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Important Legal Notices About Your Benefits 

Samuel is required by law to provide the following notices about your benefits.  
No action is required; these notices are provided for information purposes only. 

Newborns’ and Mother’s Health Protection Act 
Under Federal law, group health plans and health insurance issuers generally may not restrict benefits for any length of 
hospital stay for the mother or newborn child in connection with childbirth 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 and/or 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 insurance issuer for prescribing a length of stay up to 48 hours (or 96 
hours, as applicable). 

Women’s Health & Cancer Rights 
The Women's Health and Cancer Rights Act requires group health plans that provide coverage for mastectomies to also 
cover reconstructive surgery and prostheses following mastectomies. 

This law mandates that a plan participant receiving benefits for a medically necessary mastectomy who elects breast 
reconstruction after the mastectomy will also receive coverage for: 

• Reconstruction of the breast on which the mastectomy has been performed;
• Surgery and reconstruction of the other breast, to produce a symmetrical appearance;
• Prostheses; and
• Treatment of physical complications of all stages of mastectomy, including lymphedemas.

Coverage will be provided in consultation with the attending physician and the patient, and will be subject to the same 
annual deductibles and coinsurance provisions that apply for the mastectomy. 

Wellness Program 
Samuel’s health plan is committed to helping you achieve your best health. Effective January 1, 2022, rewards for following 
a tobacco-free lifestyle are available to all employees enrolled in the health plan through a voluntary wellness program. If 
you think you might be unable to meet a standard for a reward under this wellness program, you might qualify for an 
opportunity to earn the same reward by different means (e.g. tobacco cessation counseling). Contact us at (630) 783-8900 
and we will work with you (and, if you wish, with your doctor) to find a reasonable alternative to earn the reward that is 
right for you in light of your health status. 

The program is administered according to federal rules permitting employer-sponsored wellness programs that seek to 
improve employee health or prevent disease, including the Americans with Disabilities Act of 1990, the Genetic 
Information Nondiscrimination Act of 2008, and the Health Insurance Portability and Accountability Act, as applicable, 
among others. We are required by law to maintain the privacy and security of your personally identifiable health 
information. Medical information that personally identifies you that is provided in connection with the wellness program 
will not be provided to your supervisors or managers and may never be used to make decisions regarding your 
employment. Your health information will not be sold, exchanged, transferred, or otherwise disclosed except to the extent 
permitted by law to carry out specific activities related to the wellness program, and you will not be asked or required to 
waive the confidentiality of your health information as a condition of participating in the wellness program or receiving an 
incentive. In addition, all medical information obtained through the wellness program will be maintained separate from 
your personnel records, information stored electronically will be encrypted, and no information you provide as part of the 
wellness program will be used in making any employment decision. Appropriate precautions will be taken to avoid any 
data breach, and in the event a data breach occurs involving information you provide in connection with the wellness 
program, we will notify you immediately. You may not be discriminated against in employment because of the medical 
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SUMMARY ANNUAL REPORT 
For SAMUEL, SON & CO. (USA), INC. EMPLOYEE WELFARE BENEFITS PLAN 

This is a summary of the annual report of the SAMUEL, SON & CO. (USA), INC. EMPLOYEE WELFARE BENEFITS PLAN, EIN 
06-1251791, Plan No. 516, for period 01/01/2022 through 12/31/2022. The annual report has been filed with the Employee 
Benefits Security Administration, U.S. Department of Labor, as required under the Employee Retirement Income Security Act of 1974 
(ERISA). SAMUEL, SON & CO. (USA), INC has committed itself to pay certain self-insured Medical, Dental, and Vision claims 
incurred under the terms of the plan. 

Insurance Information 
The plan has contracts with METROPOLITAN LIFE INSURANCE COMPANY to pay Life Insurance, Short-term Disability, Long-term 
Disability, Accidental Death and Dismemberment, Critical Illness, Hospital, and Accident claims incurred under the terms of the plan. 
The total premiums paid for the plan year ending 12/31/2022 were $3,848,977.  

Your Rights To Additional Information 
You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed below are included in that 
report:  insurance information, including sales commissions paid by insurance carriers;  To obtain a copy of the full annual report, or any 
part thereof, write or call the office of SAMUEL, SON & CO. (USA), INC at 251 LITTLE FALLS DRIVE, WILMINGTON, DE, 
19808 or by telephone at 630-783-8900. You also have the legally protected right to examine the annual report at the main office of the 
plan (SAMUEL, SON & CO. (USA), INC, 251 LITTLE FALLS DRIVE, WILMINGTON, DE, 19808) and at the U.S. Department of 
Labor in Washington, D.C., or to obtain a copy from the U.S. Department of Labor upon payment of copying costs. Requests to the 
Department should be addressed to: Public Disclosure Room, Room N1513, Employee Benefits Security Administration, U.S. 
Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C. 20210.

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

The public reporting burden for this collection of information is estimated to average less than one minute per notice (approximately 3 
hours and 11 minutes per plan). Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of 
this collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor, Office of the Chief 
Information Officer, Attention: Departmental Clearance Officer, 200 Constitution Avenue, N.W., Room N-1301, Washington, DC 
20210 or email DOL_PRA_PUBLIC@dol.gov and reference the OMB Control Number 1210-0040.

OMB Control Number 1210-0040 (expires 07/31/2023) 
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information you provide as part of participating in the wellness program, nor may you be subjected to retaliation if you 
choose not to participate. 
 

HIPAA Privacy Notice 
For purposes of the health benefits offered under the plan, the plan uses and discloses health information about you and 
any covered dependents only as needed to administer the plan or as otherwise permitted under applicable law. To 
protect the privacy of health information, access to your health information is limited to such purposes. The health plan 
options offered under the plan will comply with the applicable health information privacy requirements of Federal 
regulations issued by the Department of Health and Human Services. The plan’s privacy policies are described in more 
detail in the plan’s Notice of Health Information Privacy Practices or Privacy Notice. Plan participants in company-
sponsored health and welfare benefits plans are reminded that the Notice of Health Information Privacy Practices may 
be obtained, without charge, by submitting a request to the Human Resources Department. For any insured health 
coverage, the insurance issuer is responsible for providing its own Privacy Notice. Please contact the insurer to request 
a copy of the insurer’s Privacy Notice. 

 
HIPAA Special Enrollment Notice 

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health 
insurance or group health plan coverage, 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/your 
dependents’ other  coverage). You must request enrollment within 30 days from the end date of your/your dependents’ 
other coverage (or after the employer stops contributing toward that coverage). 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 dependents. However, you must request enrollment within 30 days after the marriage, birth, adoption or placement 
for adoption. 

 
Genetic Information Nondiscrimination Act (GINA) 

As  of  November  21,  2009,  the  Genetic  Information  Nondiscrimination  Act  (GINA)  prohibits  employers  from 
obtaining any genetic information (including family medical history) from applicants or employees, except under 
certain very limited circumstances. Therefore, it will generally be unlawful for employers to ask applicants and 
employees whether a relative has, or has ever had, certain medical conditions, such as cancer, diabetes or heart disease. 
Although questions about the health of an employee’s family member are not likely to elicit information about whether 
an employee currently has a disability, GINA will generally prohibit such questions.  
 
GINA also generally prohibits group health plans and health insurers from adjusting group premium or contribution 
amounts on the basis of genetic information, requesting or requiring an employee or an employee’s family members to 
undergo genetic testing, and collecting genetic information (including family medical history) for underwriting 
purposes or prior to or in connection with enrollment.  

 
Affordable Care Act 

In March 2010, comprehensive health care reform law was enacted in two parts. The Patient Protection and Affordable 
Care Act was signed into law on March 23, 2010, and was later amended by the Health Care and Education 
Reconciliation Act on March 30, 2010. “Affordable Care Act” is used to refer to the final, amended version of the law. 
Among other things, the Affordable Care Act established health insurance marketplaces or exchanges where individuals 
can purchase health insurance. You are encouraged to visit www.healthcare.gov for important information that could 
apply to you regarding the Affordable Care Act and the marketplace where U.S. consumers can shop for health 
insurance. If you have questions, call 1-800-318-2596 (TTY: 1-855-889-4325) or visit www.healthcare.gov.  
 

Availability of Summary of Benefits and Coverage 
As an employee, the health benefits available to you represent a significant component of your compensation package. 
They also provide important protection for you and your family in case of illness or injury. Your plan offers a series of 
health coverage options. Choosing a health coverage option is an important decision. To help you make an informed 
choice, your plan makes a Summary of Benefits and Coverage (SBC) available to you, which summarizes important 
information about any health coverage options in a standard format, to help you compare options. The SBC is available 
online at samuel-benefits.us. A paper copy is also available, free of charge, by contacting Human Resources.  
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Important Notice About Your Prescription Drug Coverage and Medicare 

If you qualify for Medicare, please read and keep this important notice. If you enroll in one of the plans approved 
by Medicare that offers prescription drug coverage, you may need to provide a copy of this notice when you join. 
 
This notice has information about your current prescription drug coverage under the medical plan and your options 
under Medicare's prescription drug coverage, to help you decide whether or not to join a Medicare drug plan. 
Information on where you can get help to make decisions on prescription drug coverage is at the end of this notice. 
There are two important things you need to know about your current coverage and Medicare's prescription drug 
coverage: 

 
1.   Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this coverage if 

you join a Medicare Prescription Drug Plan, or a Medicare Advantage Plan (like an HMO or PPO) that offers 
prescription drug coverage. All Medicare drug plans provide at least a standard level of coverage set by Medicare. Some 
plans may also offer more coverage for a higher monthly premium.  

2.   The Plan has determined that the prescription drug coverage offered by the medical plan is, on average for all plan 
participants, expected to pay out as much as the standard Medicare prescription drug coverage will pay and is therefore 
considered Creditable Coverage. Because your existing coverage is, on average, at least as good as standard Medicare 
prescription drug coverage, you can keep your existing coverage and will not pay a higher premium (a penalty) if you 
later decide to enroll in Medicare prescription drug coverage. 

 
 

When Can I Join a Medicare Drug Plan? 
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15 through 
December 7. If you lose your current creditable prescription drug coverage through no fault of your own, you will also 
be eligible for a two-month Special Enrollment Period to join a Medicare drug plan.  
 
You should compare your current coverage, including which drugs are covered, with the coverage and cost of the plans 
offering Medicare prescription drug coverage in your area. Remember, your current plan coverage pays for other health 
expenses, in addition to prescriptions. 

 
When Will I Pay a Higher Premium (Penalty) To Join a Medicare Drug Plan? 
If you are enrolled in the medical plan, you can choose to join a Medicare prescription drug plan later without paying a 
penalty, as long as you don't go 63 days or longer without prescription drug coverage that is at least as good as 
Medicare's prescription drug coverage. 
 
Starting with the end of the last month you were first eligible to join a Medicare drug plan (but didn't join), if you go 63 
continuous days or longer without credible prescription drug coverage, your monthly premium may go up by at least 1% 
of the Medicare base beneficiary premium per month for every month that you did not have that coverage, For example, 
if you go 19 months without creditable coverage, your premium may consistently be at least 19% higher than the 
Medicare base beneficiary premium. You may have to pay this higher premium (penalty) as long as you have Medicare 
prescription drug coverage. In addition, you may have to wait until the following October to join. 

 
What Happens to My Current Coverage If I Decide to Join a Medicare Drug Plan? 
If you decide to join a Medicare drug plan, and you are covered under Samuel’s group health plan as an active employee (or 
you are the spouse or dependent of an active employee and are covered under Samuel’s plan), you can keep your prescription 
drug coverage through Samuel and that coverage will coordinate with the Medicare prescription drug plan.  To drop Samuel 
prescription drug coverage, you must drop your Samuel group health plan coverage (Samuel does not allow you to drop 
prescription drug coverage separate from the general medical coverage).  If you drop your coverage under the Medicare 
drug plan, you can elect to re-enroll in the Samuel group health plan during the next annual enrollment period, or if  
you experience a qualified change in status (as defined by the Internal Revenue Service) or special enrollment event. 

 
For More Information 
If you have questions about this notice, contact your local HR representative. You will receive this notice each year. You 
will also receive this notice before the next period you can enroll in Medicare prescription drug coverage, or if this coverage 
changes. You may also request a copy of this notice at any time. 
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For more information about your options under Medicare prescription drug coverage, refer to the "Medicare & You" 
handbook. You'll get a copy of the handbook in the mail every year from Medicare. You may also be contacted directly by 
Medicare drug plans. You can also visit www.medicare.gov, call your State Health Insurance Program (see the inside back 
cover of your copy of the “Medicare & You” handbook for their telephone number), or call 1-800-MEDICARE (1-800-
633-4227). TTY users should call 1-877-486-2048. 
 
If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For 
details, visit Social Security at www.socialsecurity.gov, or call 1-800-772-1213 (TTY 1-800-325-0778). 

 
Your Rights and Protections Against Surprise Medical Bills 

This notice describes your rights under the No Surprises Act in regards to services you receive under the group health 
plan. 
 
When you get emergency care or are treated by an out-of-network provider at an in-network hospital or ambulatory 
surgical center, you are protected from balance billing. In these cases, you shouldn’t be charged more than your plan’s 
copayments, coinsurance and/or deductible. 
 
What is “balance billing” (sometimes called “surprise billing”)?  
 
When you see a doctor or other health care provider, you may owe certain out-of-pocket costs, like a copayment, 
coinsurance, or deductible. You may have additional costs or have to pay the entire bill if you see a provider or visit a 
health care facility that isn’t in your health plan’s network.  
 
“Out-of-network” means providers and facilities that haven’t signed a contract with your health plan to provide services. 
Out-of-network providers may be allowed to bill you for the difference between what your plan pays and the full amount 
charged for a service. This is called “balance billing.” This amount is likely more than in-network costs for the same 
service and might not count toward your plan’s deductible or annual out-of-pocket limit.  
 
“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is involved in your care—
like when you have an emergency or when you schedule a visit at an in-network facility but are unexpectedly treated by an 
out-of-network provider. Surprise medical bills could cost thousands of dollars depending on the procedure or service.  
 
You’re protected from balance billing for:  
 
Emergency services  
If you have an emergency medical condition and get emergency services from an out-ofnetwork provider or facility, the 
most they can bill you is your plan’s in-network cost-sharing amount (such as copayments, coinsurance, and deductibles). 
You can’t be balance billed for these emergency services. This includes services you may get after you’re in stable 
condition, unless you give written consent and give up your protections not to be balanced billed for these post-
stabilization services.  
 
Certain services at an in-network hospital or ambulatory surgical center  
When you get services from an in-network hospital or ambulatory surgical center, certain providers there may be out-of-
network. In these cases, the most those providers can bill you is your plan’s in-network cost-sharing amount. This applies 
to emergency medicine, anesthesia, pathology, radiology, laboratory, neonatology, assistant surgeon, hospitalist, or 
intensivist services. These providers can’t balance bill you and may not ask you to give up your protections not to be 
balance billed.  
 
If you get other types of services at these in-network facilities, out-of-network providers can’t balance bill you, unless you 
give written consent and give up your protections.  
 
You’re never required to give up your protections from balance billing. You also aren’t required to get out-of-network 
care. You can choose a provider or facility in your plan’s network.  
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Air Ambulance 
You also have protection from balance billing for air ambulance services, but only if you meet your health plan’s 
requirements for coverage of air ambulance services. 
 
When balance billing isn’t allowed, you also have these protections:  
 
• You’re only responsible for paying your share of the cost (like the copayments, coinsurance, and deductible that you 
would pay if the provider or facility was in-network). Your health plan will pay any additional costs to out-of-network 
providers and facilities directly.  
 
• Generally, your health plan must:  
 

o Cover emergency services without requiring you to get approval for services in advance (also known as “prior 
authorization”).  
o Cover emergency services by out-of-network providers.  
o Base what you owe the provider or facility (cost-sharing) on what it would pay an in-network provider or facility 
and show that amount in your explanation of benefits.  
o Count any amount you pay for emergency services or out-of-network services toward your in-network deductible 
and out-of-pocket limit.  
 

If you think you’ve been wrongly billed, contact 1-800-985-3059 for information and complaints. Visit 
www.cms.gov/nosurprises/consumers for more information about your rights under federal law. 
 

Medicaid / CHIP Special Enrollment Period 
If you or a dependent are eligible for, but did not enroll in, the group health plan because of coverage under a Medicaid or 
CHIP plan, and such coverage is terminated due to loss of eligibility for Medicaid or CHIP coverage, you may be able 
to enroll yourself and/or your dependent(s) in the group health plan following such loss of coverage. However, you must 
request enrollment within 60 days after the date eligibility for coverage under the Medicaid or CHIP program is lost. 

 
If you or your children are eligible for Medicaid or CHIP and you’re eligible for coverage under the group health plan, 
your state may have a premium assistance program that can help you pay for coverage, using funds from their Medicaid or 
CHIP programs. If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium 
assistance programs, but you may be able to buy individual insurance coverage through the Health Insurance Marketplace. 
For more information, visit www.healthcare.gov. 
 
If you or your dependents are already enrolled in Medicaid or CHIP and you live in a state listed below, contact your state 
Medicaid or CHIP office to find out if premium assistance is available. If you or your dependents are not currently 
enrolled in Medicaid or CHIP, and you think you or any of your dependents might be eligible for either of these programs, 
contact your state Medicaid or CHIP office or dial 1-877-KIDS NOW or visit www.insurekidsnow.gov to find out how to 
apply. If you qualify, ask your state if it has a program that might help pay the premiums for an employer-sponsored plan. 
 
If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under the group 
health plan, you are permitted to enroll in the plan if you are not already enrolled. You must request coverage within 60 
days of being determined eligible for premium assistance. If you have questions about enrolling in your employer plan, 
please contact the Department of Labor at www.askebsa.gov or call 1-866-444-EBSA (3272).   
 
If you live in one of the following states, you may be eligible for assistance paying your employer health plan premiums. 
The following list of states is current as of July 31, 2022. Contact your state for more information on eligibility.  
 


