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Congratulations on completing your eligibility for
Medical insurance benefits through CIT!


This guide will help you answer questions that you might have regarding your medical coverage.


1. Who is our insurance provider?  
Our insurance is self-funded and being administrated through a TPA (Third Party Administrator) which is Employee Benefits Administration & Management (EBA&M).

2. What is your plan name? 
You have 2 plan to choose from: 
· MEC (Minimum Essential Coverage)
· MVP (Minimum Value Plan)

3. Will I receive an ID card?
You will receive a new ID card from EBA&M in the mail at your home.  

*If you do not receive your ID card, please contact ExpertQuote
  Our Health Insurance Broker at 408-953-1000 or email Help@ExpertQuote.com 
 
4. What are the benefit details for the medical insurance that I am eligible for?
Please find attached here the full benefit summaries per individual plan:
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5. Who is eligible to enroll?
Employees only.

6. How much will CIT contribute?
Employer contribution 100% for the MEC Employee premium. Suppose you were to elect the MVP plan, the cost is $481.85 per month.  CIT will contribute $50/- towards this plan.

7. Is dental insurance covered in the plan?
Dental coverage is not offered at this time

8. What is my deductible?
There is no deductible for MEC plan however only preventive services are covered. MVP plan has $5,000 deductible.

9. Is vision insurance covered in the plan?
Vision coverage is not offered at this time

10. What are the free preventive checks and wellness discounts available with my insurance health care plan?
This is outlined in your MEC benefit summary.

11. When will my insurance start?

After becoming an employee of CIT, we need to submit your enrollment application within 1 month of your joining date. Your effective date will be the 1st of the month following your date of hire. For example, if you join on January 15th and we submit your application before January 31st, your coverage will be effective beginning on February 1st.

There is no option in this plan for your effective date of coverage to be that of your joining date. The effective date of your enrollment in the insurance plan will be the soonest effective date possible following your employment with Canvas InfoTech Inc.

Please take special note to provide us your application within 1 month of joining us. Please be advised that if you do not submit your enrollment application within one month of your joining date, you will have to wait until next open enrollment period in January. 

12. What are the customer care numbers for EBA&M?

· Member Services (800) 249-8440

13. What is our group plan number?
EBA&M Group number #A1411.  Employee will get his subscriber number from EBA&M.  If you don’t get subscriber cards, call our Client Concierge at ExpertQuote at 408-953-1000.

14. Great!  How do I get started on my insurance benefits?
You need to fill out the following enrollment form, scan it, and send it to HR at hr@canvasinfotech.com.

· (Note about filling out this 1 page form: In this form, fill out everything to the best of your ability)
· For “Employer Group Name”, write: Canvas InfoTech Inc..  For “Group Number” leave blank.
· Do not fill out hire date (as this date will be filled out for you by Canvas InfoTech Inc.’s HR Department). 

15. What to do if I do not want insurance?
You may waive coverage by filling out the attachment below. Please indicate why you are waiving coverage for you and/or your dependents and sign. 



21. Can a new employee who was previously under a different type of coverage join the company’s health insurance plan past their open enrollment period?

Typically, an employee can only enroll in or change plans during their initial period of eligibility or during open enrollment, unless there is a qualifying event. Loss of coverage is a qualifying event. The employee must submit an enrollment form within 30 days after loss of coverage in order to be enroll in the company’s coverage. The effective date of coverage would be the first of the month following the qualifying event or enrollment.  
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GENERAL EXCLUSIONS


The following exclusions apply to the MEC health benefits:


No benefits will be payable for any medical care, services or treatment not explicitly included in the
preventative benefit schedule.










image3.emf
MEC Choice  Employee Application wDeclination.pdf


MEC Choice Employee Application wDeclination.pdf


 
  


     
3505 Cadillac Ave, Suite O-201, Costa Mesa, CA 92626 
Phone: (844) 322-6632  Fax: (714) 241-9279 


MEC/MVP EMPLOYEE ENROLLMENT FORM 


EMPLOYER INFORMATION 


Employer Name:                                                                 DIVISION:  


Date of Hire:                      Occupation:  Effective Date:  


EMPLOYEE INFORMATION 


First Name:  Last Name:  


Date of Birth:                            Sex:   M      F Marital Status:   Single        Married       Divorced 


Social Security#  Telephone:  


Email 


Address:  


Address:  Apartment #:  


City:  State:  Zip Code:  


Plan Selection: 


(Check One Box) 
  MEC    MVP        DECLINE Additional Benefit N/A 


DEPENDENT INFORMATION 


First Name Last Name Date of Birth Sex Social Security  Relationship Plan Election 


   


  M   


  F  


         Spouse 


         Child   
ENROLL      DECLINE 


   


  M   


  F  
         Child ENROLL      DECLINE 


   


  M   


  F  
         Child ENROLL      DECLINE 


   


  M   


  F  
         Child ENROLL      DECLINE 


LEGAL ACKNOWLEDGMENT 


1) I understand that if the above information is not complete or correct this coverage could be retroactively terminated.  Initial:  
2) I understand that if I decline coverage now and later want to enroll myself or my dependents, I may only be able to add 


coverage for myself or my dependents if I enroll for coverage within 30 days of a HIPAA Special Enrollment Event  or at 
the next Open Enrollment Period. 


Initial: 
 


3) I understand that enrollment in either the Minimum Essential Coverage (MEC) or MVP is required in order to avoid the 
Individual Mandate Penalty of the Affordable Care Act. By declining this coverage I may be responsible for a penalty of 
2.5% of my income or $695 per person in my family in 2017. 


Initial: 
 


4) I understand that I may decline this plan and still purchase a plan in the State Healthcare Exchange, however, I may not 
be eligible to receive a subsidy. I may also be eligible for MediCal/MedicAid. 


Initial: 
 


5) I understand that the MEC Choice and Limited Medical plan may exclude some coverage normally associated with health 
insurance plans. The MEC plan only covers preventative services. 


Initial: 
 


6) I authorize my employer to deduct my portion of the premiums if any from my pay check. Signature confirms receipt of 
credible and affordable health benefit offering for 2017.  


Initial: 
 


SIGNATURE:  DATE:  


 


 







FORM MCFSLRXQ101016 


 
IF YOU ARE ENROLLING IN THE MVP PLAN YOU MUST SIGN BELOW 


 


SIGNATURE REQUIRED / AUTHORIZATION TO RELEASE MEDICAL 
INFORMATION FOR ENROLLMENT 


 


I hereby authorize those physicians, medical practitioners, hospital, clinics, veteran’s administration facilities, medical information services, urgent care 


facilities, pharmacy, pharmacy benefit manager, health plan, and other medical or medically related entities, insurance or reinsurance companies, and 


consumer reporting agencies that have information available as to the present or former physical health condition, including drug or alcohol or domestic 


abuse, and/or treatment of me or my dependents to release any and all such information, including, but not limited to, medical records, health care provider 


notes, laboratory tests and results, diagnoses, treatment, and prognoses. I understand the information obtained by use of this authorization may be used to 


determine eligibility for issuance of health coverage and eligibility for benefits under existing health coverage for me and my dependents. This authorization is 


not applicable to psychotherapy notes. I agree that a photographic copy of this authorization shall be as valid as the original and that this authorization shall 


be valid for 2 ½ years from the date shown below. I further understand the information I authorize a person or entity to obtain and use may be re-disclosed 


and no longer protected by federal privacy regulations. I understand that I may request a copy of this authorization. I understand that I may revoke this 


authorization at any time in writing unless action has been taken in reliance on my authorization. Because this authorization is given as a condition of 


obtaining coverage, my revocation will not prevent the Insurer and/or Plan Sponsor from the right to contest a claim if another law so allows. Should I refuse 


to sign this authorization, I understand it may affect my enrollment in the benefit plan. All pages must be attached and complete, including this authorization 


for the application to be considered complete. Incomplete applications may be rejected. 


 


Enrollee Signature X______________________________________ Date (required) ______________ If signed by a representative of enrollee,  


 


please indicate the representative’s authority to act on behalf of enrollee _____________________________________________________________ 


 


 
IF YOU ARE DECLINING IN THE MVP PLAN YOU MUST SIGN BELOW 


 


SIGNATURE REQUIRED 
 


The Patient Protection Affordable Care Act (PPACA) requires certain employers to offer an employer-sponsored medical plan with a certain level of benefits, 


and at a certain cost. This plan must be available to employees regularly working full-time hours as defined by PPACA. By completing this form, you are electing 


to decline my Employer’s MVP Bronze Plan. 


 


I hereby acknowledge that I was offered coverage under my Employer’s MVP Bronze Plan, which offers minimum value, meets the PPACA definition of affordable, 


and also includes minimum essential coverage.  I hereby acknowledge that through this offering, I am not eligible to receive a subsidy for a plan in the State 


Healthcare Exchange. I hereby release and hold harmless my Employer, its officers, agents and employees from any liability arising from the fact that I declined 


enrollment under my Employer’s Bronze MVP plan and I hereby waive any rights to be afforded such coverage. 


 


Declination Form  


 


Full Name (Print): ___________________________________________         


**ONLY COMPLETE AND SIGN BELOW IF DECLINING COVERAGE** 


 


 __________Medical  __________Dental   __________Vision 


 __________All Coverages 


Check reason: 


__________I am covered under another group health plan 


__________I am covered under an individual plan 


__________Other:__________________________________ 


 


 


 


Enrollee Signature X______________________________________ Date (required) ______________ If signed by a representative of enrollee, please  


 


 


indicate the representative’s authority to act on behalf of enrollee _____________________________________________________________ 
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GENERAL EXCLUSIONS


The following exclusions apply to all health benefits and no benefits will be payable for:


Complications of non-covered treatments. Care, services, or treatment required as a result of complications from
a treatment or service not covered under the Plan are not covered.


Cosmetic & Reconstructive Surgery, Etc. - Any surgery, service, drug or supply designed to improve the
appearance of an individual by alteration of a physical characteristic that is within the broad range of normal but that
may be considered unpleasing or unsightly.


Criminal Activities - Any injury resulting from or occurring during the Covered Person's commission or attempt to
commit an aggravated assault or felony, taking part in a riot or civil disturbance, or taking part as a principal or as an
accessory in illegal activities or an illegal occupation. This exclusion does not apply where such injury results from
an act of domestic violence or a medical (physical or mental) condition.


Dental & Oral Care - Care or treatment on or to the teeth, alveolar processes, gingival tissue, or for malocclusion.


Excess Charges - Charges that are not payable under the Plan due to application of any Plan maximum or limit or
because the charges are in excess of the Usual and Customary amount, or are for services not deemed to be
Reasonable, based upon the Plan Administrator’s determination as set forth by and within the terms of this document.


Experimental / Investigational Treatment - Expenses that are Experimental or Investigational.


Forms Completion - Charges made for the completion of claim forms or for providing supplemental information.


Genetic Counseling or Testing - Counseling or testing concerning inherited (genetic) disorders. However, this
limitation does not apply when such services are determined by a Physician to be Medically Necessary during the
course of a Pregnancy if covered by the Plan.


Government-Operated Facilities - Services furnished to the Covered Person in any veteran’s hospital, military
hospital, institution or facility operated by the United States government or by any state government or any agency or
instrumentality of such governments.


NOTE:  This exclusion does not apply to treatment of non-service related care that may be covered by the Plan that
provided in a military or other Federal government hospital to dependents of active duty armed service personnel or
armed service retirees and their dependents.  This exclusion does not apply where otherwise prohibited by law.


Hair Restoration - Any treatments, drugs, services or supplies (e.g., wigs or wig maintenance) relating to
baldness or hair loss, including replacement of nonproductive hair follicles with productive follicles from another
area of the scalp or body.


Hearing Exams & Hearing Aids - Hearing exams, hearing aids or the fitting of hearing aids.


Holistic, Homeopathic or Naturopathic Medicine - Services, supplies, drugs or accommodations provided in
connection with holistic, homeopathic or naturopathic treatment.


Infertility Testing or Treatment - Diagnostic tests or studies, or procedures, drugs or supplies to correct infertility
or to restore or enhance fertility.


Late-Filed Claims - Claims which are not filed with the Contract Administrator for handling within the required time
periods as included in the Claims Procedures section.


Learning & Behavioral Disorders - Testing or treatment for learning or behavioral disorders including attention
deficit disorder (ADD), attention deficit hyperactive disorder (ADHD), mental retardation, or autism.


Marriage & Family Counseling - Counseling for the purpose of resolving family or marital difficulties.


Missed Appointments - Expenses incurred for failure to keep a scheduled appointment.


No Charge / No Legal Requirement to Pay - Services for which no charge is made or for which a Covered Person







is not required to pay, or is not billed or would not have been billed in the absence of coverage under this Plan.
Where Medicare coverage is involved and this Plan is a "secondary" coverage, this exclusion will apply to those
amounts which a Covered Person is not legally required to pay due to Medicare's "limiting charge" amounts.


NOTE:  This exclusion does not apply to any benefit or coverage which is available through the Medical Assistance
Act (Medicaid).


Not Listed Services or Supplies - Any services, care or supplies which are not specifically listed in the Plan
Document as an eligible expense will not be covered unless the expense is substantiated and is approved for
coverage by the Plan Administrator.


Not Medically Necessary / Not Physician Prescribed - Any services or supplies that are: (1) not Medically
Necessary, and/or (2) not incurred on the advice of a Physician - unless expressly included herein.


Other Coverage - Services or supplies for which a Covered Person is entitled (or could have been entitled if proper
application had been made) to have reimbursed by or furnished by any plan, authority or law of any government,
governmental agency (Federal or State, Dominion or Province or any political subdivision thereof).


Services or supplies received from a health care department maintained by or on behalf of an employer, mutual
benefit association, labor union, trustees or similar person(s) or group.


Outside United States - Charges incurred outside of the United States if the Covered Person traveled to such a
location for the primary purpose of obtaining such services or supplies, unless approved in advance by the Plan
Sponsor.


Postage, Shipping, Handling Charges, Etc. - Any postage, shipping or handling charges which may occur in the
transmittal of information to the Contract Administrator.  Interest or financing charges.


Prior Coverages - Services or supplies for which the Covered Person is eligible for benefits under the terms of the
document that this Plan Document replaces.


Prior to Effective Date / After Termination Date - Charges incurred prior to an individual's effective date of
coverage under the Plan or after coverage is terminated, except as may be expressly stated.


Provider Error - Services required as a result of unreasonable provider error.


Relative or Resident Care - Any service rendered to a Covered Person by a relative (i.e., a spouse, or a parent,
brother, sister, or child of the Employee or of the Employee's spouse) or anyone who customarily lives in the Covered
Person's household.


Sales Tax, Etc. - Sales or other taxes or charges imposed by any government or entity.  However, this exclusion will
not apply to surcharges required by the New York Health Care Reform Act of 1996 (or as later amended) or similar
surcharges imposed by other states.


Self-Inflicted Injury - Any expenses resulting from voluntary self-inflicted injury or voluntary attempted self
destruction, except that, this exclusion will not apply where such self-inflicted injury results from a medical
condition (physical or mental), including a medical condition resulting from domestic violence (e.g., depression).


Sex-Related Disorders - Transsexualism, gender dysphoria, sexual reassignment or change, or other sexual
dysfunctions or inadequacies which are not related to organic disease. Excluded services and supplies include, but
are not limited to: therapy or counseling, medications, implants, hormone therapy, surgery, and other medical or
psychiatric treatment.


Subrogation, Reimbursement, and/or Third Party Responsibility - Any expenses that are the result of an Injury or
Sickness not payable by virtue of the Plan’s subrogation, reimbursement, and/or third party responsibility provisions.


Telecommunications - Advice or consultation given by or through any form of telecommunication.


TMJ / Jaw Joint Treatment - Procedures, restorations or appliances for the treatment or for the prevention of
temporomandibular joint dysfunction syndrome, including the correction of abnormal positioning of teeth.







Vision Care - Eye examinations for the purpose of prescribing corrective lenses. Vision supplies (eyeglasses or
contact lenses, etc.) or their fitting, replacement, repair or adjustment. Orthoptics, vision therapy, vision perception
training, or other special vision procedures, including procedures whose purpose is the correction of refractive error,
such as radial keratotomy or laser surgery.


Vocational Testing or Training - Vocational testing, evaluation, counseling or training.


Weight Control - Services or supplies for obesity, weight reduction or dietary control.
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