Medical Insurance for Domestic Employees*
Plan A:

$ 107.00 a month for OAS contributing staff members



$ 128.40 a month for officers of the Permanent Missions or Embassies

Eligible Expense Incurred
Plan Benefit Payable

Covered Person Pays

The Deductible Amount-

$ 200 per year


None



The Deductible of $ 200 per year

Over $ 200 to $ 50,000


80% of Eligible* Expense Incurred

20% of Eligible* Expense Incurred and any other








Expense not covered by The Plan

Over $ 50,000


None



All expenses

Repatriation Expense Benefit

Maximum Benefit $ 5,000

Any expense not covered by The Plan

Medical Evacuation Benefit

Maximum Benefit $ 10,000

Any expense not covered by The Plan

Accidental Death & Dismemberment Benefit up to $ 10,000 Principal Sum per Plan Schedule
*The co-insurance factor for medical services is 80%-20% at a PPO hospital, or 60%-40% for services received at a non-PPO hospital.  In the event that an Insured Person reaches age 65 prior to or during the policy period, then the co-insurance factor thereafter will be 50%-50% for all medical services received from any medical provider, whether at a hospital or not.

Plan B:

$ 111.00 a month for OAS contributing staff members



$ 133.20 a month for officers of the Permanent Missions or Embassies

Eligible Expense Incurred
Plan Benefit Payable

Covered Person Pays
The Deductible Amount-

$ 500 cumulative per year

None



The Deductible of $ 500 per policy year

Over $ 500 to $ 25,000


80% of Eligible* Expense Incurred

20% of Eligible* Expense Incurred and any other








Expense not covered by The Plan

Over $ 25,000 to $ 200,000

100% of Eligible Expense

None except any Expense that is not covered by The









Plan

Repatriation Expense Benefit

Maximum Benefit $ 5,000

Any expense not covered by The Plan

Medical Evacuation Benefit

Maximum Benefit $ 10,000

Any expense not covered by The Plan

Accidental Death & Dismemberment Benefit up to $ 10,000 Principal Sum per Plan Schedule

*The co-insurance factor for medical services is 80%-20% at a PPO hospital, or 60%-40% for services received at a non-PPO hospital.  In the event that an Insured Person reaches age 65 prior to or during the policy period, then the co-insurance factor thereafter will be 50%-50% for all medical services received from any medical provider, whether at a hospital or not.

*This service is offered only to the Staff Association’s fully contributing members.  If you wish to become one, please send us an e-mail to staffsecr@oas.org 

The Med Plan Program

Summary of Insurance


Plan:



Medical Insurance Plan


Master policyholder:

Bank Fund Employers' Association


Plan number:


SX-BFEA-102


Plan effective date:

June 1, 2001 at 12:01 a.m.  Standard time at place of delivery


Plan anniversary date:

Each successive June 1st., standard time at place of delivery

Evidence of enrollment is confirmed with issuance of a valid identification card.

APRI Insurance, S.A.
(Herein the "Company")

rev. 6/01

The Company has issued a Master Policy, identified above, to the Master Policy Holder.  The Plan insures persons who qualify under its terms.  The provisions of the Plan which are important to you as an eligible participant are set forth in this Summary of Insurance.  The Master Policy is the only contract under which payment will be made.  Any difference between the Master Policy and the Summary of Insurance will be settled according to the provisions of the Master Policy.  The Master Policy may be inspected at the office of the Plan Administrator.

ELIGIBILITY
Eligibility in this Plan is available to Eligible Participants and their Eligible Dependents.  Eligible Participants means a worker in the United States remaining on non-immigrant visa status (State Department Class G or Class A) who is employed by a foreign national with a non-immigrant visa (Class G and Class A) in the service of an International Government Agency or Embassy while in the United States.  Eligible participants also means a foreign national in the United States on a temporary visa under the Au Pair program or other approved INS program, and sponsored by the Insured Institution or by a member of the Insured Institution, whether that member is a United States Citizen or otherwise.  Eligible Dependents means the Eligible Participant's lawful spouse and his unmarried children under age 19 who reside with and are chiefly dependent on the Eligible Participant for maintenance and support.  The Eligible Dependent 1) must be accompanying the Eligible Participant to the United States on a visa or passport similar to the Eligible Participant's;  2) must be temporarily located in the United States as a non-resident alien; and 3) must not have been granted permanent residency status in the United States.  Eligible participants who have been granted permanent residency status and are employed by a staff member of the Insured Institution may still apply for this insurance; the Company will determine the eligibility of permanent residents on a case-by-case basis.

PERIOD OF COVERAGE

INSURED PERSON:

Effective date:  (Refer to your Identification Card for actual date) your coverage will be effective under The Plan on the later to occur of:

a)
the Plan Effective Date

b)
by 12:01 a.m., Standard time on the date the completed enrollment form and premium are received.

(No coverage is effective unless the required premium has been paid).

Termination:  Your coverage ceases on the earliest to occur of:

a)
12:01 a.m., Standard time on the last day for which your premium has been paid subject to the Grace Period;

b)
12:01 a.m., Standard time on the date you cease to be eligible for this insurance;

c)
12:01 a.m., Standard time on the date The Plan is canceled.

DEFINITIONS

Age means the Covered Person’s attained age on any premium due date.

Claims Administrator means EPIC Administrators, Inc., P.O. Box 260230, Highlands Ranch, Colorado 80163-0230; Toll Free: 1-877-773-3742 (8 a.m. to 5 p.m. Mountain Standard time).

Confined or Confinement means a continuous period of time during which a Covered person is an Inpatient in a Hospital due to the same or related cause.

Congenital Condition means a condition, which exists at or from birth.  Such conditions include but are not limited to congenital disease or anomaly of the involved part, which has resulted in a functional defect.

Continuous Coverage means a Covered Person has been continuously insured under this Plan and the Bank Fund Employers’ Association previous plans, with absolutely no termination of coverage.  Coverage, which is interrupted for any reason or for any period of time, will not be considered continuous.

Covered Injury means a bodily Injury of a Covered Person, which results directly and independently of all other causes from an accident which occurs while he or she is covered under The Plan.  A Covered Person must begin receiving services, supplies or treatment within 72 hours from the time of accident in order for it to be considered a Covered Injury.

Loss resulting from:

a) Sickness or disease except a pus-forming infection which occurs through an accidental wound; or

b) Medical or surgical treatment of a Sickness or disease; is not considered as resulting from Covered Injury.

Covered Person means you while you are covered under The Plan.

Covered Sickness means Sickness or disease of a Covered Person, which first manifests itself while he or she is covered under The Plan.  However, a sickness (except congenital conditions) will be considered a Covered Sickness under The Plan on the date after the Covered Person has had a Continuous coverage for 24 months.

Emergency Care means bona fide emergency services provided after the sudden onset of a medical condition Manifesting itself by acute symptoms of sufficient severity, including severe pain, such that the absence of immediate medical care could reasonably be expected to result in:

a) Placing the Covered Person’s health in serious jeopardy;

b) Serious impairment to bodily functions; or

c) Serious dysfunction of any bodily organ or part.

Expense Incurred means the reasonable and customary Expenses Incurred by a Covered Person which do not exceed those generally charged for medical treatment, services and supplies in the locality where received by the Covered Person.  An expense will be deemed to be incurred on the date the medical care is rendered.

Grace Period means a 31 day grace period after the premium due date in which to pay the required premium.  Policy coverage for a Covered Person does not apply to payment of the first premium or the last premium when the Covered Person requests to terminate coverage.  The Covered Person is liable for all premiums unpaid, including any part of the entire premium due through the Grace Period.


Home Country means a Covered Person’s country or regular domicile and is named on the Covered Person’s Enrollment Form.

Hospital means an institution which:

a) Operates pursuant to law;

b) Primarily and continuously provides medical care and treatment of sick and injured persons on an Inpatient basis;

c) Operates facilities for medical and surgical diagnosis and treatment by or under the supervision of a staff of legally qualified Physicians;

d) Provides 24-hour-a-day nursing service by or under the supervision of registered graduate nurses (R.N.’s)

Hospital does not mean any institution or part thereof, which is used primarily as:

a) a nursing home, convalescent home or skilled nursing facility;

b) a place for drug addicts or alcoholics; or

c) a place for rest, custodial care or for the aged.

Inpatient means a Confinement in a Hospital during which the patient remains confined for the equivalent of at least one full day’s stay.

Manifests means apparent to the senses of the mind, obvious to a prudent person.

Medically Necessary means:

a) Recommended by a legally qualified Physician acting within the scope of his or her license;

b) Consistent with currently accepted medical practice; and

c) Generally considered by United States Physicians to be appropriate for a given medical condition.

A medial service will not be deemed Medically Necessary if we determine that any service, supply or treatment in connection with that service is experimental in nature.

A service, supply or treatment will be considered experimental if it;

a) is in the research or experimental stage;

b) involves the use of a drug or substance that has not been approved by the United States Food and Drug Administration by issuance of a New Drug Application or their formal approval;

c) is not in general use by qualified Physicians; or

d) is not of demonstrated value for the diagnosis or treatment of Covered Sickness or Covered Injury.

One Sickness means a Covered Sickness and all recurrences and related conditions, which are sustained by a Covered Person.  However, a Covered Sickness which is separated by six consecutive months of being free from medical treatment or medical advice, provided such person is covered under The Plan during this six month period, is considered a new Covered Sickness.

Physician is a person who is not an immediate family member of the Covered Person, and who is legally licensed to practice medicine in the country where the treatment is provided and includes doctors of medicine, general practititioners, specialists, and medical consultants.

Plan Administrator means Velis Insurance International Ltd., 4938 Hampden Lane, Suite 284, Bethesda, MD 20814; 1-301-652-3561

Reasonable and Customary Expense means the average amount charged by most providers for the treatment of service in the geographical area where the treatment or service is rendered.

The Plan means Master Policy number SX-BFEA-102 issued to Bank Fund Employers’ Association underwritten by the Company.

12:01 a.m. Standard Time means the actual time at the Insured Person’s temporary place of residence in the United States of America or Place of Delivery in the case of the Certificate of Insurance Effective and Expiration Date stated at the top of this document.

We, ours or us means the underwriter and/or the Claims Administrator.

Written Request means a request on any form provided by us for the particular request.

You or your means an Insured Person as defined in The Plan while he or she is covered under The Plan.

EXCESS COVERAGE PROVISION

The following is applicable to benefits payable under the Medical Treatment Benefit, the Medical Evacuation Expense Benefit and the Repatriation Benefit.

The amount otherwise payable under the Medical Treatment Benefit, the Repatriation Benefit and the Medical Evacuation Expense Benefit in the absence of the following provisions, will be reduced by the total amount of Medical Treatment Benefits, Repatriation Benefits and Medical Evacuation Expense Benefits provided by any Other Plan.

The amount of benefits provided by Other Plans:

a) Will be determined without reference to any:

1. Coordination of benefits provision;

2. Non-duplication of benefits provisions;

3. Other similar provisions;

b) Will include any amount to which the Covered Person is entitled, regardless of whether claim is made for the benefits;

c) Will include the reasonable value of any Medical Treatment services provided as Plan Benefits.

Other Plan means:

a) Group, blanket or franchise insurance;

b) Group Hospital, medical services, or pre-payment plan;

c) Labor-management trustee, union welfare, employer organization, or employee benefit organization plan;

d) Governmental programs, or coverage provided by any statue;

e) Automobile insurance medical payments benefit or automobile reparations insurance (no fault);

f) Worker’s Compensation or similar law.

RIGHT OF SUBROGATION

The Company shall be fully and completely subrogated to the rights of the Covered Person against parties who may be liable to provide indemnity or make a contribution in respect to any matter, which is the subject of a claim under The Plan, unless prohibited by state law.

PREFERRED PROVIDER ORGANIZATION

If hospitalization is medically necessary, the Company has arranged with Multiplan to provide access to Preferred Provider Organizations (PPOs), comprised of accredited hospitals and other physical and medical centers.  The percentage of Eligible Expenses for which you are responsible under the Schedule of Benefits is reduced when you utilize a PPO hospital, which can save you money.  However, you are free to use any hospital you wish, either inside or outside the PPO.  A list of the current PPOs may be obtained with the OAS Staff Association secretary (202) 458-6230 or from the Internet at www.multiplan.com
SCHEDULE OF BENEFITS

Covered persons cannot change plans (Plan A or Plan B) during the same or subsequent Plan year(s), regardless of whether or not there has been Continuous Coverage or a change in employer.

MEDICAL TREATMENT BENEFIT:

Per Covered Injury or Covered Sickness the following is the portion of the Eligible Expense Incurred in excess of the Deductible Amount and the Coinsurance Percentage Payable, subject to the Excess Coverage Provision:

PLAN A

Eligible Expense Incurred

Plan Benefit Payable


Covered Person Pays

The Deductible Amount-

$ 200 per year


None



The Deductible of $ 200 per year

Over $ 200 to $ 50,000


80% of Eligible* Expense Incurred

20% of Eligible* Expense Incurred and any other








Expense not covered by The Plan

Over $ 50,000


None



All expenses

Repatriation Expense Benefit

Maximum Benefit $ 5,000

Any expense not covered by The Plan

Medical Evacuation Benefit

Maximum Benefit $ 10,000

Any expense not covered by The Plan

Accidental Death & Dismemberment Benefit up to $ 10,000 Principal Sum per Plan Schedule
*The co-insurance factor for medical services is 80%-20% at a PPO hospital, or 60%-40% for services received at a non-PPO hospital.  In the event that an Insured Person reaches age 65 prior to or during the policy period, then the co-insurance factor thereafter will be 50%-50% for all medical services received from any medical provider, whether at a hospital or not.

PLAN B

Eligible Expense Incurred

Plan Benefit Payable


Covered Person Pays

The Deductible Amount-

$ 500 cumulative per year

None



The Deductible of $ 500 per policy year

Over $ 500 to $ 25,000


80% of Eligible* Expense Incurred

20% of Eligible* Expense Incurred and any other








Expense not covered by The Plan

Over $ 25,000 to $ 200,000

100% of Eligible Expense

None except any Expense that is not covered by The









Plan

Repatriation Expense Benefit

Maximum Benefit $ 5,000

Any expense not covered by The Plan

Medical Evacuation Benefit

Maximum Benefit $ 10,000

Any expense not covered by The Plan

Accidental Death & Dismemberment Benefit up to $ 10,000 Principal Sum per Plan Schedule

*The co-insurance factor for medical services is 80%-20% at a PPO hospital, or 60%-40% for services received at a non-PPO hospital.  In the event that an Insured Person reaches age 65 prior to or during the policy period, then the co-insurance factor thereafter will be 50%-50% for all medical services received from any medical provider, whether at a hospital or not.

MEDICAL TREATMENT BENEFIT

(Covered Injury and Covered Sickness)

We will cover up to the amounts shown in the Schedule of Benefits the Eligible Expenses Incurred subject to the Deductible Amount, the coinsurance percentage payable and Excess Coverage Provision as shown in the Schedule for Eligible Expenses Incurred due to Covered Injury or Covered Sickness.

Eligible Expenses means Medically Necessary expenses for:

a) Medical, or surgical treatment, medical services and medical supplies;

b) Hospital Services* and supplies, nursing and ambulance services, prescription medicines, X-rays, laboratory fees and visits to the Physician’s office; or

c) Artificial limbs or prosthetic appliances (including the replacement of those which are functionally necessary) and the rental purchase (at our option) of durable medical equipment required for therapeutic use including repairs and necessary maintenance or purchased equipment not otherwise provided for under a manufacturer’s warranty or purchase agreement.

Medical Treatment benefits afforded are payable up to the first to occur of:

a) The Maximum benefit payable,**

b) 52 weeks from the onset of or the date of Covered Injury or Covered Sickness

*Hospital Services shall include, but not exceed, the prevailing semi-private room rate unless medically necessary.

**With respect to the Medical Treatment Benefit, this is the Maximum Amount of Eligible Expenses Incurred under this Benefit subject to the Deductible, the Coinsurance Percentage Payable and the Excess Coverage Provision as shown in the Schedule of Benefits.  With respect to the Repatriation Benefit and the Medical Evacuation Expense Benefit this is the maximum amount under the benefit as shown in the Schedule of Benefits.

REPATRIATION BENEFIT

Maximum Benefit: $ 5,000

If a Covered Person’s Covered Injury or Covered Sickness results in loss of life The Plan will pay the lesser of:

a) The Expense Incurred for:

1. Preparation of the deceased’s body for burial or cremation; and

2. Transportation of the deceased body to his or her Home Country;

b) The Maximum Benefit Amount payable; and provided that the Covered Person’s death occurred outside the territorial limits of his or her Home Country.

Any Expenses Incurred under this coverage must be approved by the Claims Administrator before the body is prepared for transportation.

MEDICAL EVACUATION EXPENSE BENEFIT

Maximum Benefit:  $ 10,000

If the Insured Person suffers a life threatening accident or sickness, The Plan will pay the Medically Necessary expenses up to the Maximum Benefit shown above for medical evacuation to the Covered Person’s Home Country.  A medical evacuation will be considered only after being hospitalized for at least five days.  Any expenses for Medical Evacuation require prior approval of the attending Physician and the Claims Administrator.

ACCIDENTAL DEATH AND DISMEMBERMENT BENEFIT

Principal Sum $ 10,000

If an Insured Person’s Covered Injury results in any of the following losses within 365 days after the date of a covered accident, we will pay the sum shown opposite the loss.

We will not pay more than the Principal Sum for all of an Insured Person’s losses due to the same accident.

For Loss of:

Life



$ 10,000

Both hands or both feet

$ 10,000

Entire sight of both eyes

$ 10,000

One hand and entire sight of one eye
$ 10,000

One foot and entire sight of one eye
$ 10,000

One hand and one foot


$ 10,000

One hand or one foot


$  5,000

Entire sight of one eye


$  5,000

Thumb and index finger of one hand
$  5,000

Loss means with regard to:

a) Hands and feet, actual severance through or above wrist or ankle joints

b) Eye, entire and irrecoverable loss of sight of one eye

LIMITATIONS AND EXCLUSIONS

The Plan does not cover nor has premium been charged for:

1. Any claim arising from a medical condition which Manifested itself or was treated for and/or was known to the Insured Person prior to the effective date of coverage including (but not limited to) when the Insured Person:

a) Has been on a waiting list for treatment;

b) Has traveled for the purpose of obtaining treatment;

c) Has traveled against the advice of a Licensed Physician.

2. Any medical treatment received in you Home Country outside the U.S.A. or Canada (except for Insured Persons traveling outside the U.S.A. or Canada with their employers who are staff members of the Insured Institution).

3. Any claim arising from intentionally self-inflicted injury, suicide or attempted suicide, the influence of alcohol or intoxicants, or the use of drugs except as prescribed by a Licensed Physician.

4. Any claim in respect of the treatment of congenital conditions or the costs of cosmetic surgery except when necessitated by a Covered Injury to the Insured Person.

5. Any claim arising from routine physical examinations, or other examinations where there are no objective indications of impairment of normal health, or any expenses not recommended and approved as necessary and reasonable by the attending Licensed Physician.

6. Any claim arising from war, declared or undeclared, or any act of war or loss while in the military, naval or air service of any country.

7. Any claim arising from riding in any aircraft other than as a passenger in an aircraft licensed for the transportation of passengers.

8. Examination for or prescriptions for eyeglasses or hearing aids.

9. Incurred medical expenses resulting from a motor vehicle accident if such expenses are recoverable under valid and collective insurance, including any “No Fault” automobile insurance contract regardless of whether the Insured Person asserts his/her rights to obtain benefits from these sources.

10. Treatment of emotional or mental disorders, except for expenses incurred while Hospital Confined (eligible expenses will be limited to a maximum of 30 days hospital confinement, lifetime benefit).

11. Pregnancy, childbirth, abortion, miscarriage or complications arising from any of these.

12. Dental care or treatment, except (a) palliative care for the emergency alleviation of pain; or (b) as a result of a Covered Injury to the Insured Person.

13. Any Covered Expenses covered under any occupational benefit plan, other insurance or public assistance program.

14. Expense incurred for:  tubal ligation; vasectomy; breast reduction; sexual reassignment surgery; sub mucous resection and/or other surgical correction for deviated nasal septum, other than for required treatment of acute purulent sinusitis’ circumcision; and learning disabilities.

15. Expense incurred for experimental infertility procedures and fertility tests.

16. Expense incurred for treatment of temporomandibular Joint Dysfunction and associated Myofacial pain.

17. Expense incurred for smoking cessation, weight reduction, hair growth or removal.

CLAIMS

Notice of Claim:  The person who has the right to claim benefits (the claimant or beneficiary) must give us written notice of a claim within 90 days after a covered loss begins.  If notice cannot be given within that time, it must be given as soon as reasonably possible.

The notice should include your name and your identification number.  Send it to the Claims Administrator.

Claim Forms:  Upon receipt of the notice of a claim, the Claims Administrator will send the necessary forms to the claimant for submitting proof of loss.  The claim forms will be sent within 15 days after receipt of the notice of claim.

If the forms are not received, the claimant will satisfy the proof of loss requirement if a written notice of the occurrence, character and nature of the loss is sent to the Claims Administrator.

Proof of Loss:  Proof of loss must be sent to the Claims Administrator in writing within 90 days after:

a) The end of a period of liability for periodic payment claims; or

b) The date of the loss for all other claims.
If the claimant is not able to send it within that time, it may be sent as soon as reasonably possible without affecting the claim.  The additional time allowed cannot exceed one year unless the claimant is legally incapacitated.

Time of Claim Payment:  We will pay any benefit due immediately after we receive the proof of loss.  Proof of loss must include all fully documented and detailed medical records.

Payment of Claims:  Under the Accidental Death and Dismemberment Benefit, we will pay any benefit due for loss of your life according to the beneficiary designation in effect at the time of your death.

If there is no survivor, payment will be made to your estate.

All other benefits due and not assigned will be paid to you, if living.  Otherwise, the benefits will be paid according to the following paragraphs.

If a benefit due is payable to:

a) The Covered Person’s estate; or

b) The Covered Person or any person who is either a minor or not competent to give a valid release for the payment’ we may pay up to $ 1,000 of the amount to some other person.  The other person will be someone related to the minor or incompetent person by blood or marriage who we believe is entitled to the payment.

We will be relieved of further responsibility to the extent of any payment made in good faith.

We may pay benefits directly to any Hospital or person rendering covered services, unless the Covered Person requests otherwise in writing.  The Covered Person must make the request no later than the time he or she files a proof of loss.

Physical Examinations and Autopsy:  While a claim is pending we have the right at our expense;

a) To have the person who has a loss examined by a Physician when and as often as we feel is necessary, and

b) To make an autopsy in case of death where it is not forbidden by law.

Legal Actions:  Legal action cannot be taken against us:

a) Before 60 days following the date proof of loss is sent to us;

b) After 3 years following the date proof of loss is due.

Assignment:  This insurance may not be assigned.  Benefits payments may be assigned as allowed in the Payment of Claims.

Naming a Beneficiary:  You may name a beneficiary or change a revocable named beneficiary under the Accidental Death and Dismemberment Benefit by giving written notice to the Claims Administrator.  The request takes effect on the date it is executed regardless of whether you are living when the Claims Administrator received it.  We will be relieved of further responsibility to the extent of any payment we made in good faith before the Plan Administrator received the request.

HOW TO FILE A CLAIM FORM

1. Always carry your Insurance Identification Card with you.  This provides you with your Plan number and your identification number, which is needed for your claim form.

2. If you go to the doctor’s office or to the hospital, show your Identification Card.  If the doctor or hospital needs to verify your coverage, have them call Velis Insurance International Ltd., 4938 Hampden Lane, Suite 284, Bethesda, MD 20814; 1-800-949-6198, or 1-301-652-3561.

a) Answer all the questions on the front of the claim form and be sure to sign the Medical Authorization (bottom of front page).

b) If you already paid the doctor or hospital, include a paid receipt or a copy of your canceled check.

c) Attach itemized bill to completed claim form.  An itemized bill must include:

1. Patient’s name

2. Your name

3. Your local address

4. Diagnosis

5. Date of service(s)

6. Description of treatment (i.e., chest x-ray, office visit, blood test, etc.)

7. Doctor’s/hospital’s name, address and telephone number

3. If you have other bills, such as medicines, x-rays or laboratory charges, be sure to attach these itemized bills to the claim form.  KEEP COPIES OF ALL CLAIM FORMS, BILLS AND CORRESPONDENCE FOR YOUR OWN RECORDS UNTIL YOUR CLAIM HAS BEEN PAID.  Send your claim form and all of the itemized bills to EPIC Administrators, Inc.  Attach all of your bills for each sickness/injury to the same claim form.

a) EPIC Administrators Inc., must have a properly completed form for each accident or each sickness

b) Please do not send bills without a completed claim form.  The insurance company will not pay the bills until it has all the information required on the claim form;

4. It will take from two to four weeks to process your claim after it has been received.  Claim processing will be delayed if information/claim form is not complete.  

Plan administered by:

VELIS INSURANCE INTERNATIONAL, LTD.

4938 Hampden Lane, Suite 284

Bethesda, MD 20814

Claims administered by:

EPIC ADMINISTRATORS, INC.

P.O. Box 260230

Highlands Ranch, Colorado 80163-0230

Toll free:  1-877-773-3742

(8 a.m. to 5 p.m. Mountain Standard Time)

