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According to the Paperwork Reduction Act of 1995 (Pub.  L.  104-13) (PRA), no persons are required to respond to a collection of 
information unless such collection displays a valid Office of Management and Budget (OMB) control number.  The Department notes 
that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, and displays 
a currently valid OMB control number, and the public is not required to respond to a collection of information unless it displays a 
currently valid OMB control number. See 44 U.S.C. 3507.  Also, notwithstanding any other provisions of law, no person shall be subject 
to penalty for failing to comply with a collection of information if the collection of information does not display a currently valid OMB 
control number.  See 44 U.S.C. 3512.  

The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent.  
Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of 
information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security Administration, 
Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718, Washington, DC 20210 or 
email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137. 

OMB Control Number 1210-0137 (expires 1/31/2023)

Paperwork Reduction Act Statement 

RESOURCES



| 39 |

The Newborns’ and Mothers’ Health Protection Act (the Newborns’ Act) provides protections for mothers and their newborn children 
relating to the length of their hospital stays following childbirth.

Under the Newborns’ Act, group health plans may not restrict benefits for mothers or newborns for a hospital stay in connection with 
childbirth to less than 48 hours following a vaginal delivery or 96 hours following a delivery by cesarean section. The 48-hour (or 96-
hour) period starts at the time of delivery, unless a woman delivers outside of the hospital. In that case, the period begins at the time of 
the hospital admission.

The attending provider may decide, after consulting with the mother, to discharge the mother and/or her newborn child earlier. The 
attending provider cannot receive incentives or disincentives to discharge the mother or her child earlier than 48 hours (or 96 hours).

Even if a plan offers benefits for hospital stays in connection with childbirth, the Newborns’ Act only applies to certain coverage. 
Specifically, it depends on whether coverage is “insured” by an insurance company or HMO or “self-insured” by an employment-
based plan. (Check the Summary Plan Description, the document that outlines benefits and rights under the plan, or contact the plan 
administrator to find out if coverage in connection with childbirth is “insured” or “self-insured.”)

The Newborns’ Act provisions always apply to coverage that is self-insured. If the plan provides benefits for hospital stays in connection 
with childbirth and is insured, whether the plan is subject to the Newborns’ Act depends on state law. Many states have enacted their 
own version of the Newborns’ Act for insured coverage. If your state has a law regulating coverage for newborns and mothers that meets 
specific criteria and coverage is provided by an insurance company or HMO, state law will apply.

All group health plans that provide maternity or newborn infant coverage must include in their Summary Plan Descriptions a statement 
describing the Federal or state law requirements applicable to the plan (or any health insurance coverage offered under the plan) 
relating to hospital length of stay in connection with childbirth for the mother or newborn child.

For more information, see the Frequently Asked Questions (FAQs) About the Newborns’ and Mothers’ Health Protection Act.

U.S. Department of Labor Employee Benefits Security 
Administration Newborns’ and Mothers’ Health Protection Act
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The Women’s Health and Cancer Rights Act of 1998 (WHCRA) provides protections for individuals who elect breast reconstruction after a 
mastectomy. Under WHCRA, group health plans offering mastectomy coverage must provide coverage for certain services relating to the 
mastectomy, in a manner determined in consultation with the attending physician and the patient.

The required coverage includes:

•	 All stages of reconstruction of the breast on which the mastectomy was performed;

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

•	 Prostheses; and

•	 Treatment of physical complications of the mastectomy, including lymphedema.

Under WHCRA, mastectomy benefits may be subject to annual deductibles and coinsurance consistent with those established for other 
benefits under the plan or coverage.

Group health plans, health insurance companies and HMOs covered by the law must provide written notification to individuals of the 
coverage required by WHCRA upon enrollment and annually thereafter.

Additional consumer information on WHCRA is available in the publication Your Rights After A Mastectomy.

Information for group health plans and employers on WHCRA and other health benefit law requirements is available in the publication 
Compliance Assistance Guide – Health Benefits Coverage Under Federal Law.

This fact sheet has been developed by the U.S. Department of Labor, Employee Benefits Security Administration, Washington, DC 
20210. It will be made available in alternate formats upon request: Voice telephone: 202-693-8664; TTY: 202-501-3911. In addition, the 
information in this fact sheet constitutes a small entity compliance guide for purposes of the Small Business Regulatory Enforcement 
Fairness Act of 1996.

U.S. Department of Labor Employee Benefits Security 
Administration Women’s Health and Cancer Rights Act
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Important Notices
Certificate of Creditable Coverage
You should be provided with a certificate of creditable coverage, 
free of charge, from your group health plan or health insurance 
issuer when you lose coverage under the plan, when you become 
entitled to COBRA, when COBRA coverage ceases, if you request 
it before you lose coverage, or if you request it up to 24 months 
after losing coverage. Without evidence of creditable coverage 
from the plan, you may be subject to pre-existing condition 
exclusion for 12 months (18 months for late enrollees) after your 
enrollment date in other coverage if you are age 19 or older.

Health Insurance Portability and Accountability 
Act (HIPAA)
This group health plan complies with the privacy requirement for 
Protected Health Information (PHI) under HIPAA. A copy of the 
Privacy Practices is available for medical, dental, and vision plans 
from Human Resources.

Newborns’ and Mothers’ Health Protection Act
Group health plans and health insurance issuers generally may 
not, under federal law restrict benefits for any hospital length 
of stay in connection with childbirth for the mother or newborn 
child to less than 48 hours following a vaginal delivery, or less 
than 96 hours following a cesarean section. However, federal law 
generally does not prohibit the mother’s or newborn’s attending 
provider, after consulting with the mother, from discharging the 
mother of her newborn earlier than 48 hours (or 96 hours as 
applicable). In any case, plans and issuers may not, under federal 
law, require that a provider obtain authorization from the plan or 
issuer for prescribing a length of stay not in excess of 48 hours 
(or 96 hours if applicable).

Genetic Information Nondiscrimination Act 
(GINA)
The Genetic Information Nondiscrimination Act of 2008 protects 
employees against discrimination based on their genetic 
information. Unless otherwise permitted, your employer may 
not request or require any genetic information from you or your 
family members. GINA prohibits employers and other entities 
covered by GINA Title II from requesting or requiring genetic 
information of an individual or family member of the individual, 
except as specifically allowed by this law. To comply with this 
law, we are asking that you not provide any genetic information 
when responding to this request for medical information. 
“Genetic Information” as defined by GINA, includes an individual’s 
family medical history, the results of genetic tests, the fact 
that a member sought or received genetic services, and genetic 
information of a fetus carried by a member or an embryo lawfully 
held by a member receive assistive reproductive services.

Mental Health Parity and Addiction Equity Act 
(MHPAEA)
The Mental Health Parity and Addiction Act of 2008 general 
requires group health plans and health insurance issuers 
to ensure that financial requirements (such as co-pays and 
deductibles) and treatment limitations (such as annual visit 
limits) applicable to mental health or substance use disorder 
benefits are no more restrictive than the predominant 
requirements or limitations applied to substantially all medical/
surgical benefits. For more Information regarding the criteria for 
medical necessity determinations made under your employers 
plan with respect to mental health or substance use disorder 
benefits, please contact your plan administrator at 702-910-3958.

Women’s Health and Cancer Rights Act
If you have had or are going to have a mastectomy, you may 
be entitled to certain benefits under the Women’s Health and 
Cancer Rights Act of 1998 (WHCRA). The Women’s Health and 
Cancer Rights Act requires group health plans and their insurance 
companies and HMOs to provide certain benefits for mastectomy 
patients who elect breast reconstruction. For individuals receiving 
mastectomy-related benefits, coverage will be provided in a 
manner determined in consultation with the attending physician 
and the patient, for:

• All stages of reconstruction of the breast on which the
mastectomy was performed;

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

• Prostheses; and · Treatment of physical complications of the
mastectomy, including lymphedema.

Breast reconstruction benefits are subject to deductibles and co-
insurance limitations that are consistent with those establishes 
for other benefits under the plan. If you would like more 
information on WHCRA benefits, contact HR at 702-910-3958.

Michelle’s Law
When a dependent child loses student status for purposes of the 
group health plan coverage as a result of a medically necessary 
leave of absence from a postsecondary educational institution, 
the group health plan will continue to provide coverage during 
the leave of absence for up to one year, or until coverage would 
otherwise terminate under the group health plan, whichever is 
earlier. For additional information, contact your plan administrator 
at 702-910-3958.

© 2023 Brown & Brown, Inc. All rights reserved.
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An Important Notice from All Western Mortgage 
About Your Prescription Drug Coverage and 
Medicare
Please read this notice carefully and keep it where you can find 
it. This notice has information about your current prescription 
drug coverage with Everi and about your options under 
Medicare’s prescription drug coverage. This information can help 
you decide whether or not you want to join a Medicare drug plan. 
If you are considering joining, you should compare your current 
coverage, including which drugs are covered at what cost, with 
the coverage and costs of the plans offering Medicare 
prescription drug coverage in your area. Information about where 
you can get help to make decisions about your prescription drug 
coverage is at the end of this notice. 
There are two important things you need to know about your 
current coverage and Medicare’s prescription drug coverage: 

• Medicare prescription drug coverage became available in 
2006 to everyone with Medicare. You can get this coverage if 
you join a Medicare Prescription Drug Plan or join a Medicare 
Advantage Plan (like an HMO or PPO) that offers prescription 
drug coverage. All Medicare drug plans provide at least a  
standard level of coverage set by Medicare. Some plans may 
also offer more coverage for a higher monthly premium.

• Everi has determined that the prescription drug coverage 
offered by the Everi Welfare Benefit Plan is, on average for 
all plan participants, expected to pay out as much as 
standard Medicare prescription
drug coverage pays and is therefore considered Creditable 
Coverage. Because your existing coverage is Creditable 
Coverage, you can keep this coverage and not pay a higher 
premium (a penalty) if you later decide to join a Medicare 
drug plan.

When Can You Join a Medicare Drug Plan?
You can join a Medicare drug plan when you first become eligible 
for Medicare and each year from October 15th to December 7th. 
However, if you lose your current creditable prescription drug 
coverage, through no fault of your own, you will also be eligible 
for a two (2) month Special Enrollment Period (SEP) to join a 
Medicare drug plan.

What Happens to Your Current Coverage If You 
Decide to Join a Medicare Drug Plan?
If you decide to join a Medicare drug plan, your current Everi 
coverage will not be affected. Plan participants can keep their 
prescription drug coverage under the group health plan if they 
select Medicare Part D prescription drug coverage. If they select 
Medicare Part D prescription drug coverage, the group health 
plan prescription drug coverage will coordinate with the 
Medicare Part D prescription drug coverage. If you do decide to 
join a Medicare drug plan and drop your current Everi coverage, 
be aware that you and your dependents will be able to get this 
coverage back.

When Will You Pay a Higher Premium (Penalty) 
to Join a Medicare Drug Plan?
You should also know that if you drop or lose your current 
coverage with Everi and don’t join a Medicare drug plan within 63 
continuous days after your current coverage ends, you may pay a 
higher premium (a penalty) to join a Medicare drug plan later. If 
you go 63 continuous days or longer without creditable 
prescription drug coverage, your monthly premium may go up by 
at least 1% of the Medicare base beneficiary premium per month 
for every month that you did not have that coverage. For 
example, if you go nineteen months without creditable coverage, 
your premium may consistently be at least 19% higher than the 
Medicare base beneficiary premium. You may have to pay this 
higher premium (a penalty) as long as you have Medicare 
prescription drug coverage. In addition, you may have to wait until 
the following October to join.

Remember: Keep this Creditable Coverage notice. If you decide 
to join one of the Medicare drug plans, you may be required to 
provide a copy of this notice when you join to show whether 
or not you have maintained creditable coverage and, therefore, 
whether or not you are required to pay a higher premium (a 
penalty).

Name of Entity/Sender: Med-Smart Inc. 
Contact--Office: Human Resources 
Address: 3185 St Rose Pkwy STE 330, Henderson, NV 89052 
Phone Number: (702) 735-5075

Medicare Part D Creditable Coverage Notice

For More Information About Your Options 
Under Medicare Prescription Drug Coverage…
More detailed information about Medicare plans that offer 
prescription drug coverage is in the “Medicare & You” handbook. 
You’ll get a copy of the handbook in the mail every year from 
Medicare. You may also be contacted directly by Medicare drug 
plans.

For more information about Medicare prescription drug 
coverage:

• Visit www.medicare.gov

• Call your State Health Insurance Assistance Program (see
the inside back cover of your copy of the “Medicare & You”
handbook for their telephone number) for personalized
help

• Call 1-800-MEDICARE (1-800-633-4227). TTY users should
call 1-877-486-2048.

If you have limited income and resources, extra help paying 
for Medicare prescription drug coverage is available. For 
information about this extra help, visit Social Security on the 
web at www.socialsecurity.gov, or call them at 1-800-772-1213 
(TTY 1-800-325-0778).
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DBS Disclosures

© 2024 Teladoc, Inc. All rights reserved. Teladoc and the Teladoc logo are registered trademarks of Teladoc, Inc. and may not be used 
without written permission. Teladoc does not replace the primary care physician. Teladoc does not guarantee that a prescription will 
be written. Teladoc operates subject to state regulation and may not be available in certain states. Teladoc does not prescribe DEA 
controlled substances, non-therapeutic drugs and certain other drugs which may be harmful because of their potential for abuse. 
Teladoc physicians reserve the right to deny care for potential misuse of services. For dermatology consultations, members must 
complete a Dermatology Intake Form and upload a minimum of three images through the secure message center before each 
initial consultation.

The discount program provides access to the Aetna Dental Access® network. This network is administered by Aetna Life Insurance 
Company (ALIC). Neither ALIC nor any of its affiliates is an affiliate, agent, representative or employee of the discount program. Dental 
providers are independent contractors and not employees or agents of ALIC or its affiliates. ALIC does not provide dental care or 
treatment and is not responsible for outcomes.

Lab benefit not available in NJ, NY, and RI. 

*Actual costs & savings vary by provider, service and geographical area. 
 
Diagnostic Imaging Disclaimer: Certain services may not be available in all geographical locations.

Distinct Benefit Solutions Discount Plan Disclosures
This program is NOT insurance coverage and does not meet the minimum creditable coverage requirements under the Affordable Care 
Act or Massachusetts M.G.L. c. 111M and 956 CMR 5.00. It provides discounts only at the offices of contracted health care providers, and 
each member is obligated to pay the discounted medical charges in full at the point of service. The range of discounts for medical or 
ancillary services provided under the program will vary depending on the type of provider and medical or ancillary service received. 

Discount Plan Organization: New Benefits, Ltd.,  
Attn: Compliance Department, PO Box 803475, 
Dallas, TX 75380-3475 
 
800-800-7616  
 
Website to obtain participating providers: MyBenefitsWork.com.  
 
Not available to residents in VT.
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For more information, log into: www.MyBenefitsWork.com

or scan the QR code below.



Let’s Go!
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