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INTRODUCTION
In addition to the multiple roles bookkeepers and business managers have within their
own unit, they are also responsible for:
▪ The administration of payrolls, including providing MCC with accurate employee,
employee eligibility and employee wage data
▪ Clear benefit communications to new and newly eligible employees
▪ Prompt invoice review and payments
▪ Plan compliance
To assist with this, Michigan Catholic Conference (MCC) is pleased to share this MCC
Procedures Guide with its Bookkeepers and Business Managers. This guide provides
additional information in the areas of Bookkeeper Self -Serve (BSS), Unit Changes, Job
Aids, New Hire/Newly Eligible Enrollment, and clarifying benefit information. It is
intended to work in conjunction with the tools provided on MCC’s website, including the
Bookkeepers’ Toolkit. It does not replace MCC’s staff, who continue to provide
exceptional personal assistance when needed.
The complete Procedures Guide will be housed on MCC’s website, and MCC will email
update-notifications as updates become available. Bookkeepers and Business Managers
may print or download the Guide for convenient reference. To avoid misinformation,
however, please replace any outdated documents with their newly updated
replacements as soon as possible.
Although not subject to ERISA or COBRA, MCC’s benefit plans are subject to the
requirements stated in each Plan Document as well as Federal and State laws and
regulations. Participating employers are required to abide by them. Plan Documents,
and additional information, are available under each specific program listed on MCC’s
Benefit Program(s) web-page.
Please note:
▪ Not all units use Paycor as their payroll provider. Please check with Beene Garter,
Who’s Where, or MCC for the steps needed to provide your unit’s eligibility and
payroll data to Michigan Catholic Conference.
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▪ Family Medical Leave Act (FMLA) is not administered by MCC. Please contact
your diocese or Human Resources (HR) professional for information on FMLA.
▪ Affordable Care Act (ACA) is not administered by MCC. Please contact your
diocesan officer, or your non-diocesan unit’s administration policies for
information on the ACA.
Michigan Catholic Conference is deeply committed to supporting the needs of its
members. In an ongoing effort to do so, MCC will continue to partner with bookkeepers
and business managers to improve dialogue and open communication between the
(arch)dioceses, the individual units, and the MCC; to provide quality Service Programs
for employees and retirees; and to continue to provide additional tools and services to
meet their evolving needs. With deep appreciation and gratitude, we look forward to
doing so.

MCC’S PROCEDURES GUIDE USAGE POLICY
Access to and use of the Michigan Catholic Conference (MCC) Administrative Procedure
Manual is a privilege provided solely for the information of parishes, schools and
diocesan offices participating in any of the Service Programs offered by the MCC.
Printing, copying and distribution information as it originally appears in the MCC
Procedures Guide for use outside the scope of the Programs is strictly prohibited.
Any individual or entity using this Administrative Procedures Manual may be referred to
as a “User.” Users, by their access to or use of the Administrative Procedures Manual or
information contained herein, agree to be bound by the terms and conditions of the
Administrative Procedures Manual Usage Policy.
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MCC STAFF DIRECTORY
Telephone: 1-800-395-5565 or 517-372-9310
Michigan Catholic Conference
510 South Capitol Avenue
Lansing MI 48933
Hours:
FAX:

8:30 am – 5:00 pm
517-372-2911
517-334-5526

Monday – Friday
Employee Benefits Department
Risk Management and Claims Services
Services Administration
Financial
Contact Person:

Extension:

EMPLOYEE BENEFITS

Mary Beth Morgan, Manager
Isabel Hershey, Assistant Mgr.

3561
3553

RISK MGT & CLAIMS SERVICES

Vince Andrews, Manager

3544

FINANCIAL

Tim Schab, VP Finance/CFO
Brian Buckingham, Controller

3560
3564

Please direct your inquiries to the following contact department or persons:
Accounts Receivable Coordinator

Stephanie Semrau

3566

Bookkeeper Self-Serve Log in Assistance

Marlo Heniser
Ryan Bunce

3525
3520

Boiler & Machinery

Vince Andrews, Mgr.
John Greenburg

3544
3557

Clergy Auto Insurance

Karen Halas

3543

Enrollment/Changes

Employee Benefits

800-395-5565

Flexible Benefits Plan

Employee Benefits

800-395-5565

Health Care Plans

Employee Benefits

800-395-5565

Lay Employee Retirement Plan (LERP)

Brenda Kimmel
Donna Elowsky

3550
3552
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Life Insurance Plan

Employee Benefits

800-395-5565

Long Term Disability Plan

Employee Benefits

800-395-5565

Loss Prevention Services

Russ Owen
Rosemary Gleason

3540
3558

Priest Retirement

Brenda Kimmel
Donna Elowsky

3550
3552

Property Appraisals/Questions

Russ Owen
Rosemary Gleason
Vince Andrews, Mgr.
John Greenburg

3540
3558
3544
3557

Short Term Disability Plan

Ruth Garrett
Tina Johnston

3556
3592

Special Events

Karen Halas

3543

Student Accident Insurance

Vince Andrews, Mgr.
John Greenburg

3544
3557

Unemployment Compensation

Judi Mpamira

3555

Worker’s Compensation

Vince Andrews, Mgr.

3544

403(B) Retirement Savings Plan

Employee Benefits
Prudential

Protected Loss Fund Program (PLFP)

800-395-5565
877-778-2100

MCC’S PROCEDURES GUIDE USAGE POLICY
Access to and use of the Michigan Catholic Conference (MCC) Administrative Procedure Manual is
a privilege provided solely for the information of parishes, schools and diocesan offices
participating in any of the Service Programs offered by the MCC. Printing, copying and
distribution information as it originally appears in the MCC Procedures Guide for use outside the
scope of the Programs is strictly prohibited.
Any individual or entity using this Administrative Procedures Manual may be referred to as a
“User.” Users, by their access to or use of the Administrative Procedures Manual or information
contained herein, agree to be bound by the terms and conditions of the Administrative
Procedures Manual Usage Policy.
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BENEFIT PLAN BUSINESS PARTNER CONTACTS
Blue Cross Blue Shield of Michigan – Medical for Lay and Clergy
Group Number:
000071755
Customer Service:
877.354.2583
Express Scripts – Prescription Coverage for Lay and Clergy
Group Number:
MCCRX4U
Rx BIN:
610014
Customer Service:
877.798.8454
Delta Dental of Michigan – Dental for Lay and Clergy
Group Number:
9253
Customer Service:
800.524.0149
Meritain – Flexible Spending Accounts
Group Number:
Customer Service:

15410
800.748.0003

Paycor – Payroll Provider
Contact Name:
Phone:
Email:

James Lauson, Payroll Support Specialist
513.827.3598
jlauson@paycor.com

Prudential – 403b Retirement Account
Automated Telephone System:
Hours:

877-778-2100

Monday through Friday 8 a.m. to 9 p.m. EST
Note: When prompted to state what you want, you can wait until the operator goes through
the options then say, "It's something else" to speak with a live person.

UNUM – Life, Long Term Disability and Optional Life for Lay and Clergy
Customer Service:
800.421.0344
Life AD&D Identification No:
508034 002
Long Term Disability Policy No:
508034 001
Optional Life Identification No:
467610 011
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BOOKKEEPER SECURE EMAIL, SELF-SERVE AND INVOICES
MCC, bookkeepers and business managers are responsible for the safe electronic
transmission of sensitive data. MCC provides several tools to bookkeepers and
business managers which must be used to do so securely. MCC Secure Mail
addresses and Bookkeeper Self-Serve (BSS) access is granted only to authorized
bookkeepers or business managers. The following section reviews these secure
processes and provides a detailed look at Invoices.
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BOOKKEEPER SELF-SERVE AND SECURE EMAIL LOGIN REFERENCE
BOOKKEEPER SELF-SERVE (BSS)
Units have assigned bookkeepers and business managers who are granted secure access
to the Bookkeeper Self-Serve area of MCC’s benefits system.
• HOW TO OBTAIN BSS ACCESS:
For security purposes, written requests for BSS access must be signed by the unit’s
decision-maker and sent to the appropriate diocesan or non-diocesan representative
for approval.
Archdiocese of Detroit:

Michael Felcyn
Email: Felcyn.Michael@aod.org
Diocese of Grand Rapids: Kevin Simon
Email: kevinsimon@dioceseofgrandrapids.org
Diocese of Saginaw:
Debra Bierlein
Email: dbierlein@dioceseofsaginaw.org
Diocese of Marquette:
Carol Parker
Email: cparker@dioceseofmarquette.org
Diocese of Lansing:
George Landolt
Email: glandolt@dioceseoflansing.org
Diocese of Gaylord:
Kim Smith
Email: ksmith@dioceseofgaylord.org
Diocese of Kalamazoo:
Tammi Wachterhauser
Email: twachterhauser@diokzoo.org
Non-Diocesan units:
Timothy Schab
Email: tschab@micatholic.org

Once MCC receives verification of credentials, MCC will provide the bookkeeper with
a secure email address and secure access to BSS.
• USER ID for BSS:
The first initial of your first name, the first three letters of your last name, your unit #,
@mccsecuremail.org, with no spaces or periods.
Example: HCat0789@mccsecuremail.org
Forgot your BSS password? Click the “I forgot my password” link to reset
your password. You will be prompted to enter your personal User ID. Once
entered, your NEW password will be sent to your MCC SECURE EMAIL
account through Office 365.
September 5, 2018

MCC SECURE EMAIL
To ensure the safe transmittal of sensitive data, such as Social Security numbers, MCC
provides each bookkeeper and business manager with his or her own secure email. It is
to this secure email address that temporary passwords and user name reminders for
BSS are sent.
• WHEN TO USE MCC SECURE MAIL:
When sending or receiving any confidential or sensitive information, such as Social
Security numbers, personal health information (PHI), worksheets, passwords, etc.
• OFFICE 365 LOGIN:
If you do not use the Microsoft Outlook App, you will need to login through your
internet browser.
Enter: https://login.microsoftonline.com to open the Office 365 login page.
• YOUR USER ID FOR OFFICE 365 LOGIN:
The first initial of your first name, your entire last name, your unit #,
@mccsecuremail.org, with no spaces or periods.
Example: HCatticomb0789@mccsecuremail.org
Forgot your MCC Secure Mail password? Click on the “Can’t access your
account” link, then click on “Work or school account”. You will be prompted to
fill in a box with letters and or numbers. Once you’ve done so, click on “Next”.
Please take note of the alternate email address listed on this screen; it is where
your temporary password will be sent. Then, click the “Email” link and an
email will be sent containing your temporary passcode. Keep this screen open
while you open another internet browser tab to access the alternate email as
you will need to enter the temporary passcode in the new box provided. Once
you have retrieved the temporary code, enter it into the new box, as directed.
Once entered, you will be prompted to create a new password.
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MCC Secure Mail Notifications
Summary
The following instructions will allow you to receive a notification at your preferred email address when a new email
arrives in your MCC Secure Email inbox. There are several steps, but the process is relatively simple and should take
about three to four minutes for you to finish.

Steps:
1. Login to your MCC Secure Email Account at https://portal.office.com
2. Once logged in you should be presented with a screen similar to this:

3. In the list of available applications click ‘Flow’(orange arrow above).
4. You should then see a screen similar to this:

5. At the top, click on ‘My flows’ . Then click on “Create from blank’

6. Scroll down and choose “When a new email arrives”

7. Folder Path – Inbox. Click ‘+New step’. Click ‘Add an action’

8. Choose ‘Office 365 Outlook – Send an email’

9. Fill in the ‘To’ field with the email address where you would like to receive notification of a new email in the MCC
Secure Email box. (for example, your personal or regular work email address)
10. Fill in the Subject. You can make this whatever you wish or use the example above (New MCC Secure Email).
11. Fill in the Body. Again, whatever you like or use the example.
12. Click ‘Create flow’ in the upper right portion of the window.

13. When the flow is saved, you’ll see the screen below. Click Done

14. That’s It! Microsoft Flow should now deliver a notification email to your selected email address whenever a message
arrives in your MCC Secure Inbox. To test, send an email to your MCC Secure email account.
15. If you have any questions, contact MCC’s IT department at support@micatholic.org or 1-800-395-5565.

MCC Bookkeeper Self-Serve Log-On
& Accessing Invoice Instructions
Bookkeepers may access the MCC Bookkeeper Self-Serve log-in page in three ways.
1. Go to the MCC internet homepage (http://www.micatholic.org/), Select Secure Login for
Employees & Bookkeepers
2. Go directly to Bookkeeper Self-Serve log-in site:
https://mcc.hroffice.com/Admin/mccmss/Security, or
3. Upon receipt of monthly invoice email from MCC link to site using link embedded in email

Logging onto Bookkeeper Self-Serve (aka Admin Portal):
Username is first initial first name, first three (3)
letters of last name, unit number
@mccsecuremail.org
Example: MSmi0001@mccsecuremail.org
Password: You are assigned a temporary password
when you first receive access to Bookkeeper SelfServe. You must immediately reset your password.
Password must be re-set every 120 days.
Password Requirements:

• 6 – 24 alphanumeric characters
• At least one uppercase letter
• At least one number
Forget Your Password ? – click on link (see
separate instructions for more detail)

View Current and Post Invoices:
Select Billing tab by clicking on “Billing” at top of page

Current Invoice can be found by clicking date next to “Last Invoice”

See Bookkeepers’ Toolkit located at www.micatholic.org for the following informational videos:
• Bookkeepers’ 101 Video-General Overview
• Flow of Information
• Invoice Interpretation & Audit Appreciation
• And more.

INVOICES
Invoices are available on the 25th of each month and are accessible via Bookkeeper Self-Serve.
They include an Overall Invoice, a Health and Welfare (HW) Details Report, and a Wage Based
Details Report. Please make sure to review the detail reports each month as they contain the
benefit itemization for each employee.
The cut-off date for submitting changes is the 15th of each month. Changes received after the
15th of the month will be reflected on the next month’s invoice.

• BILLING INVOICE
The Billing Invoice is the unit’s overall invoice. It incorporates all premiums payable per
program or plan, including Risk, Health & Welfare, and Wage based benefits.
Example: This invoice was run on July 24, was available to the unit on July 25, and is due
August 10.
Invoice Date

Payment Due Date

Balance Due
= Previous
Balance +
Current
Payments +
Current
Adjustments
+ Current
Billing

Previous Balance
Due = Last month’s
invoiced total

Current Payments = Payments received
after last invoice

Current Adjustments =
Changes received and applied
after last invoice

Current Billing =
Premium totals for
current billing period
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• HEALTH AND WELFARE DETAILS REPORT
The HW Details Report is the itemization of all medical, dental, clergy supplemental health and
auto insurance premiums for the upcoming month. It lists each participant individually,
itemizes the benefits he or she is enrolled in, and provides a corresponding Employee Total.
Example: This August invoiced details report was run on July 24 but includes HW premiums for
the month of August.
Coverage
Levels

Employee
Name

Current
Billing +
Adjustment
= Total
Premiums

Invoice
Run
Date
Plan Details

Coverage Dates

HW totals for
that employee
only
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•

WAGE BASED DETAILS REPORT

The Wage Based Details Report is an itemization of the Unemployment charges and Lay
Employees’ Retirement Plan contributions, based on each employee’s REPORTED WAGES.
Because these charges are based on REPORTED WAGES, the benefit coverage period is for two
months prior.
Example: This August invoiced details report was run on July 24 but includes wage-based
benefit charges for the month of May.

Wages applied to
employee’s Annual
Unemployment

Employee
Name

Plan Details
Invoice Run
Date

Coverage
Dates

Employee’s
Reported Wages

Wage Based
totals for that
employee only

Current
Billing +
Adjustments
= Total
Premiums

March 2018
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UNIT OR BENEFIT CHANGES
Change happens. Whether it is the hiring of a new bookkeeper or business
manager, the addition of benefit package options, or the merging of one unit into
another, understanding what steps must be taken when change occurs promotes a
smooth transition from the old to the new. The following section provides specific
information on what to do when change is forthcoming.
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NEW BOOKKEEPERS/BUSINESS MANAGERS
Bookkeepers/Business Managers are responsible for submitting the following
information to MCC for accurate benefit determination and invoice billings.

Accurate employee employment data
All employee changes, including:
Status changes
Rate of pay
Salary changes
Scheduled Hours
Position
Monthly wages, when applicable
Prompt invoice review* and payment
*Problems must be communicated to MCC promptly.

When a new business manager or bookkeeper is assigned to a unit, he or she must obtain
authorization to access to Bookkeeper Self-Serve (BSS).

If the unit is a diocesan unit, then access approval must come
through the diocese.
Non-Diocesan units must request access directly with MCC.

Please see the BSS and MCCSecureMail Login Reference page for additional information.
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UNIT OR BENEFIT CHANGES
NEW UNITS:
New employers wishing to participate with MCC’s Benefit Programs must first submit the
following information for MCC Board approval.
Signed Participation Agreement(s), including Exhibits
Financial statements/report for most recent 12-month period
Current year’s budget
Benefit Plan Elections
Once approved, MCC will work with the unit to ensure smooth data transferal,
administrative access and employee enrollment.
MERGED UNITS:
Each Diocese is responsible for notifying MCC, in writing, that two or more of its units will
be merging along with the effective date of the merger.
If one unit is absorbing another unit and there is no change in its Federal Tax
Identification Number, the old (merging) unit must terminate its employees in its payroll
system under their old unit number and must hire them under their new unit number.
When an entirely new unit is formed, and a new Federal Tax ID is used, a new unit
number will be assigned and all the old (merging) units must terminate their employees
under their old unit numbers and rehire them under the newly assigned unit number.

CLOSED UNITS:
When a unit closes, all employees must be terminated in its payroll system. However,
please note, invoicing will continue until a zero balance is reached. If wage-based
benefits are part of the closing unit’s offerings, invoices will continue for at least two
months.

ADDING OR REMOVING BENEFIT OFFERINGS:
When a unit wants to add, or remove, benefits to its benefit package, MCC must receive
that request on a Change Request Form, signed by the unit’s decision maker. Change
requests received prior to May 15 will become effective at the start of the Fiscal Year,
July 1. Change requests received after May 15, but prior to September 1, will be included
in the Open Enrollment period with a Calendar Year effective date, January 1.
September 5, 2018

Participation Agreement Check-list for
Michigan Catholic Conference Benefits Plan(s)
Participating Employer (Unit) Name: _______________________________________________
Unit #: __________________
Federal Tax ID: _______________________
____ New
____ Revised

Enrollment Date: _______________________________________
Effective Date: _________________________________________

Contact information:
1.) Name: ______________________________

Title:________________________________

Phone: ______________________________
2.) Name: ______________________________

Title:________________________________

Phone: ______________________________
Number of Employees: ___________
Kennedy Directory:

YES

Email: ______________________________

Email: ______________________________

Payroll Provider: ______________________________
NO

Diocesan Entity:

YES

Please “x” each benefit plan and option your unit wishes to offer.
PLAN ELECTIONS
YES
NO
Medical (select all plans you wish to offer)

NO
OPTIONS

PPO1

PPO2

PPOHD

Dental
Vision
Life, AD&D (select one of options offered)

1X

1.5X

2X

Optional Life

Includes Employee and Dependent Life

Flexible Spending Accounts

Includes Dependent Care and
Health Care FSAs.

403(b)
Short-Term Disability
Long-Term Disability
Lay Employees’ Retirement Plan
MCC Unemployment Ins. Program

Participating Employer Signature: ___________________________________Date: __________
For MCC Use Only

Department
Employee Benefits
IT
Finance

Sent

Completed

Pending
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JOB AIDS AND FAQs
Michigan Catholic Conference understands that handy reference material and job
aids help bookkeepers and business managers keep details and processes straight.
The following section provides tools and job aids which help them do so, including
Frequently Asked Questions (FAQs), a Glossary of Common Terms, benefit
formulas and premium calculations, and various job aids.
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Frequently Asked Questions
Bookkeepers’ 101 General Overview
Benefits:
Q.
A.

Can employee’s change benefits effective July 1, when the fiscal year begins?
No, you may not change benefits mid-year. MCC is required to administer benefits consistently
as directed in our plan documents while complying with IRS laws and regulations.

Eligibility:
Q.
A.

Who is eligible to participate in MCC benefits?
All full-time employees who are scheduled to work 20 or more hours or more per week are
benefits eligible.
Employees who work less than 20 hours per week are considered part-time and are not benefits
eligible. Seasonal, temporary and contracted employees are not eligible.

Q.

Why are you billing me Lay Employees’ Retirement Plan (LERP) for a part-time
employee?
Your part-time employee may be working at another participating unit; you will only be billed
LERP for a part-time employee when he or she is working a combined total of 20 hours or more
per week for more than one unit. Each pension contribution is based only on the wages earned at
each respective unit.

A.

Q.
A.

Q.
A.

We have an employee who is working 20 hours per week for us and 10 hours per week for
another unit. Why are we the unit being billed for this employee’s medical and dental
coverage?
This employee works 20 hours for your unit and is considered full-time and benefits eligible
through your unit. Because of this, he or she enrolled in medical and dental coverage through
your unit. However, if applicable, both units would contribute to his or her LERP based on the
wages earned at each unit, respectively.
I have an employee for whom we’re providing a severance package. What do I need to do?
Terminate the employee in your payroll system first. Next, call MCC’s Benefits Department to
let us know, then email or fax us a copy of the severance agreement. The terminated
employee’s medical benefits will continue for up to 6 months once the supporting documentation
is received.

Enrollment:
Q.
A.

I have a new employee, what do I do?
Enter your new hire’s employee information into Paycor, or into your unit’s payroll system, and
the information will be electronically transferred to our system.

Q.
A.

I have a terminated employee. What do I do?
Enter your former employee’s termination information into Paycor, or into your unit’s payroll
system, and the information will be electronically transferred to our system.

Unemployment:
Q.
A.

Does an employee have to work over 20 hours per week to be eligible for unemployment
insurance?
No. Unemployment must be paid on all employees, regardless of the number of hours they work
or their job classifications.

Q.
A.

Coach Christopher is a seasonal employee. Do we have to pay unemployment for him?
Yes, you must pay unemployment for seasonal employees.

Q.

We have two temporary employees helping us in our office. Do we have to pay
unemployment for them?
Yes. Unemployment must be paid on all employees, regardless of the number of hours they
work.

A.
Q.
A.
Q.
A.

We have Contractor Joseph working for us. He is a contractor and will receive a 1099 at
the end of this year instead of a W-2 tax form. Do we have to pay unemployment for him?
No. As a contracted worker he is not considered your employee, so you do not have to pay
unemployment for him.
A former employee has filed an unemployment claim we want to dispute. How do I do
this?
MCC will email you when a former employee applies for unemployment benefits. Once you
have received notice, go to the Benefits page of MCC’s website and complete the MUIA Request
for Information form located here.
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Frequently Asked Questions
Life Events
Q.
A.

Can I make changes anytime during the year or only if a I have a Life Event?
Outside of Open Enrollment, certain life events allow you to change your benefits during
the calendar year. If you do not have a life event, you cannot change your benefits
elections. The following events are examples of when you may qualify for mid-year
change to benefits:
• Adoption, Birth, or Legal Guardianship
• Change of Employment Status
• Gain or Loss of Other Coverage
• Change of Marital Status (Marriage, divorce)
• Loss of Eligibility Status
• Significant Change in Cost
• Change in Work Schedule

Q.
A.

Why can I only make changes during open enrollment or if I have a qualified life event?
Most of MCC benefit plans are offered through the Flexible Benefit Plan which by law
only allows mid-year changes in benefits for qualified life events.

Q:
A:

Is there a time limit during which I can make mid-year benefit changes?
Yes, all changes MUST be reported to MCC Employee Benefits within 30 days of the
event.

Q:
A:

Do I have to provide evidence of the life event?
Yes, MCC requires proof that a qualified life event occurred.

Q:
A:

What documentation am I required to provided?
The documentation varies by the type of life event. Examples of required
documentation include:
Event
Loss of Other Coverage

Documentation
Confirmation of plan termination – including name of
former plan, type of plan, who is losing coverage and
effective date of loss.
Adding new dependent child
Birth certificate, adoption documentation.
Loss of Medicaid (or CHIPRA)*
DHS Notice with name and date coverage terminated.
*Please refer to Special Enrollment Rights for additional information.

Q:
A:

Can I change all my benefit elections because of a life event?
No. The benefit change must be consistent with the life event. For example, if you lose
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medical insurance from another source such as an employer, parent, or spouse, you may
enroll in the medical plan however, you would not be able to enroll in the dental plan.
Q:
A:

I am currently enrolled in a medical plan through COBRA. Can I drop that plan and
enroll in the MCC medical plan at any time?
No. You must wait until open enrollment or until the end of the COBRA continuation
period. Loss of coverage due to voluntarily stopping premium payments is not a
qualifying event.

Q:
A:

How do I make a mid-year change?
You must contact MCC Benefits Team at 800-325-5585 or email
Benefits@micatholic.org within 30 days of event to let us know what benefit
changes you wish to make.

Q:
A:

Is marriage a qualifying life event?
Yes. The MCC benefit plans cover Legally Domiciled Adults but not spouses. However,
marriage remains a qualifying life event allowing you to add an LDA if all eligibility
requirements are met. You may also add step-children at time of marriage, even if the
spouse is not yet eligible as an LDA.

Q:

Is changing normal schedule of hours per week an event that allows a benefit
change?
Maybe. If your required contribution to a benefit plan significantly changes due to a
change in hours worked, you may make changes to those affected benefits. For example,
if you were working 40 hours per week and you change to 20 hours per week, AND your
employer has a rate for the medical plan those working 20 hours per week, then you
would be allowed to cancel medical for yourself and/or covered dependents.

A:

Q:
A:

Can I enroll in optional life insurance if I get married?
Yes, but your enrollment will need to be approved by our insurance carrier Unum by
completing an Evidence of Insurability form.

Q:

I am transferring from one MCC participating employer to another. Will my
benefits carry forward to the new employer?
Yes, but only to the extent that the new employer offers the same benefit plans AND if
your start date with new employer is within 30 days of the termination date through
your previous employer. Changing employers within the Church in Michigan, may also
allow you to amend your benefit elections.

A:
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BOOKKEEPERS’ CHEAT SHEET
MCC’s Credit Policy:
Effective March 24, 2017, MCC permits a maximum credit for benefit programs of four
(4) months of premiums. This is also the industry standard and the maximum credit
permitted by MCC’s benefit vendors. All credits will be issued after MCC verifies that the
employee did not utilize any services during the period of credit. The MCC Finance
Department will handle all appeals to this policy.
Employee Classification:
Employee Class

Regular
Temporary
Seasonal
Contracted

Description

Benefits Eligible?
Full-Timer: YES
Regularly scheduled to work 5
Unemployment: YES
or more months per calendar
Part-Timer: NO
year.
Unemployment: YES
Regularly scheduled to work less Full or Part-Timer: NO
than 5 months per year.
Unemployment: YES
Works during specific seasons,
Full or Part-Timer: NO
such as summer or Christmas.
Unemployment: YES
NO Benefits
Self-Employed, 1099 tax payer.
NO Unemployment

Employment Status:
Status
Active
Deceased
Leave of Absence
Terminated Employee

Description
Actively working, full or part-time.
STD and part time retirees
Use when applicable so that Life and AD&D
benefits can be paid.
Use for employees on Military Leaves only, all
other Leaves should remain listed as Active.
Use this status for employees who are terminated
for any reason, including retirement.

Primary/Secondary Employer:
When an employee works full-time for more than one unit, the unit with the earlier hire
date will be automatically assigned as primary employer and the unit with the more
recent hire date will be secondary.

MCC’s Departments:
Department

Employee Benefits
Risk
Finance
Information Systems &
Services
Public Policy

Purpose
Unit support and employee HW and Wage based benefit related
administration
Property, auto, 3rd party liability, and worker’s compensation related
administration
All money-related reporting and transaction administration
Monitor systems that manage and support MCC’s administrative
functions.
Present the Michigan bishops’ positions on public policy matters to
representatives of the legislative, executive and judicial branches of state
government.
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FORMULAS AND CALCULATIONS FOR BENEFITS
Rates are subject to change on July 1 of each fiscal year.
HEALTH & WELFARE BENEFITS
The following formulas are based on the employee’s ANNUAL SALARY*
• SHORT TERM DISABILITY:
To calculate monthly STD premiums, divide the Annual Salary by 52 weeks, multiply it by
the weekly benefit amount of 66.666%, divide it by $10 then multiply it by the current rate
of $0.40.
A

Annual Salary ÷ 52 weeks × 0.6667 ÷ $10 × $0.40 = monthly premium
Example: $15,000 ÷ 52 × 0.6667 ÷ $10 × $0.40 = $7.69 per month
• LONG TERM DISABILITY:
To calculate monthly LTD premiums, divide the Annual Salary by $100, multiply it by the
current rate of $0.44, then divide it by 12 months.

Annual Salary ÷ $100 × $0.44 ÷ 12 = monthly premium
Example: $15,000 ÷ $100 × $0.44 ÷ 12 = $5.50 per month
• LIFE AND ACCIDENTAL DEATH AND DISMEMBERMENT:
To calculate the monthly Life AD&D premiums, find the Coverage Amount for the
employee by multiplying the Annual Salary by the elected Benefit Option of 1×, 1.5× or 2×
the Annual Salary, then rounding up to the next $1000. Next, divide the Coverage Amount
by $1000, and multiply it by the current rate of $0.22. Please refer to the policy regarding
age reductions that begin at age 70.

Annual Salary × Benefit Option (1, 1.5, or 2) = round up for Coverage Amount
Coverage Amount ÷ $1000 × $0.22 = monthly premium
Example: $15,000 × 1.5 = $22,500. Round up to $23,000
$23,000 ÷ $1000 × $0.22 = $5.06 per month

*Annual Salary must be updated any time there is a change to employee’s projected annual earnings
(for example when there is change in rate of pay and/or scheduled hours. The ANNUAL SALARY is
located in the Custom Fields of each employee’s Paycor record.
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• OPTIONAL LIFE INSURANCE:
The Optional Life plan is based on the employee’s age. Please see the current Optional Life
Rate Sheet located on our website for Coverage Rates and the monthly cost per elected
benefit. If an employee also has dependent life coverage, the monthly cost is $2.75,
regardless of the number of children.
Participation in the Optional Life program may require approval from UNUM therefore,
payroll deductions for this benefit should begin if included on employee’s Benefit
Confirmation statement or if approval required, when employee receives Unum’s letter of
approval.

• IMPUTED INCOME FOR LIFE INSURANCE OVER $50,000
IRC Section 79 requires that the imputed cost of life insurance coverage whose value is in
excess of $50,000 must be included as income, using the IRS Premium Table found in
Publication 15-B, and are subject to social security and Medicare taxes.
Imputed Income reports are available in Bookkeeper Self-Serve, should be run quarterly,
and the amounts must be entered in your payroll for end of the year reporting.

WAGE BASED BENEFITS
Lay Employees’ Retirement and Unemployment contributions are based on
REPORTED WAGES therefore the following formulas are based on employee’s
actual earnings as reported to MCC. These benefit plans are invoiced two (2)
months in arrears due to timing of wage reports to MCC.
• LAY EMPLOYEES’ RETIREMENT PLAN (LERP)
To calculate the monthly premium charge for the employer’s contribution to an
employee’s LERP, multiply the employee’s monthly REPORTED WAGES by the current
Employer Contribution rate of 8.6%.

REPORTED WAGES × 0.086 = LERP contribution for that month
Example: $1,250 x 0.086 = $107.50 for that month
• UNEMPLOYMENT INSURANCE (UI)
To calculate the monthly UI charge for each employee, multiply the employee’s monthly
REPORTED WAGES by the Diocesan appointed percentage rate. Monthly unemployment
charges will continue until the annual Diocesan Cap of Wages is met.
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MCC Benefit Plan Rates

July 1, 2018 – June 30, 2019 BCBSM Medical Plan Rates
Area 1

Area 2

Area 3

Area 4

All Areas

All Areas

PPO 1

PPO 1

PPO 1

PPO 1

PPO 2

PPO HD

$722

$658

$681

$629

$461

$383

Employee + 1

$1,588

$1,448

$1,497

$1,383

$1,013

$843

Family

$1,876

$1,711

$1,769

$1,635

$1,198

$997

Employee

PPO 1: $250/$500 Deductible

e
Kew

PPO 2: $1,500/$3,000 Deductible PPO HD: $5,000/$10,000 Deductible

Additional
Program
Rates

w
ena

Houghton

Ontonagon

Baraga

Gogebic

Marquette

Luce
Alger

Iron

Chippewa

Schoolcraft
Dickinson

Dental PPO (Delta)

Mackinac
Delta

Menominee

Emmet

Cheboygan

Charlevoix

BCBSM PPO 1
Area Rate Map

Otsego

Antrim

Kalkaska Crawford

Osceola

Lake

Employee

Iosco

Mecosta

Isabella

Kent

Ottawa

Allegan

Berrien

Midland

Clinton

Ionia

Barry

Van
Buren

Kalamazoo

Cass

St. Joseph

Gratiot

Eaton

Calhoun

Branch

Shiawassee

Genesee

Ingham Livingston

Jackson

Hillsdale

Family

$22

Sanilac

8.6% employer contribution

Saginaw

St. Clair

Oakland

Washtenaw

Lenawee

Lapeer

Wayne

om
b

Muskegon

$14

Lay Employees’
Retirement Plan

Bay
Tuscola

Montcalm

Employee + 1

Life Insurance (UNUM)
$0.22 per $1,000 of benefit

M
ac

Newaygo

$7.50

Arenac
Huron

Oceana

$131
Vision

Alcona

Oscoda

Gladwin

Clare

$94

Montmo- Alpena
rency

Roscom- Ogemaw
Manistee Wexford Missaukee mon

Mason

$50

Employee + 1
Family

Presque
Isle

Leelanau
Grand
Benzie Traverse

Employee

Long Term Disability (UNUM)
$0.44 per $100 of payroll

Monroe

Short Term Disability
$0.40 per $10 of benefit

510 South Capitol Avenue • Lansing, Michigan 48933 • Phone: (517) 372-9310 • Fax: (517) 372-2911 • www.micatholic.org

MCC Secure Email and Employee Benefit
Changes Worksheets
Occasionally, you may have to complete a Benefit Changes Worksheet to submit employee
changes. Because the sensitive data being sent must remain secure, these worksheets will be
emailed to your MCC Secure Mail email address. Below is a step by step guide to accessing and
returning the worksheets.

• Logging In:
1. Using a web browser (Internet Explorer, Firefox, Chrome, etc.) go to
https://www.office.com
2. Enter your username in the sign in box and click ‘Next’

3. Enter your password and click ‘Sign in’
4. If you access the site regularly you can elect to ‘Stay signed in?’ in the box that follows.
Click ‘Yes’ if you so desire. Otherwise click ‘No’. Check the ‘Don’t show this again’ if you
would prefer to go straight to the next step.

5. If this is your first-time logging in, you may be promoted to select a time zone.
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6. Click the ‘Outlook’ box to go to your secure mail.

7. Your emails will be listed in the column under ‘Focused Other’. If you don’t see the
email you’re looking for click the ‘Other’ tab.

• Benefit Changes Worksheet Email:
8. Click on the email that was sent with the Benefits Worksheet attached. It should look
something like this:

9. The message will open in the right-hand pane.
10. Click on the attachment to open it:

11. Click the ‘Edit and Reply’ button at the top of the worksheet:
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12. Fill in all the required fields for the employee changes that you need to submit. Required
fields are the orange colored columns.
13. Once you have filled in and verified all of the data click ‘Send’ on the right-hand side and
the worksheet will be returned to MCC for processing.
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MCC BENEFITS GLOSSARY
Accidental Death & Dismemberment Insurance - Life Insurance that covers death by accidental
means (rather than natural causes) and dismemberment, which includes the loss of certain
body parts (including limbs or eyesight.)
Accrued Benefit- The normal retirement benefit through the Lay Employees’ Retirement
Program (LERP) that would be payable to a participant at normal retirement age based on the
participants years of credited service and final average annual compensation as of the time in
question.
Affordable Care Act- The Comprehensive National Health Care Reform Law enacted in March
2010. The law was enacted in two parts: The Patient Protection and Affordable Care Act was
signed into law on March 23, 2010 and was amended by the Health Care and Education
Reconciliation Act on March 30, 2010. The name “Affordable Care Act” is used to refer to the
final, amended version of the law.
Allowed Amount- The amount your insurance carrier considers reasonable and customary,
based upon negotiated rates, and/or billings for that same procedure in that same geographical
location.
Annual Deductible- The dollar amount you pay for covered services before the insurance plan
begins to pay.
Annual Limit- A cap on the benefits your insurance company will pay in a year while you're
enrolled in a health insurance plan. These caps are sometimes placed on services such as
prescriptions or hospitalizations. Annual limits may be placed on the dollar amount of covered
services or on the number of visits that will be covered for a particular service. After an annual
limit is reached, you must pay all associated health care costs for the rest of the year.
Appeal- A request for your health insurer or plan to review a decision or a grievance again. This
includes the Clinical Exception process for prescription appeals made through Express Scripts,
MCC’s prescription provider.
Authorized Representative- Someone who you choose to act on your behalf with benefit
carriers, MCC, or other entities that may have access to PHI, like a family member or other
trusted person. Some authorized representatives may have legal authority to act on your
behalf. Most entities will require documentation for this person to speak on your behalf, such
as a release, or Power of Attorney (see below).
Balance Billing- The difference between the provider’s charge and the allowed amount. For
example, if the provider’s charge is $100 and the allowed amount is $70, the provider may bill
you for the remaining $30.
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Beneficiary- A designated person or legal entity (such as a trust or estate) who receives money
or other benefits from a benefactor. In the case of MCC, this could be for the Lay Employees’
Retirement Plan or the Life Insurance plan.
Benefit Year- A year of benefits coverage under an individual insurance plan. The benefit year
for most MCC health plans begin January 1 of each year and ends December 31 of the same
year. Delta Dental is the only exception, its benefit year begins July 1 and ends June 30 of the
following year.
Blue Cross Blue Shield of Michigan- The insurance carrier for Michigan Catholic Conference
Medical and Vision plans.
Brand Name Drug- A drug sold by a drug company under a specific name or trademark and that
is protected by a patent. Brand name drugs may be available by prescription or over the
counter.
Certificate of Coverage (Life Insurance)- A written statement prepared by the Life Insurance
carrier which explains the coverage an employee may be entitled to, the beneficiary
information, and the limitations, exclusions, and requirements that apply within the plan.
COBRA- Consolidated Omnibus Budget Reconciliation Act: A Federal law that may allow you to
temporarily keep health coverage after your employment ends, you lose coverage as a
dependent of the covered employee, or another qualifying event.
Under ERISA, (Employee Retirement Income Security Act). Michigan Catholic Conference
employees are NOT eligible for COBRA by law.
Contract- A legal and binding agreement between an employee and employer which sets the
terms of employment, such as working hours, compensation, and benefit packages.
Children’s Health Insurance Program- Insurance program jointly funded by state and federal
government that provides health coverage to low-income children and, in some states,
pregnant women in families who earn too much income to qualify for Medicaid but can’t afford
to purchase private health insurance coverage. In Michigan, this could be a program like
MIChild.
Claim- A request for payment that you or your health care provider submits to your health
insurer when you get items or services you think are covered.
Coinsurance- Your share of the costs of a covered health care service, calculated as a percent
(for example, 20%) of the allowed amount for the service. You pay coinsurance plus any
deductibles you owe. For example, if the health insurance or plan’s allowed amount for an
office visit is $100 and you’ve met your deductible, your coinsurance payment of 20% would be
$20. The health insurance or plan pays the rest of the allowed amount.
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Complication of Pregnancy- Conditions due to pregnancy, labor and delivery that require
medical care to prevent serious harm to the health of the mother or the child. Morning sickness
and a non-emergency caesarean section are not complications of pregnancy.
Conversion Coverage- Offered through Unum for MCC’s life insurance programs, an employee
terminating employment, who is suffering from a disease that has a material and substantial
effect on his/her life expectancy, may purchase a Conversion Policy to replace the amount of
life insurance he or she had when coverage terminated.
Coordination of Benefits- A way to figure out who pays first when two or more health
insurance plans are responsible for paying the same medical claim.
Copayment- A fixed amount (for example, $15) you pay for a covered health care service,
usually when you get the service. The amount can vary by the type of covered health care
service.
Covered Employment- Employment as a lay employee of a Covered Unit in a position normally
requiring 20 or more hours of service per week for five or more months in a calendar year.
Covered Unit- A parish, school, institution, organization, corporation, or other entity in the
State of Michigan which is an integral part of the Catholic Church, engaged in carrying out the
functions of the Catholic Church, and under the control of an Archbishop or Bishop of a
Michigan Diocese of the Catholic Church, unless the Archbishop or Bishop specifically exempts
the unit from status as a covered unit.
Cost Sharing- The share of costs covered by your insurance that you pay out of your own
pocket. This term generally includes deductibles, coinsurance, and copayments, or similar
charges, but does not include premiums, balance billing amounts for non-network providers, or
the cost of non-covered services. Cost sharing in Medicaid and CHIP also includes premiums.
Creditable Coverage- Health insurance coverage under any of the following: a group health
plan; individual health insurance; student health insurance; Medicare; Medicaid; CHAMPUS and
TRICARE; the Federal Employees Health Benefits Program; Indian Health Service; the Peace
Corps; Public Health Plan (any plan established or maintained by a State, the U.S. government,
a foreign country); Children’s Health Insurance Program (CHIP); or, a state health insurance high
risk pool. If you have prior creditable coverage, it will reduce the length of a pre-existing
condition exclusion period under new job-based coverage.
Credited Service- The number of years and fractions of a year of service credited to an
employee under the LERP for the purpose of determining eligibility and calculating the
employee’s benefit. An employee earns one year of credited service when he or she works a
minimum of five months in a calendar year. An employee is vested after five years of Credited
Service.
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Death Benefit (LERP) - If an employee is vested but has yet to receive his or her retirement
benefit, the assigned beneficiary/beneficiaries are entitled to a death benefit.
Death Benefit (Life Insurance) - A term life benefit provided to a participating employee or
beneficiary upon the death of the covered employee or dependent. Written notice and proof of
claim must be received no later than 90 days after the date of death. A claim form must be
completed and sent to MCC for submission to Unum.
Deductible- The amount you pay for covered health care services before your insurance plan
begins to pay. For example, if your annual deductible is $250 your plan won’t pay anything until
you’ve met your $250 deductible for any covered services subject to the deductible. The
deductible may not apply to all services.
Delta Dental of Michigan- The insurance carrier for Michigan Catholic Conference Dental plans.
It is a comprehensive dental plan which offers a large network of participating providers in the
state of Michigan and beyond.
Dental Coverage- Benefits that help pay for the cost of visits to a dentist for basic or preventive
services, like teeth cleaning, X-rays, and fillings. MCC’s Dental coverage is offered through Delta
Dental of Michigan (see above).
Dependent- A child or other individual for whom a parent, relative, or other person may claim a
personal exemption tax deduction. Under the Affordable Care Act, individuals may be able to
claim a premium tax credit to help cover the cost of coverage for themselves and their
dependents.
Disability - A limit in a range of major life activities. This includes activities like seeing, hearing,
walking and tasks like thinking and working. Because different programs may have different
disability standards, please check the program you're interested in for its disability standards.
Regarding the LERP, disability means a mental or physical disability that renders the participant
totally and permanently incapacitated for duty in the employ of a Covered Unit.
Disability Retirement Benefit- A benefit a vested employee may be eligible for if his or her
termination of employment is due to Disability as defined above. The vested employee may
request a Disability Retirement Benefit application by calling MCC.
Durable Medical Equipment- Equipment and supplies ordered by a health care provider for
everyday or extended use. Coverage for DME may include: oxygen equipment, wheelchairs,
crutches or blood testing strips for diabetics.
Early Retirement Age- The date on which the participant has attained the age that is 10 years
less than the participants Social Security Normal Retirement Age and has completed five or
more years of credited service.
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Earnings- Considered to be the regular wages you receive from your employer before taxes and
prior to any pre-tax contributions made to a qualified deferred compensation plan, Section 125
plan, or flexible spending account.
Eligibility- As defined by MCC, 20 working hours or more per week provides a lay employee
eligibility for any unit-provided health and welfare programs or the Lay Employees Retirement
Plan.
Elimination Period- The time-period between an injury and receipt of benefit payments. Per
MCC Disability plan documents:
For Short Term Disability, the elimination period is 10 business days.
For Long Term Disability, the elimination period is 180 days.
Emergency Medical Condition- An illness, injury, symptom or condition so serious that a
reasonable person would seek care right away to avoid further harm.
Emergency Medical Transportation- Ambulance services for an emergency medical condition.
Emergency Palliative Treatment- Dental treatment, typically used when a patient is seen for an
emergency appointment, as a result of pain or discomfort. Palliative treatment can be thought
of as easing the symptoms without curing the underlying condition.
Emergency Room Care- Emergency services received in an emergency room.
Employee Self Service- MCC’s website through which employees create a login to view their
personal health and pension benefits through MCC. Employees can also generate an estimate
or request a pension application through ESS. More features are coming as we continue to
develop the online services MCC offers to its members!
Endodontic Services- Specialty services that are concerned with the treatment of dental pulpi.e. fillings, pulp canal or root canal therapy.
Estimate- An estimate that is calculated by MCC to provide insight to an employee’s MCC
pension, according to the parameters of his or her retirement plan under the LERP.
Excluded Services- Health care services that your health insurance or plan does not pay for or
cover.
Explanation of Benefits (EOB) - A statement sent by a health insurance company to covered
individuals which explains what medical treatments and/or services were paid for on their
behalf. Many EOBs can be found online through the carrier’s web portal, such as BCBSM.com,
express-scripts.com, and deltadentalmi.com.
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Family and Medical Leave Act- A Federal law that guarantees up to 12 weeks of job protected
leave for certain employees when they need to take time off due to serious illness or disability,
to have or adopt a child, or to care for another family member. When on leave under FMLA,
you can continue coverage under your job-based plan. MCC does not administer FMLA. Please
consult your employer for questions about FMLA.
Fiscal Year- Any yearly period, without regard to the calendar year, at the end of which an
organization determines its financial condition for taxing or accounting purposes. The beginning
of the Fiscal Year for the Ecclesiastical Province of Detroit begins July 1 and ends June 30 of the
following year.
Flexible Benefits Plan- Also known as a Cafeteria Plan, FSA, or IRS 125 Plan, the flexible benefit
plan allows employees the opportunity to deposit their own pre-tax earnings into an account
which they use to pay for a licensed day care provider or qualifying health expenses.
Formulary- A list of prescription drugs covered by a prescription drug plan or another insurance
plan offering prescription drug benefits. Also called a drug list.
Friend of the Court (FOC)- A State of Michigan administrative office which investigates, makes
recommendations, helps enforce orders which affect minor children, and assists the
Department of Human Services’ Office of Child Support in providing Title IV-D Services. MCC
must review and comply with any FOC order sent.
Frozen Benefit- The accrued benefit of a pre-2011 LERP participant determined as of
12/31/2011. The Frozen Benefit is calculated and added to the participant’s final pension
amounts upon retiring.
Full-Time Employee- An employee who works a minimum of 20 hours per week. Part-time
employees work than 20 hours per week.
Generic Drugs- A prescription drug that has the same active-ingredient formula as a brandname drug. Generic drugs usually cost less than brand-name drugs. The Food and Drug
Administration (FDA) rates these drugs to be as safe and effective as brand-name drugs.
Group Health Plan- In general, a health plan offered by an employer or employee organization
that provides health coverage to employees and their families. For MCC, this are the PPO 1 and
PPO 2 plans offered through Blue Cross Blue Shield of Michigan.
Habilitative/Habilitation Services- Health care services that help you keep, learn, or improve
skills and functioning for daily living. Examples include therapy for a child who isn’t walking or
talking at the expected age. These services may include physical and occupational therapy,
speech-language pathology, and other services for people with disabilities in a variety of
inpatient and/or outpatient settings. See your Summary of Benefits and Coverage for plan
limitations.
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Hardship Exemption- Under the Affordable Care Act, most people must pay a fee if they don’t
have health coverage that qualifies as being “minimum essential coverage.” One exception is
the result of showing that a “hardship” prevented someone from becoming insured.
Health Insurance- A contract which requires your health insurer to pay some or all of your
health care costs in exchange for a premium.
Health Insurance Marketplace- A resource where individuals, families, and small businesses
can: learn about their health coverage options; compare health insurance plans based on costs,
benefits, and other important features; choose a plan; and enroll in coverage. The Marketplace
also provides information on programs that help people with low to moderate income and
resources pay for coverage. This includes ways to save on the monthly premiums and out-ofpocket costs of coverage available through the Marketplace, and information about other
programs, including Medicaid and the Children’s Health Insurance Program (CHIP). The
Marketplace encourages competition among private health plans, and is accessible through
websites, call centers, and in-person assistance.
HIPAA- The Federal Health Insurance Portability and Accountability Act of 1996. The primary
goal of the law is to make it easier for people to keep health insurance, help the healthcare
industry control administrative costs, and protect the confidentiality and security of healthcare
information.
Home Health Care- Health care services a person receives at home.
Hospice Services- Services to provide comfort and support for persons in the last stages of a
terminal illness and their families.
Hospital Outpatient Care- Care in a hospital that usually doesn’t require an overnight stay.
Hospitalization- Care in a hospital that requires admission as an inpatient and usually requires
an overnight stay. An overnight stay for observation could be outpatient care.
ID Cards- Identification Cards which provide proof of insurance for a provider’s billing purposes.
Blue Cross Blue Shield of Michigan, Express Scripts, and Blue Vision all provide cards for their
insured membership.
In-network Coinsurance- The percent (for example, 20% under MCC’s PPO 1 medical plan) you
pay of the allowed amount for covered health care services to providers who contract with your
health insurance or plan. In-network coinsurance usually costs you less than out-of-network
coinsurance.
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In-network Copayment- A fixed amount (for example, $25 under MCC’s PPO 1 medical plan)
you pay for covered health care services to providers who contract with your health insurance
or plan. In-network copayments usually are less than out-of-network copayments.
Inpatient Care- Health care that you get when you're admitted as an inpatient to a health care
facility, like a hospital or skilled nursing facility.
Joint and Survivor Annuities- Within MCC’s LERP, a joint and survivor annuity provides a
reduced monthly benefit until the pension recipient’s death. A monthly survivor benefit, equal
to the specified percentage of the amount you receive (either 50% or 100%), is payable after
your death, to your designated beneficiary for the remainder of his or her lifetime. However, if
your beneficiary dies before you, the monthly amount which is paid to you will subsequently
increase to the amount that would have originally been paid, had you elected the single life
annuity instead.
Lay Employee- A person who works within a religious organization but is not a member of the
formal clergy.
Lay Employees Retirement Plan (LERP)- The Fourth Amended and Restated Michigan Catholic
Conference Lay Employees’ Retirement Plan, whose purpose is to provide financial assistance
during your retirement years. The Plan is a defined benefit pension plan, a tax-qualified plan
under Internal Revenue Code Section 401(a) and a non-electing church plan, as described in
Internal Revenue Code Section 414(e).
Lifetime Limit- A cap on the total lifetime benefits you may get from your insurance company.
An insurance company may impose a total lifetime dollar limit on benefits (like a $5 million
lifetime cap) or limits on specific benefits (like a $200,000 lifetime cap on organ transplants or
one gastric bypass per lifetime) or a combination of the two. After a lifetime limit is reached,
the insurance plan will no longer pay for covered services.
Long-Term Care- Services that include medical and non-medical care provided to people who
are unable to perform basic activities of daily living such as dressing or bathing. Long-term
supports and services can be provided at home, in the community, in assisted living or in
nursing homes. Individuals may need long-term supports and services at any age. Medicare and
most health insurance plans don’t pay for long-term care.
Long Term Disability- An insurance policy that provides you with financial protection by paying
a portion of your income in the event that you are unable to work due to an illness, injury, or
accident for a long period of time.
Lump Sum Payment- A single lump sum cash payment of the present value of your vested
benefit under the LERP. Unless you elect to make a direct rollover to another eligible retirement
plan or to an individual retirement account (IRA), the lump sum payment is subject to 20%
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federal income tax withholding. If you receive a lump sum payment and later return to covered
employment, all prior credited years of service will be lost.
Medicaid- A state-administered health insurance program for low-income families and children,
pregnant women, the elderly, people with disabilities, and in some states, other adults. The
Federal government provides a portion of the funding for Medicaid and sets guidelines for the
program. States also have choices in how they design their program, so Medicaid varies state by
state and may have a different name in your state.
Medically Necessary- Health care services or supplies needed to diagnose or treat an illness,
injury, condition, disease or its symptoms and that meet accepted standards of medicine.
Medicare- A Federal health insurance program for people who are age 65 or older and certain
younger people with disabilities. It also covers people with End-Stage Renal Disease (permanent
kidney failure requiring dialysis or a transplant, sometimes called ESRD).
Medicare Advantage- A type of Medicare health plan offered by a private company that
contracts with Medicare to provide you with all your Part A and Part B benefits. Medicare
Advantage Plans include Health Maintenance Organizations, Preferred Provider Organizations,
Private Fee-for-Service Plans, Special Needs Plans, and Medicare Medical Savings Account
Plans. If you’re enrolled in a Medicare Advantage Plan, most Medicare services are covered
through the plan and aren’t paid for under Original Medicare. Most Medicare Advantage Plans
offer prescription drug coverage. MCC does not offer any Medicare Advantage programs for lay
working aged employees or lay retirees.
Medicare Part D- A program that helps pay for prescription drugs for people with Medicare
who join a plan that includes Medicare prescription drug coverage. There are two ways to get
Medicare prescription drug coverage: through a Medicare Prescription Drug Plan or a Medicare
Advantage Plan that includes drug coverage. These plans are offered by insurance companies
and other private companies approved by Medicare. MCC does not offer any Medicare
Advantage programs for its lay, working aged, employees or its lay retirees.
Meritain- The benefit administrator of Michigan Catholic Conference’s Flexible Benefit plans.
Multi-unit employment- Under the LERP, a lay employee is eligible for the LERP benefit when
he or she is actively working a combined minimum of 20 or more hours at more than one
Covered Unit. As a result, each unit contributes to that employee’s pension.
Newly Eligible- A state of eligibility in which an employee is newly eligible for benefits. In most
cases, this happens when an employee is newly hired with a Covered Unit. But, this can also
happen when an employee transitions from a part-time to full-time schedule. The newly eligible
date is the first of the month following your start or schedule-change date.
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Non-preferred Provider- A provider who doesn’t have a contract with your health insurer or
plan to provide services to you. You’ll pay more to see a non-preferred provider. Check your
policy to see if you can go to all providers who have contracted with your health insurance or
plan, or if your health insurance or plan has a “tiered” network and you must pay extra to see
some providers.
Normal Retirement Age- Normal Retirement Age is the date on which you attain Social Security
Retirement Age and have completed five or more years of credited service.
Prophylaxis (cleanings) - Dental prevention and treatment of diseases, includes cleaning of
teeth in a dental office. This can also include a fluoride treatment.
Prosthodontic Services- Dental services that include the restoration and maintenance of oral
function by the replacement of missing teeth and other oral structures by artificial devices.
Orthodontic Services- Dental services dealing with the prevention and correction of irregular
teeth, as by means of braces.
Open Enrollment Period- The period during which individuals who are eligible to enroll in the
MCC insurance plan, usually taking part in the 4th quarter of the calendar year. Individuals may
also qualify for Special Enrollment Periods outside of Open Enrollment if they experience a
Qualifying Life Event.
Out-of-Network Coinsurance- The percentage (for example, 40%) you pay of the allowed
amount for covered health care services to providers who don't contract with your health
insurance or plan. Out-of-network coinsurance usually costs you more than in-network
coinsurance.
Out-of-Network Copayment- A fixed amount (for example, $30) you pay for covered health
care services from providers who don't contract with your health insurance or plan. Out-ofnetwork copayments usually are more than in-network copayments.
Out-of-Pocket Costs- Your expenses for medical care that aren't reimbursed by insurance. Outof-pocket costs include deductibles, coinsurance, and copayments for covered services plus all
costs for services that aren't covered.
Out-of-Pocket Maximum/Limit- The most you pay during a policy period (usually one year)
before your health insurance or plan starts to pay 100% for covered essential health benefits.
This limit must include deductibles, coinsurance, copayments, or similar charges and any other
expenditure required of an individual which is a qualified medical expense for the essential
health benefits. This limit does not have to count premiums, balance billing amounts for non-
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network providers and other out-of-network cost-sharing or spending for non-essential health
benefits.
The maximum out-of-pocket cost limit for any individual Marketplace plan for 2015 can be no
more than $6,600 for an individual plan and $13,200 for a family plan.
Patient Protection and Affordable Care Act- See Affordable Care Act
Pension- A monthly amount payable by the Lay Employees’ Retirement Plan (LERP) throughout
the future life of a person, or for a temporary period, as provided in the LERP.
PHI- Stands for Protected Health Information and is any information in a medical record that
can be used to identify an individual, and that was created, used, or disclosed in the course of
providing a health care service, such a diagnosis or treatment.
Physician Services- Health care services a licensed medical physician (M.D. – Medical Doctor or
D.O. – Doctor of Osteopathic Medicine) provides or coordinates.
Plan ID- All insurances through MCC offer Plan IDs as identification of the group plan that the
insured falls under. Plan IDs can be easily located on ID cards but can also be identified on any
Summary of Benefits, Explanation of Benefits, or Plan Descriptions.
Plan Year- A 12-month period of benefits coverage under a group health plan. This 12-month
period may not be the same as the calendar year.
Power of Attorney- The authority to act for another person in specified or all legal or financial
matters.
Pre-Existing Condition- A health problem you had before the date that new health coverage
starts.
Preauthorization- A decision by your health insurer or plan that a health care service,
treatment plan, prescription drug or durable medical equipment is medically necessary.
Sometimes called prior authorization, prior approval or precertification. Your health insurance
or plan may require preauthorization for certain services before you receive them, except in an
emergency. Preauthorization isn’t a promise your health insurance or plan will cover the cost.
Preferred Provider- A provider who has a contract with your health insurer or plan to provide
services to you at a discount. Check your policy to see if you can see all preferred providers or if
your health insurance or plan has a “tiered” network and you must pay extra to see some
providers. Your health insurance or plan may have preferred providers who are also
“participating” providers. Participating providers also contract with your health insurer or plan,
but the discount may not be as great, and you may have to pay more.
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Preferred Provider Organization (PPO) - A type of health plan that contracts with medical
providers, such as hospitals and doctors, to create a network of participating providers. You pay
less if you use providers that belong to the plan’s network. You can use doctors, hospitals, and
providers outside of the network for an additional cost. MCC offers two PPO plans through Blue
Cross Blue Shield of Michigan.
Premium- Agreed upon fees paid for coverage of medical benefits for a defined benefit period.
Premiums can be paid by employers, employees, or shared by both the insured individual and
the employer.
Premium Sharing- An agreement between the employer and the insured in which they each
agree to pay a certain amount of their healthcare premiums.
Prescription Drug Coverage- Health insurance or plan that helps pay for prescription drugs and
medications. MCC offers prescription drug coverage through their medical plan by a provider
called Express Scripts.
Preventive Services- Routine health care that includes screenings, check-ups, and patient
counseling to prevent illnesses, disease, or other health problems. Certain preventive services
are not covered due to religious exemption granted to the MCC plan due to the tenets held by
the Catholic Church. See Summary of Benefits and Coverage for Plan Limitations.
Primary Care- Health services that cover a range of prevention, wellness, and treatment for
common illnesses. Primary care providers include doctors, nurses, nurse practitioners, and
physician assistants. They often maintain long-term relationships with you, advise and treat you
on a range of health-related issues. They may also coordinate your care with specialists.
Primary Care Physician- A physician (M.D. – Medical Doctor or D.O. – Doctor of Osteopathic
Medicine) who directly provides or coordinates a range of health care services for a patient.
Primary Care Provider- A physician (M.D. – Medical Doctor or D.O. – Doctor of Osteopathic
Medicine), nurse practitioner, clinical nurse specialist or physician assistant, as allowed under
state law, who provides, coordinates or helps a patient access a range of health care services.
Prior Authorization- Approval from a health plan that may be required before you get a service
or fill a prescription for the service or prescription to be covered by your plan.
Prudential- The carrier for Michigan Catholic Conference’s 403b plan.
Qualified Health Plan- Under the Affordable Care Act, starting in 2014, an insurance plan that is
certified by the Health Insurance Marketplace, provides essential health benefits, follows
established limits on cost-sharing (like deductibles, copayments, and out-of-pocket maximum
amounts), and meets other requirements. MCC’s medical plans are qualified health plans.
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Qualifying Life Event- A change in your life that can make you eligible for a Special Enrollment
Period to enroll in, or terminate, health coverage. Examples of qualifying life events are moving
to a new state, certain changes in your income, and changes in your family size (for example, if
you marry, divorce, or have a baby) and gaining membership in a federally recognized tribe or
status as an Alaska Native Claims Settlement Act (ANCSA) Corporation shareholder. MCC
requires documentation to be provided as proof of any qualifying life event that occurs and
asks for the documentation within 30 days of the day of the qualifying life event to process the
change.
Qualifying Medicare Care Expenses- Expenses incurred during the coverage period (plan year)
by the employee for medical care as defined in Code section 213(d), as limited by section
213(b), but only to the extent that you or other persons incurring the expense are not
reimbursed for the expense through insurance or otherwise.
Reconstructive Surgery- Surgery and follow-up treatment needed to correct or improve a part
of the body because of birth defects, accidents, injuries or medical conditions.
Reduction of Life Insurance at age 70- The amount of life insurance will reduce by 35% of the
amount the employee had prior to age 70 upon the attainment of the employee’s 70th birthday
and will further reduce by 35% every five years thereafter.
Referral- A written order from your primary care doctor for you to see a specialist or get certain
medical services. In many Health Maintenance Organizations (HMOs), you need to get a referral
before you can get medical care from anyone except your primary care doctor. If you don’t get
a referral first, the plan may not pay for the services.
Rehabilitative/Rehabilitation Services- Health care services that help you keep, get back, or
improve skills and functioning for daily living that have been lost or impaired because you were
sick, hurt, or disabled. These services may include physical and occupational therapy, speechlanguage pathology, and psychiatric rehabilitation services in a variety of inpatient and/or
outpatient settings.
Reimbursement Form- A form provided by the Insurance carrier that allows for manual
reimbursement of claims.
Restorative Services- Dental services that help manage diseases of the teeth and their
supporting structures, and the rehabilitation of the dentition to functional and aesthetic
requirements of the individual.
Retirement Application- Participants who are eligible for benefits under the LERP shall file an
application for the benefits with MCC and the Pension Board on forms provided by MCC
(available either by phone or online). MCC advises eligible participants to request a packet 90
days before their date of desired retirement.
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Rule of 85- For those born prior to January 1, 1960, a participant in the LERP’s deferred
withdrawal retirement benefit shall be equal to the participant’s normal retirement benefit, if
the sum of the participant’s age and the participant’s years of credited service equals or
exceeds 85.
Rule of 90- For those born after January 1, 1960, a participant in the LERP’s deferred
withdrawal retirement benefit shall be equal to the participant’s normal retirement benefit, if
the sum of the participant’s age and the participant’s years of credited service equals or
exceeds 90.
Salary Reduction Agreement- An agreement provided by the Prudential Michigan Catholic
Conference 403(b) plan which authorizes the employer to reduce the pay provided by the
employer, and for the difference to be provided to Prudential as a contribution to the 403(b)
plan.
Self-Insured Plan- Type of plan usually present in larger companies where the employer itself
collects premiums from enrollees and takes on the responsibility of paying employees’ and
dependents’ medical claims. MCC’s medical plan is self-insured.
Service Area- A geographic area where a health insurance plan accepts members, if it limits
membership based on where people live. For plans that limit which doctors and hospitals you
may use, it's also generally the area where you can get routine (non-emergency) services. The
plan may end your coverage if you move out of the plan's service area.
Short Term Disability- A plan that pays 66.67% of your salary if you become temporarily
disabled, meaning that you are not able to work for a short period of time due to sickness or
injury (excluding on-the-job injuries, which are typically covered by workers compensation
insurance).
Straight Life Annuity- Within the LERP, a single life annuity is a monthly annuity payable for
your lifetime. When you die, payments will stop, with no further benefits payable to anyone. If
you are married, you must provide a notarized spousal consent to elect this option. Your
monthly payments for this option will be larger than those under the joint and survivor annuity
forms.
Skilled Nursing Care- Services from licensed nurses in your own home or in a nursing home.
Skilled care services are from technicians and therapists in your own home or in a nursing
home.
Skilled Nursing Facility Care- Skilled nursing care and rehabilitation services provided on a
continuous, daily basis in a skilled nursing facility. Examples of skilled nursing facility care
include physical therapy or intravenous injections that can only be given by a registered nurse
or doctor.
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Social Security- A system that distributes financial benefits to retired or disabled people, their
spouses, and their dependent children based on their reported earnings. While you work, you
may pay taxes into the Social Security system. When you retire or become disabled, you, your
spouse, and your dependent children may get monthly benefits that are based on your
reported earnings. Your survivors may be able to collect Social Security benefits if you die.
Social Security Benefits- The amount you get from Social Security Disability, Retirement
(including Railroad retirement), or Survivor's Benefits each month.
Social Security Normal Retirement Age- Age 65, if the participant in the LERP was born before
1943, age 66 if the participant was born after 1942 and before 1959, and age 67 if the
participant was born after 1959.
Social Security Survivors Benefits- Social Security benefits based on your record (if you should
die) that are paid to your:
•

Widow/widower age 60 or older, 50 or older if disabled, or any age if caring for a child
under age 16 or disabled before age 22

•

Children, if they are unmarried and under age 18, under 19 but still in school, or 18 or
older but disabled before age 22; and

•

Parents if you provided at least one-half of their support.

An ex-spouse could also be eligible for a widow/widower's benefit on your record. A special
one-time lump sum payment of $255 may be made to your spouse or minor children.
Specialist- A physician specialist focuses on a specific area of medicine or a group of patients to
diagnose, manage, prevent or treat certain types of symptoms and conditions. A non-physician
specialist is a provider who has more training in a specific area of health care.
State Medical Assistance Office- A state agency in charge of the state’s Medicaid program and
can give information about programs in its state that help pay medical bills for people with
limited income and resources.
Summary of Benefits and Coverage (SBC) - An easy to read summary that lets you reviews and
compare costs and coverage of the provided health plans. You can review options based on
price, benefits, deductible/coinsurance limits, and other features that may be important to you.
MCC’s SBCs are available online at micatholic.org.
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Termination Date- The first day of the calendar month following the month in which an
employee ceases to be employed by a covered unit.
TRICARE- A health care program for active-duty and retired uniformed services members and
their families.
UCR- The amount paid for a medical service in a geographic area based on what providers in
the area usually charge for the same or similar medical service. The UCR amount sometimes is
used to determine the allowed amount.
Unum- The insurance carrier for Michigan Catholic Conference Life Insurance, Short Term, and
Long-Term Disability plans.
Urgent Care- Care for an illness, injury or condition serious enough that a reasonable person
would seek care right away, but not so severe it requires emergency room care.
Vision or Vision Coverage- Vision coverage is a health benefit that at least partially covers
vision care, like eye exams and glasses. All Qualified Health Plans (QHPs) sold on the
Marketplaces include pediatric vision coverage. MCC’s health plan includes pediatric vision
coverage, as well as basic adult coverage, offering an annual vision examination. Through MCC,
you have the option to buy a “stand-alone” vision plan through Blue Cross Blue Shield of
Michigan. Stand-alone vision plans aren’t offered through the federal Marketplace, and tax
credits can’t be applied to them.
Waiting Period- The time that must pass before coverage can become effective for an
employee or dependent who is otherwise eligible for coverage under a job-based health plan.
MCC’s waiting period is the first of the month after the hire date. If the employee is hired on
the first of the month, the coverage will start that day.
Well-baby and Well-Child Visits- Routine doctor visits for comprehensive preventive health
services that occur when a baby is young and annual visits until a child reaches age 21. Services
include physical exam and measurements, vision and hearing screening, and oral health risk
assessments.
Worker’s Compensation- An insurance plan that employers are required to have to cover
employees who get sick or injured on the job.
403(b) Retirement Savings Plan- A 403(b) plan is a US tax-advantaged retirement savings plan
available for some non-profit employers. Offered through Prudential, the plan allows you to
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start retirement savings through pre-tax contributions through your payroll, and the ability to
elect from a series of general investment options or by choosing your own way to invest.
5-Year Certain and Life Annuity- Within the LERP, a 5-year certain and life annuity provides a
reduced monthly payment to you for your lifetime. If you die before receiving 60 monthly
payments, your surviving spouse (or other beneficiary) will continue to receive benefit
payments until the remainder of the initial 60 monthly payments have been made. If you die
after receiving at least 60 monthly payments, then payments will stop with no further benefits
payable to anyone.
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PAYCOR
Please note:
Not all units use Paycor as their payroll provider. Please check with Beene Garter,
Who’s Where, or MCC for the steps needed to provide your unit’s eligibility and
payroll data to the Michigan Catholic Conference.
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Perform Custom Field Instruction Guide
This step by step guide will assist you in completing the employee custom fields in Perform. These
fields are mandatory for MCC to determine benefit eligibility and to ensure you are billed
correctly by MCC for employee benefits. These fields populate a report that Paycor transmits to
MCC on a weekly basis (your employee changes will only be transmitted to MCC on your specific
payroll processing week, no matter when the change was made in the system).

After logging in to Perform:
•
•
•

Click on Manage Employees
Select the Employee you will be adding custom fields to
Click on Employee Details

Annual Salary – enter the employee’s projected annual salary in this field if the
employee is considered full-time (20 hours or more per week). This will be used
to calculate STD, LTD, and Life Insurance Premiums for those Units that offer
these benefits.

Marital Status – choose only one of the following values:
•
•
•
•

If the employee is Single, enter S
If the employee is Married, enter M
If the employee is Divorced, enter D
If the employee is Widowed, enter W

Unit Number – choose the appropriate unit# from the drop down

Employee Type – choose the appropriate type from the drop down
•
•
•
•
•

D = Diocesan Priest
L = Lay
O = Order
R = Religious
S = Seminary

Scheduled Hours – choose the number of weekly scheduled hours for the
employee. If the employee is part-time and you are unsure of their scheduled
hours enter a number less than 20, or full-time employees enter hours- see
screen shot below. This will determine if the employee is benefit eligible.

Worker’s Comp Code – choose the appropriate code from the drop down (the
codes are listed below).

•
•
•
•
•
•
•
•
•
•
•

01 – Administrative
02 – Custodial & Maintenance
03 – Housekeeper
04 – Administrative Assistant
05 – Teacher
06 – Organist
07 – Cafeteria Worker
08 – Nurse
09 – Nurse’s Aid
10 – Cemetery
11 – Case Worker

•
•
•
•
•
•
•
•
•
•
•

12 – Production Clerk
15 – Management
16 – Bookkeeper
17 – Bus Driver
18 – Librarian
22 – Permanent Deacon
26 – Principal
27 – Accountant
28 – Groundskeeper
29 – Director of Religious Education
30 – Seasonal, Sub or Temporary

Job Titles – choose the correct job title

Status Change Date – enter the effective date for all changes made to these
custom fields.

FREQUENTY ASKED QUESTIONS

Where do I find my Paycor ID number?
Paycor client ID number can be found on any saved payroll report. Alternatively, this can be
found on the Pay Employees screen towards the top of the screen and “Client” field.

How do my employees register for online check stubs?
For an employee to be able to see his/her online check stub, they must be a registered user.
If an employee has not yet registered, a registration link can be sent from the Manage
Employee Access section under the Employees tab in Perform.
On the Users page, click on the Unregistered tab. This will show employees that have not
yet registered to see their information. You can update their email address and then click
the Send Invite button in the upper right-hand corner. The employee will then receive a
notification email and link complete the registration process.

Where do I go to enter in Custom Fields information?
Manage Employees -> Select Employee -> Custom Fields
Refer to MCC Custom Field document for detailed instructions for each custom field.

How do I change an employee’s rate of pay?
Manage Employees -> Select Employee -> Compensation -> Payrates
If an employee is receiving a pay rate increase, this can be managed/changed in the Pay
Rate screen which is located under the Compensation tab on the employee’s profile. To
change the employee rate of pay, you will use the Actions button to the right of the screen
and then click on Edit. You can then change the per pay amount or the hourly rate
depending on the type of employee. Even though you are editing Payrate 1, you can still
see the history of the old pay rates by clicking on the Show History box.
You should only use the Add Payrate button if the employee is going to need a second rate
of pay for other work.

How do I add a deduction to an employee’s check?
Manage Employees -> Select Employee -> Compensation -> Deductions
To add in a new deduction for an employee, you will need to be under the Compensation
tab on the employee’s profile (which is in the manage employees section). You will then
see an option for Deductions. From that screen, you can choose the Add Deduction. You
can then choose the applicable deduction for the employee. If you do not see the
deduction you are looking for, it must be added at the configure company level deductions
first. After that is saved, it can then be added to the employee’s profile.

How can I add in a new direct deposit for an employee?
Manage Employees -> Select Employee -> Compensation -> Direct Deposits
An employee can have only one NET direct deposit set up on his/her profile. If the
employee has changed banks, their primary NET account will need to be updated to reflect
the new routing and/or account number.
The Add Direct Deposit Feature should only be used if the employee is looking to have a
portion of their pay go to a secondary and/or tertiary account.

How do I set up the taxes for a Priest that is clergy?
Manage Employees -> Select Employee -> Compensation -> Taxes/Tax Handling
Certain members of the parish may be exempt from paying FICA taxes.
If this is the case, the below procedure can be followed to ensure there is no withholding
for those taxes.
From the taxes tab, turn off calculate by removing the check mark from the calculate box
for SOC, SOCER, MED, MEDER. Make sure that you save your changes before moving on to
the next step.
The final step is navigating to the Tax Handling tab and choosing the Clergy option under
the Tax-Exempt Reason field.

How do I terminate an employee?
Manage Employees -> Select Employee -> Company -> Status
To remove an employee from the active employee roster, you will need to navigate to the
Status tab in the employee’s profile. From there, you will see a button at the top right
called Terminate. From there you can enter a date.
Please note that you must choose terminated as the status as opposed to “On Leave” or
“Retired”.

How do I update my Employer Health deduction amount for an employee w2
reporting?
Manage Employees -> Select Employee -> Compensation -> Deductions -> Select
Med125ER
Enter the amount the employer pays for the medical premium. This amount can be
reported for the entire year using the “per pay” amount. Check the year to date history and
make one-time change in the pay grid for catchup amounts as needed.
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NEW HIRE OR NEW ENROLLMENT
When an employee is newly hired, or becomes newly eligible for benefits, he or
she must be provided information regarding his or her benefit options. The
following section includes notices, guides, and tutorials that will guide him or her
through the process. Specific information on the particular benefit programs
included in his or her package can be found on the Benefits page of our website.
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New Hire / Newly Eligible Employee Enrollment Guide
MCC has created the Employee Benefit Enrollment Guide to assist you in providing your employees
with information needed to enroll in the MCC benefit plans. In addition to benefit plan information,
the guide contains notices you are required to provide each benefit eligible employee.
Provide each benefit eligible employee this guide either by printing or providing access to the
micatholic.org website. You are responsible for informing your employees which of the MCC benefit
plans you offer to your employees and the employee contribution amount.
The Employee Enrollment Guide includes:
• Eligibility for employee and family members and Effective Date
• How to Enroll
• Benefit Plan Information (link to each plan summary on website)
• Medical and Prescription Drug Plan
• Dental
• Vision
• Basic Life
• Voluntary Life
• Flexible Spending Accounts
• Short-Term Disability
• Long Term Disability
• Lay Employees Retirement Plan
• Annual Salary Reduction Agreement (to be retained by employer)
The following are mandated notices and should be printed and hand-delivered or mailed first class
to employee’s home address*:
• Women’s Health and Cancer Rights Act Notice
• Newborns’ and Mothers’ Health Protection Act Notice
• Notice of Special Enrollment Rights
• Joint Notice of Privacy Practices
• Uses and Disclosure of Protected Health Information
• PPACA Claims and Appeals Procedures for Group Health Plan
• Notice of Creditable Coverage

*You may send via email if you verify that each employee opens email and reads notice.
Please be sure each eligible employee receives the Enrollment Guide. Enrollment may be done
through Employee Self-Serve or by contacting MCC. If the employee is enrolling in benefits, please
remember they must enroll within the first 30 days of eligibility. To view or print a copy of the
Enrollment Guide, click here. Please call or email Michigan Catholic Conference’s Employee Benefits
Department at 1- 800-395-5565 or Benefits@MICatholic.org with any questions you may have.

REMEMBER: Employees have 30 days from date of hire or date become
benefit eligible to enroll in the MCC benefit plans.

EMPLOYEE BENEFIT ENROLLMENT GUIDE
This three-page Employee Benefit Enrollment Guide will help guide you through enrolling in the benefits
for which you are now eligible. As a newly eligible employee of a Catholic institution in Michigan, you
are entitled to a Medical Plan through Blue Cross Blue Shield of Michigan, a Dental Plan through Delta
Dental, and participation in the Lay Employees’ Retirement Plan. You may also qualify for optional
benefits such as Flexible Benefits, Life and Accidental Death and Dismemberment Insurance, and Short
Term/Long Term Disability. You may also purchase Vision or Optional Life insurance with post-tax
dollars. Please find below additional information that you should carefully review after becoming newly
employed or newly eligible for benefits.
•

You must enroll in benefits within thirty (30) days of your hire date. If you do not take action
within thirty (30) days, you will be considered to have waived medical, dental and flexible benefits
for you and any dependents. Your next opportunity to enroll will be the annual Fall Open
Enrollment period.

•

Your employer will inform you about the Michigan Catholic Conference benefit plans that are
available to you. Regular employees scheduled to work at least 20 hours per week are eligible for
benefits. The optional benefits described at greater length below may not be offered to you by your
employer. Consult with your employer for a better understanding of exactly which benefits they
offer and which benefits you qualify for.

•

To enroll in benefits, simply contact the Michigan Catholic Conference Employee Benefits
Department at (800) 395-5565, or enroll online through the Employee Self-Serve website:
https://mcc.hroffice.com/ESS. There are no paper forms to complete or mail. MCC benefit
coordinators are available Monday through Friday 8:00 am to 4:30 pm.

•

If applicable, your employer will provide premium sharing information for each of the benefit
plans offered to you. This is the amount of the employer premium that you will be asked to pay
for each benefit plan. Premium sharing will be deducted from your pay check each pay period.
The premium you are required to pay may vary based on the number of hours you are scheduled
to work.

•

Before calling to enroll in benefits, think of any questions you may have and gather all necessary
documents and forms, such as a Legally Domiciled Adult Certification form and/or birth
certificates, when adding dependents to your benefit elections. The MCC Benefits Team will
gladly answer your questions – even if you are not yet ready to enroll. But remember, you must
enroll within thirty (30) days of your hire date.

•

Finally, review the information in the New Hire/Newly Eligible Enrollment Kit provided by your
employer. You may also learn more about MCC benefit plans at our website:
http://www.micatholic.org/benefits/.
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AUTOMATIC BENEFIT PLANS
MEDICAL PLAN
If your employer offers any of our Community Blue PPO plans, review the benefit Plan Summaries at
http://www.micatholic.org/benefits/benefit-programs/medical-and-dental-plans/ to decide which plan
best meets your needs and the needs of your family. Be prepared to provide the names, birth dates, Social
Security numbers and supporting documentation, such as a Legally Domiciled Adult Certification form
and/or birth certificates for each dependent that you wish to enroll in the medical plan. You have thirty
(30) days from your date of hire to enroll in benefits. If you do not take action within thirty (30) days, you
will be considered to have waived all benefits that require your enrollment.
DENTAL PLAN
Review the Plan Summary at http://www.micatholic.org/benefits/benefit-programs/medical-and-dentalplans/ to decide if you will enroll. Be prepared to provide the names, birth dates, Social Security numbers
and supporting documentation, such as a Legally Domiciled Adult Certification form and/or birth
certificates for each dependent that you wish to enroll in the dental plan. You have thirty (30) days from
your date of hire to enroll in benefits. If you do not take action within thirty (30) days, you will be
considered to have waived all benefits that require your enrollment.
LAY EMPLOYEES RETIREMENT PLAN
You will be automatically enrolled in the Michigan Catholic Conference defined benefit pension plan if
you are a lay (e.g., non-clergy) employee, working at one or more participating units, scheduled to work
20 or more hours per week, and work for 5 or more months per year. You can designate anyone as your
primary beneficiary. You can also designate more than one person as your primary beneficiaries. Be
prepared to provide the name, birth date and Social Security number of the individual you wish to
designate as your plan beneficiary.

OPTIONAL BENEFIT PLANS
FLEXIBLE BENEFIT PLAN
The Plan provides a significant tax-savings opportunity if you review your tax situation carefully. You
may want to enroll in the Premium Sharing Account, Medical Expense Reimbursement Account, and/or
a Dependent Care Assistance Account. If you decide to enroll in these plan(s) you will be required to
know the amount you wish to contribute for the Plan Year. You have thirty (30) days from your date of
hire to enroll in this benefit. If you do not take action within thirty (30) days, you will be considered to
have waived all benefits that require your enrollment.
BLUE VISION PLAN
Review the Plan Summary at http://www.micatholic.org/benefits/benefit-programs/vision-plan/. Be
prepared to provide the names, birth dates, Social Security numbers and supporting documentation, such
as a Legally Domiciled Adult Certification form and/or birth certificates for each dependent that you wish
to enroll in the vision plan. You have thirty (30) days from your date of hire to enroll in benefits. If you
do not take action within thirty (30) days, you will be considered to have waived all benefits that require
your enrollment.
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LIFE and ACCIDENTAL DEATH & DISMEMBERMENT INSURANCE
You will be automatically enrolled in this benefit plan if offered by your employer. Be prepared to provide
the names, birth dates and Social Security numbers of the individuals(s) you wish to designate as your
primary beneficiary. If you chose to designate multiple beneficiaries, be prepared to designate the
percentage for each person. You also have the option of designating a contingent beneficiary.
OPTIONAL LIFE INSURANCE
Review the Plan Summary at:
http://www.micatholic.org/benefits/benefit-programs/life-insurance/#voluntary-life-insurance.
Be prepared to provide the names, birth dates and Social Security numbers of the individuals(s) you wish
to designate as your beneficiary. You have thirty (30) days from your date of hire to enroll in this benefit.
If you do not take action within thirty (30) days, you will be considered to have waived all benefits that
require your enrollment.
SHORT TERM AND LONG TERM DISABILITY
You will be automatically enrolled in these benefit plans if they are offered by your employer.
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Annual Salary Reduction Agreement
for MCC Flexible Benefit Plan
Employee Information All sections to be completed in full. You must also complete benefit enrollment using MCC Employee Self-Serve or by contacting MCC.
Last, first, and middle SSN

Full name

Street address or PO box, city, state, and zip code Phone

Address

###-##-####
(###) ###-####

Employer Information All sections to be completed in full.
Unit number ####

Unit name
Employee Per Pay Period Deductions
PLEASE NOTE: The elections below must match benefit elections made using MCC Employee Self-Serve or by contacting MCC. Please
refer to your Benefit Confirmation Statement and your Employer Premium Sharing amount to properly complete this section.
Plan:	
 PPO1
 PPO2

 PPOHD

Plan year

YYYY

Per pay period deduction

Medical Plan

Coverage:	
 Waive
 Employee

 Employee + One
 Employee + Family

Dental Plan

Coverage:	
 Waive
 Employee

 Employee + One
 Employee + Family

Per pay period deduction

Vision Plan

Coverage:	
 Waive
 Employee

 Employee + One
 Employee + Family

Per pay period deduction

$
$
$

Voluntary Life
Insurance

Coverage:	
 Waive

Coverage amount

Per pay period deduction

Child Voluntary
Life Insurance

Coverage:	
 Waive

Coverage amount

Per pay period deduction

Health Care Flexible
Spending Account

Coverage:	
 Waive

Annual amount

Per pay period deduction

Dependent Care Flexible Spending Account

Coverage:	
 Waive

Annual amount

Per pay period deduction

$
$
$
$

$
$
$
$

Total per pay period deductions

$ 0.00
Employee Signature

You must sign, date, and submit this form to your employer for it to be valid.

FFI have enrolled in the MCC Benefits Plan (including medical care, dental care, vision care, optional life, child life, Health care flexible spending account and/
or dependent care flexible spending account) and I have received information showing my share of the contributions for the coverage selected above. I
authorize salary reductions in the amount of current premiums being charged for the coverage selected above.

I understand that:
• If my required contributions to pay premiums for the elected benefits are increased or decreased while this agreement remains in effect, my compensation reductions will automatically be adjusted to reflect that increase or decrease.
• The Plan Administrator may reduce or cancel my compensation reduction or otherwise modify this agreement in the event he/she believes it advisable in order to satisfy certain provisions of the Internal Revenue Code or other applicable law.
• The reduction in my cash compensation under this agreement shall be in addition to any reductions under other agreements or benefits programs
maintained by my employer and any other reduction required or permitted by law.
• Pre-tax contributions are not subject to state or federal income or Social Security (“FICA”) taxes. This could result in a reduction in the Social Security
benefits I receive at retirement if I earn less than the annual FICA “taxable wage base”.
• Prior to the first day of each Plan Year I will be offered the opportunity to make a new benefit election for the coming Plan Year. If I do not complete
and return a new enrollment form at that time, I will be treated as having elected to continue this benefit election for the new Plan Year, EXCEPT for
Flexible Spending Accounts which requires an active enrollment each year. In addition, this compensation reduction agreement will continue by its
terms in the amount of the required contribution for the benefit option for the new Plan Year.
• This Agreement is subject to the terms of the Michigan Catholic Conference Section 125 cafeteria plan, as amended from time to time in effect, shall
be governed by and construed in accordance with applicable laws, shall take effect as a sealed instrument under applicable laws, and revokes any
prior election and compensation reduction agreement relating to such plan.
Signature

Date

Questions? Please contact Michigan Catholic Conference by phone at (800) 395-5565,
Visit us on the web at www.micatholic.org
DO NOT SEND THIS FORM TO MCC - FOR EMPLOYER USE ONLY

MM/DD/YYYY

EMPLOYEE SELF SERVE
ONLINE BENEFIT ENROLLMENT

REGISTRATION/LOGIN

PERSONAL INFO
PERSONAL LOGIN

NEW USER?

§ SELECT “NEW USER? REGISTER HERE.”
§ ENTER THE LAST FOUR DIGITS OF YOUR SSN, LAST NAME, AND BIRTHDATE
§ CLICK “CONTINUE”
§ ENTER YOUR E-MAIL ADDRESS AND CHOOSE A PASSWORD
§ RETURN TO THE LOGIN SCREEN AND ENTER YOUR USERNAME AND PASSWORD
§ CLICK “SIGN IN”

HOME PAGE
VIEW YOUR BENEFITS/ “YOUR BENEFITS” TAB
SELECT TO SEE YOUR CURRENT BENEFIT ELECTIONS
SUMMARY BENEFITS AND COVERAGE
SELECT TO VIEW CURRENT BENEFIT PLANS

ASK QUESTIONS
SELECT TO SEND TO AN E-MAIL TO MCC BENEFITS TEAM. THIS CAN
ALSO BE DONE BY CLICKING ON THE LINK UNDER “NEED HELP?”

ENROLL
SELECT THE “REVIEW YOUR BENEFITS” LINK ON THE UPPER RIGHT OF
THE SCREEN, UNDER “MY TO DO LIST” TO BEGIN ENROLLMENT.

MY PROFILE /”YOUR PROFILE” TAB (TOP RIGHT
CORNER)
SELECT TO VIEW YOUR PERSONAL PROFILE INFORMATION, CONTACT
INFORMATION, AND TO CHANGE YOUR E-MAIL OR PASSWORD.

STEP 1: VERIFY PERSONAL INFORMATION HERE

IF YOU ARE ALREADY
ENROLLED, SKIP THIS
SECTION.
CLICK “CONTINUE”.

CONTINUE HERE

DEPENDENTS ON RECORD ARE LISTED; TO ADD A NEW ONE:
SELECT “ADD NEW
DEPENDENT”
DEPENDENT CHILDREN REQUIRE:
CERTIFICATE OF BIRTH

LEGALLY DOMICILED ADULTS
REQUIRE:
LDA CERTIFICATION FORM
TWO (2) SUPPORTING
DOCUMENTS

CONTINUE HERE

COMPLETE ALL FIELDS
CLICK “CONTINUE”

STEP 2 – REVIEW & CHANGE ELECTIONS
YOU MAY ONLY MAKE CHANGES
TO THE FOLLOWING AREAS:
MEDICAL
DENTAL
VISION
UPDATE BENEFICIARIES LIFE/AD&D*
OPTIONAL LIFE
DEPENDENT CHILDREN OPTIONAL
LIFE
HEALTHCARE FSA
DEPENDENT FSA

*LIFE/AD&D AND DISABILITY AMOUNTS ARE
CALCULATED BY THE SYSTEM AND SUBJECT TO

EMPLOYER OFFERING. CHANGES ARE NOT
PERMITTED.

MAKING CHANGES: PROGRAM ELECTIONS
SELECT “MAKE CHANGES”
CLICK ON DESIRED PROGRAM

“WAIVE” MEANS YOU ARE NOT ENROLLED IN

THAT BENEFIT

SELECT DEPENDENTS AS DESIRED
CLICK “SAVE CHANGES”

MAKE CHANGES

PROGRAM OPTION

DEPENDENTS
SAVE CHANGES

MAKING CHANGES: UPDATE BENEFICIARIES
NAME OR UPDATE EXISTING

BENEFICIARIES WHILE ENROLLING:

SELECT “UPDATE BENEFICIARIES”

SELECT FROM EXISTING ENTRIES, OR
“ADD NEW BENEFICIARY”

SELECT INDIVIDUAL(S)

ENTER PERCENTAGE (%)

CLICK “SAVE CHANGES”
UPDATE BENEFICIARIES

ADD

UPDATE
BENEFICIARIES

%
SAVE CHANGES

MAKING CHANGES: OPTIONAL LIFE
TO ELECT OPTIONAL LIFE INSURANCE
DURING ENROLLMENT:
SELECT “MAKE CHANGES”
SELECT A COVERAGE AMOUNT*
*YOU MUST ENROLL IN OPTIONAL LIFE IN
ORDER TO ENROLL YOUR CHILD(REN)

CLICK “CONTINUE”
MAKE CHANGES

SELECT $

CONTINUE

MAKING CHANGES:

UPDATING OPTIONAL LIFE BENEFICIARIES
ADD

NAME OR UPDATE EXISTING

BENEFICIARIES DURING ENROLLMENT:
SELECT “UPDATE BENEFICIARIES”
SELECT FROM EXISTING ENTRIES, OR
“ADD NEW BENEFICIARY”
SELECT INDIVIDUAL(S)
ENTER PERCENTAGE (%)
CLICK “SAVE CHANGES”

%

SAVE CHANGES

MAKING ANNUAL ELECTIONS TO HEALTHCARE OR DEPENDENT
CARE FLEXIBLE SPENDING ACCOUNTS
MAKE CHANGES

SELECT “MAKE CHANGES” TO HEALTHCARE FSA
AND/OR DEPENDENT CARE FSA
ENTER THE ANNUAL AMOUNT ELECTED

CLICKING OUTSIDE OF THE ELECTION BOX WILL
CALCULATE MONTHLY PREMIUM
SAVE CHANGES

ENTER $

SAVE CHANGES

REVIEW AND SAVE ENROLLMENT ELECTIONS

AFTER ALL ELECTIONS/UPDATES
HAVE BEEN ENTERED:
VERIFY INFORMATION ON REVIEW

REVIEW & VERIFY

SCREEN
CLICK “SAVE”

SAVE

STEP 3 – PRINT YOUR CONFIRMATION
THIS SCREEN SHOWS YOUR UPDATED BENEFIT PLAN ELECTIONS.
vPLEASE PRINT THIS SCREEN AS CONFIRMATION OF YOUR BENEFIT ELECTIONS.
YOUR EMPLOYER WILL RECEIVE A CHANGE REPORT WHICH WILL REFLECT YOUR
BENEFIT CHANGES.

THANK YOU FOR USING EMPLOYEE SELF SERVE
FOR ONLINE BENEFIT ENROLLMENT
QUESTIONS? CALL: 800-395-5565 OR E-MAIL:
benefits@micatholic.org

FEDERALLY MANDATED NOTICES FOR ANNUAL ENROLLMENT
MCC is providing you with the following notices via US mail to comply with federal regulations
governing health plans. Please review these notices. If you have questions on any of the
information contained in the notices you may contact Michigan Catholic Conference by calling
800-395-5565, or by emailing Benefits@MICatholic.org.
WOMEN’S HEALTH AND CANCER RIGHTS ACT ENROLLMENT NOTICE --‐ 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). 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 lymphedemas. These benefits will be provided subject to the same deductibles and
coinsurance applicable to other medical and surgical benefits provided under this plan.
NEWBORNS' AND MOTHERS' HEALTH PROTECTION ACT NOTICE --- 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 or her newborn earlier than 48 hours (or
96 hours as applicable). In any case, plans and issuers may not, under federal law, require that a
provider obtain authorization from the plan or the insurance issuer for prescribing a length of stay
not in excess of 48 hours (or 96 hours).
PROCEDURE FOR OBTAINING CERTIFICATE OF CREDITABLE COVERAGE --The Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) requires all health
plans to provide a certificate of creditable coverage to any individual who loses health coverage.
The certificate rules help ensure that coverage is portable, which means that once a person has
coverage, he or she can use it to reduce or eliminate any exclusion periods for pre-existing
conditions that might otherwise apply when changing coverage. When your coverage through your
employer ends, you will receive a certificate of creditable coverage which states the amount of
time that you had coverage with your employer. You also may request a certificate for health
coverage periods on and after July 1, 1996, at any time during your coverage or within 24 months
after loss of coverage. To request a certificate of creditable coverage, please contact the following
entity: For Community Blue PPO: Blue Cross Blue Shield of Michigan at 1-877-354-2583; For
Dental: Delta Dental call 1-800-524-0149.
NOTICE OF SPECIAL ENROLLMENT RIGHTS Our records show that you are eligible to
participate in the Michigan Catholic Conference Group Health Plans. A federal law called HIPAA
requires that we notify you about your right to enroll in the plan under its “special enrollment
provision” if you acquire a new dependent, if you lose certain Medicaid coverage or become
eligible for a Medicaid premium subsidy, or if you decline coverage under this plan for yourself

or an eligible dependent while other coverage is in effect and later lose that other coverage for
certain qualifying reasons.
Special Enrollment Provision: Loss of Other Coverage: If you decline enrollment for
yourself or for an eligible dependent (including your Legally Domiciled Adult (LDA))
while other health insurance or group health plan coverage is in effect, you may be able to
enroll yourself and your dependents in this plan if you or your dependents lose eligibility
for that other coverage (or if the employer stops contributing toward your or your
dependents’ other coverage). However, you must request enrollment within 30 days after
your or your dependents’ other coverage ends (or after the employer stops contributing
toward the other coverage).
New Dependent by Marriage, Birth, Adoption, or Placement for Adoption: In
addition, if you have a new dependent as a result of marriage, birth, adoption, or placement
for adoption, you may be able to enroll yourself and your new dependents. However, you
must request enrollment within 30 days after the marriage, birth, adoption, or placement
for adoption.
Affected Medicaid Coverage: If you or an eligible dependent lose eligibility for coverage
and coverage is terminated under a Medicaid plan (under Title XIX of the Social Security
Act) or under a State child health plan (under Title XXI of the Social Security Act), or if
you or an eligible dependent become eligible for premium assistance with respect to
coverage under the Plan under such Medicaid plan or State child health plan, you may be
able to enroll yourself and your affected dependents as long as you request enrollment
within 60 days. To request special enrollment or to obtain more information about the
plan’s special enrollment provisions, contact your Plan Administrator at Michigan Catholic
Conference.
JOINT NOTICE OF PRIVACY PRACTICES:
THE MICHIGAN CATHOLIC CONFERENCE MEDICAL EXPENSE REIMBURSEMENT
PLAN AND THE APPLICABLE COMPONENT BENEFIT PROGRAMS WITHIN THE
MICHIGAN CATHOLIC CONFERENCE GROUP HEALTH BENEFIT PLAN FOR
EMPLOYEES
Notice of Privacy Practices Revised September 23, 2013 --‐ 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 Joint Notice of Privacy Practices (“Notice”) describes how (1) the Michigan Catholic
Conference Medical Expense Reimbursement Plan (as may be revised, amended, and/or restated
from time to time), specifically including medical expense reimbursement benefits; and (2) the
applicable component benefit programs offered through the Michigan Catholic Conference Group
Health Benefit Plan for Employees (as may be revised, amended, and/or restated from time to
time), specifically including (a) the Michigan Catholic Conference Community Blue PPO Plan,
with medical administered by a third party administrator, and prescription administered by a third

party administrator; and (b) the Michigan Catholic Conference Dental Plan PPO, administered by
a third party administrator (“Plan” or “Plans”) may use and disclose your protected health
information (“PHI”) to carry out treatment, payment, and health care operations, and for other
purposes that are permitted or required by the Health Insurance Portability and Accountability Act
of 1996, as amended by Subtitle D of the Health Information Technology for Economic and
Clinical Health Act as Title XIII of Division A and Title IV of Division B of the American
Recovery and Reinvestment Act of 2009 (the “HITECH Act”), and as may otherwise be amended
from time to time, and their implementing regulations (“HIPAA”). It also describes your rights to
access and control your PHI. In general, “PHI” is information, including demographic information,
collected from you or (1) created or received by a health care provider, a health clearinghouse, a
health plan or your employer on behalf of a group health plan, (2) that relates to your past, present,
or future physical or mental health or condition; the provision of health care to you; or the past,
present, or future payment for the provision of health care to you; and (a) that identifies you, or (b)
with respect to which there is a reasonable basis to believe the information can be used to identify
you; and (3) that is transmitted or maintained in electronic media or other format.
The Plan is required by law to: (1) maintain the privacy of your PHI, (2) give you this Notice of
the legal duties of the Plan and privacy practices with respect to your PHI, (3) notify you (if you
are affected) following a breach of unsecured PHI, and (4) follow the terms of the Notice currently
in effect. Specifically, the Plan is required to abide by the terms of this Notice. However, the Plan
may change or modify the terms of this Notice, at any time. The new notice will be effective for
all PHI that the Plan maintains at that time, and any received thereafter. Upon request, the Plan
will provide you with any revised Notice of Privacy Practices by contacting the Privacy Official
at the contact information listed at the end of this Notice and requesting that a revised copy be sent
to you in the mail or picked up by you in person. The medical expense reimbursement plan and
the individual applicable component benefit programs are separate covered entities who are
operating as an organized health care arrangement (“OHCA”) under HIPAA, as amended from
time to time. The medical expense reimbursement plan and each applicable component benefit
program within the OHCA agrees to abide by the terms of this Notice with respect to PHI created
or received by the medical expense reimbursement plan or the individual component benefit
program as part of its participation in the OHCA. The medical expense reimbursement plan and
the applicable component benefit programs within the OHCA will disclose PHI with each other,
as necessary to carry out treatment, payment, or health care operations relating to the OHCA, and
as permitted or required by law.
USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION
Under HIPAA, the Plan may use or disclose your PHI under certain circumstances without your
permission. The Plan does not require your authorization to use or disclose your PHI for the
following purposes listed within this section of the Notice, or incident to a use or disclosure listed
within this section of the Notice. Except as otherwise noted, other uses and disclosures of PHI not
listed or referenced within this section of the Notice will be made only with your written
authorization and such authorization may be revoked by you pursuant to the rules under HIPAA.
The following categories describe different ways that the Plan may use and disclose your PHI
without your authorization. For each category of uses or disclosures, this Notice will explain and

present some examples. These examples are not meant to be exhaustive, but are meant to illustrate
the different types of uses and disclosures. Where multiple state or federal laws protect the privacy
of your PHI, the Plan will follow the requirements that provide you with the greatest protection.
For example, when you authorize the release of information to a third party, the third party shall
not release that information unless you execute in writing another consent authorizing the
additional release.
For Treatment. The Plan may use and disclose your PHI for certain treatment activities, including
to assist your health care providers in your diagnosis and treatment. The Plan may disclose your
PHI to providers, including doctors, nurses, technicians, medical students, or other hospital
personnel who are involved in taking care of you. For example, the Plan may disclose PHI about
your prior prescriptions to a pharmacist to determine if a pending prescription is contraindicative
with prior prescriptions.
For Payment. The Plan may use and disclose your PHI for certain payment activities, generally
including activities to determine eligibility for Plan benefits, to facilitate payment for the treatment
and services you receive from health care providers, to determine benefit responsibility under the
Plan, or to coordinate Plan coverage. The Plan may also share PHI with a utilization review or
precertification service provider. The Plan may share PHI with another entity to assist with the
adjudication or subrogation of health claims or to another health plan to coordinate benefit
payments. For example, the Plan may tell your doctor about your medical history to determine
whether a particular treatment is experimental, investigational, or medically necessary, or to
determine whether the Plan will cover the treatment.
For Health Care Operations. The Plan may use and disclose your PHI for certain health care
operations such as uses and disclosures that are necessary to run the Plan or another covered entity.
For example, the Plan may use your PHI for its own health care operations such as: (1) conducting
quality assessment and improvement activities; (2) reviewing the competence or qualifications of
health care professionals, evaluating practitioner and provider performance, health plan
performance, and certain other similar activities; (3) underwriting (except genetic information),
enrollment, premium rating, and other activities relating to Plan coverage and benefits such as
submitting claims for stop--‐loss or excess loss coverage; (4) conducting or arranging for medical
review, legal services, audit services, and auditing functions (including fraud and abuse detection
programs); (5) business planning and development such as cost management; and (6) business
management and general Plan administrative activities.
To Business Associates. The Plan may contract with individuals or entities known as “business
associates” to perform various functions on the Plan’s behalf or to provide certain types of services.
In order to perform these functions or to provide these services, the Plan may disclose your PHI to
the Plan’s business associates and allow the business associate to create, receive, transmit, or
maintain PHI on the Plan’s behalf, but only after the business associate provides satisfactory
assurances to the Plan by agreeing in writing with the Plan to implement appropriate safeguards
regarding your PHI. For example, the Plan may disclose your PHI to a business associate to
administer claims or to provide support services, such as utilization management, pharmacy
benefit management, disease management, or subrogation, but only after the business associate

enters into a business associate agreement with the Plan. For example, the Plan may use or disclose
PHI in connection with obtaining legal advice from the attorneys of the Plan after a business
associate agreement has been entered into.
As Required by Law. The Plan may use or disclose your PHI to the extent that such use or
disclosure is required by law and the use or disclosure complies with and is limited to the relevant
requirements of such law. For example, uses and disclosures of your PHI may be required by law
when related to victims of abuse, neglect or domestic violence, judicial and administrative
proceedings, or law enforcement purposes.
To Avert a Serious Threat to Health or Safety. The Plan may, consistent with applicable laws
and standards of ethical conduct, use and disclose your PHI when it, in good faith, believes the use
or disclosure (1) is necessary to prevent or lessen a serious and imminent threat to your health and
safety or the health and safety of the public or another person and is to someone able to prevent or
lessen the threat; or (2) is necessary for law enforcement authorities to identify or apprehend an
individual.
Disclosure to Health Plan Sponsor. The Plan may disclose your PHI to the plan sponsor for
certain limited purposes and in compliance with the applicable plan document. For example, for
the purpose of administering the Plan, the Plan may disclose to certain employees of the employer
your PHI. However, those employees will only use or disclose that information as necessary to
perform plan administration functions or as otherwise required by HIPAA, unless you have
authorized further disclosures. Your PHI cannot be used for employment purposes without your
specific authorization. However, the Plan may disclose summary health information to the plan
sponsor (except for genetic information for underwriting purposes) if the plan sponsor requests the
summary health information for the purpose of (1) obtaining premium bids from health plans for
providing health insurance coverage under the Plan; or (2) modifying, amending, or terminating
the Plan. Additionally, the Plan may disclose to the plan sponsor information on whether you are
participating in the Plan, or are enrolled in or have disenrolled from a health insurance issuer or
HMO offered by the Plan.
Release of Information to Family and Friends. Under limited circumstances, the Plan may
disclose, to a family member, other relative, close personal friend, or other individuals identified
by you, the PHI directly relevant to such person's involvement with your health care or payment
related to your health care. The Plan may also use or disclose your PHI to notify or assist in
notifying a family member, personal representative, or other person responsible for your care of
your location, general condition, or death. Among other things, the Plan may describe your PHI to
a disaster relief agency to assist in notifying family members. You have the right to agree or object
to these uses and disclosures.
Organ and Tissue Donation. The Plan may use or disclose your PHI to organ procurement
organizations or other entities engaged in the procurement, banking or transplantation of cadaveric
organs, eyes, or tissue for the purpose of facilitating organ, eye, or tissue donation and
transplantation.

Specialized Government Functions. If you are personnel of the armed forces, the Plan may use
or disclose your PHI as required by military command authorities to assure the proper execution
of the military mission if certain requirements are met. The Plan may also use or disclose PHI
about foreign military personnel to the appropriate foreign military authority if certain
requirements are met. The Plan may also use and disclose PHI to authorized federal officials for
the conduct of certain national security, intelligence, and counter-intelligence activities; protective
services to the President of the United States, other officials and foreign heads of state; and
correctional institutional and other law enforcement custodial situations under limited
circumstances.
Workers’ Compensation. The Plan may disclose your PHI, as authorized by and to the extent
necessary to comply with laws relating to workers’ compensation or similar programs. These
programs provide benefits for work-related injuries or illness without regard to fault.
Public Health Risks. The Plan may use or disclose your PHI for public health activities for certain
purposes to certain public health and governmental authorities, and other entities. These activities
generally include the following: To prevent or control disease, injury, or disability, such as through
the reporting of disease, injury, vital events (such as birth or death), and conducting public health
surveillance and public health investigations and interventions; to report child abuse or neglect; to
report reactions to medications, problems with products or other adverse events related to products;
to track products, conduct post marketing surveillance, and notify people of recalls of products
they may be using; to notify a person who may have been exposed to a disease or may be at risk
for contracting or spreading a disease or condition if the Plan or a public health authority is
authorized by law to notify such person as necessary in the conduct of a public health intervention
or investigation; to notify a school about an individual who is a student or prospective student of
the school to a school if: (1) the PHI that is disclosed is limited to proof of immunization; (2) the
school is required by state or other law to have such proof of immunization prior to admitting the
individual; and (3) the Plan obtains and documents the agreement to the disclosure from either you
(if you are an adult or emancipated minor), or your parent, guardian, or other person acting in loco
parentis of you (if you are an unemancipated minor); and to notify the appropriate government
authority if the Plan reasonably believes you have been the victim of abuse, neglect, or domestic
violence. Except for reports of child abuse or neglect, the Plan will only make this disclosure (1)
if you agree to the disclosure; (2) to the extent the disclosure is required by law and the disclosure
complies with and is limited to relevant requirements of such law; or (3) to the extent the disclosure
is expressly authorized by statute or regulation when certain conditions are met.
Health Oversight Activities. The Plan may disclose your PHI to a health oversight agency for
certain oversight activities authorized by law. These oversight activities include, for example,
audits; civil, administrative, or criminal investigations; inspections; licensure, or disciplinary
actions; civil, administrative, or criminal proceedings or actions; or other activities necessary for
the government to monitor the health care system, government benefit programs, government
regulation programs, and compliance with civil rights laws. For example, the Plan is required to
disclose your PHI to the Secretary of the United States Department of Human Services when the
Secretary is investigating or determining the Plan’s compliance with the HIPAA privacy rules.

Lawsuits and Disputes. The Plan may disclose your PHI in the course of any judicial or
administrative proceeding in response to (1) a court or administrative order, but only to the extent
expressly authorized by such order; or (2) a subpoena, discovery request, or other lawful process
not accompanied by a court or administrative order, but only if the Plan receives satisfactory
assurance from the party seeking the information that reasonable efforts have been made to tell
you about the request or to obtain an order protecting the information requested.
Law Enforcement. The Plan may disclose your PHI if asked to do so by a law enforcement official
under certain circumstances and subject to certain limitations, generally including, for example:
Pursuant to a process and as otherwise required by law, but only in compliance with, and as limited
by the relevant requirements of, a court order, subpoena, warrant, summons or similar process
meeting certain requirements, or as otherwise required by law; to identify or locate a suspect,
fugitive, material witness, or missing person; about the victim of a crime if, you agree to the
disclosure, or under certain limited circumstances if the Plan is unable to obtain your agreement;
about a death the Plan believes may be the result of criminal conduct; and about criminal conduct
that occurred on the premises of the covered entity.
Coroners, Medical Examiners and Funeral Directors. The Plan may disclose your PHI to a
coroner or medical examiner to identify a deceased person, to determine the cause of death, or
other duties as authorized by law. The Plan may also disclose PHI to funeral directors, consistent
with applicable law, as necessary to carry out their duties. If necessary for funeral directors to carry
out their duties, the Plan may disclose the PHI prior to, and in reasonable anticipation of, your
death.
Research. The Plan may use or disclose your PHI for research when: (1) a waiver with certain
authorization requirements and containing certain information has been approved by an
appropriate institutional review board or privacy board; and (2) the Plan receives certain
representations and information required by HIPAA from the researcher.
Fundraising. While the Plan does not currently do this, under limited circumstances, it may use
or disclose certain PHI to a business associate or an institutionally related foundation for the
purpose of raising funds for its own benefit. For example, the Plan may use your PHI to raise funds
for itself under limited circumstances. In this regard, the Plan may contact you to raise funds for
the Plan. However, you have the right to opt out of reviewing such communications.
Underwriting Purposes. To the extent the Plan received your PHI for the purpose of
underwriting, premium rating, or other activities relating to the creation, renewal, or replacement
of a contract of health insurance or health benefits, and if such health insurance or health benefits
are not placed with the health plan, the Plan may only use or disclose your PHI for such purpose
or as may be required by law. However, the Plan shall not use or disclose your PHI that is genetic
information for underwriting purposes. For example, the Plan may use your PHI (other than
genetic information) for its underwriting purposes.
De-identified PHI. The Plan may use your PHI to create information that is not individually
identifiable health information or disclose your PHI only to a business associate for such purpose.

Health information that has been properly de--‐identified (and not re--‐identified) may be freely
used or disclosed by the Plan in accordance with the HIPAA privacy rules.
Limited Data Sets. Under limited circumstances and solely for purposes of research, public
health, or health care operations, the Plan may use or disclose a limited data set (PHI that excludes
several of your direct identifiers), but only if the Plan enters into a data use agreement with the
limited data set recipient.
OTHER USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION
REQUIRING AUTHORIZATION
Other uses and disclosures of PHI not described in this Notice will be made only with your written
authorization. For example, the Plan must obtain your authorization for any use or disclosure of
your PHI for marketing, except if the communication is in the form of (1) a face‐to‐face
communication made by the Plan to you; or (2) a promotional gift of nominal value provided by
the Plan. Additionally, the Plan must obtain your authorization for any disclosure of your PHI
which is a sale of PHI. Further, although the Plan generally does not have access to any
psychotherapy notes, it must obtain your authorization for any use or disclosure of psychotherapy
notes, except under certain limited circumstances. If you provide the Plan authorization to use or
disclose your PHI, you may revoke that authorization, in writing, at any time, except if the Plan
has already taken action in reliance on your authorization, or if the authorization was obtained as
a condition of obtaining insurance coverage, other law provides the insurer with the right to contest
a claim under the policy or policy itself. If you revoke your authorization, the Plan will no longer
use or disclose your PHI for the reasons covered by your written authorization. You understand
that the Plan is unable to take back any disclosures that the Plan has already made with your
permission, and that the Plan is required to retain records of the services that are provided to you.
Generally, the Plan will disclose your PHI to individuals authorized by you, or to an individual
designated as your personal representative so long as you provide the Plan with a written
notice/authorization and any supporting documents (i.e., power of attorney). Please note that under
the HIPAA privacy rules, the Plan does not have to disclose PHI to a personal representative if (1)
the Plan has a reasonable belief that (a) you have been, or may be, subjected to domestic violence,
abuse or neglect by such person; or (b) treating such person as your personal representative could
endanger you; and (2) in the exercise of professional judgment, the Plan determines that it is not
in your best interest to treat the person as your personal representative.
YOUR RIGHTS
You have the following rights regarding PHI the Plan maintains about you:
Right to Inspect and Copy. Except for in limited circumstances, you have the right to inspect and
copy your PHI maintained in a designated record set. If the PHI that is the subject of a request for
access is maintained in one or more designated record sets electronically, you have the right to
request an electronic copy of such information. If you request an electronic copy of such
information, the Plan must provide you with access to the PHI in the electronic form and format
you requested, if it is readily producible in such form and format; or, if not, in a readable electronic
form or format agreed to by you and the Plan. To inspect and copy PHI (or to request a summary

of your PHI), you must submit your request in writing to the Privacy Official contact information
listed at the end of this Notice. If you request a copy of the information, the Plan may charge a fee
for the costs of (1) labor for copying the PHI you requested, whether in paper or electronic form,
(2) supplies for creating the paper copy or electronic media if you request that the electronic copy
be provided on portable media, (3) postage, when you have requested that the copy or summary
be mailed, and (4) preparing a summary of PHI if you agree. The Plan may deny your request to
inspect and copy (or for a summary) in certain limited circumstances. If you are denied access to
PHI, you may request that the denial be reviewed under certain circumstances.
Right to Amend. If you feel that PHI the Plan has about you is incorrect or incomplete, you may
ask the Plan to amend the information. You have the right to request an amendment for as long as
the information is maintained in the designated record set. To request an amendment, your request
must be made in writing and submitted to the Privacy Official contact information listed at the end
of this Notice. In addition, you must provide a reason that supports your request. The Plan may
deny your request for an amendment if it is not in writing or does not include a reason to support
the request. In addition, the Plan may deny your request if you ask the Plan to amend information
that: Is not part of the PHI kept by or for the Plan (i.e., not part of the designated record set); Was
not created by the Plan, unless the person or entity that created the information is no longer
available to make the amendment; Is not part of the information which you would be permitted to
inspect and copy; or Is accurate and complete. Any denial of a request to amend shall be provided
to you in writing. If the Plan denies your request, you have the right to file a statement of
disagreement with the Plan and any future disclosures of the disputed information will include
your statement.
Right to an Accounting of Disclosures. You have the right to request an “accounting of
disclosures” of your PHI where such disclosure was made for any purpose other than (1) to carry
out treatment, payment, or health care operations; (2) to you about your own PHI; (3) incident to
an otherwise permitted use or disclosure under HIPAA; (4) pursuant to your authorization; (5) to
persons involved in your care or payment for your care or for certain other notification purposes;
(6) for national security or intelligence purposes; (7) to correctional institutions or law enforcement
officials, (8) as part of a limited data set; or (9) that occurred prior to the HIPAA privacy rules
compliance date for the Plan. To request this list or accounting of disclosures, you must submit
your request in writing to the Privacy Official contact information listed at the end of this Notice.
Your request must state a time period which may not be longer than six years prior to the date on
which the accounting is requested and may not include dates before the Plan was required to be in
compliance with the HIPAA privacy rules. Your request should indicate whether you would like
the list in paper or electronic form, and the Plan will attempt to furnish you that format, if possible.
The Plan may charge you for the reasonable costs of providing the list. The Plan will notify you
of the cost involved and you may choose to withdraw or modify your request at that time before
any costs are incurred.
Right to Request Restrictions. You have the right to request a restriction or limitation on the PHI
the Plan uses or discloses about you to carry out treatment, payment, or health care operations.
You also have the right to request a limit on the PHI the Plan may disclose about you to someone

who is involved in your care or the payment of your care, like a family member or close personal
friend, or to certain entities assisting with disaster relief efforts. Except as provided in the next
paragraph, the Plan is not required to agree to your request. If the Plan agrees to your request, the
Plan will comply with your request until the Plan receives written notice from you that you no
longer want the restriction to apply (except as required by law or in emergency situations). A
restriction agreed to by the Plan is not effective to prevent uses or disclosures related to an
investigation by the Department of Health and Human Services to determine the Plan’s compliance
with HIPAA; required by law; for public health activities; victims of abuse, neglect or domestic
violence; health oversight activities; judicial and administrative proceedings; law enforcement
purposes; about decedents; for organ donations; for research purposes; to avert a serious threat to
health or safety; for specialized government functions; and for workers compensation. The Plan
must comply with any restriction request if: (1) the disclosure is for the purpose of carrying out
payment or health care operations and is not otherwise required by law; and (2) the PHI pertains
solely to a health care item or service for which the individual, or person other than the health plan
on behalf of the individual, has paid the covered entity in full. To request restrictions, you must
make your request in writing to the Privacy Official contact information listed at the end of this
Notice. In your request, you must tell the Plan: (1) what information you want to limit; (2) whether
you want to limit the use, disclosure, or both, of the Plan; and (3) to whom you want the limits to
apply. The Plan reserves the right to terminate its agreement to a restriction (except as prohibited
by law), however it will not do so prior to giving you notice in writing and such termination will
only be effective with respect to your PHI which is created or received after you have been
informed.
Right to Request Confidential Communications. You have the right to request that the Plan
communicate with you about your PHI in a certain way or at a certain location. For example, you
can ask that the Plan only contact you at work or by mail. To request confidential communications,
you must make your request in writing to the Privacy Official contact information listed at the end
of this Notice. The Plan will not ask you the reason for your request. The Plan will accommodate
all reasonable requests if you clearly state that the disclosure of all or part of your PHI could
endanger you. Your request must specify how or where you wish to be contacted.
Right to be Notified of a Breach. You have the right to be notified in the event that the Plan (or
a business associate) discovers a breach of unsecured PHI.
Rights to a Paper Copy of This Notice. You have the right to a paper copy of this Notice. You
may ask the Plan to give you a copy of this Notice at any time. Even if you have agreed to receive
this Notice electronically, you are still entitled to a paper copy of this Notice. To obtain a paper
copy of this Notice, please submit a written request to the Privacy Official contact information
listed at the end of this Notice.
CHANGES TO THIS NOTICE
The Plan expressly reserves the right to amend, change or terminate this Notice and/or its terms at
any time, either prospectively or retroactively, without notice. The Plan expressly reserves the
right to make the revised or changed Notice effective for PHI the Plan already has about you as

well as any PHI the Plan receives in the future. This Notice will also change should it become
necessary and appropriate to comply with changes in the law, including the standards,
requirements, and implementation specifications of HIPAA. If the Plan makes a material change
to the Notice, a revised Notice will be promptly provided to you either by mail to your last known
address or, if you have agreed, by electronic delivery. Except when required by law, a material
change to any term of this Notice may not be implemented prior to the effective date of the notice
in which such material change is reflected.
COMPLAINTS
If you believe your privacy rights have been violated, you may file a complaint with the Plan or
with the Secretary of the Department of Health and Human Services. To file a complaint with the
Plan, please file a written request to the Privacy Official contact information listed at the end of
this Notice. All complaints must be submitted in writing. You will not be penalized or retaliated
against for filing a complaint.
MISCELLANEOUS ITEMS
Under no circumstances does this Notice extend the rights and obligations of HIPAA to benefits
that would otherwise be outside the scope of HIPAA. This Notice does not create any contractual
rights or obligations between the Plan and other parties to Plan benefits that would otherwise be
outside the scope of HIPAA. To the extent that anything stated within this Notice is inconsistent
with the applicable contracts, plan documents or other legal documentation, those other documents
and contracts control. This Notice does not in any way alter or change the written terms of the
Plan. No third party rights, including but not limited to rights of Plan participants, beneficiaries,
covered dependents or business associates, are intended to be created by this Notice. To the extent
this Notice attempts to establish requirements and obligations above and beyond those required by
HIPAA, the Notice shall be aspirational and shall not be binding upon the Plan. This Notice does
not address requirements under other federal laws or under state laws. Nothing within this Notice
should be construed as a contract and no vested rights are created by this Notice. This Notice is
designed to be implemented in conjunction with a comprehensive privacy policy and procedures
which are contained within a separate document, and any ambiguities between this Notice and
those documents should be harmonized consistent with the requirements of HIPAA. Any
ambiguity within this Notice should be construed in a manner that permits the Plan to comply with
the requirements of HIPAA.
HOW TO CONTACT US
If you have any complaints or questions about this Notice or you want to submit a written request
to the Plan as required in any of the previous sections of this Notice, please write to the Plan at the
address given below:
Michigan Catholic Conference
Attn: Privacy Official, Employee Benefits Manager
510 South Capitol Avenue Lansing, MI 48933
(517) 372-9310

PPACA CLAIMS AND APPEALS PROCEDURES FOR GROUP HEALTH PLANS
Michigan Catholic Conference (“Employer”) has adopted the Michigan Catholic Conference
Group Health Benefit Plan for Employees, as may be revised, amended, and/or restated from time
to time (“Plan”). This Plan is the overall plan by Employer to provide you with certain benefits
through contracts with various insurance companies, administrative service organizations and/or
through the Employer’s programs. Specifically, the Plan incorporates the following benefits
depending on employee eligibility and other Employer and insurer requirements:
• “Self-Funded Benefits” include the following underlying plans:
o The Michigan Catholic Conference Community Blue PPO Plan, with medical
administered by BCBSM and prescription administered by Medco / Express Scripts
o The Michigan Catholic Conference Dental Plan PPO, administered by Delta Dental
Pursuant to the Patient Protection and Affordable Care Act of 2010, as amended by the Health
Care and Education Reconciliation Act of 2010, and as may be further amended from time to time
(“PPACA”), you have certain rights with respect to claims and appeals procedures related to the
Plan.
These Procedures have been prepared to generally explain the claims and appeals procedures
included in the Plan; they do not give the full details of the claims and appeals procedures for each
underlying plan. They are not meant to interpret, extend or change the underlying plans in any
way. In case of a conflict between these Procedures and the actual provisions of the formal plan
documents, the provisions of the plan documents will control, unless otherwise required by law.
It is important that you know your legal rights and responsibilities with respect to claims and
appeals related to your Plan benefits. Michigan Catholic Conference encourages you to read
through these Procedures thoroughly. If for any reason you do not understand the information
provided, contact the Plan Administrator for assistance.
Article 1 - Definitions and Applicability
1.1

Definitions. For purposes of these Procedures, the following definitions are applicable:

"Administrator" shall mean the relevant Plan Administrator or Contract Administrator who
is administering benefits under the particular underlying plan.
“Contract Administrator” means any third-party with whom the Michigan Catholic
Conference has contracted with to provide and/or administer benefits under the Plan, specifically
BCBSM, Medco / Express Scripts and Delta Dental.
“Employer” is defined in the preamble of these Procedures.
“Insurance Contracts” means any insurance contracts, certificates of coverage, certificates
of insurance, benefit booklets or summaries, policies or other contracts between the Employer and
Contract Administrators providing and/or administering benefits under the applicable underlying
plans to you and your eligible dependents.

“Plan” is defined in the preamble of these Procedures.
“Plan Administrator” means the Michigan Catholic Conference or another person or entity
designated by its board of directors to administer the Plan.
“PPACA” is defined in the preamble of these Procedures.
“Procedures” means these PPACA Claims and Appeals Procedures for Group Health
Plans.
“Self--‐Funded Benefits” is defined in the preamble of these Procedures.
1.2
Application for Self-Funded Benefits. You shall make a claim for benefits by making a
request pursuant to the procedures specified for each benefit in the underlying Self-Funded
Benefits. Any claims not submitted within the specified time requirements will not be considered.
Claims for benefits will be reviewed in accordance with the procedures contained in the Insurance
Contracts.
Generally, the provider will file all claims. However, in some circumstances, nonparticipating
providers may not file a claim. In those cases, you shall make a claim for benefits by making a
request pursuant to the procedures specified in the claim forms provided by the Administrator. For
purposes of determining the amount of, and entitlement to, benefits provided through the
employer’s general assets, the relevant Administrator is the named fiduciary under the Plan, with
the full power to make factual determinations and to interpret and apply the terms of the Plan as
they relate to the benefits provided through a self-funded arrangement.
The Administrator will decide claims in accordance with reasonable claims procedures, as required
by the PPACA. The Administrator may have the right to secure independent medical advice and
to require such other evidence as it deems necessary in order to decide a claim. If the Administrator
denies a claim in whole or in part, then you will receive a written notification setting forth the
reason(s) for the denial.
If a claim is denied, you may appeal to the Administrator for a review of the denied claim. The
Administrator will decide the appeal in accordance with reasonable claims procedures, as required
by the PPACA. If you do not appeal on time, you will lose the right to file suit in a state or federal
court, because you will not have exhausted the internal administrative appeal rights (which
generally is a prerequisite to bringing a suit in state or federal court).
Article 2 - PPACA Internal Claims Procedure and Appeals
2.1

Timing of Notification of Initial Benefit Determination.

(a) Pre-Service Determinations. In the case of pre-service determinations, the Administrator shall
notify you of the Plan’s benefit determination within a reasonable time, but no later than 15 days
after receipt of the claim by the Plan if no further information is required. This period may be
extended one time for 15 additional days if the Administrator determines that such an extension is
necessary due to matters beyond the control of the Plan. The Administrator will provide you with
written notice of the extension before the end of the initial 15-day period, explaining the reason

for the extension and the date the Administrator expects to make a decision. If you fail to provide
sufficient information to determine whether, or to what extent, benefits are covered or payable
under the Plan, but communicate at least your name, a specific medical condition or symptom, and
a specific treatment, service or product for which prior approval is requested, the Administrator
will provide oral notice (and in writing if requested) of the failure and the proper procedure to
complete the claim, within five days of the failure. If the extension is necessary due to your failure
to submit the information necessary to decide the claim, the notice of extension will describe the
required information and you shall have 45 days to provide the information. Failure to respond in
a timely and complete manner will result in a benefit denial.
(b) Post--‐service Decisions. In the case of post-service claims, the Administrator shall notify you
of the Plan’s adverse benefit determination within a reasonable time, but no later than 30 days after
receipt of the claim by the Plan if no further information is required. This period may be extended
one time for 15 additional days if the Administrator determines that such an extension is necessary
due to matters beyond the control of the Plan and the Administrator notifies you prior to expiration
of the initial 30-day period of the reasons for the extension of time and the date by which the
Administrator expects to render a decision. If the extension is necessary due to your failure to
submit the information necessary to decide the claim, the notice of extension will describe the
required information and you shall have at least 45 days to provide the information. Failure to
respond in a timely and complete manner will result in the denial of benefit payment.
(c) Concurrent Care Decisions. In the case of a reduction or termination of an ongoing course of
treatment which the Administrator had previously approved, the Administrator shall notify you of
the Plan’s benefit determination within a reasonable time sufficiently in advance of the reduction
or termination to allow you to appeal and obtain a determination on review before the benefit is
reduced or terminated. In the case of your request to extend the course of treatment which the
Administrator had previously approved, the Administrator shall notify you of the Plan’s benefit
determination within 24 hours after receipt of the claim by the Plan, provided the claim is made at
least 24 hours before the expiration of the period of time or number of treatments.
(d) Urgent Care Decisions. In the case of urgent care claims, the Administrator shall notify you
of the Plan’s benefit determination as soon as possible, but not later than 72 hours after receipt of
the claim by the Plan. However, if you fail to provide sufficient information to determine whether,
or to what extent, benefits are covered or payable under the Plan, but communicate at least your
name, a specific medical condition or symptom, and a specific treatment, service or product for
which prior approval is requested, the Administrator will provide notice of the failure and the
proper procedure to complete the claim as soon as possible, but not later than 24 hours of the
failure. You shall be afforded at least 48 hours to provide the specified information. The
Administrator will notify you of the benefit determination as soon as possible, but not later than
48 hours of the earlier of receipt of the specified information or the end of the period in which you
must provide the additional information.
2.2
Content of Notification of Initial Benefit Determination. A notice of benefit
determination will be sent to you in written or electronic format in a manner calculated to be
understood by you. In the case of urgent care decisions, you may be informed orally and will be

sent a written or electronic notification within three days of the oral notification. The notification
to you of an adverse determination will generally include: the specific reason or reasons for the
adverse determination; reference to the specific Plan provisions on which the determination is
based; a description of any additional material or information necessary for you to perfect the claim
and an explanation of why such material or information is necessary; a description of the Plan’s
review procedures and the time limits applicable to such procedures; if an internal rule, guideline,
protocol, or other similar criterion was relied upon in making the adverse determination, either a
copy of the specific rule, guideline, protocol or other similar criteria, or a statement that such was
relied upon in making the adverse benefit determination, will be provided free of charge to you
upon request; if the adverse benefit determination is based on a medical necessity or experimental
treatment or similar exclusion or limit, either an explanation of the scientific or clinical judgment
for the determination applying the terms of the Plan to your medical circumstances, or a statement
of such explanation, will be provided free of charge upon request; and if the claim involves an
urgent care decision, a description of the expedited review process for such claims.
2.3
Appeal of Adverse Benefits Determinations. You shall have 180 days following receipt
of a notification of an adverse benefit determination within which to appeal the determination to
the appropriate named fiduciary of the plan. You may submit written comments, documents,
records and other information relating to the claim for benefits. You shall be provided, upon
request and free of charge, reasonable access to and copies of all documents, records and other
information relevant to your claim for benefits. The review will take into account all comments,
documents, records and other information you submitted relating to the claim, without regard to
whether such information was submitted or considered in the initial benefit determination. The
review will not give deference to the original determination and will be conducted by an
appropriate name fiduciary of the plan who is neither the person who made the original
determination subject to appeal, nor the subordinate of such individual. If the determination was
based on medical judgment, including determinations of whether a particular drug or other item is
experimental, investigational or not medically necessary or appropriate, the appropriate named
fiduciary shall consult with an appropriate health care professional who has the appropriate
training and experience in the field of medicine involved in the medical judgment. Medical or
vocational experts consulted on behalf of the Plan in connection with the determination must be
identified, whether or not the advice was relied upon in the determination. The health care
professional consulted under (f) shall be an individual not consulted for the original determination,
nor the subordinate of such individual. If the claim involves urgent care, an expedited review will
occur, which may be requested orally or in writing by you and all necessary information, including
the determination on review, shall be transmitted between the Administrator and you by telephone,
facsimile or other available similarly expeditious method.
2.4

Timing of Notification of Benefits Determination on Review.

Pre-service Decisions. The Administrator shall notify you of the benefit determination on review
concerning pre-- ‐ service determinations within 30 days after receipt of your request of review.
Post-service Decisions. The Administrator shall notify you of the benefit determination on review
concerning post--service determinations within 60 days after receipt of your request of review.

Urgent Care Decisions. The Administrator shall notify you of the benefit determination on review
concerning urgent care determinations within 72 hours after receipt of your request of review.
2.5
Content of Notification of Benefit Determination on Review. A notice of benefit
determination on review will be sent to you in written or electronic format in a manner calculated
to be understood by you. The notification to you will generally include: the specific reason or
reasons for the adverse determination; reference to the specific plan provisions on which the
benefit determination is based; a statement that you are entitled to receive, upon request and free
of charge, reasonable access to and copies of all documents, records and other information relevant
to your claim for benefits; if any voluntary appeal right exist, a statement describing any voluntary
appeal procedures offered by the plan and your right to obtain the information about such
procedures; if an internal rule, guideline, protocol, or other similar criterion was relied upon in
making the adverse determination, either a copy of the specific rule, guideline, protocol or other
similar criterion, or a statement that such was relied upon in making the determination, will be
provided free of charge to you upon request; if the adverse benefit determination is based on a
medical necessity or experimental treatment or similar exclusion or limit, either an explanation of
the scientific or clinical judgment for the determination applying the terms of the plan to your
medical circumstances, or a statement of such explanation, will be provided free of charge upon
request; and a statement of your other voluntary alternative dispute resolution options, if any.
However, if you should initiate a lawsuit, it shall be brought within three years after exhaustion of
the claims procedures.
2.6
Additional Internal Claims and Appeals Standards. In addition to the applicable
requirements set forth in Section 2.1 through 2.5, the internal claims and appeals processes of the
plan and issuer shall: Full and fair review. Allow you to review the claim file and to present
evidence and testimony as part of the internal claims and appeals process. Specifically, in addition
to complying with the requirements set forth in Article 3: You shall be provided, free of charge,
with any new or additional evidence considered, relied upon, or generated by the plan or issuer (or
at the direction of the plan or issuer) in connection with the claim; such evidence must be provided
as soon as possible and sufficiently in advance of the date on which the notice of final internal
adverse benefit determination is required to be provided under Section 2.4 to give you a reasonable
opportunity to respond prior to that date; and before the plan or issuer can issue a final internal
adverse benefit determination based on a new or additional rationale, you must be provided, free
of charge, with the rationale; the rationale must be provided as soon as possible and sufficiently in
advance of the date of which the notice of final internal adverse benefit determination is required
to be provided under Section 2.4 to give you a reasonable opportunity to respond prior to that date.
Avoiding conflicts of interest. In addition to the requirements of 29 CFR 2560.503--‐1(b) and (h)
regarding full and fair review, the plan and issuer shall ensure that all claims and appeals are
adjudicated in a manner designed to ensure the independence and impartiality of the persons
involved in making the decision. Decisions regarding hiring, compensation, termination,
promotion, or other similar matters with respect to any individual (such as a claims adjudicator or
medical expert) shall not be made based upon the likelihood that the individual will support the
denial of benefits. Notice. Effective the first day of the first plan year beginning on or after January

1, 2012, you shall be provided notice, in a culturally and linguistically appropriate manner (as set
forth in 29 C.F.R. 2590.715--‐2719(e) with respect to applicable non--‐English languages) that
complies with the requirements of 29 C.F.R. 2560.503--‐1(g) and (j) by the plan and issuer.
Effective the first day of the first plan year beginning on or after July 1, 2011 (unless a different
effective date is set forth below in this paragraph), the plan and issuer must also comply with the
following requirements: Any notice of adverse benefit determination or final internal adverse
benefit determination must include information sufficient to identify the claim involved (including
the date of service, the health care provider, and the claim amount (if applicable)). Effective the
first day of the first plan year beginning on or after January 1, 2012, any notice of adverse benefit
determination or final internal adverse benefit determination must include a statement describing
the availability, upon request, of the diagnosis code and its corresponding meaning, and the
treatment code and its corresponding meaning. The plan and issuer must provide to participants
and beneficiaries, as soon as practicable, upon request, the diagnosis code and its corresponding
meaning, and the treatment code and its corresponding meaning, associated with any adverse
benefit determination or final internal adverse benefit determination. The plan or issuer must not
consider a request for such diagnosis and treatment information, in itself, to be a request for an
internal appeal under this Article 2, or an external review under Article 3. The plan and issuer must
provide a description of available internal appeals and external review processes, including
information regarding how to initiate an appeal. The plan and issuer must disclose the availability
of, and contact information for, any applicable office of health insurance consumer assistance or
ombudsman established under Public Health Service Act section 2793 to assist individuals with
the internal claims and appeals and external review processes.
Deemed exhaustion of internal claims and appeals processes. Effective the first day of the first
plan year beginning on or after January 1, 2012, In the case of a plan or issuer that fails to adhere
to all the requirements of this Article 2 with respect to a claim, you are deemed to have exhausted
the internal claims and appeals process of this Article 2 except as provided in subparagraph (2) of
this paragraph (d). Accordingly, you may initiate an external review under Article 3. You are also
entitled to pursue any available remedies under State law, as applicable, on the basis that the plan
or issuer has failed to provide a reasonable internal claims and appeals process that would yield a
decision on the merits of the claim.
Notwithstanding subparagraph (1) of this paragraph (d), the internal claims and appeals process of
this Article 2 will not be deemed exhausted based on de minimis violations that do not cause, and
are not likely to cause, prejudice or harm to you so long as the plan or issuer demonstrates that the
violation was for good cause or due to matters beyond the control of the plan or issuer and that the
violation occurred in the context of an ongoing, good faith exchange of information between the
plan and you. This exception is not available if the violation is part of a pattern or practice of
violations by the plan or issuer. You may request a written explanation of the violation from the
plan or issuer, and the plan or issuer must provide such explanation within ten (10) days, including
a specific description of its bases, if any, for asserting that the violation should not cause the
internal claims and appeals process of this Article 2 to be deemed exhausted. If an external
reviewer or a court rejects your request for immediate review under subparagraph (1) of this
paragraph (d) on the basis that the plan met the standards for the exception under this subparagraph

(2) of this paragraph (d), you have the right to resubmit and pursue the internal appeal of the claim.
In such a case, within a reasonable time after the external reviewer or court rejects the claim for
immediate review (not to exceed ten (10) days), the plan shall provide you with notice of the
opportunity to resubmit and pursue the internal appeal of the claim. Time periods for re--‐filing
the claim shall begin to run upon your receipt of such notice.
2.7
Provision of Continued Coverage Pending the Outcome of an Appeal. A plan or issuer
subject to the requirements of Sections 2.1 through 2.6 are required to provide continued coverage
pending the outcome of an appeal. For this purpose, the plan and issuer must comply with the
requirements of Section 2.1(c), which generally provides that benefits for an ongoing course of
treatment cannot be reduced or terminated without providing advance notice and an opportunity
for advance review.
Article 3
External Review Process
3.1
In General. You may have the right to file a request for an external review of an adverse
determination or final adverse determination with the Plan. You may contact the Plan
Administrator for more detailed information related to the external review process. The Plan can
be reached at (517) 372-9310 or Michigan Catholic Conference, 510 S. Capitol Avenue, Lansing,
Michigan 48901.
3.2
The Self-Funded Benefits. The Self-Funded Benefits will comply with the external review
requirements under the PPACA if the following procedures are adhered to: Subject to the
suspension provision set forth in Section 3.2(a) (and except to the extent provided otherwise by
the Secretary of the Department of Labor in guidance) the external review process set forth in
Sections 3.2(b) and (c) (i.e., the procedures set forth in Department of Labor Technical Release
2010-01, as modified by Department of Labor Technical Release 2011-02) shall apply to any
adverse benefit determination or final internal adverse benefit determination, except that a denial,
reduction, termination, or a failure to provide payment for a benefit based on a determination that
a participant or beneficiary fails to meet the requirements for eligibility under the terms of a group
health plan is not eligible for external review process set forth in Sections 3.2(b) and (c). Unless
or until this suspension is revoked in guidance by the Secretary of Labor, with respect to claims
for which external review has not been initiated before September 20, 2011, the external review
process set forth in Sections 3.2(b) and (c) applies only to: (i) an adverse benefit determination
(including a final internal adverse benefit determination) by a plan or issuer that involves medical
judgment (including, but not limited to, those based on the plan’s or issuer’s requirements for
medical necessity, appropriateness, health care setting, level of care, or effectiveness of a covered
benefit; or its determination that a treatment is experimental or investigational), as determined by
the external reviewer; and (ii) a rescission of coverage (whether or not the rescission has any effect
on any particular benefit at that time).
Standard external review for the Self-Funded Benefits. This paragraph (b) sets forth procedures
for standard external review for the Self-Funded Benefits. Standard external review is external
review that is not considered expedited (as described in paragraph (c)).

Request for external review. You are allowed to file a request for an external review with the plan
if the request is filed within four months after the date of receipt of a notice of an adverse benefit
determination or final internal adverse benefit determination. If there is no corresponding date four
months after the date of receipt of such a notice, then the request must be filed by the first day of
the fifth month following the receipt of the notice. For example, if the date of receipt of the notice
is October 30, because there is no February 30, the request must be filed by March 1. If the last
filing date would fall on a Saturday, Sunday, or Federal holiday, the last filing date is extended to
the next day that is not a Saturday, Sunday, or Federal holiday.
Preliminary review. Within five business days following the date of receipt of the external review
request, the group health plan shall complete a preliminary review of the request to determine
whether: You are or were covered under the plan at the time the health care item or service was
requested or, in the case of a retrospective review, were covered under the plan at the time the
health care item or service was provided; The adverse benefit determination or the final adverse
benefit determination does not relate to your failure to meet the requirements for eligibility under
the terms of the group health plan (e.g., worker classification or similar determination); you have
exhausted the plan’s internal appeal process unless you are not required to exhaust the internal
appeals process under the interim final regulations; and you have provided all the information and
forms required to process an external review. Within one business day after completion of the
preliminary review, the plan must issue a notification in writing to you. If the request is complete
but not eligible for external review, such notification shall include the reasons for its ineligibility
and contact information for the Employee Benefits Security Administration (toll-free number 866444-EBSA (3272)). If the request is not complete, such notification shall describe the information
or materials needed to make the request complete and the plan must allow you to perfect the request
for external review within the four-month filing period or within the 48 hour period following the
receipt of the notification, whichever is later.
Referral to Independent Review Organization. The group health plan shall assign an independent
review organization (“IRO”) that is accredited by URAC or by a similar nationally-recognized
accrediting organization to conduct the external review. Moreover, the plan must take action
against bias and to ensure independence. Accordingly, plans shall contract with at least two (2)
IROs for assignments under the plan and rotate claims assignments among them (or incorporate
other independent, unbiased methods for selection of IROs, such as random selection). In addition,
the IRO may not be eligible for any financial incentives based on the likelihood that the IRO will
support the denial of benefits. A contract between a plan and an IRO shall provide the following:
The assigned IRO will utilize legal experts where appropriate to make coverage determinations
under the plan. The assigned IRO will timely notify you in writing of the request’s eligibility and
acceptance for external review. This notice will include a statement that you may submit in writing
to the assigned IRO within ten business days following the date of receipt of the notice additional
information that the IRO must consider when conducting the external review. The IRO is not
required to, but may, accept and consider additional information submitted after ten business days.
Within five business days after the date of assignment of the IRO, the plan must provide to the
assigned IRO the documents and any information considered in making the adverse benefit
determination or final internal adverse benefit determination. Failure by the plan to timely provide

the documents and information must not delay the conduct of the external review. If the plan fails
to timely provide the documents and information, the assigned IRO may terminate the external
review and make a decision to reverse the adverse benefit determination or final internal adverse
benefit determination. Within one business day after making the decision, the IRO must notify you
and the plan.
Upon receipt of any information submitted by you, the assigned IRO must within one business day
forward the information to the plan. Upon receipt of any such information, the plan may reconsider
its adverse benefit determination or final internal adverse benefit determination that is the subject
of the external review. Reconsideration by the plan must not delay the external review. The
external review may be terminated as a result of the reconsideration only if the plan decides, upon
completion of its reconsideration, to reverse its adverse benefit determination or final internal
adverse benefit determination and provide coverage or payment. Within one business day after
making such a decision, the plan must provide written notice of its decision to you and the assigned
IRO. The assigned IRO must terminate the external review upon receipt of the notice from the
plan. The IRO will review all of the information and documents timely received. In reaching a
decision, the assigned IRO will review the claim de novo and not be bound by any decisions or
conclusions reached during the plan’s internal claims and appeals process applicable under
paragraph (b) of the interim final regulations under section 2719 of the PHS Act. In addition to the
documents and information provided, the assigned IRO, to the extent the information or documents
are available and the IRO considers them appropriate, will consider the following in reaching a
decision: Your medical records; The attending health care professional’s recommendation;
Reports from appropriate health care professionals and other documents submitted by the plan or
issuer, you, or your treating provider; The terms of your plan to ensure that the IRO’s decision is
not contrary to the terms of the plan, unless the terms are inconsistent with the applicable law;
Appropriate practice guidelines, which must include applicable evidence-based standards and may
include any other practice guidelines developed by the Federal government, national or
professional medical societies, boards, and associations; Any applicable clinical review criteria
developed and used by the plan, unless the criteria are inconsistent with the terms of the plan or
with applicable law; and the opinion of the IRO’s clinical reviewer or reviewers after considering
the information described in this notice to the extent the information or documents are available
and the clinical reviewer or reviewers consider appropriate. The assigned IRO must provide
written notice of the final external review decision within 45 days after the IRO receives the request
for the external review. The IRO must deliver the notice of final external review decision to you
and the plan.
The assigned IRO’s decision notice will contain: A general description of the reason for the request
for external review, including information sufficient to identify the claim (including the date or
dates of service, the health care provider, the claim amount (if applicable), the diagnosis code and
its corresponding meaning, the treatment code and its corresponding meaning, and the reason for
the previous denial); The date the IRO received the assignment to conduct the external review and
the date of the IRO decision; References to the evidence or documentation, including the specific
coverage provisions and evidence-based standards, considered in reaching its decision; A
discussion of the principal reason or reasons for its decision, including the rationale for its decision

and any evidence-based standards that were relied on in making its decision; A statement that the
determination is binding except to the extent that other remedies may be available under State or
Federal law to either the group health plan or to you; A statement that judicial review may be
available to you; and current contact information, including phone number, for any applicable
office of health insurance consumer assistance or ombudsman established under PHS Act section
2793. After a final external review decision, the IRO must maintain records of all claims and
notices associated with the external review process for six years. An IRO must make such records
available for examination by you, the plan, or the State or Federal oversight agency upon request,
except where such disclosure would violate State or Federal privacy laws.
Reversal of plan’s decision. Upon receipt of a notice of a final external review decision reversing
the adverse benefit determination or final internal adverse benefit determination, the plan
immediately must provide coverage or payment (including immediately authorizing or
immediately paying benefits) for the claim.
Expedited external review for Self-Insured Benefits: Request for expedited external review. You
are allowed to make a request for an expedited external review with the plan at the time you
receive: An adverse benefit determination if the adverse benefit determination involves your
medical condition of for which the timeframe for completion of an expedited internal appeal under
the interim final regulations would seriously jeopardize your life or health or would jeopardize
your ability to regain maximum function and you have filed a request for an expedited internal
appeal; or a final internal adverse benefit determination, if you have a medical condition where the
timeframe for completion of a standard external review would seriously jeopardize your life or
health or would jeopardize your ability to regain maximum function, or if the final internal adverse
benefit determination concerns an admission, availability of care, continued stay, or health care
item or service for which you received emergency services, but have not been discharged from a
facility.
Preliminary review. Immediately upon receipt of the request for expedited external review, the
plan must determine whether the request meets the reviewability requirements set forth in
paragraph (b)(ii) above for standard external review. The plan must immediately send a notice that
meets the requirements set forth in paragraph (b)(ii) above for standard external review to you of
its eligibility determination. Referral to independent review organization. Upon a determination
that a request is eligible for external review following the preliminary review, the plan will assign
an IRO pursuant to the requirements set forth in subparagraph (b)(iii) above for standing review.
The plan must provide or transmit all necessary documents and information considered in making
the adverse benefit determination or final internal adverse benefit determination to the assigned
IRO electronically or by telephone or facsimile or any other available expeditious method.
The assigned IRO, to the extent the information or documents are available and the IRO considers
them appropriate, must consider the information or documents described above under the
procedures for standard review. In reaching a decision, the assigned IRO must review the claim de
novo and is not bound by any decisions or conclusions reached during the plan’s internal claims
and appeals process. Notice of final external review decision. The plan’s contract with the assigned
IRO must require the IRO to provide notice of the final external review decision, in accordance

with the requirements set forth in subparagraph (b)(iii) above, as expeditiously as your medical
condition or circumstances require, but in no event more than 72 hours after the IRO receives the
request for an expedited external review. If the notice is not in writing, within 48 hours after the
date of providing that notice, the assigned IRO must provide written confirmation of the decision
to you and the plan.
3.3
Primary Responsibility. To the extent that benefits under a group health plan are provided
through health insurance coverage, the health insurance issuer has primary responsibility to
comply with the external review process set forth in this Article 3.
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EMPLOYEE BENEFITS
The following section includes information regarding Benefit Eligibility, Legally
Domiciled Adults (LDA), the Lay Employees’ Retirement Plan (LERP), and
Unemployment. Additional information on these and all of MCC’s benefit
programs can be found on the Benefit Programs portion of our website. Please
note: Not every unit offers every benefit program MCC offers. If a unit wishes to
add or remove a particular program to or from its benefit package, please refer to
the process outlined in Section 3, Unit Benefit Changes, of this Guide.
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BENEFIT ELIGIBILITY
MCC’s Board of Directors’ directive: Provide retirement income security plus
health and welfare benefits to all employees scheduled to work 20 hours or more
per week. The following benefits are available to regular employees and their
dependents of participating units. Seasonal and temporary employees are not
eligible. Please note: Not every unit offers every benefit available.
Medical:
20 hours/week at one (1) unit
Dental:
20 hours/week at one (1) unit
Vision:
20 hours/week at one (1) unit
Life and Accidental Death and Dismemberment:
20 hours/week at one (1) unit
Voluntary Life:
20 hours/week at one (1) unit
Short-Term Disability:
20 hours/week at one (1) unit
Long-Term Disability:
20 hours/week at one (1) unit
Lay Employees’ Retirement Plan:
20 combined hours/week at one (1) or more units
403(b) Retirement Plan:
Any number of hours at one (1) unit
Unemployment:
Any number of hours at one (1) or more units
Eligible Dependents:
Legally Domiciled Adults (LDA)
Dependent children up to the age of 26
Qualified Medical Child Support Orders (QMCSO): Court order mandating
insurance coverage be provided to children. MCC must receive a copy of the
court order prior to applying any changes to the employee’s benefit
elections.
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SUPPORTING DOCUMENTATION AT A GLANCE
When an employee adds dependents to his or her benefit elections, the following
supporting documentation must be submitted to complete the enrollment process.
• Legally Domiciled Adult (LDA)
o One LDA per Employee
o LDA meet certification requirements
o LDA Certification Form
http://www.micatholic.org/assets/files/benefits/benefit-programs/medicaland-dental-plans/LDA-Certification-Form.pdf
o LDA Decertification Form
http://www.micatholic.org/assets/files/benefits/benefit-programs/medicaland-dental-plans/LDA-Decertification-Form.pdf
• Dependent Children
o Up to age 26
o Birth Certificates
o Social Security Numbers

September 5, 2018

QUALIFIED LIFE EVENTS - QUICK REFERENCE GUIDE
Employees have thirty (30) days following the date of the qualifying life event in
which to make any benefit changes, such as adding or removing a dependent from
coverage. Supporting documentation for these events is required.
Marriage
Spouse must also meet the LDA Certification requirements
Legally Domiciled Adult
Must meet the LDA Certification requirements
New Child – birth, adoption or legal guardianship
Birth certificate or certificate of birth required
Signed legal adoption documents required
Signed legal guardianship documents required
Death of dependent/LDA
Death certificate required
Loss of Eligibility
Dependent Child
Dependents aging out at age 26 need not submit any
documentation
Gain of other coverage required when under age 26
LDA
LDA Decertification required
Gain/Loss of other coverage
Proof of the gain or loss of coverage is required and must include
employee and covered dependents names, types of coverage, and
effective date of the gain or loss.
Change of employment status
Example: An employee moves from a temporary or seasonal position to a
regular full-time position.
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Benefit cost change
A significant change in benefit cost of the employee’s share.
Each case will be individually reviewed.
Open Enrollment
Occurs in October of each year
All benefit eligible employees
Changes effective January 1 of the following calendar year
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SEVERANCE AGREEMENTS AT A GLANCE
The following steps must be taken when an employee is terminated, and a severance
agreement has been reached. MCC only allows continuation of medical benefits only for
up to six (6) months. No other benefits may be continued under severance.

Terminate the employee in your payroll system.
Fax or securely email a copy of the signed severance agreement.

The severance agreement must include the employer’s name and location as well as the
employee’s name, date of separation, date through which medical benefits are to
continue, and signatures from the decision maker(s) of the unit and the terminated
employee. Please note, there is a six-month maximum allowed for medical benefits only.
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Frequently Asked Questions
Legally Domiciled Adult
Updated March 10, 2016
Q. What is Legally Domiciled Adult eligibility?
A. A benefits eligible employee may enroll an individual over age 18 who has shared a primary residence with the
employee for at least six months, shares basic living expenses and is financially interdependent with the employee.
Q. How many individuals can be enrolled in benefits as a Legally Domiciled Adult?
A. Employees may enroll one Legally Domiciled Adult in medical, dental, or vision benefits.
Q. My spouse has been enrolled in the Medical Plan for over 10 years. Can I add my 30 year old son as my LDA?
A. You may enroll one LDA. In your case, this is your spouse. You may cover either your wife or your adult son, but not
both.
Q. Which benefits are covered by Legally Domiciled Adult eligibility?
A. Medical, dental, and vision coverage are the only benefits for which a Legally Domiciled Adult may be eligible.
Q. How does an employee apply for Legally Domiciled Adult enrollment?
A. The employee must complete the Legally Domiciled Adult Certification Form and send the original signed copy to
the MCC Benefits Team. The completed Legally Domiciled Adult Certification Form must be accompanied by two of
the following documents: Driver’s License listing common address; tax return listing common address; bank, credit
card, financial or utility statements listing a common address.
Q: Who will pay for the insurance coverage of an LDA?
A: You employer determines the portion of premiums that you be asked to contribute towards coverage for you,
your LDA and for your dependent children. These premiums will be deducted from your payroll.
Q. Why is MCC offering this benefit?
A. Due to recent changes in federal law regarding the provision of health benefits, the MCC Board of Directors
approved an eligibility modification to ensure compliance with applicable laws and regulations. The inclusion of the
Legally Domiciled Adult benefits allows for the MCC benefit plans to be legally compliant while at the same time
adhering to church teaching.
Q. I just got married and we moved into our new home together. When can we enroll in medical and dental
coverage?
A. You need to satisfy the requirement that you resided in the same residence for at least six months. At that time
you must complete the Legally Domiciled Adult Certification Form and send the original signed copy to the MCC
Benefits Team. The completed Legally Domiciled Adult Certification Form must be accompanied by two of the
following documents: Driver’s License listing common address; tax return listing common address; bank, credit card,
financial or utility statements listing a common address.

Q. My brother (Legally Domiciled Adult) recovered from his major illness. He was able to go back to work and will
be moving from my home to his own apartment. When do his medical and dental benefits end?
A. If a Legally Domiciled Adult moves out of the residence you share, benefits will end the last calendar day of the
month. For example, if a Legally Domiciled Adult moves out of your residence on the 2nd, 15th or 25th of the month,
benefits end on the last day of the month.

Q. Our parish subsidizes the cost of health insurance for employees, two person coverage and family
coverage. With the addition of a legally domiciled adult, are they permitted to restrict the subsidy to “tax
dependents” of employees?
A. Yes, your employer may restrict their subsidy for medical and dental benefits to “tax dependents” of
employees. Your Employer will ask you to verify if your LDA is a tax dependent. This information should be
updated each year.
Q. What portion of the LDA benefit may be taxable, the full benefit or only the portion that the parish
subsidizes?
A. Please review When are Legally Domiciled Adult Benefits Taxable? on the MCC website.
Q. How will my employer know that I enrolled an LDA?
A. Your employer will be notified of any benefit enrollment changes through the standard MCC benefit
confirmation process. All dependents enrolled in MCC Medical, Dental and Vision benefits are reported on the
monthly MCC invoice sent to your employer.

When are Legally Domiciled Adult Benefits Taxable?
The health benefits of Legally Domiciled Adults (LDAs) are only subject to Federal income tax in
certain circumstances. This informational form provides some information about when LDA
health benefits are taxable. Michigan Catholic Conference (MCC) and your employer do not
provide tax advice and if you have questions or concerns, you should contact a tax advisor or
accountant.
TAX DEFINITIONS:
Pre-Tax means the payments for LDA health benefits are taken out of your paycheck before your
employment taxes are paid and before income taxes are withheld.
Post-Tax means the payments for LDA benefits are taken out of your paycheck after employment
taxes are paid and after income taxes are withheld.
Not Taxable means the LDA health benefits are not subject to Federal income taxes.
Taxable means the LDA health benefits are benefits subject to Federal income taxes.
Spouse
A person to whom you are legally married. You are legally married to someone if you have taken
the steps required to obtain a civil marriage license from the state or country in which you were
married.
Pre-Tax: Payments for LDA health benefits are taken out of your paycheck before your
employment taxes are paid and before income taxes are withheld.
Not Taxable: Means the LDA health benefits are not subject to Federal income taxes.
Who is a Dependent?
Health benefits for dependents (described as “exemptions”) are not subject to federal income
taxes. Exemptions include Qualifying Child and Qualifying Relative.
Qualifying Relative.
A Qualifying Relative is someone who meets the following four conditions:
1. The individual is any of the following: (a) your child or a dependent of one of your children; (b)
your brother, sister, stepbrother or stepsister; (c) your father, mother or an ancestor of your
father or mother; (d) your stepfather or stepmother; (e) the sons and daughters of your
brothers and sisters; (f) the brothers and sisters of your father and mother; (g) your son-inlaw, daughter-in-law, father-in-law, brother-in-law or sister-in-law; or (h) an individual who is

not your spouse, but who has the same principal place of abode as you and is a member of
your household.
2. Their gross income is under $4,050 in 2016 (this amount is annually adjusted and may be
different in future years).
3. That you provide at least 50% of their support for the calendar year.
4. Your LDA is not a Qualified Child. Qualified Child is defined below.
Pre-Tax: Payments for LDA health benefits are taken out of your paycheck
before your employment taxes are paid and before income taxes are
withheld.
Not Taxable: Means the LDA health benefits are not subject to Federal income
taxes.
Qualified Child
A term used by the tax code when the child meets the following conditions:
1. Is either your child or the child of your brother, sister, stepbrother, stepsister or a descendant
of any of these individuals.
2. Lives at the same location as you for at least 50% of the year.
3. Is one of the following: (a) will be 18 years old or younger on December 31 of the current
calendar year, (b) if a student, will be 23 or younger on December 31 of the current calendar
year or (c) is permanently and totally disabled.
4. The child does not provide more than 50% of its own support for the calendar year.
5. Has not filed a Federal income tax return jointly with a spouse.
Pre-Tax: Payments for LDA health benefits are taken out of your paycheck before your
employment taxes are paid and before income taxes are withheld.
Not Taxable: Means the LDA health benefits are not subject to Federal income taxes.
What if my LDA is not a Dependent?
If you LDA is not a Dependent (Spouse, Qualifying Relative or Qualified Child), the health benefits
to that LDA must be paid for on a Post-Tax basis and will be Taxable. Although the payment and
taxation of the benefits may differ from those of Dependents, the health benefit will be the same.
Post-Tax: Payments for LDA benefits are taken out of your paycheck after employment
taxes are paid and after income taxes are withheld.
Taxable: Means the LDA health benefits are benefits subject to Federal income taxes.
How many LDAs can I have?
You may have only one LDA.
If I have a spouse, can I select someone else to be my LDA?
Yes, your employer provides only LDA health benefits coverage, not coverage specific to a spouse.
You may elect to cover any one person who would satisfy the requirements of being an LDA. If
you have a spouse and elect to cover someone else, that choice may have tax consequences,
financial consequences or both. MCC and your employer do not provide tax or legal advice and
you should contact your tax advisor, accountant or lawyer.

[Type here]

Are my children LDAs and are they subject to the one LDA limit?
A child could be an LDA. However, in most circumstances, your child or children will be covered
as an Eligible Child rather than an LDA. An Eligible Child is any child who is your natural born or
legally adopted child who is under the age of 26 or permanently and totally disabled. You may
enroll as many Eligible Children as you currently have. You may also enroll one child who is not
an Eligible Child as your LDA, if that child meets the requirements of being an LDA.

[Type here]

Monthly
Premium

Employer
Pays

Employee
Pays

Pre Tax
Deduction

Post Tax
Deduction

Monthly
Imputed
Income

LDA is not a Tax Dependent
Employee
Employee + LDA
Employee + Family+LDA

$500
$1,000
$1,500

$450
$900
$1,350

$50
$100
$150

$50
$50
$100

$0
$50
$50

$0
$450
$450

LDA is a Tax Dependent
Employee
Employee + LDA
Employee + Family+LDA

$500
$1,000
$1,500

$450
$900
$1,350

$50
$100
$150

$50
$100
$150

$0
$0
$0

$0
$0
$0

LDA is not a Tax Dependent
Employee
Employee + LDA
Employee + Family+LDA

$500
$1,000
$1,500

$450
$450
$450

$50
$550
$1,050

$50
$50
$550

$0
$500
$500

$0
$0
$0

LDA is a Tax Dependent
Employee
Employee + LDA
Employee + Family+LDA

$500
$1,000
$1,500

$450
$450
$450

$50
$550
$1,050

$50
$550
$1,050

$0
$0
$0

$0
$0
$0

Coverage Option

LEGALLY DOMICILED ADULT CERTIFICATION FORM
Employee Information
Name:

Social Security Number:

Address:
Legally Domiciled Adult Information
Name:
Date of Birth:

Social Security Number:

Affirmation of Legally Domiciled Adult Eligibility
The individual for whom I am applying for coverage satisfies the following requirements:

Yes No

1. Is at least 18 years of age.

□ □

2. Shares basic living expenses and are financially interdependent with the employee.

□ □

3. We reside together in the same residence and intend to do so indefinitely.

□ □

4. We have resided in the same residence for at least six months.

□ □

5. We are not sharing the same domicile solely for the purpose of obtaining benefits coverage.

□ □

6. We are jointly responsible for each other’s common welfare and share financial obligations.

□ □

7. If requested, we can provide at least two of the following:

□ □





Driver’s license listing a common address.
Tax returns listing a common address.
Bank, credit card or other financial or utility statements listing a common address.

CHANGE IN STATUS
We agree to notify the Michigan Catholic Conference within 30 days of any change in status which would make the
Legally Domiciled Adult no longer eligible for benefits by filing a Certification of Termination of Legally Domiciled
Status.
The Certification of Termination shall affirm that the Legally Domiciled Adult coverage is terminated as of the date of
the execution specified therein and that a copy has been mailed to the other party by the party authorizing the action.
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ACKNOWLEDGMENTS
1. We have provided the information in this Certification Form for the sole purpose of determining our eligibility for
Legally Domiciled Adult benefits.
2. We understand that any false or misleading statements made in order to receive benefits for which we do not
qualify may subject the Employee to disciplinary action.
3. We understand that the Michigan Catholic Conference may change benefit coverage and eligibility at any time.
4. We understand that information provided in this Certification Form will be held confidentially, but will be subject to
disclosure (a) upon the express written authorization of the Employee; (b) upon request of the insurer or plan
administrator; or (c) if otherwise required by law.
5. We affirm, under penalty of perjury, that the statements in this Certification Form are true and correct.
6. We agree that in the event of a false declaration or the failure to file a Certification of Termination with the
Michigan Catholic Conference, the Michigan Catholic Conference may recover damages from the Employee for
all costs and expenses incurred by the Michigan Catholic Conference as a result of the false certification,
including, but not limited to, attorneys’ fees incurred by the Michigan Catholic Conference to recover such
damages.
7. Michigan Catholic Conference has advised us to consult with an attorney regarding the legal consequences of
signing this Certification Form.
8. We understand that we will need to provide a Legally Domiciled Adult Tax Treatment Certification Form to my
Employer.

Employee Signature

Date

Legally Domiciled Adult Signature

Date
FOR MCC USE ONLY

Declaration received and approved by:

Date
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Legally Domiciled Adult Tax Treatment Certification Form

Employer Name:_____________________________________________
Employee Name: ____________________________________________
Please check one of the options below:

□

I hereby certify that the Legally Domiciled Adult whom I am enrolling for benefits cannot receive
benefits on a pre-tax basis and I understand that my contributions toward this coverage will be paid on an
after-tax basis.

□

I hereby certify that the Legally Domiciled Adult whom I am enrolling for benefits can receive
benefits on a pre-tax basis and I understand that my contributions toward this coverage will be paid on a
pre-tax basis.
My employer does not give tax, accounting or legal advice. Please direct questions to your personal tax,
accounting or legal advisor.
I affirm, under penalty of perjury, that the statements in this form are true and correct.
I have provided documentation to Michigan Catholic Conference on the Legally Domiciled Adult I have
enrolled for benefits that satisfies the definition of a legally Domiciled Adult.
I understand that I am not obligated to provide documentation to my employer to support my election.

_____________________________________________

________

Employee Signature

Date

Certification received by:

_________
Date

FOR EMPLOYER USE ONLY: DO NOT SUBMIT THIS FORM TO MCC

LEGALLY DOMICILED ADULT DECERTIFICATION FORM
PLEASE RETURN FORM TO MCC AT 510 SOUTH CAPITOL AVENUE, LANSING MI, 48933
517-372-2911 (FAX) OR EMAIL TO BENEFITS@MICATHOLIC.ORG
Employee Information
Name:

Date of Birth:

☐ I hereby elect to decertify the following Legally Domiciled Adult from benefits coverage. By doing so, I
acknowledge that they will lose all of the benefits that they had been receiving as soon as administratively
possible:
Legally Domiciled Adult Information
Name:

Date of Birth:

Reason for decertification:
☐ Change of eligibility due to gain or loss of coverage under another benefits policy
☐ Loss of dependent coverage due to death or other loss of eligibility
☐ Other (no further explanation is necessary)
__________________________________________
Employee Signature

________
Date

Legally Domiciled Adult Signature (optional)

________
Date

FOR MCC USE ONLY
De-certification received and approved by:

LAY EMPLOYEES’ RETIREMENT PLAN (LERP)

FOR ALL LAY EMPLOYEES SCHEDULED TO WORK 20 HOURS OR MORE PER WEEK,
AT ONE (1) OR MORE PARTICIPATING UNIT, FOR FIVE (5) OR MORE MONTHS
IN ONE CALENDAR YEAR

▪ Established in 1966
▪ A defined benefit plan, and a church Plan, as described in section 414€ of the Internal
Revenue Code of 1986
▪ 100% employer contributed
▪ Over 11,000 active participants, 8,000 differed vested former-employees, and is paying
benefits to over 10,000 retirees

CREDITED SERVICE AND VESTING

▪ When an eligible participant works five or more months in a calendar year, he or she
receives one year of credited service.
▪ After five credited years of service, the participant is fully vested.
▪ If a participant terminates before becoming vested, he or she has five years to return to
full time work at a participating unit without forfeiting his or her prior years of service.
▪ An approved Leave of Absence, such as Military Service (Article 3, Section 3), is treated
as working in Covered Employment for a period of up to two years.
▪ Workers’ Compensation benefits will be treated as working in Covered Employment for
up to three years from the date on which a participant began receiving the weekly
Workers’ Compensation benefit.
▪ A participant receiving employer-provided Short-Term Disability benefits will be treated
as working in Covered Employment.
▪ A participant receiving employer-provided Long-Term Disability benefits will NOT be
treated as working in Covered Employment.
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▪ Waiving Credited Service: Effective December 2003, the Plan was amended to allow
vested participants to purchase years in the Michigan Public School Employees’
Retirement System. If purchasing, the vested participant must waive all MCC credited
service.

PRE-2011 PARTICIPANT: EMPLOYEE ENROLLED IN THE PLAN BEFORE
JANUARY 1, 2011 AND STILL EMPLOYED ON DECEMBER 31, 2010
▪ Participant will have a frozen benefit calculation based on his/her five
highest calendar years of compensation (using their enrollment date
through December 31, 2011) with a pension factor of 2%.
▪ From January 1, 2012 to the participant’s retirement date, he/she will
also have a modified benefit calculation based on his/her ten highest
calendar years of compensation (from all years of credited service)
with a pension factor of 1.5%.
▪ Participant can begin drawing his/her monthly benefit at age 55.

POST-2010 PARTICIPANT: EMPLOYEE ENROLLED IN THE PLAN ON OR
AFTER JANUARY 1, 2011
▪ Participant’s benefit calculation is based on his/her ten highest
calendar years of compensation with a pension factor of 1.5%.
▪ Participant can begin drawing his/her monthly benefit ten years
earlier than his/her normal Social Security retirement age.
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RETIREMENT AGE
▪ Vested participants can begin drawing their pension at their normal retirement age of
65 or 67, and as early as age 55*.
▪ Social Security Administration: Normal Retirement Age
Age 65, if born before 1943
Age 66, if born after 1942 and before 1960
Age 67, if born after 1959
*RULE OF 85
Vested Participant born before 1960 (over 56) and whose age + years of service = 85 or
more, may retire at an early unreduced benefit
Credited years of service + participant’s age = 85 = unreduced retirement benefit

RULE OF 90, EFFECTIVE JANUARY 1, 2012
Participant born after 1959 (over 57) and whose age + years of service = 90 or more, may
retire at an early unreduced benefit
Credited years of service + participant’s age = 90 = unreduced retirement benefit

March 2018

BENEFITS
▪ Minimum retirement benefit: $100 per month @ normal retirement age
▪ Disability retirement:
Vested participant of any age
Terminates covered employment due to a confirmed physical or mental disability
Must be incapable of performing duties
Must be approved by MCC
Benefit is calculated without a reduction

DISTRIBUTION OF BENEFITS
▪ Straight Life:
Monthly lifetime benefit; upon death, the benefit will cease
▪ Term Certain and Life (60 months = 5 years)
Monthly lifetime benefit; if death occurs within the first 60 months, the
beneficiary(s) receives monthly benefit for the remainder of the 60 months.
Beneficiary can be replaced if the first one dies.
▪ Joint and 100% Survivor
Monthly lifetime benefit; upon death the beneficiary will receive the same
amount for his/her lifetime.
Not an option if the beneficiary is a non-spouse that is ten or more years younger
than the retiree.
▪ Joint and 50% Survivor
Monthly lifetime benefit; upon death, the beneficiary will receive half of the
amount for the remainder of his/her lifetime.
March 2018

Can be any body of any age.
▪ In-Service Distribution
Participant under age 62, who enters into a payment status, must have a 90-day
bona fide separation from all covered units before returning to part time work at
any covered unit.
▪ Lump Sum Payment
Participant must be vested and terminated
Present benefit value must be under $25,000 (estimate date = today’s date)
Current date of calculation is good for 180 days
▪ Death Benefit
Vested participant dies before receiving monthly pension benefit
Non-Spouse beneficiary: Based on the years of credited service with a maximum
of $2,500.00.
Surviving spouse beneficiary: Lump sum if the value at the time of death is
$3,500.00 or less; monthly pension benefit if the value at the time of death is over
$3,500.00.
▪ Qualified Domestic Relations Order (QDRO)
A portion of a participant’s pension is assigned to an alternate payee due to a
divorce.
Effective January 1, 2016 QDROs are no longer accepted.
Only QDRO’s received on or before December 31, 2015 will be honored.

PLAN UPDATES
▪ Effective January 1, 2012, the new pension factor is 1.5% for current employees.
▪ Effective January 1, 2013, the Plan no longer provides a Health Care Subsidy to its
retirees.
▪ Effective January 1, 2012, the Plan stopped allowing the Purchase of Service.
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▪ Effective January 1, 2016, the Plan was fully restated: all prior amendments were
incorporated, and spousal references were eliminated.

PLAN FEATURES
▪ No Social Security Offset
▪ Total Service/Multiple Employers (effective January 1, 1997): If an individual is employed
by more than one unit that participates in the Plan, and the total hours of service
worked for all participating employers total 20 or more per week, the individual will
receive credited serve as a participant under the LERP. Each employer contributes based
on the wages earned at its respective unit.
▪ Disability Retirement benefit if a vested participant, regardless of age, is deemed to be
totally and permanently disabled from their position.
▪ Death Benefit is available in the event a vested participant dies before beginning to
draw his or her retirement.
▪ Small cash Buy-Out option. Effective January 1, 2005, the Plan changed from a
mandatory cash-out distribution if the value/amount was less than $3500 at the time of
the participant’s employment/eligibility termination to a voluntary distribution if the
amount is less than $25,000.
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MCC’S UNEMPLOYMENT BENEFITS PLAN
Michigan Catholic Conference’s Unemployment Benefits Plan reimburses the
State of Michigan (SOM) for any Unemployment claims filed against one of its
participating units. All employees who work at a participating unit are eligible for
unemployment benefits. This includes full-time, part-time, seasonal and
temporary employees.
Each Diocese sets a contribution maximum prior the start of the next fiscal year,
and contributions are based on that annual amount. The rates and annual
maximums are listed at the bottom of the Wage Based Invoice’s last page. Billing
is based on the monthly wages reported for each employee.

As soon as MCC receives notice that an unemployment claim has been filed
through the Michigan Unemployment Insurance Agency (MUIA), we notify the
former employing unit via email. This initial notification includes the employee’s
name, the due date for the unit’s response, and an MUIA Request for Information
form.
Regardless of whether the unit is disputing the claim or not, MCC requires that
the Request for Information form be completed and returned to the MCC, not the
UIA. If a unit mistakenly sends the response directly to the UIA, please forward a
copy to the MCC for its records. The Request for Information form is also
available in the Bookkeepers’ Toolkit portion of our website.
If the unit does not wish to dispute the claim, then please state “NOT
CONTESTING” at the top of the form. If disputing, however, please complete the
form as completely as possible, entering “N/A” only when necessary, and provide
all documentation and additional information that support your dispute.

Please note: If the indicated employee did not file the claim, please contact the
MCC immediately.
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School Denial Period
What the law says: This issue is covered by Section 27(i) of the
Michigan Employment Security Act. The law says that if an unemployed worker for unemployment benefits had worked in any job for
a school, then benefits will not be payable based on work for the
school during a school holiday or recess period, or a period between
school years, if the worker has reasonable assurance from a school
of a similar job following the period of unemployment.
This applies to one who works for a school district, a community
college district, a college or university, a school run by the state,
a charter school, and to a school that is a non-profit organization.
It also applies to a person who works for an “educational service
agency” such as an intermediate school district. The denial period
between terms (but not within a term) also applies to employees of
a company that contracts with a school district, community college
district, or educational service agency or non-private school, college,
or university to provide such employees. It applies as well to school
crossing guards. It does not apply to a person who works for a
private school.
Unemployment benefits must be denied to such a worker during
a school vacation period (in most cases) or during a period between
school years or terms if the person has reasonable assurance from
a school of returning to a similar job following the denial period.
If a school worker (other than a teacher, researcher, or administrator) is given reasonable assurance of a similar job for the next
school year or term, and then is not actually offered the work when
school resumes, the worker can receive back benefits if the worker
originally filed a claim and reported regularly to the Unemployment
Insurance Agency (UIA) during the period between terms.
A school worker may be able to receive unemployment benefits
during a denial period if there is another, non-school employer in the

worker’s recent work history (that is, in the base period of the claim).
Examples: If a school teacher worked in the summer of 2011 as
a construction worker and then returns to school, the teacher could
be entitled to unemployment benefits during the summer denial
period in 2012 based on the construction work, even though benefits
would be denied based on the school teaching job.
If a school janitor is assured of work in the fall and then the job
does not materialize, he or she could receive back unemployment
benefits for the whole summer, if he or she filed a claim with the
UIA at the beginning of the summer and continued to report to claim
benefits, as required by the UIA.
If the start of the school year in the fall is delayed by a labor
dispute, the denial period ends when the school year was scheduled to have resumed (although benefits would probably be denied
thereafter due to the labor dispute).
If the school or the school contractor gave reasonable assurance, but the assurance was given at a time when a worker’s rehire
depended on the result of a millage election, the assurance could be
regarded as not reasonable, and benefits could be payable during
the school recess period, depending on how likely it is that the millage will pass.
Proof at the Hearing: The employer must prove that it notified
the unemployed worker of reasonable assurance. It may have to
show the basis upon which the assurance was given.
For Further Help: The UIA Advocacy Program can provide
assistance to employers and/or unemployed workers in preparing for
an Administrative Law Judge hearing. Call 1-800-638-3994, Item 2.

The information on this sheet is intended to provide a general understanding of the subject matter.
It does not have the force or effect of law or regulation.
© 2012, State of Michigan, Unemployment Insurance Agency
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