocal standard up to $45 

   Aphakic/Lenticular up to $80 

Frames Plan pays up to $92* Plan reimburses up to $40* 

Contacts Plan pays $100 maximum toward 
contact lens fitting and contacts. 

Plan pays 100% if medically necessary. 

Plan reimburses up to $80, or up to 
$100 if medically necessary. 

Value Added Discount*  Plan provides 20% discount No discount out-of-network 

Lasik Surgery Plan provides retail discount No discount out-of-network 
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HOW TO FILE A VISION CLAIM  

If you use an NVA network provider, there is 
no claim form to file. You simply pay your 
co-pay. 

If you use an out-of-network provider, you 
must submit a claim to be reimbursed. You 
may obtain a claim form through the NVA 
Web site at www.e-nva.com, or from the 
Human Resources department. Submit the 
claim form with the original copy of the 
providerôs bill to: 

NVA Claims Dept.  
PO Box 2187 
Clifton, NJ 07015 

You must submit a completed claim form 
within one year from the date the services 
are rendered or the claim will be denied 

TERMINATION OF COVERAGE  

Subject to any continuation coverage 
options that may apply under COBRA or 
USERRA (as described later in this SPD), 
vision coverage under the Plan ends for you 
and your dependents on the earliest of the 
following dates: 

For Employees 

 the date the Plan is terminated and no 
other vision plan is offered; 

 the date you cease to meet the eligibility 
requirements of the Plan; 

 the date your employment terminates, 
as defined by the personnel policies; 

 the date you become a full-time, active 
member of the armed forces of any 
country (unless for an approved military 
leave of absence); or 

 the date you cease to make any 
required contributions. 

For Dependents 

 the date employee coverage ends; 

 the date the dependent no longer meets 
the eligibility requirements; 

 the date the employee stops making 
required contributions; 

 the date your dependent becomes a full-
time, active member of the armed forces 
of any country; or 

 the date the Plan eliminates dependent 
coverage. 

Please note: It is your responsibility to notify 
Human Resources when your dependent is no 
longer eligible for coverage.  Failure to do so will 
result in repayment or denial of incurred claims. 

PLAN INFORMATION 

The Vision Plan is part of the Glatfelter 
Health and Welfare Benefits Plan. Glatfelter 
has the primary responsibility as the Plan 
Administrator to generally carry out the 
duties involving ERISA compliance and 
related correspondence with Plan members 
and government agencies. 

The Plan is maintained pursuant to the 
collective bargaining agreement. 

The Vision Plan is fully insured and 
administered by National Guardian Life 
Insurance Company and administered by 
NVA. The employee pays the full premium. 
Final determination of all benefits will be 
made in accordance with the Plan document. 
This summary describes the major 
provisions of the Plan. It is not a full 
statement of all the Plan details. These are 
contained in the formal Plan document which 
legally governs the Plan. 

Claim Administrator  

NVA Claims Dept.  
PO Box 2187 
Clifton, NJ 07015 
Phone: 800-672-7723 

http://www.e-nva.com/
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Flexible Spending 

Accounts (FSAs)  

PLAN HIGHLIGHTS 
 The FSAs are an optional benefit. 

 There are two types of FSAs: 

 health care FSA 

 dependent day care FSA 

 The Plan allows you to set aside funds 
to pay for unreimbursed health care 
and/or dependent day care expenses. 

 You fund with before-tax dollars. 

 You pay no federal, Social Security and 
possibly no state, or local income taxes 
on the money contributed. 

 There are limitations on the amount you 
may set aside. 

 The FSAs are administered by HFS 
Benefits.  

HOW THE PLAN WORKS 

FSAs are a way for you to pay for certain 
health care and dependent day care 
expenses with before-tax dollars. You pay 
no federal, Social Security and, depending 
on where you work and live, no state, or 
local income taxes on the money you set 
aside to pay these expenses. (In 
Pennsylvania, you pay state income tax on 
dependent day care FSA contributions.) The 
Internal Revenue Service (IRS) determines 
which expenses are eligible for FSAs. 

Use or Lose It 

Your health care and dependent day care 
FSAs are separate accounts. You cannot 
use the money from your dependent day 
care FSA to pay for health care expenses, 
or vice versa.  

Federal regulations require that if at the end 
of the year you have not spent all the 
money in your FSA for eligible expenses, 
you must forfeit your remaining balance. 
The money left in one account cannot be 
used to cover expenses in the other.  

HEALTH CARE FSA 

A health care FSA can be used to pay for 
eligible health care expenses for your 
spouse (determined under federal law), or for 
anyone who qualifies as your dependent for 
federal income tax purposes. In addition, for 
this purpose only, "dependent" also includes 
anyone who would qualify as your dependent 
for federal income tax purposes except that 
he or she files a joint income tax return with 
another person for the current year, or has 
income in excess of the IRS personal 
exemption amount (refer to www.irs.gov for 
the current yearôs amount).  

Examples of eligible health care expenses 
include charges applied to your or your 
dependentôs deductible, co-insurance 
amounts, dental, vision, hearing expenses, 
and other  
out-of-pocket costs. Your FSA cannot be 
used to pay medical premiums. 

Note: Your spouse and dependentsô eligible 
FSA expenses can be covered regardless of 
whether they are enrolled in your medical 
coverage or not. 

Maximum Contribution Amount  

The maximum amount you may contribute to 
a health care FSA is $3,000 per year 
(minimum $240 per year). Your FSA election 
is effective for one calendar year, from 
January 1 through December 31, or in the 
case of a new hire, from the date of election 
until December 31.  

Reimbursement of Health Care Expenses 

You may submit claims through March 31 of 
the following year for eligible health care 
expenses that were incurred any time during 
the prior Plan year. The entire amount you 
elect is available on the first day of coverage. 
However, federal regulations require that, if 
at the end of the year you have not spent all 
the money in your account for eligible health 
care expenses, you will forfeit your remaining 
balance.  

Example  

If you elect to place $25 per month ($300 per 
year) into your health care FSA and you 
have an eligible expense of $300 on the first 

http://www.irs.gov/
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day of coverage, the full amount will be 
reimbursed to you when you submit the 
claim. (This applies to the health care FSA 
only.)  

On the other hand, if by December 31 you 
incur only $250 in eligible health care 
expenses, the remaining $50 account 
balance will be forfeited. 

Eligible Expenses 

The health care FSA can be used to pay for 
health care expenses such as deductibles, 
co-insurance amounts, prescription drug 
costs, dental, vision, hearing, and other out-
of-pocket expenses, that are FSA eligible, 
but not otherwise covered by your 
insurance. 

Effective January 1, 2011, over the counter 
(OTC) medicines and drugs will require a 
prescription for reimbursement from a 
health care FSA. 

To confirm the eligibility of a health care 
FSA expense, call the Claim Administrator 
or check with a qualified tax advisor. 

Qualified Reservist Distribution 

A qualified participant in the health care 
FSA plan will receive a Qualified Reservist 
Distribution upon written request to 
Glatfelter.  

A Qualified Reservist Distribution means a 
distribution to a qualified participant of all or 
a portion of the Balance in the employeeôs 
account under the Plan, if: 

 a qualified participant was (by reason of 
being a member of a reserve 
component (as defined in section 101 of 
title 37, United States Code)) ordered or 
called to active duty for a period in 
excess of 179 days or for an indefinite 
period; and, 

 the distribution is requested and made 
during the period beginning on the date 
of such order or call and ending on the 
last date that reimbursements could 
otherwise be made under the Plan for 
the Plan Year in which the Participant 
received the order or call (generally 

March 31st  for the previous yearôs 
contributions). 

The Balance that can be distributed is limited 
to the amount of the qualified participantôs 
actual payroll deductions made as of the 
date of the request, less any amount that has 
already been disbursed for valid claims 
submitted. 

A request for a Qualified Reservist 
Distribution after the period defined above 
will be denied. 

DEPENDENT DAY CARE FSA 

A dependent day care FSA can be used to 
pay eligible, non-medical dependent day 
care expenses incurred for the care of 
eligible dependents while you and your 
spouse work, or attend school full time.  

Eligible Dependents 

An eligible dependent for purposes of the 
dependent care FSA (as defined under 
federal law) is someone who is: 

 your child (including a stepchild), brother, 
sister, stepbrother or stepsister (or a 
descendent of any of those, such as your 
grandchild, niece or nephew) who is 
under the age of 13, has the same 
principal residence as you for at least 
half of the tax year, and depends on you 
for at least half of his or her own support 
for the current calendar year;  

 your spouse (for purposes of federal law) 
who is physically or mentally incapable of 
taking care of himself or herself and who 
has the same principal residence as you 
for at least half of the tax year; or  

 anyone who is your dependent for 
federal income tax purposes and who is 
physically or mentally incapable of taking 
care of himself or herself and who has 
the same principal residence as you for 
at least half  
of the tax year. 

For the dependent care FSA, ñdependentò 
also includes anyone who would qualify as 
your dependent for federal income tax 
purposes except that he or she files a joint 
income tax return with another person for the 
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current year, or has income in excess of the 
IRS personal exemption amount (refer to 
www.irs.gov for the current yearôs amount). 

You are responsible for determining if 
someone is your dependent for purposes of 
the FSA. If you have any question about 
whether someone qualifies as your 
dependent, you should consult a tax 
advisor. Note that the determination of 
whether someone is an eligible dependent 
must be made each time expenses are 
incurred. For example, if your child is age 
12 at the start of the calendar year, 
otherwise eligible expenses for that child 
can be reimbursed under the dependent 
day care FSA only for services provided 
before the childôs 13th birthday (unless the 
child is mentally or physically incapable of 
taking care of himself or herself).  

Dependent Day Care IRS Code 
Limitations  

The Internal Revenue Code governs the 
maximum contribution amount to a 
dependent day care FSA. Your maximum 
contribution amount cannot be more than 
the smaller of: 

 your income or your spouseôs income, 
whichever is smaller (Note: for any 
month in which your spouse is a full-
time student or is incapable of self-care, 
your spouse is considered to earn $250 
per month with one dependent, or $500 
per month with two or more 
dependents); 

 $5,000 per year if your tax filing status is 
ñmarried filing jointlyò or ñsingle head of 
householdò; or 

 $2,500 per year if your tax filing status is 
ñmarried filing separately.ò 

 Minimum contribution is $240 per year. 

Reimbursement of Dependent Day Care 
Expenses 

You may submit claims through March 31 of 
the following year for eligible dependent day 
care expenses incurred any time during the 
prior Plan year. However, the timing of  
your reimbursement will depend on whether 
there is enough money in your dependent 

day care FSA to cover the full amount of 
your claim at the time the claim is processed 
and when the services are rendered. If there 
is enough money based on contributions you 
have made to that date, you will receive a 
check reimbursing you for the full amount of 
your claim assuming the dates of service you 
paid for have already occurred. If you pre-
pay your dependent day care expenses, your 
reimbursement will not be issued until the 
dates of service occur. If you do not have 
enough money in your dependent day care 
FSA to be reimbursed the full amount 
requested, you will receive a partial payment, 
and the balance will be paid automatically as 
new contributions are posted to your account 
from your before-tax payroll deductions. 

Example  

If at the beginning of the year you elect to 
place $100 per month ($1,200 per year) into 
your dependent day care FSA and you have 
an eligible expense of $85 on February 1, 
your reimbursement amount will be $85, 
leaving an available account balance of $15. 
Then on March 1, if you have an eligible 
expense of $150, your reimbursement 
amount would be $115 ($100 from your 
before-tax contribution in February, plus the 
$15 available balance from January). The 
remaining $35 of the claim would be paid 
after enough money has accumulated in your 
account from your before-tax payroll 
deductions.  

If by December 31 you incur only $985 in 
eligible dependent day care expenses, the 
remaining $215 account balance will be 
forfeited as per federal regulations.  

Eligible Expenses 

The dependent day care FSA can only be 
used to pay for eligible dependent day care 
expenses incurred so that you and your 
spouse may work or attend school full time. 
Typical dependent day care FSA expenses 
include:  

 nursery school and dependent day care 
centers; 

 day care whether in or out of your home 
while you and your spouse are at work or 
school; 

http://www.irs.gov/
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 disability dependent day care centers; 
and 

 home care specialists who provide care 
to disabled dependents. 

To confirm the eligibility of a dependent day 
care FSA expense, call the Claim 
Administrator, or check with a qualified tax 
advisor. 

Expenses that are incurred for services 
outside your household may be reimbursed 
only if incurred for the care of a dependent 
who is a qualifying child under age 13 or 
another eligible dependent who regularly 
spends at least eight hours each day in your 
household. In addition, if the services are 
provided by a dependent care center (as 
defined below), the center must comply with 
applicable laws and regulations of a state or 
local government. A ñdependent care 
centerò is any facility that provides care for 
more than six individuals who do not reside 
at the center and receives a fee, payment, 
or grant for providing services for any of the 
individuals. 

Under the Internal Revenue Code, you also 
may reduce your taxes by taking a 
dependent care tax credit. However, any 
amounts which you exclude from income 
under the dependent day care FSA will 
reduce, dollar for dollar, the tax credit 
available. You should consult with a tax 
adviser if you are uncertain whether to take 
the tax credit, or participate in the 
dependent day care FSA. 

Ineligible Expenses 

Certain dependent day care expenses are 
excluded under IRS regulations, including: 

 au pair related expenses such as travel, 
agency fees, room and board; 

 dependent day care expenses claimed 
as a dependent tax credit; 

 dependent day care expenses for a 
child age 13 or over who does not have 
a disability; 

 dependent day care expenses that 
exceed $5,000; 

 expenses associated with individual or 
group instruction, such as art, music, 
dance or athletic classes and so on; 

 nursing home care expenses; 

 private or parochial school tuition 
(kindergarten and older); 

 respite care expenses;  

 summer overnight camp;  

 dependent day care expenses for 
services rendered when you could 
otherwise be home and caring for your 
child (for example, childcare expenses 
incurred for you to go out for reasons 
other than work or school); and 

 expenses for services rendered by any 
person for whom you or your spouse is 
entitled to a deduction on your federal 
income tax return for the applicable tax 
year, or who is your child (including a 
stepchild or a foster child) who will be 
under the age of 19 at the end of your tax 
year. 

HOW TO FILE AN FSA REIMBURSEMENT  

FSA claim forms can be obtained from the 
HFS Benefits Web site at 
www.hfsbenefits.com.  

Completed forms can be mailed, faxed, or 
emailed to:  

HFS Benefits 
Claims Department 
164 Lakefront Dr.  
Hunt Valley, MD 21030 
Fax: 888-510-4218 
Email: claims@hfsbenefits.com 

FSA reimbursements can be made only for 
expenses incurred in the year in which 
contributions were made to the FSA. 
Expenses are considered ñincurredò on the 
date the service was performed, not the date 
the bill was received or paid. 

DEBIT CARD PROCESSING 

If you are enrolled in the health care FSA, 
you will receive a Flex debit card pre-loaded 
with your calendar year health care FSA 

http://www.hfsbenefits.com/
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amount. Full instructions for use will be 
included when you receive the card.  

The Flex debit card can be used to pay for 
eligible medical expenses with health care 
FSA dollars at the point of service. The Flex 
debit card gives you the convenience of 
immediate reimbursement, but it can only 
be used to pay eligible medical expenses 
that have not been reimbursed under any 
other health plan.  

Make Note! 

When you use the Flex debit card you need to 
save your receipts. The Claim Administrator is 
required to audit card usage and, therefore, will 
request that you submit documentation 
confirming the date of the expense, service or 
purchase and the name of the provider. If you 
fail to submit the required documentation, your 
Flex debit card may be deactivated. Additionally, 
your Flex debit card may be suspended if you 
use the card for ineligible medical expenses. 

Effective January 1, 2008, new regulations  
went into effect for debit cards.  New 
regulations state that the card may only be 
used at non-healthcare related merchants 
that have an Inventory Information Approval 
System (IIAS).  When using the card at 
merchants utilizing IIAS, the card may only 
be used for eligible expenses as defined by 
IRS Code Section 213(d).  There are no 
changes for any other type of merchant 
(doctors, dentists, chiropractors, vision 
centers, etc.).  You may find a list of non-
healthcare related merchants who utilize the 
Inventory Information Approval System at 
www.hfsbenefits.com.  

Effective January 1, 2011, your debit card 
cannot be used for over the counter 
medicines or drugs 

If your coverage under the Plan terminates, 
you may be eligible to elect health care FSA 
continuation coverage. See Continuation 
Coverage (COBRA) in the Administrative 
Section. 

The Flex Debit Card is good for three years 
from the date of issuance.  You should 
retain the card for those three years. 

 

TERMINATION OF PARTICIPATION 

Your participation in a flexible spending 
account ends on the earliest of: 

 the date you are no longer enrolled in the 
Plan; 

 the date you are no longer an eligible 
employee; 

 the date you stop making required 
contributions; 

 the date your employment ends; or 

 the date the Plan is terminated or 
discontinued. 

If your coverage under the Plan terminates, 
you may be eligible to elect health care FSA 
continuation coverage. See Continuation 
Coverage (COBRA) in the Administrative 
Section. 

Terminated employees may submit claims 
up through March 31st for services incurred 
through their termination date. 

For dependent day care: participation also 
terminates on the date you or your spouse 
are no longer working or going to school and 
are home and able to care for your eligible 
dependent. 

PLAN INFORMATION 

The FSA Plan is part of the Glatfelter Health 
and Welfare Benefits Plan. Glatfelter has the 
primary responsibility as the Plan 
Administrator to generally carry out the 
duties involving ERISA compliance and 
related correspondence with Plan members 
and government agencies. 

The Plan is maintained pursuant to the 
collective bargaining agreement. 

The Flexible Spending Account Program is 
funded by employee contributions. The 
Company pays third party administrators to 
process claims. Final determination of all 
benefits will be made in accordance with the 
plan document. This summary describes the 
major provisions of the Plan. It is not a full 
statement of all the Plan details. These are 
contained in the formal Plan document, 
which legally governs the Plan. 

http://www.hfsbenefits.com/
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Claim Administrator  

HFS Benefits 
Claims Department 
164 Lakefront Dr.  
Hunt Valley, MD 21030 
Phone: 888-460-8005 

Email: claims@hfsbenefits.com 

Life Insurance 

PLAN HIGHLIGHTS 
 The Company provides the following 

insurance at no cost to you: 

o Basic Life and Accidental Death and 
Dismemberment (AD&D) coverage; 
and 

 

 You may purchase Supplemental Life 
on yourself. 

  You may be able to receive an advance 
benefit if diagnosed with a terminal 
illness. 

 The Basic Life and AD&D, and 
Supplemental Life plans are 
underwritten by The Prudential 
Insurance Company of America. 

BENEFICIARY 

When you are enrolled in Basic Life and 
AD&D, you must name a beneficiary to 
receive the benefit in the event of your 
death. You may name any one person, or 
you may have more than one beneficiary. 
Also, you may change your beneficiary by 
contacting the Glatfelter Benefit Service 
Center. 

If you have not named a beneficiary, or if 
your beneficiary is not living, at the time of 
your death, the death benefit will be paid in 
accordance with the policy provisions. 

BASIC LIFE AND ACCIDENTAL DEATH 
AND DISMEMBERMENT (AD&D) 

Plan Highlights 

 Company-provided benefit  

 Pays a benefit in the event of your death 
or accidental dismemberment, as follows: 

o $41,000 effective 1/17/2011 
o $42,000 effective 1/16/2012 
o $43,000 effective 1/21/2013 

 You may be able to receive an advance 
benefit if diagnosed with a terminal 
illness. 

How the Plan Works  

In the event of your death, Basic Life 
provides a benefit to your beneficiary in an 
amount equal to your level of coverage at the 
time of death. 

 If your death is the result of an accident, 
AD&D provides an additional benefit to your 
beneficiary equal to your Basic Life benefit. 
Benefits are also payable for accidental loss 
of sight, speech, hearing or limb.  

Death benefits are paid to the designated 
beneficiary. Loss of limb, sight, speech and 
hearing benefits are paid to you. 

Levels of Coverage ï Basic Life and 
AD&D  

Coverage is equal to: 

o $41,000 effective 1/17/2011 
o $42,000 effective 1/16/2012 
o $43,000 effective 1/21/2013 

If a covered person loses life, limb, sight, 
speech or hearing within 365 days of an 
accident, AD&D will pay a benefit for the loss 
as shown in the chart: 

For Loss Of The Benefit Is 

Life 100% of Benefit Amount 

Both hands or feet  100% of Benefit Amount 

Sight in both eyes 100% of Benefit Amount 

One hand and  
one foot 

100% of Benefit Amount 

One hand or one foot 
and sight of one eye 

100% of Benefit Amount 

Speech and hearing in 
both ears 

100% of Benefit Amount 

Quadriplegia 100% of Benefit Amount 

Paraplegia 75% of Benefit Amount 

One hand or one foot 50% of Benefit Amount 

Sight of one eye 50% of Benefit Amount 
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Speech 50% of Benefit Amount 

Hearing in both ears 50% of Benefit Amount 

Hemiplegia 50% of Benefit Amount 

Thumb and index finger 
of same hand 

25% of Benefit Amount 

Loss due to Coma 
1% of coverage for a total of 

11 months 

Note: The benefit for all losses incurred 
from an accident may not exceed the 
amount of coverage.  

Definitions of Loss: 

 ñLoss of hands or feetò means 
permanent, physical severance at or 
above the wrist or ankle joint.  

 ñLoss of use of arm or legò means total 
and permanent loss of all range of 
motion and use of that limb. 

 ñLoss of sightò means total and 
permanent loss of sight.  

 ñLoss of speech and hearingò means 
total and permanent loss of speech and 
hearing. 

 ñLoss of thumb and index fingerò means 
loss permanently and physically 
severed. 

 Quadriplegia means the complete and 
irreversible paralysis of both upper and 
both lower limbs. 

 Paraplegia means the complete and 
irreversible paralysis of both lower 
limbs. 

 Hemiplegia means the complete and 
irreversible paralysis of the upper and 
lower limbs on one side of the body. 

Additional AD&D Benefits  

An additional benefit may be made payable 
to you or your beneficiary under certain 
circumstances when a loss occurs. For 
specifics of the following additional benefits 
contact Prudential.  

 Safe driver benefit 

 Exposure to the elements and 
disappearance 

 Felonious assault 

 Return of remains 

 Spouse and child tuition reimbursement 

 Day care expense benefit 

AD&D Exclusions 

AD&D benefits will not be paid for the 
following: 

 suicide or intentionally self-inflicted injury, 
while sane or insane; 

 medical or surgical treatment of sickness, 
whether the loss results directly or 
indirectly from the sickness; 

 any infection (not including a pyogenic 
infection resulting from an accidental cut 
or wound, or a bacterial infection 
resulting from accidental ingestion of a 
contaminated substance); 

 war, or any act of war (war means 
declared or undeclared war and includes 
resistance to armed aggression); 

 an accident that occurs while you are 
serving on full-time active duty for more 
than 30 days in any armed forces (not 
including Reserve or National Guard 
active duty for training); 

 travel or flight in any vehicle used for 
aerial navigation, including getting in, out, 
on or off any such vehicle (Note: this 
applies only if you are riding as a 
passenger in any aircraft not intended or 
licensed for the transportation of 
passengers, performing as a pilot or a 
crew member of any aircraft, or riding as 
a passenger in an aircraft owned, leased 
or operated by your employer); 

 commission of or attempt to commit a 
felony; 

 being legally intoxicated or under the 
influence of any narcotic unless 
administered or consumed on the advice 
of a doctor; or 

 participation in these hazardous sports: 
scuba diving, bungee jumping, skydiving, 
parachuting, hang gliding, or ballooning; 

 sickness, whether the Loss results 
directly or indirectly from the Sickness. 



 55 

Age Reduction 

The amount payable for a death or loss will 
be reduced if you are age 65 or older on the 
date of death or accident. The amount 
payable will be as follows: 

 65% of the payable amount if 65  

 50% of the payable amount if 70  

Accelerated Death Benefit 

The accelerated death benefit provision 
enables eligible, covered employees to 
receive a portion of the life insurance benefit 
if a terminal illness has been diagnosed with 
a life expectancy of 12 months or less. The 
accelerated death benefit is available only 
after a licensed physician has certified that 
the covered individualôs life expectancy is 
less than six months. 

The accelerated death benefit pays a lump 
sum benefit equal to 80 percent of your 
Basic Life coverage, up to $500,000. An 
accelerated death benefit payment 
permanently reduces your life insurance 
coverage amount.  

SUPPLEMENTAL LIFE INSURANCE  

Plan Highlights 

 If elected, the Plan pays a benefit in the 
event of your death in addition to 
Company-provided Basic Life.  

 Coverage can be purchased equal to 
one, two, three, four, or five times your 
annual base pay, rounded up to the next 
$1,000. 

How the Plan Works  

In the event of your death, the 
Supplemental Life Plan provides an 
additional benefit to your beneficiary. The 
benefit is paid with, and in the same manner 
as, the Company-provided Basic Life Plan.  

Levels of Coverage 

Supplemental Life is available in amounts 
equal to one, two, three, four, or five times 
your annual base pay, rounded up to the 
next $1,000. The maximum amount of 
coverage for Supplemental Life cannot 
exceed $2 million. 

Evidence of Insurability  

New hires or first-time enrollments can elect 
Supplemental Life coverage up to three 
times base salary up to $600,000 with no 
evidence of insurability if enrolling within 30 
days of becoming eligible. 

For subsequent enrollments during 
Glatfelterôs Annual Enrollment Period, 
employees are eligible to increase coverage 
by one level up to a maximum coverage 
amount of three times annual base pay or 
$600,000.   If you newly elect or increase 
your coverage by more than one level, or 
you choose an amount that brings your 
coverage over three times annual base pay 
or $600,000, you will be required to provide 
evidence of insurability.   

Outside of the Annual Enrollment Period and 
after the new hire eligibility period, any newly 
elected coverage or any increase to current 
coverage will require you to provide evidence 
of insurability unless for a Qualified Life 
Event during which you will have 30 days to 
elect coverage up to the Guaranteed Issue 
amount without providing evidence of 
insurability. 

Active at Work requirement:  If on the day an 
employeeôs coverage would otherwise take 
effect, he or she is not actively at work, 
coverage will not take effect until they return 
to work. 

WHAT HAPPENS AT RETIREMENT 

You will be eligible to convert Basic Life 
coverage into a private policy, if you desire. If 
you retire prior to the age of 65, you may be 
eligible for Retiree Life coverage, as follows: 

$5,000 Retiree Life ends the date of your 
death. 

PORTABILITY PLAN 

If your coverage under the Supplemental Life 
plan ends for a reason other than disability, 
retirement, failure to pay premiums, or 
termination of the group contract, you may 
apply to continue your coverage under the 
Portability Plan. Certain conditions apply.  
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CONVERSION OPTION 

During the 31 days following a termination 
of coverage, you may convert Basic Life 
(without the AD&D feature) to an individual 
whole life policy available from the 
insurance company, without having to 
furnish evidence of insurability. The policy 
will be effective at the end of the 31-day 
period, and the premiums will be the same 
as those you would ordinarily pay if you 
applied for an individual policy at that time. 
If a dependent dies during the 31-day 
period, benefits will be payable even if you 
have not applied for conversion. 

HOW TO FILE A LIFE INSURANCE CLAIM 

To initiate a Life claim for your Basic Life 
Insurance coverage, you or your designated 
beneficiary may contact the Glatfelter 
Benefits Service Center directly at 888-60-
PAPER.  The Glatfelter Benefits Service 
Center will then send you or your 
designated beneficiary(ies) the necessary 
forms to complete.  Once these completed 
forms are received, along with a certified 
death certificate, Prudential will process the 
claim for the applicable life benefit. 

DISABILITY EXTENSION 

If you become disabled prior to age 60 while 
covered under the Glatfelter Life Insurance 
Plan, your coverage will continue until the 
earliest of: 

 age 65;  

 the date you are no longer totally 
disabled, if you were totally disabled 
when you stopped active work; or 

 the date you stop making premium 
payments, if applicable. 

You are considered totally disabled if, due 
to sickness or accidental injury, you are 
unable to work at any job suited to your 
education, training or experience. 

TERMINATION OF COVERAGE  

Coverage under Basic Life and AD&D ends 
for you on the earliest of: 

 the last day of the last month during 
which you were actively at work;  

 the last day of the last month during 
which you were an eligible employee;  

 the last day of the month during which 
you retire; or 

 the date the plan is ended. 

PLAN INFORMATION 

This summary of the Basic Life and AD&D 
describes the essential features of the plans, 
which are fully insured plans underwritten 
and insured by The Prudential Insurance 
Company of America.  

The Plan is maintained pursuant to the 
collective bargaining agreement. 

Final determination of all benefits will be 
made in accordance with the applicable Plan 
document and insurance contracts. The 
summaries describe the major provisions of 
the plans. They are not a full statement of all 
Plan details. These are contained in the 
formal plan documents which legally govern 
the plans. 

Claim Administrator/Insurer  

The Prudential Insurance Company  
of America 
Prudential Plaza 
Newark, New Jersey 07102 

Business Travel 

Accident  
Plan Highlights 

 Company-provided benefit 

 Provides coverage for accidental death 
or dismemberment while traveling on 
Company business.  

 Coverage equal to $200,000. 

 Business Travel Accident is a fully 
insured plan underwritten and insured by 
AIG Life Insurance Company.  
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How the Plan Works 

In the event of your death while traveling on 
Company business most anywhere in the 
world, the Business Travel Accident Plan 
provides a benefit to your beneficiary in an 
amount equal to $200,000. You are also 
covered against loss of limb, sight, speech 
and hearing as a result of a covered 
accident. 

Coverage begins when you leave your 
home or regular place of employment, 
whichever occurs last, and ends when you 
return to your home or regular place of 
employment, whichever occurs first. 
Traveling on Company business means an 
assigned business trip at the direction of the 
Company for the purpose of furthering its 
business.  

Business travel excludes any time during 
which you are on a leave of absence, 
vacation, or traveling to and from your 
worksite. The travel is also not covered if it 
extends for more than 60 days. 

Death benefits are paid to the designated 
beneficiary. Loss of limb, sight, speech or 
hearing benefits are paid to you. 

Coverage Levels 

Full-time Employees 

Business Travel Accident is equal to 
$200,000. The amount of the benefit 
depends on the extent of the loss, as 
follows: 

For Loss Of The Benefit Is 

Life 100% of Benefit Amount 

Both hands or feet  100% of Benefit Amount 

Sight in both eyes 100% of Benefit Amount 

One hand and one foot 100% of Benefit Amount 

One hand or one foot 
and sight of one eye 

100% of Benefit Amount 

Speech and hearing in 
both ears 

100% of Benefit Amount 

One hand or one foot 50% of Benefit Amount 

Sight of one eye 50% of Benefit Amount 

Speech 50% of Benefit Amount 

Hearing in both ears 50% of Benefit Amount 

Thumb and index finger 
of same hand 

25% of Benefit Amount 

The benefit for all losses incurred from an 
accident may not exceed the amount of 
coverage. Should more than one individual 
insured under the Plan suffer loss as a result  
of the same accident, no more than a total of 
$2.2 million will be payable to all such 
persons covered by the Plan. In such case, 
benefits  
for each covered individual will be reduced 
proportionally to equal the aggregate 
amount. 

Dependent Coverage 

A spouse and/or dependent child(ren) 
traveling on an approved business or 
relocation trip with an employee, or en route 
to join an employee, are also covered, 
provided the Company is paying (in whole or 
part) for their travel expenses. 

The amount of the dependent benefit is: 

Spouse 
$50,000 for accidental death 
and dismemberment 

Each Child 
$10,000 for accidental death 
and dismemberment 

Age Reduction 

The amount payable for a loss will be 
reduced if you are age 70 or older on the 
date of the accident. The amount payable 
will be as follows: 

 65% of the payable amount if 70 ï 74 

 45% of the payable amount if 75 ï 79 

 30% of the payable amount if 80 ï 84 

 15% of the payable amount if 85 and 
older 

Acts of War 

You are covered for acts of war while 
traveling on Company business in 
designated war risk territories (as long as 
you are not an active participant of the war). 
Contact AIG for a listing of designated war 
risk territories. 

Family Relocation Trip 

Coverage is provided for a trip made in 
connection with a transfer or proposed 
transfer to a new Company worksite. To be 
covered, the trip must be authorized by (or 
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taken at the direction of) the Company and 
be paid for in whole or in part by the 
Company. 

Personal Sojourn 

Coverage under the Plan is extended to 
include personal sojourns provided: 

 they are within 100 miles of the covered 
employeeôs business destination; and 

 they do not last longer than seven days 
from the end of the business portion of 
the trip or longer than 50 percent of the 
business trip time (whichever is less). 

Coverage is provided for travel to and from 
vacations that are taken in conjunction with 
a business trip provided the travel expenses 
are paid by the Company. 

Additional Benefits 

An additional benefit may be made payable 
to you or your beneficiary under certain 
circumstances when a loss occurs. For 
specifics of the following additional benefits 
contact AIG.  

 Safe driver benefit 

 Exposure to the elements and 
disappearance 

 Emergency evacuation 

 Return of remains 

 Coma benefit 

 Bereavement and trauma counseling  

 Rehabilitation benefit  

 Home alteration and vehicle 
modification  

Exclusions and Limitations 

Business Travel Accident benefits will not 
be paid for the following: 

 suicide or any attempt at suicide, or an 
intentionally self-inflicted injury or any 
attempt at an intentionally self-inflicted 
injury; 

 travel or flight in any vehicle used for 
aerial navigation (including getting in, 
out, on or off any such vehicle), whether 

as a passenger, pilot, operator or crew 
member; 

 declared or undeclared war or acts of 
war within the United States or other 
areas not provided for under the Plan; 

 sickness, disease, mental incapacity or 
bodily infirmity whether the loss results 
directly or indirectly from any of these; 

 infections of any kind, except bacterial 
infections caused by botulism, ptomaine 
poisoning, or an accidental cut or wound 
independent and in the absence of an 
underlying sickness, disease or 
condition; 

 injury sustained while in the armed forces 
of any country or international authority 
at war;  

 commission of or attempt to commit a 
felony;  

 being legally intoxicated or under the 
influence of any narcotic unless 
administered or consumed on the advice 
of a doctor; or 

 stroke or cerebrovascular accident or 
event, cardiovascular accident or event, 
myocardial infarction or heart attack, 
coronary thrombosis or aneurysm. 

HOW TO FILE A BUSINESS TRAVEL 
ACCIDENT CLAIM 

To claim benefits under the Business Travel 
Accident Plan, contact Human Resources to 
obtain the necessary forms. Submit the 
completed forms back to Human Resources, 
who will file the claim with the insurance 
company. Claims must be filed within 90 
days after the occurrence or commencement 
of a covered loss, or as soon thereafter as is 
reasonably possible. 

TERMINATION OF COVERAGE  

Coverage under the life insurance plans 
ends for you on the earliest of: 

 the last day of the last month during 
which you were actively at work;  
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 the last day of the last month during 
which you were an eligible employee;  

 the last day of the last month in which 
you made any required contributions; 

 the last day of the month during which 
you retire; or 

 the date the plan is ended. 

Plan Information 

This summary of Business Travel Accident 
describes the essential features of the Plan. 
Business Travel Accident is a fully insured 
plan underwritten and insured by AIG Life 
Insurance Company.  

Final determination of all benefits will be 
made in accordance with the applicable 
Plan document and insurance contracts. 
The summaries describe the major 
provisions of the plans. They are not a full 
statement of all Plan details. These are 
contained in the formal plan documents 
which legally govern the plans. 

Claim Administrator  

AIG Life Insurance Company 
AIG Accident & Health Division  
PO Box 25987 
Shawnee Mission, KS 66225 

Sickness and 

Accident 

PLAN HIGHLIGHTS 
 Company-provided benefit. 

 Pays a weekly benefit for up to 26 
weeks in the event of an extended 
illness or injury. 

 The weekly Sickness and Accident 
benefit is: 

o $390/week effective 1/19/2009 
o $400/week effective 1/18/2010 

 Must be totally disabled to receive 
benefits. 

 Company-provided benefits are taxable 
income to you.  

 The Sickness and Accident Plan is 
administered by CIGNA Group 
Insurance.  

HOW THE PLAN WORKS 

If you are unable to work due to a non-work 
related illness or injury, Sickness and 
Accident pays a weekly benefit for up to 26 
weeks while you are off work. Benefits begin 
on the first day for an accident and the eighth 
day for illness. 

To be eligible for Sickness and Accident, you 
must be totally disabled. Total disability 
means a doctor has certified that you are: 

 under regular treatment by a doctor 
(other than yourself); 

 unable to perform the material duties of 
your regular occupation; and  

 not engaged in any gainful occupation. 

Benefits will not be paid for: 

 any period of disability during which you 
are not being treated by a doctor;  

 any disability resulting from illness or 
injury covered by unemployment or 
similar law; or  

 any period in which your disability 
earnings exceed 80 percent of your 
weekly earnings. 

Regular occupation is the occupation you 
routinely perform at the time the disability begins. 
In evaluating the disability, we will consider the 
duties of the occupation as it is normally 
performed in the national economy, not as it is 
performed for a specific employer or at a specific 
location. 

Gainful occupation is an occupation that is or 
can be expected to provide you with an income at 
least equal to your gross disability payment within 
12 months of your return to work. 

Disability earnings refers to the earnings you 
receive while you are disabled and working. 

Level of Coverage 

The weekly Sickness and Accident benefit is 
as follows: 
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Effective Date Benefit Amount 

January 17, 2011 $420 per week 

January 16, 2012 $440 per week 

January 21, 2013 $450 per week 

Deductible Sources of Income 

Sickness and Accident benefits are offset by 
any other income you receive or are entitled 
to receive, such as Social Security; state 
disability or compulsory benefit; Workersô 
Compensation; income from occupational 
disease law, Canada and Quebec Pension 
plans, any similar act or plan; benefits 
received from coverage subject to the no 
fault motor vehicle plan, any other group 
insurance plan, working while receiving 
benefits, an automobile insurance policy, 
governmental retirement system, union 
contract or collective bargaining agreement 
under Title 29 US Code Section 141 or 
under Title 46 US Code Section 688. Your 
total income from all sources may not 
exceed 100 percent of your weekly 
earnings. 

Recurrent Disability  

If you return to work full-time after receiving 
Sickness and Accident benefits and within 
one week (seven consecutive days) 
experience a disability for the same reason, 
the disability will be considered a 
continuation of your previous disability. The 
recurrent disability will be subject to the 
same 26-week maximum Sickness and 
Accident benefit period. 

Successive Period of Disability 

If you return to work full-time after receiving 
Sickness and Accident benefits and 
experience after one day at work a disability 
totally unrelated to the first absence, the 
second absence will be counted as a new 
period of disability. The successive disability 
will be subject to a new 26-week maximum 
Sickness and Accident benefit period. 

MAXIMUM BENEFIT PERIOD 

The maximum benefit period for Sickness 
and Accident benefits is 26 weeks.  

You will continue to receive Sickness and 
Accident benefits until the end of the 
maximum benefit period unless one of the 
following occurs: 

 you are able to work in your regular 
occupation on a part-time basis but 
choose not to; 

 you refuse to cooperate with or try 
modifications made to the work site, job 
process, adaptive equipment or devices 
that will help you perform the material 
duties of your regular or any occupation; 

 you refuse recommended treatment from 
a physician that will cure, correct, or limit 
your disabling condition; 

 you are no longer considered disabled 
under the terms of the Plan; 

 you fail to submit satisfactory proof of 
continuing disability; 

 your disability earnings exceed the 
amount allowable under the Plan; 

 you collect unemployment insurance 
benefits; 

 you retire under an employer-sponsored 
retirement plan; or 

 you die. 

EFFECT ON OTHER BENEFITS WHILE 
RECEIVING SICKNESS AND ACCIDENT 
BENEFITS 

All your current Company benefits will 
continue while you are receiving Sickness 
and Accident benefits as long as you make 
any required contributions. 

EXCLUSIONS 

Benefits will not be paid for: 

 occupational sickness or accident; 

 attempt to commit or commission of a 
felony under state or federal law; 

 intentionally self-inflicted injuries; 

 active participation in a riot; 

 illegal occupation; 
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 serving on full-time active duty in the 
Armed Forces;  

 disability while you are incarcerated in a 
penal or corrections institution for any 
reason; or  

 disability due to war, or any act of war, 
declared or undeclared.  

FILING A CLAIM 

Contact the Claim Administrator at 800-36-
CIGNA (800-362-4462) to establish your 
claim. You should file as soon as you have 
an accident or believe your illness will last 
eight days or more, but no later than 90 
days from the first day of your disability. 
Your physician will be required to provide 
medical certification of your disability.  

The Claim Administrator may require 
supplemental forms from your physician as 
often as deemed necessary, and may 
require you to be examined by an 
independent medical examiner or other 
provider while you are claiming benefits 
under this plan. This may be done when 
and as often as may be reasonably required 
during the period payments may be due 
under this plan. Supplemental forms, 
extensions of disability, or other information 
requested by the Claim Administrator must 
be filed within 30 days of the date requested 
or your claim may be denied. 

TERMINATION OF COVERAGE  

Coverage under Sickness and Accident 
ends for you on the earliest of: 

 the date the policy or the Plan is 
canceled;  

 the date you are no longer eligible; 

 the date benefits end for failure to 
comply with the terms and conditions of 
the Policy; 

 the date your eligible group is no longer 
covered; or  

 the date on which you cease to be an 
active full-time employee in an eligible 
class, including temporary layoff, leave 
of absence, including, but not limited to, 

leave for military service, work stoppage 
(including strike or lockout) or retirement.  

PLAN INFORMATION 

This summary of the Sickness and Accident 
Plan describes the essential features of the 
plan administered by CIGNA Group 
Insurance as the third party administrator. 
Final determination of all benefits will be 
made in accordance with the Plan document.  

The Plan is maintained pursuant to the 
collective bargaining agreement. 

Sickness and Accident benefits are self-
funded and are paid from the Companyôs 
general assets. This coverage is not insured 
by CIGNA Group Insurance.  

Claim Administrator  

CIGNA Group Insurance 
1600 West Carson Street 
Pittsburgh, PA 15219 

Long-term Disability 

(LTD)  

PLAN HIGHLIGHTS 
 Company-provided benefit. 

 Provides a percentage of your income if 
an extended illness or injury persists 
beyond 26 weeks. 

 Pays a benefit of up to 50 percent of your 
pre-disability monthly earnings*. 

 Minimum benefit of $60 per month 

 Maximum benefit of $2,000 per month. 

 Company-provided benefits are taxable 
income to you. 

 The LTD Plan is administered by CIGNA 
Group Insurance. 

*Pre-disability monthly earnings is the wage 
you were earning on your last day of active 
employment, excluding other forms of pay, such 
as bonuses or overtime.  
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HOW THE PLAN WORKS  

The first 26 weeks of continuous total 
disability are considered your elimination 
period. If your disability continues beyond 
26 weeks, you are eligible to apply for long-
term disability benefits. 

You may receive up to 50 percent of your 
pre-disability monthly earnings, up to 
$2,000.  

For purposes of this Plan, disability is 
defined as follows: 

 For the first 24 months of LTD 
payments, due to sickness or injury, you 
are unable to perform the material 
duties of your regular occupation, you 
are unable to earn 80 percent or more of 
your indexed monthly earnings and you 
are under the regular care and 
attendance of a physician.  

 After 24 months of LTD payments, you 
will continue to collect benefits if you are 
unable, due to the same sickness or 
injury, to perform the material duties of 
any occupation for which you are, or 
may reasonably become, qualified 
based on education, training or 
experience, and you are unable to earn 
60 percent or more of your indexed 
monthly earnings. 

Regular occupation is the occupation you 
routinely perform at the time the disability 
begins. In evaluating the disability, we will 
consider the duties of the occupation as it is 
normally performed in the national economy, not 
as it is performed for a specific employer or at a 
specific location. 

Level of Coverage 

Company-provided long-term disability pays 
up to 50 percent of your pre-disability 
monthly earnings after you have been 
disabled for 26 weeks due to a non-work 
related illness or injury. 

The minimum LTD benefit is $60 per month. 
The maximum LTD benefit is $2,000 per 
month.  

Deductible Sources of Income 

LTD benefits are offset by any other income 
you receive or are entitled to receive, such 
as Social Security, state disability, 
occupational disease law, unemployment 
compensation, Railroad Retirement Act 
benefits, Canada and Quebec Pension 
plans, benefits received from coverage 
subject to the Pennsylvania Motor Vehicle 
Financial Responsibility law, benefits from 
any other group disability or sick leave plan, 
income you receive from working while 
receiving LTD benefits, no fault accident 
wage replacement benefits, retirement plan, 
or any other forms of income. Your total 
income from all sources may not exceed 50 
percent of your Glatfelter pre-disability 
monthly earnings. 

If you receive a lump sum payment from any 
deductible source of income, the lump sum 
will be pro-rated on a monthly basis over the 
time period for which the sum was given. If 
no time period is stated, the Plan will use a 
reasonable one.  

Recurring Disabili ty 

If you return to your regular occupation after 
receiving LTD benefits and experience a 
disability within six months due to the same 
cause and the successive disability meets 
the definition of total disability as described 
previously, the disability will be considered a 
continuation of your previous disability. No 
additional elimination period will be required. 
However, the successive disability will have 
the same maximum benefit period as the 
previous disability.  

Pre-existing Condition 

The Plan will not pay benefits for a pre-
existing condition. A pre-existing condition 
exists if: you received medical advice or 
treatment in the three months prior to the 
effective date of LTD coverage.  

A condition will not be considered pre-
existing if it causes disability that begins after 
you have been enrolled in the Plan  
for three months.  
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MAXIMUM LTD BENEFIT PERIOD 

Depending on your age when you become 
totally disabled, the maximum period of time 
you are eligible to receive LTD benefits is 
shown in the following chart. 

Your Age When Total 
Disability Begins 

Maximum LTD 
 Benefit Period 

62 years or younger 
To 65th birthday* or  
42 months (if later) 

63 years 36 months 

64 years 30 months 

65 years 24 months  

66 years 21 months  

67 years 18 months 

68 years 15 months 

69 years or older 12 months 

 

* The maximum disability period for mental 
health claims is 60 months. 

You will continue to receive LTD benefit 
payments until the end of the maximum 
benefit period unless one of the following 
occurs: 

 during the first 24 months of payments 
you are able to work in your regular 
occupation earning 20 percent or more 
of your indexed monthly earnings, but 
choose not to; 

 after the first 24 months of payments 
you are able to work in any gainful 
occupation earning 20 percent or more 
of your indexed monthly earnings, but 
choose not to; 

 you are no longer considered disabled 
under the terms of the Plan; 

 you fail to submit satisfactory proof of 
continuing disability; 

 your disability earnings exceed the 
amount allowable under the Plan; 

 you decline to participate in a 
rehabilitation program appropriate for 
your situation and approved by your 
doctor; or 

 you die. 

Limited Benefit Periods 

Benefits for disabilities due to mental illness, 
drugs and/or alcoholism are limited to up to  
24 monthly payments over a lifetime. No 
monthly benefit will be paid beyond the  
24 months.  

REHABILITATION PROGRAM 

The Program assists you in preparing to 
return to work if possible. The Plan may 
provide a benefit for your medical, 
educational, or accommodation expenses 
while you participate in the rehabilitation 
program. Disability benefits may be 
terminated if you fail to cooperate with the 
rehabilitation program.  

SURVIVOR BENEFIT 

If you die before the end of the maximum 
benefit period while receiving monthly LTD 
benefits, your lawful spouse will receive a 
three months lump sum survivor benefit after  
waiting period of three monthly payable 
benefits. If you do not have a surviving 
spouse, the benefit will be paid in equal 
shares to your eligible children. If you do not 
have any eligible children, the survivor 
benefit will not be paid. 

EFFECT ON OTHER BENEFITS WHILE 
RECEIVING LTD BENEFITS 

While you are receiving LTD benefits,  
all your current benefits, including optional 
benefits, will continue as long as you make  
any required contributions. 

EXCLUSIONS 

Benefits will not be paid for: 

 occupational sickness or accident; 

 commission of a felony; 

 suicide, attempted suicide, or self-
inflicted injury while sane or insane; 

 active participation in a riot; 

 illegal occupation; 
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 serving on full-time active duty in the 
Armed Forces;  

 disability while you are incarcerated in a 
penal or corrections institution for any 
reason; or  

 disability due to war, or any act of war, 
declared or undeclared.  

HOW TO FILE AN LTD CLAIM  

To file for disability, call CIGNA at 800-36-
CIGNA (800-362-4462).  

TERMINATION OF COVERAGE  

Coverage under LTD ends for you on the 
earliest of: 

 the date the policy or the Plan is 
canceled;  

 the date you are no longer eligible; 

 the date benefits end for failure to 
comply with the terms and conditions of 
the Policy; 

 the date your eligible group is no longer 
covered; or  

 the date on which you cease to be an 
active full-time employee in an eligible 
class, including temporary layoff, leave 
of absence, including, but not limited to, 
leave for military service, work stoppage 
(including strike or lockout) or 
retirement.  

If you or any of your covered dependents no 
longer meet the eligibility requirements, you are 
responsible for notifying Human Resources. 
Failure to remove a dependent that is no longer 
eligible for coverage may result in claims being 
denied and loss of premiums paid. 

PLAN INFORMATION 

This summary of the LTD describes the 
essential features of the plan, which is a 
fully insured plan underwritten and insured 
by CIGNA Group Insurance.  

The Plan is maintained pursuant to the 
collective bargaining agreement. 

Final determination of all benefits will be 
made in accordance with the applicable Plan 
document and insurance contracts. The 
summary describes the major provisions of 
the plan. They are not a full statement of all 
Plan details. These are contained in the 
formal plan documents which legally govern 
the plans. 

Claim Administrator/Insurer  

CIGNA Group Insurance 
1600 West Carson Street 
Pittsburgh, PA 15219 

Employee Assistance 

Program (EAP) 

PLAN HIGHLIGHTS 
 Confidential counseling and referral 

service. 

 The EAP provider is WellSpan EAP.  

HOW THE PROGRAM WORKS 

The employee assistance program offers 
complete confidentiality to employees and 
their families. The decision to use the EAP is 
completely up to you (unless it is a 
mandatory referral), and your contact is 
strictly confidential, unless life or safety is 
threatened, or disclosure is required by law. 
The Company has no direct involvement with 
the program, and does not know which 
employees are in the program or any 
information about individual situations.  

Licensed providers are available to help you 
clarify the problem, identify options and 
develop a plan of action. 

 If you are an employee of the 
Pennsylvania Operations, and reside 
within South Central PA, go to 
www.wellspaneap.org for a list of 
providers in your area.  Otherwise, you 
may call 800-673-2514 for assistance.  If 
applicable, notify the representative that 
you were referred to by your supervisor. 

If you or a family member is experiencing 
emotional distress or suicidal thoughts, you 

http://www.wellspaneap.org/
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may also contact a crisis intervention hotline 
toll-free at 800-673-2496.  

COUNSELING SESSIONS 

Short-term counseling sessions through the 
EAP by experienced counselors in your 
local community are provided free of 
charge. Short-term counseling will help you 
deal with issues such as stress, family 
problems, substance abuse, depression, 
marital or relationship issues, anxiety and 
other personal issues.  

Your EAP counselor will meet with you in 
person to evaluate your situation. You are 
eligible for up to five visits under the EAP 
program. 

If at any time you are dissatisfied with the 
EAP counselor, a new one will be assigned 
to you upon your request.  

If it is recommended after the short-term 
counseling sessions that you need 
specialized treatment or a higher level of 
care, your EAP counselor will refer you to 
an appropriate resource in the community. 
In most cases, this continued care will be 
provided under the provisions of the medical 
plan (see Medical section for details).  

PROGRAM COSTS 

Short-term care through the EAP program is 
free of charge. Short-term care refers to 
face-to-face counseling with an EAP 
professional. 

If you are referred to a professional outside 
the EAP for long-term care, in most cases 
the treatment is provided under your 
medical plan and any deductibles, co-
payments, or co-insurance would apply (see 
medical section for details). 

HOW TO FILE LONG-TERM COUNSELING 
CLAIMS 

Long-term counseling insurance claims 
should be filed with the medical Claim 
Administrator. If you file a claim, your 
provider will provide only the information 
necessary to process your claim. All 
counseling records and services will be 
treated in the strictest confidence.  

WHEN COVERAGE ENDS 

Coverage under the Plan ends on the 
earliest of: 

 the date you are no longer eligible;  

 the date your employment terminates; or 

 the date the Plan is ended. 

Administrative  

YOUR RIGHTS UNDER ERISA 

As a participant in the Plan, you are entitled 
to the following rights and protections under 
the Employee Retirement Income Security 
Act of 1974 ("ERISA"): 

 You can examine, free of charge, at the 
Plan Administrator's office and at other 
locations, all of the Plan documents, 
including insurance contracts, if any, 
collective bargaining agreements and 
copies of all documents filed by the Plan 
(such as detailed annual reports) with the 
U.S. Department of Labor and available 
at the Public Disclosure Room of the 
Employee Benefits Security 
Administration. 

 You can obtain copies of all Plan 
documents governing the operation of 
the Plan, by writing to the Plan 
Administrator. You may have to pay a 
reasonable charge to cover the cost of 
photocopying. 

 In some cases, the law may require the 
Plan Administrator to provide you with a 
summary of the Plan's annual financial 
report. 

In addition to creating rights for Plan 
participants, ERISA imposes duties upon the 
people who operate the Plan. These people 
are called fiduciaries and have a duty to act 
prudently and in the interest of you and other 
Plan participants and beneficiaries. 

No one, including the employer or any other 
person, may fire you or otherwise 
discriminate against you in any way to 
prevent you from obtaining a benefit under 
the Plan or exercising your rights under 
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ERISA. If your claim for a Plan benefit is 
denied or ignored, in whole or in part, you 
must receive a written explanation of the 
reason for the denial, and you have the right 
to obtain copies of documents relating to the 
decision, without charge and have the Plan 
review and reconsider your claim, all within 
certain time schedules. 

Under ERISA, there are steps you can take 
to enforce the preceding rights. For 
instance, if you make a written request for 
materials from the Plan and do not receive 
them within 30 days, you may file suit in 
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 materials, unless the 
materials were not sent because of reasons 
beyond the control of the Plan 
Administrator. If you have a claim for 
benefits which is denied after review and 
reconsideration by the Plan or is ignored, in 
whole or in part, you may file suit in a state 
or Federal court. In addition, if you disagree 
with the Plan's decision or lack thereof 
considering the qualified status of a medical 
child support order, you may file suit in 
Federal court. 

If it should happen that Plan fiduciaries 
misuse Plan funds, if any, 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. 

You may have the right to continued health 
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. You should review 
this Summary Plan Description and the 
documents governing the Plan on the rules 
governing your COBRA continuation 
coverage.  

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

If you have any questions about the Plan, 
you should contact the Plan Administrator 
(c/o Glatfelter Benefits Service Center at 
888-60-PAPER (888-607-2737). If you have 
any questions about this statement or your 
rights under ERISA, you should contact the 
nearest office of the Employee Benefits 
Security Administration, U.S. Department of 
Labor, listed in your telephone directory or 
the Division of Technical Assistance and 
Inquiries, Employee Benefits Security 
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 Employee Benefits 
Security Administration. 

NOTE: The rights described above apply  
to benefits that are subject to ERISA. 
Dependent Day Care FSA benefits and 
Sickness and Accident benefits are not 
subject to ERISA, so the above statement 
does not apply to those benefits. 

CLAIMS PROCEDURE  

Claims are initially submitted as described 
earlier in this SPD under each benefit 
section. The following describes how initial 
claims are reviewed and procedures for 
appealing any denied claims. 
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Medical/Prescription, Dental and Vision 
Claims 

If the Plan partially or fully denies a claim  
for benefits submitted by you, you will be 
notified.  

Initial notification will be provided typically 
within the following timeframes, depending 
on the type of claim being denied. 

Pre-service Claim 
Within 15 days, but with 
notice may be extended 
another 15 days, if necessary. 

Urgent Care Claim 

Within 72 hours. If notice is 
given orally, a written notice 
will follow within the next 3 
days. 

Concurrent Care Claim 
Within sufficient time to 
appeal. 

Post-service Claim 
Within 30 days, but with 
notice may be extended 
another 15 days, if necessary. 

A claim is considered an urgent care claim if 
waiting for determination based on the 
typical timeline could seriously jeopardize 
your life or health or your ability to regain 
maximum function, or, in the opinion of a 
physician with knowledge of your medical 
condition, would subject you to severe pain 
that could not be adequately managed 
without the care or treatment which is the 
subject of the claim.  Whether a claim is an 
urgent care claim is determined at each 
step in the claims or appeal process, so a 
claim that starts as an urgent care claim 
may be treated as a pre-service or post-
service claim if it ceases to qualify as an 
urgent care claim. 

A pre-service claim is a claim that requires 
approval, in part or in whole, in advance of 
obtaining the health care in question 

A post-service claim is a request for 
payment of services which the claimant has 
already received. 

If the Plan has approved an ongoing course 
of health care treatment to be provided over 
a period of time or number of treatments, 
any reduction or termination by the Plan of 
the previously approved course of treatment 
(other than by Plan amendment or 
termination) before the approved time 

period or number of treatments constitutes 
an adverse benefit determination. This is 
considered a concurrent care claim. 

Any request by a claimant to extend a 
previously approved course of urgent care 
treatment beyond the approved period of 
time or number of treatments will be decided 
as soon as possible, taking into account the 
medical exigencies, and the Reviewer will 
notify the Claimant of the benefit 
determination, whether adverse or not, within 
24 hours after the Plan receives the claim, 
provided that any such claim is made to the 
Plan at least 24 hours before the expiration 
of the prescribed period of time or number of 
treatments 

Any claims denial notice will describe the 
specific reasons for the adverse 
determination and the specific Plan 
provisions on which the determination was 
based, and will include a description of the 
Planôs review procedures and time limits 
applicable to such procedures. If applicable, 
the notice will also include a description of 
any additional information necessary to 
approve the claim. 

If you fail to provide information necessary to 
process the claim, you will be notified of the 
information needed to complete the review of 
your claim:  

 within 24 hours for an urgent care claim;  

 within five days for a pre-service claim; or  

 within 15 days for a post-service claim.  

For an urgent claim, you will have 48 hours 
to provide the information needed and you 
will be notified of the determination at the 
end of that period, or, within 48 hours of 
when you provide the necessary information, 
if earlier.  

For a pre-service or post-service claim, you 
will have 45 days to provide the required 
information. If you do not provide the 
information within 45 days, your claim may 
be denied. 

If you are informed that you need to submit 
additional information in order to perfect the 
claim, then you should make arrangements 
to submit all requested information if and 
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when you file an appeal.  Failure to provide 
the requested additional information may 
result in the denial of your claim or appeal. 

If you disagree with the reasons for a claim 
denial, you may appeal the decision within 
180 days of the date you receive notice of 
the adverse benefit determination. 
(Requests for appeals of concurrent care 
and urgent care claims may be made 
orally).  

You will have the right to submit written 
comments, documents, records, and other 
information relating to your claim for 
benefits.  You also have the right to receive, 
upon request and free of charge, copies of 
all documents, records and other 
information related to the adverse benefit 
determination. . You also have the right to 
request the identity of any experts whose 
advice was obtained on behalf of the Plan in 
connection with the adverse determination.   

A request for information regarding your 
claim does not constitute an appeal.  
Requests for copies of information, relating 
to an adverse benefit determination must be 
mailed to: 

 Document Record Request 
 CIGNA Healthcare 
 PO Box 5200 
 Scranton, PA  18505-5200 

You may request an expedited review of a 
denied urgent care health claim orally (by 
contacting CIGNAôs Customer Service 
Department toll-free at 800-244-6224) or in 
writing and all necessary information, 
including the Plan's determination on 
review, will be transmitted between the Plan 
and the claimant by telephone, facsimile or 
other available similarly expeditious method. 

Otherwise, appeals must be written and 
should be addressed to: 

Medical Claims Prescription Claims 

CIGNA Healthcare 
P.O. Box 5200 

Scranton, PA  18505-5200 

CVS Caremark 
Appeals Department 

MC 109 
PO Box 52084 

Phoenix, AZ 85072-
2084 

Dental Claims Vision Claims 

Delta Dental of PA 
One Delta Drive 

Mechanicsburg, PA 17055 

NVA Customer  
Service Manager 

1200 Route 46 West 
Clifton, NJ 07013 

Appeals will take into account all comments, 
documents, records and other information 
submitted by you and will: 

 be conducted promptly; 

 not defer to the initial determination; and 

 not be made by the person, or a 
subordinate of that person, who made 
the initial adverse claim determination. 

Appeals of claims will be reviewed and 
notice of the appeals decision will be made 
after the receipt of the appeal as follows: 

Pre-service 
Claim 

Within 30 days of receiving 
the memberôs appeal. 

Urgent Care 
Claim 

Within 72 hours of receiving 
the memberôs appeal. If 
provided orally, Capital Blue 
Cross will notify the 
memberôs health care 
provider and the member of 
the outcome of the appeal via 
telephone or facsimile no 
later than 72 hours after 
receipt of the appeal. 

Post-service 
Claim 

Within 60 days of receiving 
the memberôs appeal. 

 

If you disagree with the reasons for the 
denial of an appealed medical claim, you  
are encouraged to voluntarily pursue further 
appeals through CIGNAôs Customer Service 
Department.  For information about the 
voluntary appeals process, members may 
call the Customer Service Department at 
800-244-6224.  Your decision as to whether 
or not to submit a benefit dispute to the 
voluntary level of appeal will not affect your 
rights to other benefits under your coverage 
or your right to file a legal action for benefits 
under the Plan.  
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Please contact the dental, prescription and 
vision vendors to obtain their processes for 
any voluntary second level of appeal. 

Claimantôs Failure to Follow Procedures 

You must follow the claims procedures 
described above to be entitled to file any 
legal action for benefits under the Plan 
(unless the Plan fails to follow those 
procedures). 

 

Planôs Failure to Follow Procedures 

If the Plan fails to follow the claims 
procedures described above, you will be 
deemed to have exhausted the 
administrative remedies available under the 
Plan and will be entitled to pursue any 
available remedy under ERISA on the basis 
that the Plan has failed to provide a 
reasonable claims procedure that would 
yield a decision on the merits of the claim. 

Designating an Individual to Act on Your 

Behalf 

You may designate another individual to act  
on your behalf in pursuing a benefit claim or 
appeal of an unfavorable benefit decision.   
To designate an individual to serve as your 
ñauthorized representative,ò you must 
complete, sign, date, and return a CIGNA 
Member Authorization Form.  You may 
request this from CIGNAôs Customer 
Service Department at 800-244-6224 . 

Insured Benefits and State Law 

For any insured benefit under this Plan,  
nothing in the Plan's claims procedures will 
be construed to supersede any provision of 
any applicable state law that regulates 
insurance, except to the extent that the 
state law prevents application of the Plan's 
claims procedures. 

Medical Exams 

The Plan has the right to require that a 
medical exam be performed, at the Planôs 
expense,  
on any claimant for whom a medical claim is 
pending. In the case of death, the Plan has  
the right to request an autopsy. 

Fiduciary for Medical Claims 

CIGNA generally is a named fiduciary for the 
PPO plan for purposes of making decisions 
about whether a benefit is payable under the 
Plan and generally has the final decision 
about a benefit payable under the PPO plan.   

However, Glatfelter also is a fiduciary for 
purposes of the PPO Plan and, at the 
discretion of Glatfelter, the final decision 
about whether a benefit is payable under the  
PPO plan may be made by Glatfelter as Plan 
Administrator in consultation with CIGNA. 

Claims Appeal Procedure for Health Care 
Flexible Spending Accounts (FSA) 

Health care FSA claims are post-service 
claims subject to the review procedures  
and time limits applicable to post-service 
medical claims as described above except 
that health care FSA claims and appeals 
should be submitted to: 

HFS Benefits 
Claims Department 
164 Lakefront Dr.  
Hunt Valley, MD 21030 
888-510-4218 
claims@hfsbenefits.com 

Health care FSA benefits are not insured but 
are funded through Glatfelterôs general 
assets. 

Claims Appeal Procedure for Life 
Insurance and Long-term Disability  

The Glatfelter life insurance and LTD 
programs are fully insured plans. The life 
insurance plans are underwritten by The 
Prudential Insurance Company of America. 
LTD is underwritten by CIGNA. The denial or 
termination notice you receive from either 
insurer will state your rights as an employee 
or beneficiary to appeal the decision. For 
claims procedure details, see the Certificates 
of Coverage, which were previously provided 
to you. 

As insurers, Prudential and CIGNA are the 
fiduciary for their respective benefits and 
have the final decision about a benefit 
payable under their contracts with Glatfelter. 

mailto:claims@hfsbenefits.com
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Claims Appeal Procedure for Business 
Travel Accident Insurance  

The denial or termination notice you receive 
from the Claim Administrator for business 
travel accident insurance will state your 
rights as an employee or beneficiary to 
appeal the decision. For claims procedure 
details, contact the Claim Administrator or 
see the Plan document. 

The Claim Administrator has the final 
decision about a benefit payable under this 
Plan based on its contract with Glatfelter. 

Claims Appeal Procedure for Dependent 
Day Care FSA and Short-term Disability 
Claims 

As indicated earlier in this summary, the 
Planôs Dependent Day Care FSA and STD 
benefits are not subject to ERISA. For these 
benefits, the denial or termination notice you 
receive from the Claim Administrator will 
state your rights as an employee or 
beneficiary to appeal the decision. For 
claims procedure details, see appropriate 
administrator. 

Requests for appeal of a denied Dependent 
Day Care FSA claim should be made to:  

HFS Benefits 
Claims Department 
164 Lakefront Dr.  
Hunt Valley, MD 21030 
888-510-4218 
claims@hfsbenefits.com 

Requests for an appeal of a denied STD 
claim should be made to: 

CIGNA Claims Dept.  
Pittsburgh Claims Office 
1600 West Carson St. Suite 300 
Pittsburgh, PA 15219 

If you need more details about appeal 
procedures for these types of benefit claims, 
please contact the Plan Administrator (c/o 
Glatfelter Benefits Service Center at 888-
60-PAPER (888-607-2737). 

Named Fiduciary 

The named fiduciary with respect to any 
specific claim or appeal, has full and sole 
discretionary authority to interpret all plan 

documents and to make all interpretive and 
factual determinations as to whether any 
member is entitled to receive benefits under 
the terms of the plan.  Any construction of 
terms of any plan document and any 
determination of fact adopted by the named 
fiduciary will be final and legally binding on 
all parties, subject to review only if such 
construction or determination is arbitrary, or 
capricious, or otherwise an abuse of 
discretion. 

GENERAL PROVISIONS  

Assignment 

The Plan will pay benefits under the Plan to 
the employee unless payment has been 
assigned to the service provider for which 
benefits are provided herein. Assignment of 
life insurance may be made as a gift only. No 
assignment of benefits shall be binding on 
the Plan unless the Claims Administrator is 
notified in writing of the assignment before 
payment is to be made. 

This Plan will pay benefits to the responsible 
party of an alternate recipient as designated 
in a Qualified Medical Child Support Order. 

Benefits Not Transferable 

Except as otherwise stated in this Summary 
or in the Plan, no person other than an 
eligible covered person is entitled to receive 
benefits under the Plan. Rights to benefits 
are not transferable. 

Clerical Error  

No clerical error on the part of the Company 
or Claims Administrator shall operate to 
defeat any of the rights, privileges, services, 
or benefits of any employee or any 
dependent under the Plan, nor create or 
continue coverage which would not 
otherwise validly become effective or 
continue in force. An equitable adjustment of 
contributions or benefits will be made when 
the error or delay is discovered. However, if 
more than six months has elapsed prior to 
discovery of any error, any adjustment of 
contributions normally will be waived. No 
party will be liable for the failure of any other 
party to perform. 

mailto:claims@hfsbenefits.com


 71 

Conformity with Applicable Law  

If any provision of the Plan conflicts with 
applicable law (as determined by the 
Company), that provision will be treated as 
being amended to conform to the minimum 
requirements of the applicable law. 

Incapacity 

If, in the opinion of the Company, a covered 
person for whom a claim has been made is 
incapable of furnishing a valid receipt of 
payment due, and in the absence of written 
evidence to the Plan of the qualification of a 
guardian or personal representative for his 
or her estate, the employer may on behalf of 
the Plan, at his or her discretion, make any 
and all such payments to the provider of 
services or other person providing for the 
care and support of such person. Any 
payment so made will constitute a complete 
discharge of the Plan's obligation to the 
extent of such payment. 

Incontestability 

All statements made by the Company or by  
the employee covered under the Plan shall 
be deemed representations and not 
warranties. Such statements shall not void 
or reduce the benefits under the Plan or be 
used in defense to a claim unless they are 
contained in writing and signed by the 
Company or by the covered person, as the 
case may be. A statement made shall not 
be used in any legal contest unless a copy 
of the instrument containing the statement is 
or has been furnished to the other party to 
such a contest. 

Legal Actions 

No action at law or in equity may be 
commenced or maintained to recover 
benefits under the Plan more than 12 
months after  
the final review/appeal decision by the Plan 
Administrator or an Insurer has been 
rendered (or deemed rendered). 

Limits on Liability  

Liability under the Plan is limited to the 
services and benefits specified, and the 
Company is not liable for any obligation of 
the covered person incurred in excess of 

that amount. The liability of the Plan is 
limited to the reasonable cost of covered 
expenses and does not include any liability 
for suffering or general damages. 

Lost Distributes 

Any benefit payable under the Plan is 
deemed forfeited if the Plan Administrator is 
unable to locate the covered person to whom 
payment is due, provided, however, that 
such benefits will be reinstated if a claim is 
made by the covered person for the forfeited 
benefits within the time prescribed in each 
individual planôs claim filing procedure 
section of this document. 

Medicaid Eligibility and Assignment of 
Rights 

The Plan will not take into account whether 
an individual is eligible for, or is currently 
receiving, medical assistance under a State 
plan for medical assistance as provided 
under Title XIX of the Social Security Act 
(ñState Medicaid Plan") either in enrolling 
that individual as a covered person or in 
determining or making any payment of 
benefits to that individual. The Plan will pay 
benefits with respect to such individual in 
accordance with any assignment of rights 
made by or on behalf of such individual as 
required under a State Medicaid plan 
pursuant to § 912(a)(1)(A) of the Social 
Security Act. To the extent payment has 
been made to such individual under a State 
Medicaid Plan and this Plan has a legal 
liability to make payments for the same 
services, supplies or treatment, payment 
under the Plan will be made in accordance 
with any State law which provides that the 
State has acquired the rights with respect  
to such individual to payment for such 
services, supplies or treatment under the 
Plan. 

Misrepresentation 

If the covered person or anyone acting on 
behalf of a covered person makes a false 
statement on the application for enrollment, 
or withholds information with intent to 
deceive or affect the acceptance of the 
enrollment application or the risks assumed 
by the Plan, or otherwise misleads the Plan, 
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the Plan will be entitled to recover its 
damages, including legal fees, from the 
covered person, or from any other person 
responsible for misleading the Plan, and 
from the person for whom the benefits were 
provided. Any material misrepresentation by 
a covered person in applying for coverage 
or for benefits under the Plan will render the 
coverage under the Plan null and void. 

Physical Examinations Required By the 
Plan 

The Plan, at its own expense, may require 
an examination of a person covered under 
the Plan when and as often as it may 
reasonably require during the pending of a 
claim. 

Plan Is Not a Contract 

The Plan shall not be deemed to constitute 
a contract between the Company and any 
employee or to be a consideration for, or an 
inducement or condition of, the employment  
of any employee. Nothing in the Plan shall 
be deemed to give any employee the right 
to be retained in the service of the Company 
or to interfere with the right of the Company 
to terminate the employment of any 
employee  
at any time. 

Plan Amendment or Termination 

The Company expects to maintain the Plan 
indefinitely as a program of employee 
benefits. However, the Company has the 
right, in its sole discretion, to terminate or 
amend any provision of the Plan at any 
time. Therefore, no Plan participant 
(including any future retiree or retiree who 
has already retired) has a right to the 
continued enjoyment of any particular 
benefit under the Plan after a Plan 
termination or amendment affecting those 
benefits. 

Recovery for Overpayment 

Whenever payments have been made from  
the Plan in excess of the maximum amount  
of payment necessary, the Plan has the 
right  
to recover the excess payments. If the Plan 
makes any payment that, according to the 

terms of the Plan, should not have been 
made, the Plan may recover that incorrect 
payment, whether or not it was made due to 
the Planôs own error, from the person or 
entity to whom it was made or from any other 
appropriate party. 

Time Effective 

The effective time with respect to any dates 
used in the Plan shall be 12:00 a.m. 
(midnight) as may be legally in effect at the 
address  
of the Plan Administrator. 

Workersô Compensation Not Affected  

This Plan is not in lieu of, and does not affect 
any requirement for, coverage by Workers' 
Compensation Insurance.  

CONTINUATION COVERAGE (COBRA 
NOTICE) 

Under the Consolidated Omnibus Budget 
Reconciliation Act of 1985 (COBRA), you 
and your dependents may elect to 
temporarily continue health care, dental, 
vision and health care flexible spending 
account coverage, under the Medical Plan, 
the Dental Plan, the Vision Plan and the 
Health Care FSA, respectively, in certain 
instances where coverage would otherwise 
end. 

This "COBRA Notice" section of your 
Summary Plan Description applies to 
employees and covered spouses and 
dependents who have health coverage under 
the Plan. For purposes of this notice, "Plan" 
refers only to the medical, prescription drug, 
dental, vision and health care FSA benefits 
described in this Summary and this notice is 
not intended  
to apply to any other type of benefit.  

You are receiving this notice because you 
are covered under a group health plan 
offered under the Plan. This notice contains 
important information about your right to 
COBRA continuation coverage, which is a 
temporary extension of coverage under the 
Plan. This notice generally explains COBRA 
continuation coverage, when it may become 
available to you and your family, and what 
you need to do to protect the right to receive 
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it. (Both you and, if you are married and 
your spouse is covered by the plan, your 
spouse should take the time to carefully 
read this notice.) 

The right to COBRA continuation coverage 
was created by a federal law, the 
Consolidated Omnibus Budget 
Reconciliation Act of 1985 (COBRA). 
COBRA continuation coverage can become 
available to you when you would otherwise 
lose your group health coverage. It can also 
become available to other members of your 
family who are covered under the Plan 
when they would otherwise lose their group 
health coverage. For additional information 
about your rights and obligations under the 
Plan and under federal law, you should 
contact the Plan Administrator at the 
address provided in this notice. 

What is COBRA Continuation Coverage? 

COBRA continuation coverage is a 
continuation of health coverage under the 
Plan when coverage would otherwise end 
because of a life event known as a 
"qualifying event." Specific qualifying events 
are listed later in this notice. After a 
qualifying event, COBRA continuation 
coverage must be offered to each person 
who is a "qualified beneficiary."  You, your 
spouse, and your dependent children could 
become qualified beneficiaries if coverage 
under the Plan is lost because of the 
qualifying event. Under the Plan, qualified 
beneficiaries who elect COBRA continuation 
coverage must pay for COBRA continuation 
coverage.  

If you are an employee, you will become a 
qualified beneficiary if you lose your 
coverage under the Plan because either 
one of the following qualifying events 
happens: 

 Your hours of employment are reduced; 
or 

 Your employment ends for any reason 
other than your gross misconduct. 

If you are the spouse of an employee, you 
will become a qualified beneficiary if you 
lose your coverage under the Plan because 

any of the following qualifying events 
happens: 

 Your spouse dies; 

 Your spouse's hours of employment are 
reduced; 

 Your spouse's employment ends for any 
reason other than his or her gross 
misconduct; 

 Your spouse becomes entitled to 
Medicare benefits (under Part A, Part B, 
or both); or 

 You become divorced or legally 
separated from your spouse. 

Your dependent children will become 
qualified beneficiaries if they lose coverage 
under the Plan because any of the following 
qualifying events happens: 

 The parent-employee dies; 

 The parent-employee's hours of 
employment are reduced; 

 The parent-employee's employment ends 
for any reason other than his or her gross 
misconduct; 

 The parent-employee becomes entitled 
to Medicare benefits (Part A, Part B, or 
both); 

 The parents become divorced or legally 
separated; or 

 The child stops being eligible for 
coverage under the plan as a "dependent 
child." 

Sometimes, filing a proceeding in bankruptcy 
under title 11 of the United States Code can 
be a qualifying event.  
If a proceeding in bankruptcy is filed with 
respect to the Employer, and that bankruptcy 
results in the loss of coverage  
of any retired employee covered under the 
Plan, the retired employee will become a 
qualified beneficiary with respect to the 
bankruptcy. The retired employee's spouse, 
surviving spouse, and dependent children 
will also become qualified beneficiaries if 
bankruptcy results in the loss of their 
coverage under the Plan. 
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When is COBRA Coverage Available? 

The Plan will offer COBRA continuation 
coverage to qualified beneficiaries only  
after the Plan Administrator has been 
notified that a qualifying event has occurred. 
When the qualifying event is the end of 
employment or reduction of hours of 
employment, death of the employee, 
commencement of a proceeding in 
bankruptcy with respect to the employer, or 
the employee becoming entitled to Medicare 
benefits (under Part A, Part B, or both), the 
employer must notify the Plan Administrator 
of the qualifying event. 

You Must Give Notice of Some Qualifying 
Events 

For the other qualifying events (divorce or 
legal separation of the employee and 
spouse or a dependent child's losing 
eligibility for coverage as a dependent 
child), you must notify the Plan 
Administrator within 60 days after the later 
of the date the qualifying event occurs, or 
the date coverage would end because of 
the qualifying event. This notice must be 
provided, along with any required 
documentation to: 

P.H. Glatfelter Company 
c/o Corporate Benefits Department 
96 S. George St.  
York, PA 17401 

Your notice must be provided in writing in a 
letter addressed to the Plan Administrator. 
The notice must include: 

 Your name, address, phone number and 
health plan ID number. 

 The name, address, phone number and 
health plan ID number for any 
dependent or spouse whose eligibility is 
affected by the qualifying event. 

 A description of the qualifying event and 
the date on which it occurred. 

 The following statement: "By signing this 
letter, I certify that the qualifying event 
described in this letter occurred on the 
date described in this letter."  

 Your signature. 

You should also provide, along with the 
letter, documentation of the event that 
occurred, such as a photocopy of a divorce 
order or legal separation order showing the 
date the divorce or legal separation began. If 
you have any question about what type of 
documentation  
is required, you should contact the Plan 
Administrator at the address provided in  
this notice.  

In addition to accepting a letter with the 
information described above, the Plan 
Administrator, in its discretion, may develop 
and make available a form, which may then 
be completed to provide the required notice. 
If such a form is available, you may obtain a 
copy by requesting it from the Plan 
Administrator at the address provided in this 
notice. 

How is COBRA Coverage Provided? 

Once the Plan Administrator receives  
notice that a qualifying event has occurred, 
COBRA continuation coverage will be 
offered to each of the qualified beneficiaries. 
Each qualified beneficiary will have an 
independent right to elect COBRA 
continuation coverage. Covered employees 
may elect COBRA continuation coverage on 
behalf of their spouses, and parents may 
elect COBRA continuation coverage on 
behalf of their children.  

COBRA continuation coverage is a 
temporary continuation of coverage. (NOTE: 
The rest of this paragraph applies to health 
plans other than a health care flexible 
spending account plan. For the rules that 
apply for a health care flexible spending 
account, see the "Special Rules for Health 
Care Flexible Spending Accounts" section 
below.) When the qualifying event is the 
death of the employee, the employee's 
becoming entitled to Medicare benefits 
(under Part A, Part B, or both), your divorce 
or legal separation, or a dependent child's 
losing eligibility as a dependent child, 
COBRA continuation coverage lasts for up to 
a total of 36 months. When the qualifying 
event is the end of employment or reduction 
of the employee's hours of employment, and 
the employee became entitled to Medicare 
benefits less than 18 months before the 
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qualifying event, COBRA continuation 
coverage for qualified beneficiaries other 
than the employee lasts until 36 months 
after the date of Medicare entitlement. For 
example, if a covered employee becomes 
entitled to Medicare  
8 months before the date on which his 
employment terminates, COBRA 
continuation coverage for his spouse and 
children can last up to 36 months after the 
date of Medicare entitlement, which is equal 
to 28 months after the date of the qualifying 
event (36 months minus 8 months). 
Otherwise, when the qualifying event is the 
end of employment  
or reduction of the employee's hours of 
employment, COBRA continuation coverage 
generally lasts for only up to a total of 18 
months. There are two ways in which this 
18-month period of COBRA continuation 
coverage can be extended, as described in 
the next two sections of this Notice. 

Disability Extension of 18-Month Period 
of Continuation Coverage 

If you or anyone in your family covered 
under the Plan is determined by the Social 
Security Administration to be disabled and 
you notify the Plan Administrator in a timely 
fashion (following the same procedures 
described above under "You Must Give 
Notice of Some Qualifying Events", 
including providing documentation of the 
Social Security Administration's decision), 
you and your entire family may be entitled to 
receive up to an additional 11 months of 
COBRA continuation coverage, for a total 
maximum of 29 months. The disability 
would have to have started at some time 
before the 60th day of COBRA continuation 
coverage and must last at least until the end 
of the 18-month period of continuation 
coverage.  Further, the disabled qualified 
beneficiary (or another person on his or her 
behalf) must also notify the Plan 
Administrator of the SSA determination. The 
SSA Notice of Disability (called a ñDisability 
Awardò Notice) must be sent to the Plan 
Administrator within 60 days, starting from 
the latest of:  (1) the date on which the SSA 
issues the disability determination; (2) the 
date on which the Qualifying Event occurs; 

or (3) the date on which the Qualified 
Beneficiary receives the COBRA general 
notice. 

Second Qualifying Event Extension of 18-
Month Period of Continuation Coverage 

If your family experiences another qualifying 
event while receiving 18 months of COBRA 
continuation coverage, the spouse and 
dependent children in your family can get up  
to 18 additional months of COBRA 
continuation coverage, for a maximum of 36 
months, if notice of the second qualifying 
event is properly given to the Plan (following 
the same procedures described above under 
"You Must Give Notice of Some Qualifying 
Events"). This extension may be available to 
the spouse and any dependent children 
receiving continuation coverage if the 
employee or former employee dies, becomes 
entitled to Medicare benefits (under Part A, 
Part B, or both), or gets divorced or legally 
separated, or if the dependent child stops 
being eligible under the Plan as a dependent 
child, but only if the event would have 
caused the spouse or dependent child to 
lose coverage under the Plan had the first 
qualifying event not occurred.  Since the 
Medicare Secondary Payer Rules prohibit 
employers & plan sponsors from forcing plan 
participants off the Plan due to Medicare 
eligibility, an employeeôs entitlement to 
Medicare, after they are on COBRA, is never 
a second qualifying event. The result is that 
while the Medicare recipient no longer 
continues under COBRA, his or her 
dependents may continue for the remainder 
of the initial 18-month continuation period. 

Special Rules for Health Care Flexible 
Spending Accounts 

For a health care flexible spending account 
("Health FSA"), COBRA continuation 
coverage is available only for the remainder 
of the Plan Year in which the qualifying event 
occurs. COBRA continuation coverage for 
the health FSA cannot be extended beyond 
that time for any reason. 

If you elect COBRA coverage under the 
Health FSA, you will need to make 
contributions on an after-tax basis for the 
remainder of the calendar year. You may 
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submit claims through March 31 of the 
following year for eligible health care 
expenses incurred during the prior plan 
year.  

Additional Continuation Coverage 
Election Period for "TAA -Eligible 
Individuals"  

In addition to the other COBRA rules 
described in this section of your Summary 
Plan Description, there are some special 
rules that apply if you are classified as a 
"TAA-eligible individual" by the U.S. 
Department of Labor. (This applies only if 
you qualify for assistance under the Trade 
Adjustment Assistance Reform Act of 2002 
because you become unemployed as a 
result of increased imports or the shifting of 
production to other countries.) 

If you are classified by the Department of 
Labor as a TAA-eligible individual, and you 
do not elect continuation coverage when 
you first lose coverage, you may qualify for 
an election period that begins on the first 
day of the month in which you become a 
TAA-eligible individual and lasts up to 60 
days. However, in no event can this election 
period last later than 6 months after the date 
of your TAA-related loss of coverage. If you 
elect continuation coverage during this 
special election period, your continuation 
coverage would begin at the beginning of 
that election period, but, for purposes of the 
required coverage periods described in this 
Notice, your coverage period will be 
measured from the date of your TAA-related 
loss of coverage. 

The Trade Adjustment Assistance Act also 
provides for a tax credit of 65% of the cost 
of premiums paid for qualified health 
insurance. You should consult with a 
financial advisor if you have questions about 
the tax credit. 

How much does COBRA continuation 
coverage cost? 

 

Generally, each qualified beneficiary may 
be required to pay the entire cost of 
continuation coverage.  The amount a 
qualified beneficiary may be required to pay 

may not exceed 102 percent (or, in the case 
of an extension of continuation coverage due 
to a disability, 150 percent) of the cost to the 
group health plan (including both employer 
and employee contributions) for coverage of 
a similarly situated plan participant or 
beneficiary who is not receiving continuation 
coverage.  The required payment for each 
continuation coverage period for each option 
is described in this notice. 

The Trade Act of 2002 created a new tax 
credit for certain individuals who become 
eligible for trade adjustment assistance and 
for certain retired employees who are 
receiving pension payments from the 
Pension Benefit Guaranty Corporation 
(PBGC) (eligible individuals).  Under the new 
tax provisions, eligible individuals can either 
take a tax credit or get advance payment of 
65% of premiums paid for qualified health 
insurance, including continuation coverage.  
ARRA made several amendments to these 
provisions, including an increase in the 
amount of the credit to 80% of premiums for 
coverage before January 1, 2011 and 
temporary extensions of the maximum period 
of COBRA continuation coverage for PBGC 
recipients (covered employees who have a 
nonforfeitable right to a benefit any portion of 
which is to be paid by the PBGC) and TAA-
eligible individuals. If you have questions 
about these new tax provisions, you may call 
the Health Coverage Tax Credit Customer 
Contact Center toll-free at 1-866-628-4282.  
TTD/TTY callers may call toll-free at 1-866-
626-4282. 

If You Have Questions 

Questions concerning your Plan or your 
COBRA continuation coverage rights should 
be addressed to the Plan Administrator at 
the address provided in this Summary. For 
more information about your rights under 
ERISA, including COBRA, the Health 
Insurance Portability and Accountability Act 
(HIPAA), and other laws affecting group 
health plans, contact the nearest Regional or 
District Office of the U.S. Department of 
Labor's Employee Benefits Security 
Administration (EBSA) in your area or visit 
the EBSA website at www.dol.gov/ebsa. 
(Addresses and phone numbers of Regional 
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and District EBSA Offices are available 
through the EBSA's website.)  

Keep Your Plan Informed of Address 
Changes 

To protect your family's rights, you should 
keep the Plan Administrator informed of any 
changes in the addresses of family 
members. You should also keep a copy, for 
your records, of any notices you send to the 
Plan Administrator. 

Plan Contact Information 

If you have questions or need more 
information about COBRA continuation 
coverage under the Plan, please contact the 
Plan Administrator at the address or phone 
number provided in this Summary. 

UNIFORMED SERVICES EMPLOYMENT 
AND REEMPLOYMENT RIGHTS ACT OF 
1994 (USERRA)  

Under USERRA, covered employees who 
leave employment for service in the 
uniformed services, including the 
performance of duty on a voluntary or 
involuntary basis in the Armed Forces, the 
Army National Guard, the Air National 
Guard, the Public Health Service, or any 
other category of persons designated by the 
President in the time of war or emergency, 
are entitled to continue coverage under the 
Plan for a period of not less than 24 months 
beginning on the day that the uniformed 
services leave begins or for a period ending 
on the day after the employee fails to return 
to employment within the time allowed by 
USERRA, if shorter. USERRA continuation 
coverage runs concurrently with COBRA 
coverage and is similar to COBRA 
coverage, except that if the period of 
absence for military service is less than 31 
days, you will not be required to pay more 
than the employee contribution for such 
continued coverage.  However, in all other 
respects, your USERRA continuation 
coverage will operate under COBRA rules 
and regulations, such as the timing of 
payments, grace periods for making 
payments, etc.  Please see the COBRA 

section (as described elsewhere in this 
SPD). 

Maternity Stay Coverage 

The Plan and any health insurance company 
insuring health benefits under the Plan, 
generally may not, under Federal law, restrict 
benefits for any hospital length of stay in 
connection with childbirth for the mother or 
newborn child to less than 48 hours following 
vaginal delivery, or less than 96 hours 
following a cesarean section.  However, 
Federal law generally does not prohibit the 
mother's or newborn's attending provider, 
after consulting with the mother, from 
discharging the mother and/or her newborn 
earlier than 48 hours or 96 hours, as 
applicable.  In any case, the Plan and any 
health insurance company may not, under 
Federal law require that a provider obtain 
authorization from the Plan or health 
insurance company, if any, for prescribing a 
length of stay not in excess of 48 hours or 96 
hours, as applicable. 

For any coverage provided on an insured 
basis, different maternity stay coverage rights 
may apply.  If your medical coverage is 
insured, please see the Benefits Handbook 
for that coverage for details.   

Womenôs Health and Cancer Rights 

In compliance with the Women's Health and 
Cancer Rights Act of 1998, the Medical Plan 
provides the following benefits to all Plan 
participants who elect breast reconstruction 
in connection with a mastectomy, to the 
extent that the benefits otherwise meet the 
requirements for coverage under the Plan: 

 Reconstruction of the breast on 
which the mastectomy has been 
performed; 

 Surgery and reconstruction of the 
other breast to produce a 
symmetrical appearance; and 

 Coverage for prostheses and 
physical complications of all 
stages of the mastectomy, 
including lymphedemas.  
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 The benefits shall be provided in a 
manner determined in consultation with the 
attending physician and the patient. 

The Plan will not deny eligibility, or 
continued eligibility, to enroll or to renew 
coverage solely to avoid providing these 
benefits.  Further, the Plan will not penalize 
or otherwise reduce or limit the 
reimbursement of an attending provider, or 
provide incentives (monetary or otherwise) 
to an attending provider, to induce the 
provider to provide care to an individual 
participant or beneficiary in a manner 
inconsistent with the Women's Health and 
Cancer Rights Act of 1998. 

Of course, Plan terms such as any 
deductibles, coinsurance, and so on, as 
described in the Plan, apply to these 
benefits.  Please contact the Plan 
Administrator or refer to your Medical Plan 
Certificate of Coverage for more detailed 
information regarding deductibles and 
coinsurance for these benefits under the 
Plan.  

QUALIFIED MEDICAL CHILD SUPPORT 
ORDER (QMCSO) 

The Medical Plan, the Dental Plan and the 
Vision Plan are required to provide benefits 
to your dependents if either plan receives a 
ñqualified medical child support orderò 
(QMCSO). A medical child support order is 
an order issued by a court or by an 
administrative agency pursuant to state law 
directing a member to provide health 
coverage for an otherwise eligible 
dependent child, even if the member is the 
non-custodial parent. A medical child 
support order must include all of the 
following to be a QMCSO: 

 childôs name and address for whom 
coverage must be furnished; 

 description of the coverage to be 
furnished; 

 length of time for which coverage must 
be furnished; and 

 the benefit plan for which the coverage 
must be provided. 

The order may not require the plan to 
provide benefits not otherwise available 
under the plan. If you are not a covered 
person in the plan, you should be aware that 
the Plan Administrator may be required to 
enroll you as a covered person and your 
dependent without your consent in order to 
comply with the order. 

To notify the Human Resources department 
of a qualified medical child support order, 
mail the order to 96 S. George St. York, PA 
17041 with attention to the Benefits 
Department.  

As required by applicable law, the Plan uses 
procedures to determine whether a medical 
child support order is a "Qualified Medical 
Child Support Order" which is to be honored 
by the Plan. Upon request to the Plan 
Administrator, you may receive, without any 
charge, a copy of these procedures. 

CERTIFICATES OF COVERAGE 

Under a federal law known as the Health 
Insurance Portability and Accountability Act 
of 1996 (HIPAA), the Plan is required to 
provide a "Certificate of Group Health Plan 
Coverage" (also known as a "Certificate of 
Creditable Coverage"), upon request from 
any person who is currently covered under 
the Plan's medical coverage or who had 
medical coverage under the Plan within the 
previous 24 months.  A current or former 
participant or dependent may request a 
Certificate of Group Health Plan Coverage 
by writing, visiting or calling the Plan 
Administrator at the address or phone 
number provided later in this Summary. 

A Certificate of Group Health Coverage is 
evidence of your (and/or one or more of your 
dependent's) coverage under this plan. 
Under HIPAA, you or a dependent may need 
evidence of coverage to reduce a preexisting 
condition exclusion period under another 
plan, to help get special enrollment in 
another plan, or to get certain types of 
individual health coverage even if you have 
(or your dependent has) health problems. 

If a current or former participant or 
dependent requests a certificate from the 
Plan, the Plan will mail the certificate to the 
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person requesting it, by first class mail, 
within a reasonable time after receiving a 
request.  If an individual requests that a 
certificate be sent to another person or 
entity, such as another employer's plan, the 
Plan will mail the certificate to the 
designated recipient, within the same time 
period. 

If a Certificate of Group Health Coverage 
applies to more than one person and the 
coverage information is identical for each 
person, one certificate may be provided for 
all individuals for whom a certificate was 
requested, as long as they all reside at the 
same address (according to information 
provided to the Plan Administrator). 
Separate certificates will be provided to an 
individual if the information regarding that 
individual is not identical or if he or she 
resides at a different address. 

The Certificate of Group Health Coverage 
requirements apply only to the Plan's 
medical coverage. If you have any 
questions about your coverage under any  
of the Plan's other benefits, you may also 
contact the Plan Administrator for help,  
but the Plan is not required to provide a 
certificate of coverage. 

PROTECTED HEALTH INFORMATION 
(PHI) 

HIPAA also requires that Health Plans 
maintain procedures for protecting any 
personal health information maintained  
by the Plan, which HIPAA refers to as 
protected health information or ñPHIò 
against unauthorized use and disclosures. 
Protected health information includes 
identifiable information about you and your 
covered dependents, and your patient 
records. In addition, HIPAA also provides 
you with new rights to control the release  
of your protected health information and 
imposes penalties if your rights are violated.  

Glatfelter will only use or disclose your 
protected health information for purposes of 
plan operation or benefits delivery. The Plan 
Administrator may grant access to protected 
health information only as necessary to fulfill 
its obligations to the plan or as otherwise 

required by applicable law. In no way may 
protected health information be used or 
disclosed for employment purposes. 

You have the right to request a copy of your 
health information, and you may request 
changes you believe are necessary to 
correct errors. You may also request an 
accounting of certain non-routine disclosures 
of your protected health information. To do 
so, send a written request to Glatfelterôs 
Privacy Officer, Benefits Manager, at P.H. 
Glatfelter Company, 96 S. George Street, 
York, PA 17401 (717) 225-4711. 

If you believe your privacy rights have been 
violated, you may file a formal complaint with 
Glatfelterôs Privacy Officer or with the U.S. 
Department of Health and Human Services. 
You will not be penalized for filing a 
complaint. See the Notice of Privacy 
Practices at the back of this Summary Plan 
Description. 

COORDINATION OF BENEFITS (COB) 

For specifics of coordination of benefits 
under the dental plan, see the dental section 
of this SPD.  

Each medical option has a Coordination of 
Benefits provision that determines how 
benefits are coordinated with any other 
health coverage under which a covered 
person or dependent  
is covered. Additional health coverage would 
include another health care plan, Medicare  
or other insurance coverage resulting from a 
personal injury or workersô compensation. 
The coordination of benefits provision 
ensures you receive the correct level of 
benefits under each plan. 

To establish how coordination of benefits 
works, it must first be determined which plan  
is primary, and which plan is secondary. The 
primary plan is the plan that pays benefits 
first. The plan that pays benefits next is 
called the secondary plan. If you are actively 
employed, but not actively at work (for 
example, on disability) and you become 
Medicare eligible, Medicare will pay primary 
until such time you return to work. 

The Glatfelter benefit plans will always be 
considered secondary unless the other plan  
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has coordination of benefit rules that require  
the Glatfelter benefits plans to pay first. In 
that case, the following rules will determine 
which plan is primary: 

 The plan that covers the patient as an 
employee, rather than as a dependent, 
will be considered primary. 

 If a child is covered under both parentsô 
plans, except in the case of a dependent 
child whose parents are divorced or 
separated, the parent whose birthday 
falls earlier in the year will be 
considered to have the primary plan for 
covering the dependent child. If both 
parents have the same birthday, the 
parent whose plan has covered the 
parent longer will be considered the 
primary plan. If the other plan does not 
have this provision regarding birthdays, 
the rule in the other plan will determine 
the order of benefits. 

 If a child is covered under both parentsô 
plans, and the parents are divorced or 
separated, if a court has established 
financial responsibility for a childôs 
health care expenses, the plan of the 
parent with the financial responsibility 
will be considered primary. If the parent 
of the child who has financial 
responsibility does not have coverage 
but that parentôs spouse does, the 
spouseôs plan is primary. 
 
If there is no such court decree, the 
primary plan will be determined in the 
following order of priority: 

 the plan of the parent with custody;  

 the plan of the spouse of the parent 
with custody; 

 the plan of the parent not having 
custody; or 

 the plan of the spouse of the non-
custodial parent. 

 If a court decree has given both parents 
joint custody and has not stated which 
parent is financially responsible for a 
childôs health care expenses, the 

birthday rule will establish the primary 
plan. 

 The plan that covers the patient as an 
employee or as a dependent of an 
employee will be considered primary 
before a plan that covers you as a former 
employee or as a dependent of a former 
employee. 

 If a person has coverage both under 
COBRA and under another plan, the 
other plan will be considered primary 
over a COBRA plan. 

 If none of the above rules determines the 
primary plan, the plan that covered the 
covered person the longest will be 
considered the primary plan. 

When the Glatfelter Plan is primary, it will 
pay up to the amount established by the 
service provided. All remaining expenses 
may be submitted to a secondary plan, the 
other planôs coordination provision will 
determine how that plan will pay. 

When the Glatfelter Plan is secondary, it will 
provide reimbursement on the following 
basis. 

If the Other Plan Pays Then this Plan Pays: 

Equal to or more than 
what the Glatfelter Plan 
would pay if it were the 

primary plan 

No additional benefits 

Less than what the 
Glatfelter Plan would pay 
if it were the primary plan 

The difference between 
what the Glatfelter Plan 
would pay if it were the 
primary plan and what 

the other plan paid 

From time to time you may receive 
correspondence asking you to furnish 
information about any other health care 
coverage for you or your dependents. 

RIGHT OF RECOVERY 

The Medical Plan and the Dental Plan 
reserve the right to recover payments made 
in error or for an allowable expense under 
the Medical Plan or the Dental Plan in 
amounts which exceed the maximum 
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amount the plan is required to pay. This 
right of recovery applies to the Plan against: 

 any person(s) to, for or with respect to, 
whom such payments were made; or 

 any other insurance companies or other 
organizations which, according to these 
provisions, owe benefits due for the 
same allowable expense under any 
other plan. 

The plan will determine against whom this 
right of recovery will be exercised. 

 

SUBROGATION 

As a condition to receiving benefits under 
the Medical Plan or the Dental Plan, 
covered person(s), including all dependents, 
agree to transfer to the Plan their rights to 
make a claim, sue and recover damages 
when the injury or illness giving rise to the 
benefits occurs through the act or omission 
of another person. Alternatively, if a covered 
person receives any recovery, by way of 
judgment, settlement or otherwise, from 
another person or business entity, the 
covered person agrees to reimburse the 
Plan, in first priority, for any medical, 
disability or any other benefits paid by it 
(i.e., the Plan shall be first reimbursed fully, 
to the extent of any and all benefits paid by 
it, from any monies received, with the 
balance, if any, retained by the covered 
person).  

The obligation to reimburse the Plan, in full, 
in first priority, exists regardless of whether 
the judgment or settlement, etc. specifically 
designates the recovery, or a portion 
thereof, as including medical, disability or 
other expenses. Also, the obligation to 
reimburse the Plan, in full, in first priority, 
exists regardless of whether the judgment, 
settlement or other recovery, together with 
all other previous or anticipated recoveries, 
fully compensates the covered person for 
any damages the covered person may have 
experienced. This provision is effective 
regardless of whether an agreement to this 
effect is actually signed.  

The Plan's rights of full recovery, either by 
way of subrogation or right of 
reimbursement, may be from funds the 
covered person receives or is entitled to 
receive from the third party, any liability or 
other insurance covering the third party, the 
covered person's own uninsured motorist 
insurance or underinsured motorist 
insurance, any medical, disability or other 
benefit payments, no-fault or school 
insurance coverage, or other amounts which 
are paid or payable to or on behalf of the 
covered person. The Plan may enforce its 
reimbursement or subrogation rights by 
requiring the covered person to assert a 
claim to any of the foregoing coverage to 
which he or she may be entitled. The Plan 
will not pay attorney fees or costs associated 
with the covered person's claim without prior 
express written authorization by the Plan. 
The Plan will not be subject to any "make 
whole" or other subrogation rule. 

NOTICE OF PRIVACY PRACTICES 

This notice describes how medical 
information about you may be used and 
disclosed and how you may get access to 
this information. Please review it carefully. If 
you have any questions, please contact the 
Glatfelter Benefits Department.  

Introduction  

This Notice applies to all benefit plans 
sponsored by Glatfelter that provide any of 
the following benefits: medical, dental, vision, 
prescription drug, health flexible spending 
accounts, and employee assistance 
programs. For convenience, this Notice uses 
the term ñPlanò to refer to these different 
benefit plans to the extent they provide these 
benefits.  

Some of the benefits under the Plan are provided 
through insurance companies. If you receive Plan 
benefits through insurance companies, you may 
receive separate notices from our insurers 
describing how they use and disclose protected 
health information. This Notice does not apply to 
other Glatfelter health and welfare benefits or 
fringe benefits such as long- and short-term 
disability, workersô compensation, life insurance, 
and sick pay. 
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The Plan is required by law to maintain the 
privacy of membersô protected health 
information and to provide members with 
notice of its legal duties and privacy 
practices regarding protected health 
information. 

Your health information is highly personal, 
and the Plan is committed to safeguarding 
your privacy. Please read this Notice of 
Privacy Practices thoroughly. For Plan 
administration purposes, the Plan and 
various outside service providers hired by 
the Plan (referred to as a ñVendorò) create 
records (such as records of health claims), 
and this Notice applies to all such records. 
Other notices and practices may apply to 
records created or maintained by your 
doctor or other health care provider.  

This Notice summarizes how the Plan may 
use and disclose your protected health 
information for:  

 your treatment,  

 payment of your claims, 

 health care operations functions of the 
Plan, and  

 other uses and disclosures of such 
information allowed by law.  

It also describes your ability to access and 
control the use and disclosure of your 
protected health information.  

The Plan must abide by the terms of this 
Notice of Privacy Practices as currently in 
effect. The terms of this Notice may change 
and new notice provisions effective for all 
protected health information held by or on 
behalf of the Plan may be added. In the 
event of a change to this Notice of Privacy 
Practices, you will receive a revised notice. 

Use or Disclosure of Your Protected 
Health Information for Plan 
Administration  

This section describes different ways that 
the Plan uses and discloses protected 
health information. Not every possible use 
or disclosure is listed, but all of the ways 
your information may be disclosed for Plan 
administration fall into three categories:  

(i) treatment, (ii) payment, and (iii) health 
care operations. 

Treatment  

Your protected health information may be 
used or disclosed to carry out medical 
treatment or services by health care 
providers. For example, in carrying out 
treatment functions, the Plan or its Vendors 
(such as a pharmacy benefit manager) could 
use or disclose your protected health 
information to protect you from receiving 
inappropriate medications or share 
information about prior prescriptions if a 
newly prescribed drug could cause problems 
for you. The Plan also may share information 
about prior treatment with a health care 
provider who needs such information to treat 
you or your family properly. 

Payment  

Your protected health information may be 
used or disclosed to determine your eligibility 
for Plan benefits, to coordinate coverage 
between this Plan and another plan, and to 
facilitate payment for services you receive. 
For example, your information may be 
shared with a Vendor that the Plan has hired 
to review use of certain services or 
medications, or a Vendor hired to help the 
Plan ensure that it is properly reimbursed if a 
third party is responsible for medical costs 
the Plan would otherwise pay. 

Health Care Operations  

Your protected health information may be 
used for various administrative purposes that 
are called ñhealth care operationsò of the 
Plan. For example, your information might be 
included as part of an audit designed to 
ensure that the Planôs outside claims 
administrator is performing its job as well as 
it should for the Plan. And your information, 
along with that of all other members, may be 
used each year to set appropriate premiums 
for the Plan or to help secure insurance that 
is needed to protect the Plan or Plan sponsor 
financially.  

Disclosures for Treatment, Payment and 
Health Care Operations  

The Plan often relies on Vendors to handle 
important administrative tasks on behalf of 
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the Plan. When these tasks involve the use 
or disclosure of protected health information 
for payment, treatment, or health care 
operations, the Plan is permitted to share 
your information with these Vendors (for 
example, the companies that may process 
claims for benefits under the Plan or 
administer your prescription drug benefits 
under the Plan). Whenever an arrangement 
between the Plan and a Vendor involves the 
use or disclosure of your protected health 
information, that Vendor will be required to 
keep your information confidential.  

The Plan also may share your information 
with the Plan sponsor. For instance, the 
Plan may disclose whether you are 
participating in, enrolled in, or disenrolled 
from the Plan. Generally, the Plan sponsor 
may use the information to carry out its Plan 
administrative functions. The Plan sponsor 
has agreed to prevent unauthorized use or 
disclosure of the information and to limit the 
employees who have access to such 
information. In no event may the Plan 
sponsor use the protected health 
information it receives from the Plan for 
benefit programs that do not provide health 
benefits, to make any employment-related 
decisions, or for any other purpose other 
than as required by law or permitted by the 
Plan. 

Additional Uses and Disclosures Allowed 
by Law 

Federal law on health record privacy also 
allows covered health care entities, 
including our Plan, to use and disclose 
protected health information without 
obtaining written authorization in the 
following circumstances: 

 As authorized by and to the extent 
necessary to comply with workersô 
compensation or similar laws; 

 For judicial and administrative 
proceedings, such as lawsuits or other 
disputes in response to a court order or 
subpoena; and 

 For public health activities, such as 
preventing or controlling disease and 
reporting reactions to medications.1 

No Other Uses or Disclosures without 
Your Authorization  

Other than the uses and disclosures 
described in this Notice, the Plan may not 
disclose your protected health information or 
make any other use of it without your written 
authorization. You may revoke any such 
authorization in writing except to the extent 
that the Plan has already taken action in 
reliance on your authorization. 

You May Access Your Protected Health 
Information Maintained by the  Plan 

You may inspect and copy your protected 
health information that is maintained by a 
Vendor (or by the Plan Administrator) on 
behalf of the Plan, as described in this 
Notice. This right of access does not apply to 
certain narrow types of information, such as 
psychotherapy notes and certain information 
that may be used in a civil, criminal or 
administrative action or proceeding. Of 
course, it also does not apply to information 
that is not part of the records maintained by 
or on behalf of the Plan. 

NOTE: The rights described in this section 
and the following sections generally will be 
exercised by contacting a Vendor because 
most of the PHI maintained by the Plan is 
maintained by Vendors. However, in some 
cases, Glatfelter maintains some PHI on 
behalf of the Plan. To the extent that you are 
trying to exercise a right that involves 
protected health information maintained by 
Glatfelter, the references in the following 
sections to ñVendorò should also be treated 
as a reference to Glatfelter, as the Plan 
Administrator. 

Generally, your information will be provided 
to you in a form regularly maintained by the 
Vendor. If you consent, the Vendor may 
provide a summary or explanation of your 
information that it holds instead of providing 
you access to the information. 

Requesting Access  

You must make your request for access to 
your information in writing to the Vendor.  

The Vendor will respond to your request 
within 30 days after its receipt if the 
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information is maintained or accessible on-
site or 60 days after receipt if the 
information is not maintained or accessible 
on-site. If additional time is needed, you will 
be notified in writing to explain the delay 
and to give you the date by which your 
response will be sent. In any event, the 
Vendor will act on your request within 60 
days after its receipt if the information is 
available on-site or 90 days after receipt if 
the information is not available on-site. You 
will receive written notification of the 
Vendorôs decision. 

Denial of Request for Access 

The Vendor may deny your request for 
access to your protected health information 
only under certain limited circumstances.2 In 
the event of a denial, the Vendor will 
provide access to any part of the requested 
material that would not cause these 
problems. 

Requesting Review of Access Denial  

In most situations, you are entitled to 
request review of an access denial.3 In 
these instances, a health care professional 
that the Vendor has chosen may review 
your protected health information. This 
person will not have been involved in the 
original decision to deny your request. 

If your request for access to your 
information is denied and you will be able to 
request review of the denial, you may 
request review by writing to the Vendor. 
You will receive written notification of the 
decision on review within a reasonable time 
after you submit your request for review. 

Copying Fees  

You may be charged a reasonable fee to 
cover costs related to copying your 
information, preparation of an explanation or 
summary of the protected health 
information, and postage. You will be 
informed of any charges in advance and 
generally have the right to inspect 
documents at designated locations at no 
cost, so these charges will apply only if you 
request copies or summaries. 

Amendment of Your Protected Health 
In formation  

Requesting Amendment 

You may request to have your protected 
health information amended, as described in 
this Notice, for as long as it is maintained by 
the Plan or on behalf of the Plan. This type of 
request must be made in writing to the 
Vendor. You also must provide a reason to 
support the requested amendment.  

The Vendor will respond to your request 
within 60 days after its receipt. If additional 
time is needed, you will be notified in writing 
to explain the delay and to give you the date 
by which your response will be sent. In any 
event, the Vendor will act on your request 
within 90 days after its receipt. 

 

Grant of Request for Amendment 

If your request for amendment of your 
protected health information is granted, the 
Vendor will make the appropriate 
amendment by identifying the records that 
are affected by the amendment and 
appending (or otherwise linking) the 
amendment to the original record. The 
Vendor will notify you that the amendment 
has been made and request your permission 
to notify others of the amendment. These 
other individuals may include those you have 
identified to receive the amendment as well 
as individuals the Vendor knows have the 
original protected health information and may 
have relied, or could foreseeably rely, on that 
information to your detriment. 

If the Vendor is informed of an amendment 
to your protected health information, it will 
revise its records accordingly. 

Denial of Request for Amendment  

Your request for amendment may be denied 
if:  

 The Plan (or its Vendors) did not create 
the information;  

 The information is not part of the records 
maintained by the Vendor on behalf of 
the Plan; 
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 The information would not be available 
for your inspection (for one of the 
reasons described above); or  

 The Vendor determines that the 
information is accurate and complete 
without the amendment. 

If your request for changes in your protected 
health information is denied, you will be 
notified in writing with the reason for the 
denial. You also will be informed of your 
right to submit a written statement 
disagreeing with the denial that is a 
reasonable length. A rebuttal statement to 
your statement of disagreement may be 
prepared by the Vendor. You will be 
provided a copy of any such rebuttal 
statement.  

Your statement of disagreement and any 
corresponding rebuttal statement will be 
included with any subsequent disclosures of 
applicable information. If you do not file a 
statement of disagreement, the Vendor 
must submit your request for amendment 
(or a summary of such request) with any 
disclosure of the applicable information. 

Accountings of Disclosures of Your 
Protected Health Information  

If the Plan or its Vendors disclose your 
protected health information to anyone 
besides you for reasons that you have not 
authorized (other than disclosures for 
ñpayment, treatment, and health care 
operationsò purposes described above), you 
will be able to receive information about 
such disclosures upon request, as 
described in this Notice. This information is 
called an ñaccounting.ò 

A few minor exceptions apply. By law, no 
accountings are required for disclosures to 
persons involved in your care, for national 
security or intelligence purposes, for 
disclosures to correctional institutions or law 
enforcement officials, or for disclosures that 
are part of a limited data set that contains 
no more information than: (i) your age or 
date of admission, discharge or death and 
(ii) your city, state, county, precinct or zip 
code. Additionally, the Vendor may 
temporarily suspend the right to receive an 

accounting of disclosures made to a health 
oversight agency or law enforcement official. 

Requesting an Accounting  

You must make your request for an 
accounting of disclosures of your protected 
health information in writing to the relevant 
Vendor. Your request must specify a time 
period, which may not be longer than six 
years. (Remember, though, that information 
is available only for disclosures made on or 
after April 14, 2003.) The Vendor will 
respond to your request within 60 days after 
its receipt. If additional time is needed, you 
will be notified in writing to explain the delay 
and to give you the date by which your 
response will be sent. In any event, the 
Vendor will act on your request within 90 
days after its receipt. 

For each disclosure, you will receive: 

 the date of the disclosure;  

 the name of the receiving entity and 
address, if known;  

 a brief description of the protected health 
information disclosed; and 

 a brief statement of the purpose of the 
disclosure or a written copy of the 
request for the information, if any. 

Accounting Fee  

In any given 12-month period, you may 
receive one accounting of the disclosures of 
your protected health information at no 
charge. Any additional request for an 
accounting during that period will be subject 
to a reasonable fee to cover the Vendorôs 
costs in preparing the accounting. 

You May Request Restrictions 

You may request restrictions on certain uses 
and disclosures of your protected health 
information to carry out treatment, payment 
or health care operations functions as 
described in this Notice. For example, 
ordinarily if your spouse were to contact a 
Vendor to request information regarding your 
health care claims, the Vendor would 
disclose that information without requesting 
your authorization (if the disclosure seemed 
reasonable under the circumstances). If you 
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do not want a Vendor to disclose your 
health information to a family member, you 
should contact the appropriate Vendor (or 
the Plan) to request a restriction on such 
disclosures. If the Vendor or the Plan 
agrees to the restrictions you request, it will 
abide by the terms of those restrictions. 
However, under the law, the Plan is not 
required to accept any restriction. If the Plan 
or a Vendor determines that a requested 
restriction will interfere with the efficient 
administration of the Plan or is otherwise 
inappropriate, it may decline the restriction.  

If a Vendor agrees to a restriction, your 
information will not be used or disclosed in 
the way you specified unless it is needed  
to provide emergency treatment. If your 
information is disclosed due to an 
emergency, the Vendor will request 
assurances from the service provider that  
it will not further disclose your restricted 
information. 

You may make your requests to restrict the 
use and disclosure of your protected health 
information in writing to the Vendor. Your 
request must state the specific restriction 
requested and to whom you want the 
restriction to apply.  

If a Vendor earlier agreed to a restriction, 
you may also have that restriction removed. 
Requests to remove a restriction should be 
sent to the appropriate Vendor. Your 
request for removal of a restriction must 
state the specific restriction to be removed. 
If you orally inform the Vendor of your 
desire to remove the restriction, the Vendor 
may terminate the restriction if it documents 
your request.  

Additionally, a Vendor may remove a 
restriction without your consent on a going-
forward basis, which means that previously 
restricted information would remain 
restricted but new information would not be 
subject to the restriction.  

You May Request Confidential 
Communications 

In certain circumstances, you may ask to 
receive confidential communications of 

protected health information by other means 
or at different locations. For example, if 
receiving communications at a particular 
location could put you in danger, you may 
request that the Vendor contact you only at 
your work telephone number or address. 
Reasonable requests that clearly state, in 
writing, that the disclosure of all or part of 
your protected health information could 
endanger you will be honored by the Vendor. 
The Plan reserves the right to reject a 
request that would impose too much of an 
administrative burden or financial risk on the 
Plan. 

Copy of Notice 

If this Notice is provided to you in electronic 
form, you may obtain a paper copy of this 
Notice of Privacy Practices upon request to: 

P.H. Glatfelter Company  
Attn: Corporate Benefits Department 
96 S. George St.  
York, PA 17401 

Complaints 

If you believe the Plan or one of its Vendors 
has violated your privacy rights, you may file 
a complaint with the Plan or with the 
Secretary of Health and Human Services. 
For contact information regarding filing a 
complaint, please contact the Glatfelter 
Benefits Service Center at 888-60-PAPER 
(888-607-2737). Complaints to the Plan 
should be filed in writing.  

You will not be penalized in any way for filing 
such a complaint. 

Additional Information  

For further information regarding the issues 
covered by this Notice of Privacy Practices, 
please contact:  

P.H. Glatfelter Company  
Attn: Corporate Benefits Department 
96 S. George St.  
York, PA 17401 
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Notes: 

1 Several other uses and disclosures are allowed by law but are unlikely to affect the Plan, including: to government 
agencies for victims of abuse, neglect or domestic violence; for health oversight activities (audits, investigations, 
inspections, licensure, etc.); for law enforcement purposes (responding to a court order or subpoena, identifying a 
suspect or a missing person, providing information about a crime victim or criminal conduct, etc.); to coroners and 
medical examiners for identification of or to determine a cause of death of deceased persons or as otherwise 
authorized by law; to funeral directors as necessary to carry out their duties; to an organ procurement organization or 
entity for organ, eye or tissue donation purposes; for certain research purposes, or to avert a serious threat to health or 
safety of a person or the public; and under specialized government functions that warrant the use and disclosure of 
protected health information (these government functions may include military and veteransô activities, national 
security and intelligence activities, and protective services for the President and others). Information also may be 
disclosed to correctional institutions and other law enforcement officials with lawful custody of an inmate or other 
person. 

2 Your request may be denied if: a licensed health care professional determines that your request is reasonably likely 
to endanger your or anyone elseôs life or physical safety; the information you request refers to another person, and a 
licensed health care professional determines that the access requested is reasonably likely to cause substantial harm 
to that person; or the request is made by your personal representative and a licensed health care professional 
determines that providing access to your representative is reasonably likely to cause substantial harm to you or to 
another person. 

3 In the following limited cases, your request for access to your protected health information may be denied without 
giving you an opportunity to request review of that decision: the information you seek to access is excepted from the 
right to access as described above; the information you seek was created or obtained in the course of ongoing 
research; you are an inmate at a correctional institution and obtaining a copy of the information would risk the health, 
safety, security, custody or rehabilitation of you or of other inmates (a Vendor or the Plan Administrator will not provide 
your information if it would threaten the safety of any officer, employee or other person at the correctional institution 
who is responsible for transporting you); the information you seek to access is contained in records protected by the 
Federal Privacy Act and the denial satisfies the requirements of that law; or the information you seek to access is 
obtained from someone other than a health care provider under a promise of confidentiality and your access request 
would be reasonably likely to reveal the source of the information. 

4 If the Department of Health and Human Services requests any of your restricted health information during an 
investigation of the Plan, the Plan must disclose the information even though it is restricted. Additionally, if the 
disclosure is of the type for which your authorization is not required and you would not otherwise be given an 
opportunity to object to the disclosure, the Plan may disclose the restricted information. 

 


