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BERKELEY COUNTY BOARD OF EDUCATION 
DENTAL AND VISION PROGRAM

ADMINISTRATIVE INFORMATION

This booklet is a “Summary Plan Description” as defined by the Employee 
Retirement Security Act of 1974. The Plan is administered by American 
Benefit Corporation

NAME OF PLAN
Berkeley County Group Dental and Vision Expense Plan

NAME AND ADDRESS OF EMPLOYER:
Berkeley County Public Schools
401 South Queen Street
Martinsburg, WV  25401

EMPLOYER IDENTIFICATION NUMBER
55-6000297

PLAN NUMBER
0003

TYPE OF PLAN
Dental and Vision Benefits

PLAN ADMINISTRATOR AND AGENT
FOR SERVICE OF LEGAL PROCESS
James V. Butts, Jr., CPA
Berkeley County Public Schools
401 South Queen Street
Martinsburg, WV 52401

CLAIMS ADMINISTRATOR:
American Benefit Corporation
3150 US Rt. 60
Ona, WV  25545
(304) 525-0331
For disputes arising under the Plan, service of legal process may be 
made upon the Plan Administrator.

CONTRIBUTIONS
The entire cost of the Plan is paid for by the Berkeley County Board of 
Education .

PLAN YEAR
The Plan begins January 1 and ends on the following December 31.  
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GENERAL PROVISION
The following General Provisions are applicable.  Until such time as 
regulations are issued by the appropriate federal agencies, the Plan will 
use good faith efforts to define and interpret the term “essential health 
benefits” in a reasonable and consistent manner to comply with the 
restrictions against lifetime and annual limits under the federal health 
care reform law (patient Protection and Affordable Care Act of 2010).

Administration of Plan
The Plan is administered by the Plan Administrator who has full and 
complete authority, responsibility, discretion and control over the Plan.

Type of Administration
The Plan is administered directly by the Plan Administrator with claims 
processing provided contractually by the Third Party Administrator.

Funding
The Plan is funded by contribution amounts sufficient to pay the costs 
of the Plan.

Plan Benefits
The Plan provides Dental and Vision Care Expense Benefits.

How to File a Claim
Claims are submitted by provider or services directly to the third Party 
Administrator for payment.  If a provider required you to pay for services 
at the time rendered you can obtain a claim form from the School/Office 
Secretary or Benefit Coordinator for proper submission to the Third Party 
Administrator.

Written proof of claim must be submitted to the Plan’s Third Party Admin-
istrator within three hundred sixty-five (365) days after the date services 
were rendered.  Failure to submit written proof of claim within that time 
will  neither invalidate nor reduce any claim; however, you must furnish 
written proof that the claim could not have been submitted within three 
hundred sixty-five (365) days from the date services were rendered in 
order for benefits to be provided.
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Plan’s Right of Recovery of Monies Paid in Error
The Plan reserves the right to recover any monies paid in error to or on 
behalf of Covered employees or Covered Dependents, or to providers.

This group health plan believes this plan is a “grandfathered health plan” 
under the Patient Protection and Affordable Care Act (the Affordable 
Care Act). As permitted by the Affordable Care Act, a grandfathered 
health plan can preserve certain basic health coverage that was already 
in effect when that law was enacted.  Being a grandfathered health plan 
means that your plan may not include certain consumer protections 
of the Affordable care Act that apply to other plans, for example, the 
requirement for the provision of preventive health services without 
any cost sharing.  However, grandfathered health plans must comply 
with certain other consumer protections in the Affordable Care Act, for 
example, the elimination of lifetime limits in benefits.

Questions regarding which protections apply and which protections do 
not apply to a grandfathered health plan and what might cause a plan 
to change from grandfathered health plan status can be directed to the 
plan administrator at (304) 781-3911.

You may also contact the Employee Benefits Security Administration, U.S. 
Department of Labor at 1-866-444-3272 or www.dol.gove/ebsa/health reform.
This website has a table summarizing which protections do and do not 
applyy to grandfathered health plans.
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RIGHTS AND PROTECTIONS UNDER ERISA

As a Participant in the Fund, you are entitled to certain rights and 
protections under the Employee Retirement Income Security Act of 1974.  
ERISA provides that all plan Participants shall be entitled to:

 1. Examine, without charge, at the Plan Administrator’s   
  office, all plan documents, including insurance contracts,   
  collective bargaining agreements and copies of all 
  documents filed by the Plan with the U.  S.  Department of   
  Labor, such as annual reports and plan descriptions.

 2. Obtain copies of all plan documents and other plan 
  information upon written request to the Plan Administrator
  The Administrator may make a reasonable charge for the copies.

 3. Receive a summary of the Plan’s annual financial report.   
  The Plan Administrator is required by law to furnish each   
  Participant with a copy of the Summary Annual Report.

 4. Continue health coverage for yourself, spouse or 
dependents if there is a loss of coverage under the Plan 
as the result of a qualifying event. You or your dependents 
may have to pay for such coverage. Review this Summary 
Plan Description and the documents governing the Plan re-
garding the rules applicable to your COBRA rights.

In addition to creating rights for plan Participants, ERISA imposes obligations 
upon the persons who are responsible for the operation of the Employee 
Benefit Plan. These persons are referred to as “fiduciaries” in the law. 
Fiduciaries must act solely in the interest of the plan Participants and 
they must exercise prudence in the performance of their plan duties.  No 
one, including your employer, your union or any other person may fire 
you or otherwise discriminate against you in any way to prevent you from 
obtaining a welfare benefit under the Plan or exercising your rights under 
ERISA. If your claim for a welfare benefit under this Plan is denied in 
whole or in part, you must receive a written explanation of the reason 
for the denial. You have the right to have the Plan review and reconsider 
your claim.
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Under ERISA, there are steps you can take to enforce the above rights.  
For instance, if you request materials from the Plan which you are 
entitled to receive, and do not receive them within thirty (30) days, you 
may file suit in a federal court.  In such a case, the court may require 
the Plan administrator to provide the materials and pay you up to $110 
a day until you receive the materials, unless the materials were not sent 
because of reasons beyond the control of the administrator.  If you have 
a claim for benefits which is denied or ignored in whole or in part, you 
may file suit in a federal court.  In addition, if you disagree with the plan’s 
decision or lack thereof concerning the qualified status of a domestic 
relations order or a medical child support order, you may file suit in 
Federal court.  If it should happen that Plan fiduciaries misuse the Plan’s 
money, or if you are discriminated against for asserting your rights, you 
may seek assistance from the U.S. Department of Labor, or you may file 
suit in a federal court.  The court will decide who should pay the 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.

If you have any questions about your Plan, you should contact the Plan 
administrator.  If you have questions about this statement or about your 
rights under ERISA, you should contact the nearest office of the Pension 
and Welfare Benefits Administration, U.S. Department of Labor, listed in 
your telephone directory or the Division of Technical Assistance and In-
quiries, Pension and Welfare Benefits Administration, U.S. Department 
of Labor, 200 Constitution Avenue N.W., Washington, D.C.  20210.  You 
may also obtain certain publications about your rights and responsibilities 
under ERISA by calling the publication hotline of the Pension and Welfare 
Benefits Administration.  The publication hotline number is 1-800-998-7542.
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FAMILY AND MEDICAL LEAVE ACT (FMLA)
If you become eligible for a family or medical leave of absence in 
accordance with the Family and Medical Leave Act of 1993 (FMLA), your 
eligibility may be continued provided your employer makes the required 
contribution on your behalf.  Eligibility may be up to twelve (12) weeks 
during the twelve (12) month period, for any of the following reasons:

To care for your child after the birth or placement of a child with you for 
adoption or foster care, so long as such leave is completed within twelve 
(12) months after the birth or placement of the child;

To care for your spouse, child, foster child, adopted child, stepchild, or 
parent who has a serious health condition; or

For your own serious health condition.

In the event you and your spouse are both covered as Eligible Employees, 
the continued coverage may not exceed a combined total of twelve (12) 
weeks.  In addition, if the leave is taken to care for a parent with a serious 
health condition, the continued coverage may not exceed a combined 
total of twelve (12) weeks.
Conditions:
You are eligible to continue your coverage under FMLA if you have 
worked for your employer for at least one (1) year; have worked at least 
1,250 hours over the previous twelve (12) months for such employer; 
your employer employs at least fifty (50) Employees within seventy-five 
(75) miles of your work site and your employer continues to pay your 
required contributions.

If, on the day your eligibility is to begin, you are already on an FMLA 
leave, you will be considered actively at work.  Benefits for you and any 
eligible Dependents (if applicable) will be in accordance with the terms 
of the Plan as set forth herein.

You and your Eligible Dependents (if applicable) are subject to conditions 
and limitations of the Plan during your leave, except that anything in 
conflict with the provisions of the FMLA will be construed in accordance 
with the FMLA.

FMLA continuation ends on the earliest of the day you return to work, the 
day you notify your employer that you are not returning to work, the day 
your coverage would otherwise end under the Plan or the day coverage 
has been continued for twelve (12) weeks.
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UNIFORM SERVICES ACT
Continuation Coverage for Participants on Leave with the Uniform 
Services

Pursuant to 38 U.S.C. 4301 et seq., the Plan shall provide continuing 
coverage for members on military leave from work due to required 
service for one of the uniformed services.  “Military Leave” means any 
service in the uniformed services including the performance of duty 
on a voluntary or involuntary basis with all types of military training or 
service.  Specifically, this includes services, performed under competent 
authority, in the nature of active duty, active duty for training, initial 
active duty for training, inactive duty training, full-time National Guard 
duty, and a time necessary for a person to be absent form employment 
for an examination to determine the fitness of the person to perform any 
of these duties.

“Uniformed Services” refer to the US armed services (including the 
Coast Guard), the Army National Guard and the Air National Guard 
(when engaged in active duty for training, inactive day training, and the 
commissioned core of the public health service.  Moreover, the President 
is authorized to expand the categories of covered services through the 
exercise of emergency war powers.

This continuation of coverage is similar to “Continuation Coverage” 
provided by the Comprehensive Omnibus Budget Reconciliation Act of 
1986 (COBRA) except as follows:

Continuation coverage is to last for eighteen (18) months beginning on 
the first day missed because of uniformed service.

Charges to Employee – for up to thirty-one (31) days missed service, the 
employer may not charge the Employee any more than the Employee’s 
regular rate paid for participating in the Plan; after thirty-one (31) days 
missed, the employer may charge the Employee up to one hundred two 
percent (102%) of the full premium of the Plan as derived under COBRA.

A Plan member who returns to work is covered on the same terms and 
conditions as other members who have not been on military leave in that 
no waiting time or pre-existing condition requirement may be applied 
to the member on uniformed services leave in addition to any such 
requirement as existed when one first became a member.

The Plan reserves the right to exclude coverage for any injury that is 
determined by the Secretary of Veterans Affairs to have been incurred or 
aggravated by the Participant’s military service.
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BENEFIT REVIEW PROCEDURES
Initial Claim Determination:
Definitions
 1. Urgent claims are requests for eligibility status or for 
 medical care or treatment of an emergency nature, which could 
 seriously jeopardize the life or health of the claimant or would 
 subject the claimant to severe pain.

 2. A pre-service claim is a request for eligibility status or for 
 benefits for which a Plan requires pre-approval, such as pre-
 admission certification for a hospital admission or a 
 predetermination of benefits for major dental care.

 3. A post-service claim is a request for a benefit following the 
 claimant’s receipt of services.
Time Limits
 1. A decision with respect to an urgent care claim will be 
 made within seventy-two (72) hours.  If the claim is not complete, 
 the Plan will so notify you of the additional information required 
 within twenty-four (24) hours.

 2. A decision on pre-service claim will be made within fifteen 
 (15) days.  The Plan will advise of a defective or incomplete filing 
 of pre-service claim within five (5) days of receipt.  The Plan may 
 take an additional fifteen (15) days, if it is determined an 
 extension is necessary due to matters beyond the control of the  
 Plan and you are advised of the need for the extension.

 3. A decision on a post-service claim will be made within 
 thirty (30) days. The plan will advise of a defective or incomplete 
 filing of a post-service claim within thirty (30) days of receipt. 
 You will have forty-five (45) days to provide the required 
 information. The Plan may take an additional fifteen (15) days,  
 if it is necessary due to matters beyond the control of the Plan 
 and you are advise of the need for the extension.

Concurrent Care Decisions
 1. If the Plan has approved an ongoing course of treatment 
 to be provided over a period of time or a number of treatments, 
 any reduction or termination by the Plan of such course of 
 treatment before the end of the period or number of treatments 
 previously agreed to will be considered a denial.  The Plan will 
 notify you of this action in advance of the application of the 
 reduction or termination and advise of the appeal rights to 
 permit a review prior to the date the benefit is reduced or 
 terminated.
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2. A decision on the previously agreed to course of treatment 
 for an urgent care claim will be acted upon as soon as possible.  
 The Plan will advise of a defective or incomplete filing of pre-
 service claim within twenty-four (24) hours, provided the claim 
 is made at least twenty-four (24) hours prior to the expiration of 
 the prescribed period of time or number of treatments.  

Claim Denial Procedure
If your claim is denied or partially denied, you will be notified in writing 
and provided an opportunity for a review. The written notice of denial will 
provide:

 1. The specific reason(s) for the denial;
 2. The specific Plan provision on which the determination is based;
 3. A description of additional information or information 
 necessary for the Participant to perfect the claim and an 
 explanation of why this additional information is necessary;
 4. A statement that the specific rule, guideline, protocol or 
 other criterion relied upon in making the determination, if 
 applicable, will be provided at no cost upon request;
 5. A statement advising that an explanation of the scientific 
 or clinical judgment relied upon and the names of the individuals 
 from whom opinion(s) were secured, if a determination is based 
 upon medical necessity or experimental treatment, or similar 
 exclusion or limit, will be provided at no cost; and 
 6. A description of the Plan’s review procedures and the time 
 limits applicable to such procedures, including a statement 
 regarding the Participant’s right to bring a civil action under 
 section 502(a) of ERISA.

Claim Review Procedures
If the Participant’s claim has either been denied or partially denied and 
he is not satisfied with the decision, he may appeal the decision and 
request a review of the claim.  The matter shall be referred to the Claims 
Review Board.  The appeal: 

 1. Must be in writing and can be made by the Participant or 
 the Participant’s duly authorized representative;
 2. Should be mailed or delivered to the Plan address shown 
 in the Summary Plan Description;
 3. Should state the reasons the Participant believes the 
 initial determination was incorrect;
 4. Should include any written comments, documents, 
 records and other information relating to the claim for benefits; and 
 5. Must be submitted within one hundred and eighty (180) days 
 of the date the Participant received the notice of denial or partial denial.
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You will be provided access to and copies of all documents, records and 
other information relevant to your claim at a reasonable charge.
 1. A decision on review of an urgent care claim will be made 
 within seventy-two (72) hours after receipt of the Participant’s 
 request for review.
 2. A decision on review of a pre-service claim will be made 
 within thirty (30) days of receipt of the Participant’s request for review.
 3. A decision on review of a post-service claim will be made 
 by the Claim Review Board within thirty (30) days following 
 receipt of the request for review and the Participant will be 
 notified of the decision within five (5) days of the decision.  

THE DECISION OF THE CLAIMS REVIEW BOARD ON REVIEW WILL 
BE MADE IN GOOD FAITH AND WILL BE FINAL AND BINDING ON ALL 
ISSUES. THE PARTICIPANT OR THE PARTICIPANT’S DULY AUTHORIZED 
REPRESENTATIVE WILL BE REQUIRED TO EXHAUST THE ENTIRE CLAIM 
REVIEW PROCEDURE BEFORE INSTITUTING ANY OTHER FORM OF 
ACTION.

Statute of Limitations
After you have received the final written decision of the Claims Review 
you will have a period of one hundred and eighty days (180) after the 
date of the written decision to commence on Legal action for a Court 
of appropriate jurisdiction to review the decision of the Claims Review 
Board.  If you fail to commence such an action you will be barred from 
further review.
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DEFINITIONS
Benefit Period is the period of time during which a covered employee 
or covered dependent may receive benefits during a calendar year.  It 
begins on the date on which accumulated covered dental charges exceed 
the deductible.  It ends on the date coverage terminates or on December 
31 of the calendar year in which it begins, whichever is earlier.

Covered Dependent is an eligible dependent for whom a covered 
employee has properly elected dental / vision coverage under the Plan.

Covered Employee is an employee who has properly elected dental / 
vision coverage under the Plan.

Dentist is an individual who is duly licensed to practice dentistry or 
perform oral surgery in the sate where the dental service is performed 
and who is operating within the scope of his license.  For the purpose 
of this definition, a physician will be considered to be a dentist when he 
performs any of the dental services described in the Dental Schedule of 
Benefits, and is operating within the scope of his license.

Dependent is an individual who is a dependent of a covered employee.

Eligible Dependent is a dependent who is eligible under the Plan as 
set forth in the section entitled “Dependents Eligible Under the Plan”.

Employee is an individual who is employed by Berkeley County Board 
of Education.

Long-Term Service Substitute is a substitute person  who is employed 
to fill the position of an absent service employee pursuant to hiring 
procedures for long-term substitute service personnel as set forth in 
West Virginia State Code.  A long-term service substitute employed in 
a position for twenty or more working days is eligible for benefits only 
during the time he or she is actually employed as a long-term substitute.  

Long-Term Professional Substitute is a substitute person who is employed 
to fill the position of an absent professional employee pursuant to hiring 
procedures for long-term professional substitute personnel as set forth in 
West Virginia State Code.  A long-term professional substitute employed in a 
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position for thirty or more working days is eligible for benefits only during the 
time her or she is actually employed as a long-term substitute.

Permanent Substitute is a substitute employee who fills a vacant 
position that was posted as a substitute for over 90 days, and which 
the county superintendent expects to extend for at least 90 consecutive 
days.  Alternatively, an employee is a “permanent substitute” if the job 
posting listed the position as a regular full-time position, the vacancy 
is filled by a substitute (rather than a regular full-time employee), and 
the county superintendent expects the position to extend for at least 
90 consecutive days with a long-term substitute who is continuously 
employed for at least 133 instructional days during an instructional 
term, and until the end of that instructional term, is eligible for benefits 
until the following September 1.  A permanent substitute employed for 
fewer than 133 instructional days during  an instructional term is eligible 
for benefits only during the time her or she is actually employed as a 
permanent substitute.  

For purposes of Plan coverage, a retired employee hired as a 
substitute to fill a vacant position for any length of time is not 
considered to be a long-term or permanent substitute entitled to 
coverage.

Ophthalmologist is an individual duly licensed to practice ophthalmology 
in the state where the vision care is rendered, and is operating within 
the scope of his license.  For the purpose of this definition, a physician 
will be considered to be an ophthalmologist when he performs any of 
the vision services described in the Vision Schedule of Benefits, and is 
operating within the scope of his license.

Optometrist is an individual duly licensed to practice optometry in 
the state where the vision care is rendered, and is operating within the 
scope of his license.  For the purpose of this definition, a physician will 
be considered to be an optometrist when he performs any of the vision 
services described in the Vision Schedule of Benefits, and is operating 
within the scope of his license.

Plan means the Berkeley County Board of Education.

Physician is a practitioner of the healing arts who is duly licensed in the 
state where practicing to prescribe and administer drugs or to perform 
surgery and who is providing treatment within the scope and limitations 
of that license.
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Third Party Administrator is the entity which, through a contract with 
Berkeley County Board of Education, provides various services to the 
Plan, including, but not limited to, payment of claims submitted by or on 
behalf of covered employees and covered dependents. 

USUAL, CUSTOMARY AND REASONABLE CHARGE

Usual Charge means the amount most consistently charged by a 
physician or other provider to patients for a given service.

Customary Charge means a charge which falls within the range of Usual 
Charges for a given or similar service billed by most physicians or other 
providers with similar training, experience, certification, qualification, 
accreditation, and/or experience within a given geographic area.

Reasonable Charge means a charge which meets the Usual and 
Customary criteria, or which the Plan determines is reasonable in the 
light of the circumstances.

Usual, Customary, and Reasonable (UCR) means the prevailing range 
of charges, fees and expense charged by most dentists of similar training 
and experience located in the same area, taking into consideration any 
unusual circumstances of the patient’s condition that might require 
additional time, skill, or experience.  
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COORDINATION WITH OTHER 
HEALTH BENEFITS

All Dental and Vision Benefit provisions are subject to the COORDINATION 
OF BENEFITS provisions.

If an employee or an eligible dependent is entitled to benefits under any 
other plan or, would have been eligible except for their failure to enroll 
(as defined below), that will pay part or all of the expense incurred, the 
amount of benefits payable under the plan and any other plans will be 
coordinated so that the aggregate amount paid will not exceed 100% 
of the expense incurred.  In no event will the amount paid by this plan 
exceed the amount which would have been paid if there were no other 
plan involved.

The term “Plan” includes any plan providing benefits or services for or by 
reason of Dental and Vision treatment for which benefits or services are 
provided: (a) group, blanket or franchise insurance coverage, (b) group 
Blue Cross / Blue Shield and any other pre-payment coverage provided 
on a group basis, (c) any coverage under labor-management trusteed 
plans, union welfare plans, employer organization plans, employee 
benefits organization plans or any other employee benefits organization 
plans or any other arrangement of benefits for individuals of a group 
and (d) any coverage under governmental programs or  any coverage 
required or provided by any statute.

The rules for determining which plan is the primary carrier plan are as follows:

 1. A plan without a non-duplication clause always pays first.

 2. The plan covering the patient as employee (rather than as   
  dependent) pays first.

 3. The plan covering a child as a dependent of the parent whose 
  birthday occurs first during the calendar year pays first.  In the 
  case of divorced parents, the following line of benefit 
  determination is applied:

a. The plan of the custodial parent;
b. The plan of the spouse of the custodial parent;
c. The plan of the non custodial parent;
d. The plan of the spouse of the non-custodial parent.
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If there is a court decree which would otherwise establish financial 
responsibility for the health care expenses with respect to the child, the 
benefits of a plan which covers the child as a dependent of the parent 
with such financial responsibility shall be determined before the benefits 
of any other plan which covers the child as a dependent child.

 4. Except insofar as three (3) may apply first, when a participant 
  is covered as an employee under two (2) plans, or as a 
  dependent under two (2) plans, the plan under which the 
  patient has been covered the longer time pays first. In 
  determining the length of time the individual has been covered 
  under a given plan, we will consider two (2) successive plans 
  covering a given group to be one continuous plan so long as 
  the claimant concerned was eligible for coverage within 
  twenty-four (24) hours after the prior plan terminated.

WHEN IN ACCORDANCE WITH THE ABOVE RULES, IT IS DETERMINED 
THIS PLAN HAS SECONDARY RESPONSIBILITY, ONLY THOSE COVERED 
CHARGES FOR WHICH THE PARTICIPANT IS RESPONSIBLE IN ABSENCE 
OF COVERAGE UNDER THIS PLAN WILL BE CONSIDERED.
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ELIGIBILITY

EMPLOYEES ELIGIBLE UNDER THE PLAN

All regular employees and Permanent Professional Substitutes are 
eligible to enroll for benefits outlined in the booklet. 

If you and your spouse are both covered under this Plan, your children 
may only be covered as dependents of you or your spouse.

DEPENDENTS ELIGIBLE UNDER THE PLAN
Dependents who are eligible include:

• your legal spouse;
• your biological or adopted children, stepchildren or other   
 children for whom you are the court appointed guardian under  
 the age of 26.

Children ages 18 to 26 who have employer-sponsored insurance 
coverage available in which they could be covered as a policyholder are 
not eligible for coverage.

From time to time the Plan may conduct eligibility audits to verify that 
dependents in the Plan qualify for coverage.  If you cannot prove that 
the dependent qualifies for coverage, coverage will be terminated 
retroactively to the date the dependent would otherwise have been 
terminated, and the Plan will pursue reimbursement of any claims paid 
during the time the dependent was ineligible.

Disabled Child
Your dependent child may continue to be covered after reaching age 26  
if he or she is incapable of self-support because of mental or physical 
disability.  To be eligible:
 • the disabling condition must have begun before age 26
 • the child must have been covered by PEIA upon reaching age 26; and
 • the child must be incapable of self-sustaining employment and
   chiefly dependent on you for support and maintenance
To continue this coverage, contact PEIA for an application.  You will be 
asked to provide documentation when the child reached age 26 and 
periodically thereafter.
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WHEN DOES COVERAGE BEGIN

Employee Coverage
Coverage for you begins on the first day of the calendar month following 
the day on which you:
 1. become an employee;
 2. begin working for Berkeley County Board of Education ; and
 3. you complete and submit an enrollment form to the    
  Insurance/Benefits Office, provided such enrollment form is   
  submitted to the Insurance/Benefits Office.

Dependent Coverage
Dependent coverage begins on the first day of the calendar month on 
which:
 1. Coverage begins for you; and
 2. You complete and submit an enrollment form to the Insurance/
  Benefits Office.

WHEN DOES COVERAGE END

Employee Coverage
Your coverage ends on the earlier of:
 1. the last day of the month in which you were physically present
  on the job;
 2. the date you are no longer in a class of Employees eligible to
  be covered by the Plan;
 3. the last day of the month through which the required
  contribution, if any, is paid for the purchase of your coverage; or
 4. the date the Plan is terminated.

Dependent Coverage
Dependent coverage ends the earliest of:
 1. the date your coverage ends;
 2. when the Dependent is no longer an Eligible Dependent; or 
 3. the last day of the month through which the required
  contribution, if any, is paid for the purchase of Dependent coverage
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DENTAL SCHEDULE OF BENEFITS

ELIGIBLE CHARGES
All charges will be based on Usual, Reasonable and Customary Charges.

TYPE A. Services (Preventive and Diagnostic Treatment) 

 1. Charges for cleaning and scaling of teeth but not more often   
  than twice in a calendar year.
 2. Charges for fluoride application to a child’s teeth, but not   
  more often than once in a calendar year.
 3. Charges for space maintainers and their fitting.
 4. X-rays, full mouth once in thirty-six (36) consecutive month   
  period.  Bitewing-not more than two (2) in a calendar year.
 5. Charges for emergency treatment for relief of dental pain on   
  a day for which no other benefit other and for x-rays is pay  
  able hereunder.
 6. Oral examinations.

TYPE B. Services (Restorative)

 1. Initial amalgam, silicate, acrylic or composite restorations. 
 2. Replacement of an amalgam, silicate, acrylic or composite   
  restorations.
 3. Charges for extraction of one or more teeth.
 4. Charges for treatment of gums and supporting structure of   
  the teeth.
 5. Charges for root canals and other endodontic treatment.
 6. Charges for general anesthetics and their administration in   
  connection with oral surgery and periodontics.
 7. Charges for injectable antibiotics administered by a dentist or   
  physician.
 8. Consultation required by the attending dentist.

TYPE

A
B
C
D

DEDUCTIBLE CALENDAR 
YEAR
$0

$25 Single
$50 Family

$50 (Lifetime)

PAYMENT FACTOR

100%
75%
50%
50%

MAXIMUM

$1,500

$1,500 Lifetime
Dental plan year maximums have been removed for pediatric services (not including orthodontia)
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TYPE C.  Services (Major-Restorative)

 1. Charges for fillings and crowns necessary to restore the   
  structure of teeth broken down by decay or injury, but
  a. the charge for a crown or gold filling will be limited
    to the charge for a silver, porcelain or other filing
    unless the tooth cannot be restored with such other
    material, and
  b. the charge for replacement of a crown or gold filling is
    covered only if the crown or filling is over five (5) years old.
 2. Charges for full or partial dentures, fixed bridges, or adding 
  teeth to an existing denture, if required because of loss of  
  natural teeth while the person is covered for this benefit and 
  to replace such teeth or to replace an existing prosthesis 
  which is over five (5) years old and cannot be made serviceable.
 3. Charges for recementing inlays or crowns at least 90 days   
  after the date the inlay or crown was provided.
 4. Relining, rebasing or repairing of an existing prosthesis (fixed   
  bridgework, removable partial or complete dentures) at least   
  ninety (90) days after the date the installation or repair of 
  the prosthesis was performed. 
Charges for specialized techniques involving precision attachments, 
personalization or characterization are not covered.  Additional charges 
for adjustments within six (6) months from installation are not included 
as covered dental charges.

 Benefits will be provided for covered dental charges after 
coverage terminates if the existing denture is an immediate and cannot 
be made permanent and replacement takes place within twelve (12) 
months of the temporary.

TYPE D.  Expenses (Orthodontia)

 Only dental expenses for the following services are eligible:
 1. Charges for treatment, services and supplies to correct 
  malocclusion of the teeth, for the following conditions only:
  a. Extreme bucco-lingual version of the teeth (either    
   unilateral or bilateral).
  b. Protrusion of the maxillary teeth of more than 4 mm.
  c. Protrusive or restrusive relation of the maxillary or   
   mandibular arch of at least one cusp.
 2. One series of cephalometric x-rays every twenty-four (24)   
  months.
 



22

3. One set of study models only for each person while insured.
 A “course of treatment” means the period which commences on the
 date the first orthodontic appliance is installed for active treatment
 and ceases on the date of the removal of the last orthodontic appliance 
 for such treatment.  Successive courses of orthodontic treatment 
 commencing while covered will be considered as one course of 
 orthodontic treatment unless the succeeding course commences 
 more than two (2) years after the termination of the immediately 
 preceding course.

 Benefits for a course of treatment will be paid in arrears.  Payments  
 will be made in monthly installments from the date active treatment 
 commences for the duration of the estimated treatment period, 
 provided eligibility remains in force.

 Each course of treatment will be subject to the Maximum Amount for 
 Orthodontic Treatment.

DENTAL EXPENSES NOT COVERED

 Expenses in connection with the following are not Covered Dental Expenses:
(a) Any service rendered before coverage on account of the person 
 who receives such services became effective.
(b) Treatment other than by a licensed dentist or licensed physician 
 except that scaling or cleaning of teeth and topical application of 
 fluoride may be performed by a licensed dental hygienist if the 
 treatment is rendered under the supervision and guidance of 
 and billed for by the dentist.
(c) Services or supplies that are cosmetic in nature, including 
 charges for personalization or characterization of dentures.
(d) Replacement of a lost, missing or stolen prosthetic device.
(e) Replacement of a repair of an orthodontic appliance.
(f) Any services which are covered by any workers’ compensation 
 laws or employer’s liability laws, or services which an employer is 
 required by law to furnish in whole or in part.
(g) Services rendered through a medical department, clinic or similar 
 facility provided or maintained by the patient’s employer.
(h) Services or supplies for which no charge is made that the covered 
 person is legally obligated to pay or for which no charge would be 
 made in the absence of dental expense coverage.
(i) Services or supplies which are not necessary, according to 
 accepted standards of dental practice.
(j) Services or supplies which do not meet accepted standards of 
 dental practice, including charges for services or supplies which   
 are experimental in nature.
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(k) Services or supplies received as a result of dental disease, defect 
 or injury due to an act of ware, declared or undeclared.
(l) Any duplicate prosthetic device or any other duplicate appliance.
(m) Sealants (materials, other than fluorides, painted in the grooves 
 of the teeth in an attempt to prevent further decay), and for oral 
 hygiene and dietary instruction.
(n) Dental procedures, other than impacted teeth, which are included 
 as covered medical expenses under any other comprehensive or 
 major medical plan provide by the Plan Administrator or State.
(o) Periodontal splinting.
(p) Myofunctional therapy, or correction of harmful habits.
(q) Implantology.
(r) Use of Veneer crown or similar material to replace teeth, other 
 than the ten (10) upper and ten (10) lower front teeth.
(s) Charges for the completion of insurance forms or broken 
 appointments.
(t) Training in or supplies used for dietary counseling, oral hygiene 
 or plaque control.
(u) Dental treatment involving the use of gold if such treatment 
 could have been rendered at a lower cost by means of a 
 reasonable substitute.
(v) Temporary dental services are considered to be an integral part 
 of the final dental service, rather than a separate service.
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VISION SCHEDULE OF BENEFITS

For the following items benefits will be paid up to the maximum amount 
as shown below:

VISION CARE
EXPENSE BENEFITS

If, while covered, an employee incurs covered vision care expenses, 
payment will be made up to the applicable maximum amount shown on 
the Schedule of Visual Services and Supplies as stated in the Sched-
ule of Benefits.  If the scheduled amount for such service or supply is 
greater than the charges therefore such excess amount will be added 
to the scheduled amount for any other service or supply for which 
charges are incurred within sixty (60) days of the date on which the 
first charge was incurred.
All vision care benefits must be rendered on a prescription basis by an 
optometrist, ophthalmologist or physician.
Benefits are to be provided on a reasonable and customary basis at 
100% up to the limits listed in the Schedule of Visual Services and Sup-
plies as stated in the Schedule of Benefits.

VISION LIMITATIONS
Not covered under any section of these benefits are charges for:
1. Services or supplies which are covered in whole or in part under 
 any other Medical Expense Benefits or Vision Care.  Benefits 
 provided by the Plan Sponsor or the State;

BENEFIT
EXAMINATIONS
FRAMES
LENSES, PAIR: SINGLE VISION
BIFOCAL
TRIFOCAL
LENTICULAR

CONTACT LENSES - In place of Lenses 
(Frames payable with contacts.)

MAXIMUM
$60 Per Person Every 12 Months
$80 Per Person Every 24 Months
$70 Per Person Every 12 Months
$80 Per Person Every 12 Months
$90 Per Person Every 12 Months
$90 Per Person Every 12 Months

$100 Per Person Every 12 Months
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2. Special procedures, such as orthoptics or vision training, and  special 
 supplies, such as non-prescription sunglasses and subnormal vision aids;
3. Anti-reflective coatings or charges for tinting and charges for 
 sunglasses or light-sensitive glasses in excess of the amount 
 which would be a covered expense for non-tinted glasses;
4. Services or supplies received principally for cosmetic purposes;
5. Expenses incurred without the recommendation of a licensed 
 physician, ophthalmologist or optometrist; or
6. Any service or supply not listed in the Schedule of Benefits.

GENERAL LIMITATIONS AND EXCLUSIONS

No payment will be made under this Plan for expenses incurred in con-
nection with:

  1. Care or treatment given by or in any facility owned or operated 
 by the federal government unless the covered employee or 
 covered dependent would be required to pay such charges in 
 the absence of coverage;
  2. Disease for which you or your covered dependent are entitled 
 to benefits under any Workers’ Compensation Law or Act, or 
 accidental injury arising out of or in the course of employment;
  3. Charges which are in excess of the Usual, Customary and 
 Reasonable Charge based upon the general level of charges 
 made by others rendering similar service in the same 
 geographic area for services of lie severity;
  4. Bodily injury sustained or sickness contracted while on duty  
 with any armed forces of any country or international organization;
  5. Services rendered by a member of the patient’s immediate 
 family or any one residing with the patient;
  6. Treatment or services related to injuries sustained while 
 committing a felony;
  7. Treatment or services for an intentionally self-inflicted injury;
  8. Treatment or services which are experimental or investigative in 
 nature;
  9. Treatment or services incurred after the date of termination of 
 the person’s coverage, except as provided herein;
10. Telephone consultations, charges for failure to keep a 
 scheduled visit, or charges for completion of a claim form;
11. Services received in or from an institution owned or operated 
 by the federal government where there is no obligation to pay in 
 the absence of insurance;
12. Services or supplies received as a result of disease, defect or 
 injury due to an act of war, declared or undeclared;
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BERKELEY COUNTY BOARD OF EDUCATION

NOTICE OF PRIVACY PRACTICES

     THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU 
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 
INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how protected health 
information may be used or disclosed by your Group Health Plan to 
carry out payment, health care operations, and for other purposes that 
are permitted or required by law. This Notice also sets out our legal 
obligations concerning your protected health information, and describes 
your rights to access and control your protected health information.
Protected health information (or “PHI”) is individually identifiable health 
information, including demographic information, collected from you 
or created or received by a health care provider, a health plan, your 
employer (when functioning on behalf of the group health plan), or a 
health care clearinghouse and that relates to: (i) your past, present, or 
future physical or mental health or condition; (ii) the provision of health 
care to you; or (iii) the past, present, or future payment for the provision 
of health care to you. 
This Notice of Privacy Practices had been drafted to be consistent with 
what is known as the “HIPAA Privacy Rule,” and any of the terms not 
defined in this Notice should have the same meaning as they have in 
the HIPAA Privacy Rule. If you have any questions or want additional 
information about the Notice or the policies and procedures described 
in the Notice, please contact:  James V. Butts, Jr., CPA, Berkeley County 
Board of Education, 401 South Queen Street, Martinsburg, West Virginia  
25401 (304) 267-3500.

     EFFECTIVE DATE

     This Notice of Privacy Practices became effective on April 14, 2003.

     OUR RESPONSIBILITIES

We are required by law to maintain the privacy of your protected health 
information. We are obligated to provide you with a copy of this Notice 
of our legal duties and of our privacy practices with respect to protected 
health information and we must abide by the terms of this Notice. We 
reserve the right to change the provisions of our Notice and make the 
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new provisions effective for all protected health information that we 
maintain. If we make a material change to our Notice, we will mail a 
revised Notice to the address that we have on record for the contract 
holder for your member contract. 

Primary Uses and Disclosures of Protected Health Information
The following is a description of how we are most likely to use and/or 
disclose your protected health information. 

1. Payment and Health Care Operations 
We have the right to use and disclose your protected health information 
for all activities that are included within the definitions of “payment” 
and “health care operations” as set out in 45 C.F.R. § 164.501 (this 
provision is a part of the HIPAA Privacy Rule). We have not listed in this 
Notice all of the activities included within these definitions, so please 
refer to 45 C.F.R. § 164.501 for a complete list.

2. Payment 
We will use or disclose your PHI to pay claims for services provided to 
you and to obtain stop-loss reimbursements or to otherwise fulfill our 
responsibilities for coverage and providing benefits. For example, we 
may disclose your protected health information when a provider requests 
information regarding your eligibility for coverage under our health plan, 
or we may use your information to determine if a treatment that you 
received was medically necessary.

3. Health Care Operations 
We will use or disclose your protected health information to support 
our business functions. These functions include, but are not limited to: 
quality assessment and improvement, reviewing provider performance, 
licensing, stop-loss underwriting, business planning, and business 
development. For example, we may use or disclose your protected 
health information: (i) to provide you with information about one of our 
disease management programs; (ii) to respond to a customer service 
inquiry from you; or (iii) in connection with fraud and abuse detection 
and compliance programs. 

4. Business Associates 
We contract with individuals and entities (Business Associates) to 
perform various functions on our behalf or to provide certain types of 
services. To perform these functions or to provide the services, our 
Business Associates will receive, create, maintain, use, or disclose 
protected health information, but only after we require the Business 
Associates to agree in writing to contract terms designed to appropriately 
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safeguard your information. For example, we may disclose your protected 
health information to a Business Associate to administer claims or to 
provide member service support, utilization management, subrogation, 
or pharmacy benefit management. Examples of our business associates 
would be our Third Party Administrator, American Benefit Corporation, 
which will be handling many of the functions in connection with the 
operation of our Group Dental and Vision Plan.

5. Other Covered Entities 
We may use or disclose your protected health information to assist health 
care providers in connection with their treatment or payment activities, 
or to assist other covered entities in connection with payment activities 
and certain health care operations. For example, we may disclose your 
protected health information to a health care provider when needed by 
the provider to render treatment to you, and we may disclose protected 
health information to another covered entity to conduct health care 
operations in the areas of quality assurance and improvement activities, 
or accreditation, certification, licensing or credentialing. This also means 
that we may disclose or share your protected health information with 
other insurance carriers in order to coordinate benefits, if you or your 
family members have coverage through another carrier.

6. Plan Sponsor 
We may disclose your protected health information to the plan sponsor 
of the Group Health Plan for purposes of plan administration or pursuant 
to an authorization request signed by you.

     POTENTIAL IMPACT OF STATE LAW

The HIPAA Privacy Regulations generally do not “preempt” (or take 
precedence over) state privacy or other applicable laws that provide 
individuals greater privacy protections. As a result, to the extent state 
law applies, the privacy laws of a particular state, or other federal laws, 
rather than the HIPAA Privacy Regulations, might impose a privacy 
standard under which we will be required to operate. For example, where 
such laws have been enacted, we will follow more stringent state privacy 
laws that relate to uses and disclosures of protected health information 
concerning HIV or AIDS, mental health, substance abuse/chemical 
dependency, genetic testing, reproductive rights, etc. 
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OTHER POSSIBLE USES AND DISCLOSURES OF PROTECTED 
HEALTH INFORMATION

     The following is a description of other possible ways in which we 
may (and are permitted to) use and/or disclose your protected health 
information. 

1. Required by Law 
We may use or disclose your protected health information to the extent 
that federal law requires the use or disclosure. When used in this 
Notice, “required by law” is defined as it is in the HIPAA Privacy Rule. 
For example, we may disclose your protected health information when 
required by national security laws or public health disclosure laws. 

2. Public Health Activities 
We may use or disclose your protected health information for public health 
activities that are permitted or required by law. For example, we may 
use or disclose information for the purpose of preventing or controlling 
disease, injury, or disability, or we may disclose such information to a 
public health authority authorized to receive reports of child abuse or 
neglect. We also may disclose protected health information, if directed 
by a public health authority, to a foreign government agency that is 
collaborating with the public health authority.

3. Health Oversight Activities 
We may disclose your protected health information to a health oversight 
agency for activities authorized by law, such as: audits; investigations; 
inspections; licensure or disciplinary actions; or civil, administrative, 
or criminal proceedings or actions. Oversight agencies seeking this 
information include government agencies that oversee: (i) the health 
care system; (ii) government benefit programs; (iii) other government 
regulatory programs; and (iv) compliance with civil rights laws. 

4. Abuse or Neglect 
We may disclose your protected health information to a government 
authority that is authorized by law to receive reports of abuse, neglect, 
or domestic violence. Additionally, as required by law, we may disclose 
to a governmental entity authorized to receive such information your 
information if we believe that you have been a victim of abuse, neglect, 
or domestic violence. 

5. Legal Proceedings 
We may disclose your protected health information: (1) in the course of 
any judicial or administrative proceeding; (2) in response to an order 
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of a court or administrative tribunal (to the extent such disclosure is 
expressly authorized); and (3) in response to a subpoena, a discovery 
request, or other lawful process, once we have met all administrative 
requirements of the HIPAA Privacy Rule. For example, we may disclose 
your protected health information in response to a subpoena for such 
information, but only after we first meet certain conditions required by 
the HIPAA Privacy Rule.

6. Law Enforcement 
Under certain conditions, we also may disclose your protected health 
information to law enforcement officials. For example, some of the 
reasons for such a disclosure may include, but not be limited to: (1) it is 
required by law or some other legal process; (2) it is necessary to locate 
or identify a suspect, fugitive, material witness, or missing person; and 
(3) it is necessary to provide evidence of a crime that occurred on our 
premises.

7. Coroners, Medical Examiners, Funeral Directors, and Organ Donation 
We may disclose protected health information to a coroner or medical 
examiner for purposes of identifying a deceased person, determining a 
cause of death, or for the coroner or medical examiner to perform other 
duties authorized by law. We also may disclose, as authorized by law, 
information to funeral directors so that they may carry out their duties. 
Further, we may disclose protected health information to organizations 
that handle organ, eye, or tissue donation and transplantation.

8. Research 
We may disclose your protected health information to researchers when 
an institutional review board or privacy board has: (1) reviewed the 
research proposal and established protocols to ensure the privacy of 
the information; and (2) approved the research. 

9. To Prevent a Serious Threat to Health or Safety 
Consistent with applicable federal and state laws, we may disclose 
your protected health information if we believe that the disclosure is 
necessary to prevent or lessen a serious and imminent threat to the 
health or safety of a person or the public. We also may disclose protected 
health information if it is necessary for law enforcement authorities to 
identify or apprehend an individual.

10. Military Activity and National Security, Protective Services 
Under certain conditions, we may disclose your protected health 
information if you are, or were, Armed Forces personnel for activities 
deemed necessary by appropriate military command authorities. If you 
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are a member of foreign military service, we may disclose, in certain 
circumstances, your information to the foreign military authority. We also 
may disclose your protected health information to authorized federal 
officials for conducting national security and intelligence activities, and 
for the protection of the President, other authorized persons, or heads 
of state. 

11. Inmates 
If you are an inmate of a correctional institution, we may disclose your 
protected health information to the correctional institution or to a law 
enforcement official for: (1) the institution to provide health care to you; 
(2) your health and safety and the health and safety of others; or (3) the 
safety and security of the correctional institution.

12. Workers’ Compensation 
We may disclose your protected health information to comply with 
workers’ compensation laws and other similar programs that provide 
benefits for work-related injuries or illnesses.

13. Others Involved in Your Health Care 
Using our best judgment, we may make your protected health information 
known to a family member, other relative, close personal friend or other 
personal representative that you identify. Such a use will be based on 
how involved the person is in your care, or payment that relates to your 
care. We may release information to parents or guardians, if allowed by law.

We also may disclose your information to an entity assisting in a disaster 
relief effort so that your family can be notified about your condition, 
status, and location. 

If you are not present or able to agree to these disclosures of your 
protected health information, then, using our professional judgment, we 
may determine whether the disclosure is in your best interest.

     REQUIRED DISCLOSURES OF YOUR PROTECTED HEALTH INFORMATION

     The following is a description of disclosures that we are required by 
law to make.

1. Disclosures to the Secretary of the U.S. Department of Health and 
Human Services 
We are required to disclose your protected health information to the 
Secretary of the U.S. Department of Health and Human Services when 
the Secretary is investigating or determining our compliance with the 
HIPAA Privacy Rule.
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2. Disclosures to You 
We are required to disclose to you most of your protected health 
information in a “designated record set” when you request access to this 
information. Generally, a “designated record set” contains medical and 
billing records, as well as other records that are used to make decisions 
about your health care benefits. We also are required to provide, upon 
your request, an accounting of most disclosures of your protected health 
information that are for reasons other than payment and health care 
operations and are not disclosed through a signed authorization.

We will disclose your protected health information to an individual 
who has been designated by you as your personal representative 
upon submission of a written notice of his/her designation, along with 
the documentation which supports his/her qualification (such as a 
power of attorney).  We will recognize certain individuals as personal 
representatives without completion and submission of a representative 
form.  For example, we will recognize spouses covered under the plan as 
personal representatives for each other.  Likewise, a covered parent or 
guardian will be considered a representative of any covered dependent.

Even if you designate a personal representative, the HIPAA Privacy 
Rule permits us to elect not to treat the person as your personal 
representative if we have a reasonable belief that: (i) you have been, 
or may be, subjected to domestic violence, abuse, or neglect by such 
person; (ii) treating such person as your personal representative could 
endanger you; or (iii) we determine, in the exercise of our professional 
judgment, that it is not in your best interest to treat the person as your 
personal representative. 

     OTHER USES AND DISCLOSURES OF YOUR PROTECTED HEALTH 
INFORMATION

Other uses and disclosures of your protected health information that are 
not described above will be made only with your written authorization. 
If you provide us with such an authorization, you may revoke the 
authorization in writing, and this revocation will be effective for future 
uses and disclosures of protected health information. However, the 
revocation will not be effective for information that we already have used 
or disclosed, relying on the authorization. 

     YOUR RIGHTS

The following is a description of your rights with respect to your protected 
health information.
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1. Right to Request a Restriction 
You have the right to request a restriction on the protected health 
information we use or disclose about you for payment or health care 
operations. 

We are not required to agree to any restriction that you may request. If 
we do agree to the restriction, we will comply with the restriction unless 
the information is needed to provide emergency treatment to you. 

You may request a restriction by writing to: James V. Butts, Jr., CPA, Berkeley 

County Board of Education, 401 South Queen Street, Martinsburg, West 
Virginia  25401 (304) 267-3500.  It is important that you direct your 
request for restriction to this address so that we can begin to process 
your request. Requests sent to persons or offices other than the address 
indicated might delay processing the request. 

We will want to receive this information in writing and will instruct you 
where to send your request when you call. In your request, please tell us: 
(1) the information whose disclosure you want to limit; and (2) how you 
want to limit our use and/or disclosure of the information.
2. Right to Request Confidential Communications 

If you believe that a disclosure of all or part of your protected health 
information may endanger you, you may request that we communicate 
with you regarding your information in an alternative manner or at an 
alternative location. For example, you may ask that we only contact you 
at your work address or via your work e-mail.

You may request a restriction by writing us care of: James V. Butts, Jr., CPA,Berkeley 
County Board of Education, 401 South Queen Street, Martinsburg, West 
Virginia  25401 (304) 267-3500.   It is important that you direct your 
request for confidential communications to this address so that we can 
begin to process your request. Requests sent to persons or offices other 
than the one indicated might delay processing the request. 

We will want to receive this information in writing and will instruct you 
where to send your written request when you call. In your request, 
please tell us: (1) that you want us to communicate your protected 
health information with you in an alternative manner or at an alternative 
location; and (2) that the disclosure of all or part of the protected health 
information in a manner inconsistent with your instructions would put 
you in danger. 

We will accommodate a request for confidential communications that 
is reasonable and that states that the disclosure of all or part of your 
protected health information could endanger you. As permitted by the 
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HIPAA Privacy Rule, “reasonableness” will (and is permitted to) include, 
when appropriate, making alternate arrangements regarding payment. 

Accordingly, as a condition of granting your request, you will be required 
to provide us information concerning how payment will be handled. 
For example, if you submit a claim for payment, state or federal law (or 
our own contractual obligations) may require that we disclose certain 
financial claim information to the plan participant (e.g., an EOB). Unless 
you have made other payment arrangements, the EOB (in which your 
protected health information might be included) will be released to the 
plan participant.

Once we receive all of the information for such a request (along with 
the instructions for handling future communications), the request will be 
processed usually within two business days. 

Prior to receiving the information necessary for this request, or during 
the time it takes to process it, protected health information may be 
disclosed (such as through an Explanation of Benefits, “EOB”). Therefore, 
it is extremely important that you contact us at the number listed in the 
summary page of this Notice as soon as you determine that you need to 
restrict disclosures of your protected health information. 

If you terminate your request for confidential communications, the 
restriction will be removed for all your protected health information that 
we hold, including protected health information that was previously 
protected. Therefore, you should not terminate a request for confidential 
communications if you remain concerned that disclosure of your protected 
health information will endanger you.
2. Right to Inspect and Copy 
You have the right to inspect and copy your protected health information 
that is contained in a “designated record set.” Generally, a “designated 
record set” contains medical and billing records, as well as other records 
that are used to make decisions about your health care benefits. However, 
you may not inspect or copy psychotherapy notes or certain other 
information that may be contained in a designated record set. 

To inspect and copy your protected health information that is contained 
in a designated record set, you must submit your request by calling us 
at the telephone number listed in this Notice. It is important that you call 
this number to request an inspection and copying so that we can begin 
to process your request. Requests sent to persons, offices, other than the 
one indicated might delay processing the request. If you request a copy of 
the information, we may charge a fee for the costs of copying, mailing, or 
other supplies associated with your request. 
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We may deny your request to inspect and copy your protected health 
information in certain limited circumstances. If you are denied access to 
your information, you may request that the denial be reviewed. To request 
a review, you must contact us at the number provided in this Notice. A 
licensed health care professional chosen by us will review your request 
and the denial. The person performing this review will not be the same 
one who denied your initial request. Under certain conditions, our denial 
will not be reviewable. If this event occurs, we will inform you in our denial 
that the decision is not reviewable.
3. Right to Amend 
If you believe that your protected health information is incorrect or 
incomplete, you may request that we amend your information. You may 
request that we amend your information by writing to:  Jim Butts, Berkeley 
County Board of Education, 401 South Queen Street, Martinsburg, West 
Virginia  25401 (304) 267-3500.  Additionally, your request should 
include the reason the amendment is necessary. It is important that you 
direct your request for amendment to this number/address so that we 
can begin to process your request. Requests sent to persons or offices, 
other than the one indicated might delay processing the request. 

In certain cases, we may deny your request for an amendment. For 
example, we may deny your request if the information you want to amend 
is not maintained by us, but by another entity. If we deny your request, 
you have the right to file a statement of disagreement with us. Your 
statement of disagreement will be linked with the disputed information 
and all future disclosures of the disputed information will include your 
statement. 

4. Right of an Accounting 
You have a right to an accounting of certain disclosures of your protected 
health information that are for reasons other than treatment, payment, 
or health care operations. No accounting of disclosures is required for 
disclosures made pursuant to a signed authorization by you or your 
personal representative. You should know that most disclosures of 
protected health information will be for purposes of payment or health 
care operations, and, therefore, will not be subject to your right to an 
accounting. There also are other exceptions to this right. 

An accounting will include the date(s) of the disclosure, to whom we 
made the disclosure, a brief description of the information disclosed, 
and the purpose for the disclosure.

You may request an accounting by submitting your request in writing to: 
James V. Butts, Jr., CPA, Berkeley County Board of Education, 401 South 
Queen Street, Martinsburg, West Virginia  25401 (304) 267-3500.   It is 
important that you direct your request for an accounting to this address 
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so that we can begin to process your request. Requests sent to persons or 
offices other than the one indicated might delay processing the request. 

Your request may be for disclosures made up to 6 years before the date 
of your request, but not for disclosures made before April 14, 2003. The 
first list you request within a 12-month period will be free. For additional 
lists, we may charge you for the costs of providing the list. We will notify 
you of the cost involved and you may choose to withdraw or modify your 
request at the time before any costs are incurred. 

5. Right to a Paper Copy of This Notice 
You have the right to a paper copy of this Notice, even if you have agreed 
to accept this Notice electronically.

     COMPLAINTS

You may complain to us if you believe that we have violated your privacy 
rights. You may file a complaint with us by calling us at the telephone 
number listed in this Notice. A copy of a complaint form is available from 
this contact office. 
You also may file a complaint with the Secretary of the U.S. Department of 
Health and Human Services. Complaints filed directly with the Secretary 
must: (1) be in writing; (2) contain the name of the entity against which 
the complaint is lodged; (3) describe the relevant problems; and (4) be 
filed within 180 days of the time you became or should have become 
aware of the problem.
We will not penalize or any other way retaliate against you for filing a 
complaint with the Secretary or with us.
                                                                                                                   
(3/03/03)
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