
 
 

 
 
 
 

ADMINISTRATIVE MANUAL FOR THE 

HEALTH BENEFITS 
TRUST 
with the NC League of Municipalities 
updated July 2024 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

The Health Benefits Trust is a 
nonprofit insurance pool established 
by the North Carolina League of 
Municipalities to provide health 
insurance for local government 
employees.

 



2  

INTRODUCTION ............................................................................................................................................ 4 
ABOUT THE HEALTH BENEFITS TRUST ................................................................................................... 4 
SIMON: HBT ELIGIBILITY AND BILLING .................................................................................................... 5 

WHAT IS SIMON .......................................................................................................................................................... 5 
MEDICAL ......................................................................................................................................................... 7 

LARGE PROVIDER NETWORK ............................................................................................................................... 7 

ID CARDS ....................................................................................................................................................................... 7 

WORKING WITH A BROKER ................................................................................................................................... 7 

PHARMACY ................................................................................................................................................................... 8 

STANDARD COPAY PLAN ....................................................................................................................................... 8 
WELLNESS BENEFITS/PREVENTATIVE SERVICES ............................................................................... 9 

WELLNESS PARTICIPATION REQUIREMENTS ................................................................................................ 9 

TOBACCO CESSATION ............................................................................................................................................ 10 

CVS VIRTUAL CARE .................................................................................................................................................. 10 

WONDR HEALTH ........................................................................................................................................................ 11 

ENHANCED MATERNITY LEAVE ........................................................................................................................... 11 

DIABETES MANAGEMENT PROGRAM ............................................................................................................... 12 

ATENA ONE FLEX PROGRAM ............................................................................................................................... 12 
COMPLEMENTARY ALTERNATIVE MEDICINES (CAM) PROGRAM ........................................................ 13 

WELLNESS AND EAP GRANT PROGRAMS ............................................................................................. 15 
WELLNESS GRANT ACTIVITIES FOR FUNDING ............................................................................................. 15 

APPLICATION GUIDELINES .................................................................................................................................... 16 
DENTAL BENEFITS ..................................................................................................................................... 17 

PLANS ............................................................................................................................................................................ 17 

NETWORK .................................................................................................................................................................... 17 

ID CARDS ...................................................................................................................................................................... 17 

ADMINISTRATION ...................................................................................................................................................... 17 
VISION ........................................................................................................................................................... 19 

PARTICIPATION REQUIREMENTS........................................................................................................................ 19 

ADMINISTRATION ...................................................................................................................................................... 19 

NETWORK OF DOCTORS AND SUPPLIERS ..................................................................................................... 19 

ID CARDS ...................................................................................................................................................................... 19 
LIFE ............................................................................................................................................................... 20 

ACCIDENTAL DEATH AND DISMEMBERMENT .............................................................................................. 20 

ACCELERATED LIFE BENEFIT ............................................................................................................................. 20 

DEPENDENT LIFE INSURANCE ............................................................................................................................ 20 

GROUP LIFE ................................................................................................................................................................. 21 

SUPPLEMENTAL LIFE INSURANCE ..................................................................................................................... 21 
SHORT AND LONG TERM DISABILITY ................................................................................................... 22 

SHORT TERM DISABILITY FOR EMPLOYEES ................................................................................................. 22 
 
 
 

TABLE OF CONTENTS 



3 
 

 

LONG TERM DISABILITY FOR EMPLOYEES ..................................................................................................... 24 
HBT ENROLLMENT ....................................................................................................................................... 25 

INITIAL ENROLLMENT AND ELIGIBILITY ......................................................................................................... 25 

WAIVER OF COVERAGE .................................................................................................................................... 26 

ID CARDS ........................................................................................................................................................... 26 

CHANGES OF COVERAGE ................................................................................................................................. 27 

PLAN CHANGES ................................................................................................................................................ 27 

EMPLOYEE CHANGES ....................................................................................................................................... 28 

OTHER CHANGES ............................................................................................................................................. 28 

TERMINATION .................................................................................................................................................. 28 

ACTIVE MILITARY DUTY – COVERAGE ISSUES ................................................................................................. 30 

COBRA ............................................................................................................................................................... 31 

DISABILITY EXTENSION .................................................................................................................................... 32 

FAMILY CHANGES ............................................................................................................................................. 32 

MEDICARE ENTITLEMENT ................................................................................................................................ 32 

CERTIFICATES OF CREDIBLE COVERAGE ......................................................................................................... 32 

RETIREMENT ..................................................................................................................................................... 33 

MEDICARE SUPPLEMENT ................................................................................................................................. 34 
MONTHLY INVOICE ...................................................................................................................................... 35 

PAYMENT DUE DATES ...................................................................................................................................... 35 

PAYMENT METHODS ........................................................................................................................................ 35 

INVOICE BALANCE INQUIRIES ......................................................................................................................... 35 
WHO TO CALL ............................................................................................................................................. 36 
HOW TO JOIN HBT ...................................................................................................................................... 37 
HOW TO FILE A CLAIM ............................................................................................................................... 37 

MEDICAL CLAIM................................................................................................................................................ 37 

VISION CLAIM ................................................................................................................................................... 37 

LIFE OR DISABILITY CLAIM, ONLINE ................................................................................................................ 38 

LIFE OR DISABILITY CLAIM, PAPER FORMAT .................................................................................................. 39 

HBT CONTACT RESPONSIBILITIES ................................................................................................................... 41 
APPENDIX FORMS ..................................................................................................................................... 41+ 
 
 
 
 
 



4 
 

 

 

INTRODUCTION 
The purpose of the Administrative Manual is to assist you in the administration 
of your plan through the Health Benefit Trust and to answer commonly asked 
questions. 
The contents of this manual shall in no way alter the benefits outlined in the 
Health Benefits Trust Master Plan Document and subsequent amendments. 
 

ABOUT THE HEALTH BENEFITS TRUST 
The Health Benefits Trust (HBT) is a self-insured pool sponsored by the North 
Carolina League of Municipalities (NCLM). It provides employer group health 
benefits paid by the employer, as well as medical, dental, vision and disability 
for North Carolina local government entities.  
Local governmental entities 
include cities, towns, villages, 
counties, housing authorities, 
water and sewer districts, 
councils of government, transit 
authorities, ABC boards, 
regional libraries of North 
Carolina, and other eligible 
municipal organizations. 

Each employer group is fully insured. 
HBT is governed by the Risk Management Services Board of Trustees, which is 
comprised of local government elected officials and staff. The League Board 
of Directors appoints the 12 members of the Risk Management Services Board 
of Trustees. The Trustees establish overall policy, set rates and approve 
special services. In addition, the board retains professional consultants in the 
fields of investment management, actuarial study and financial auditing. 
The Trustees rely upon consulting actuaries to determine rate levels and 
reserves that pay future losses. The pool is reinsured for catastrophic claims. 
The professional staff of the League handles underwriting, claims and risk 
management, and loss control consulting services. 
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SIMON: HBT ELIGIBILITY AND BILLING 
WHAT IS SIMON? 
Starting 7/1/2024, employer groups in the Health Benefits Trust will have 
access to eligibility and billing portal, SIMON. This portal houses employee 
eligibility information and will produce the monthly billing statements.  
 
Useful Links:  

• SIMON (simon365.com)  
• SIMON Training Videos on Vimeo  

 

The SIMON platform offers a user-friendly interface where you can:  
• Perform Open Enrollment 

• View your benefit plan details 

• Access important documents and forms 

• Check eligibility and coverage information 

• Access Monthly Billing Statements 

• And much more!  

For commonly executed functions in SIMON, please reference the Employer 
Portal User Guide, the online Training Videos, email mit@nclm.org, or call 
(919) 715 4000 press 7. 

 

 

https://mitnc.simon365.com/sign-in
https://vimeo.com/showcase/8874047
https://vimeo.com/showcase/8874047
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MEDICAL 
LARGE PROVIDER NETWORK, CUSTOMIZABLE OPTIONS 
Medical benefits are administered by Aetna. Members have the flexibility to 
choose providers and facilities that are included in Aetna’s large provider 
network. Qualified High Deductible Health Plans and Medical Employer 
Reimbursement Plans are also available and can be customized to meet your 
employer group’s coverage needs. 
 
ID CARDS 
Medical ID cards are produced by Aetna with both HBT and Aetna logos. 
Cards will be mailed to the 
employee’s home address. Each 
enrolled person will have the option 
to have an ID card. Aetna operates 
on a family style, if you have 
dependents on your medical plan, 
they will be listed on the ID card. 
Additional cards can be printed directly from the member’s Aetna web portal 
or app, or requested by calling Aetna Concierge. 
 
WORKING WITH A BROKER 
We understand the service brokers provide and we are happy to work with 
your broker of choice if you have one. To provide a seamless experience, we 
will need a copy of your Agent of Record (AOR) agreement, a document you 
sign giving the broker permission to work on your behalf. It also gives them 
access to claims and other sensitive information. Please provide your AOR to 
your NCLM Business Services Consultant to file with the Health Benefits Trust 
department and the NCLM finance department. This action will enable your 
broker of choice to offer their services without interference and ensure that 
you restrict your sensitive information to the broker you selected explicitly 
per the AOR. 

Below are things to remember when working with a broker: 
• HBT will only work with a broker if you provide an AOR, and we will 

only work with one broker at a time for any group. 
• Please inform us of any changes in your broker-of-choice relationships. 
• We will provide the same rate to any broker you work with; changing 

brokers does not change your HBT rate. 
• When looking at changing or adding a broker relationship, look at the 

services that this broker provides beyond shopping the market for you. 
A few examples include enrollment systems, training modules, Human 
Resource assistance, and voluntary products. 

• Broker Services can be billed through HBT as a separate line item; we 
do not include this in the rates we provide. 
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PHARMACY 
HBT contracts with CVS to provide pharmacy benefits with affordable copays 
based on drug tier. While we offer a standard copay plan, pharmacy copays 
can be customized for groups with 50 or more employees. Specialty drugs 
(i.e., injectables in doctors’ offices) are also administered through CVS 
Specialty Pharmacy. 
 
STANDARD COPAY PLAN 

Retail Pharmacy 
Copay covers up to a 

30-day supply 

Mail Order 
Copay covers up to a 

90-day supply 

Generic $5 $10 

Preferred Brand $30 $50 

Non-Preferred Brand $50 $115 

Mandatory Specialty 
Pharmacy 

$75 See next page 

Your pharmacy plan covers some drugs, and your medical plan covers others. 
Depending on your plan, you may need to pay a co-payment or coinsurance. And 
certain drugs require precertification. This just means you need approval from the 
plan before they’ll be covered. 

Talk with your provider or call us at the number on the back of your member ID card 
with any questions about your prescriptions. 

 

•

•
• E-prescribe to CVS Specialty 

Live chat is available at CVSSpecialty.com during 
hours of operation. 

http://www.cvsspecialty.com/
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WELLNESS BENEFITS/PREVENTATIVE 
SERVICES 
The Wellness Benefit provides coverage for preventive services such as 
routine physical exams, mammograms, prostate screenings, immunizations, 
and routine laboratory tests. The services may not be related to the treatment 
of an illness or injury. 

Think of the wellness benefit as a way to cover the routine tests and exams 
you need in order to determine the state of your health, saving your regular 
coverage for illness or injury. The benefit is unlimited and payable at 100% for 
in-network providers; out-of-network coverage is based on each particular 
plan design coinsurance. Age and frequency limits do not apply. 

Implementing wellness incentives that help prevent and identify illness is a 
proven way to achieve long-term cost savings. Employers benefit by having 
reduced claims, and employees have access to health education and earlier 
interventions if health issues do arise. 

Members also have six visits annually for Medical Nutritional Counseling. This 
benefit is covered at 100% in-network for those with a diagnosed disease such 
as diabetes, obesity, high cholesterol or high blood pressure. 
 
WELLNESS PARTICIPATION REQUIREMENTS 
The League’s Risk Management Board of Trustees has wellness requirements 
in place designed to help members become healthier and to better control 
premium costs for all participants. 

Compliance with the requirements must be met by the end of the calendar 
year to avoid a 10% surcharge to monthly rates starting on the following 
renewal. Dependent children and retirees are not required to participate. 
Surcharges are not to be paid by the employer but will be passed along via 
the employee’s payroll deductions for 12 months. Employees have only three 
months (July - September) to appeal from the time surcharges apply. 

Member entities can check the noncompliance list in the SIMON Portal 
throughout the year and encourage their employees to meet these 
requirements before the end of the calendar year, therefore avoiding a 10% 
premium surcharge. 

All covered individuals (employee and spouse) will need to meet the following 
wellness participation guidelines: 

• Annual wellness visit/routine physical to check blood pressure, 
cholesterol, blood glucose levels, etc., either through a primary 
physician, urgent care or employer-sponsored (and approved by 
HBT) on-site screening. 

• Although not required, age-appropriate cancer screenings remain 
covered at 100%. Health Benefits Trust encourages its members to 
talk to their doctor and schedule these screenings. 
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TOBACCO CESSATION 
The North Carolina League of Municipalities is 
committed to wellness benefits that improve 
employees’ health and lives. Members are 
eligible for additional tobacco cessation 
benefits if they are enrolled in a League 
medical program. These are included with a 
prescription without cost share: 

• Nicotine replacement therapy (i.e., 
gum, lozenge, transdermal patches, 
inhaler and nasal spray). 

• Sustained release Bupropion, Chantix 
(or generic equivalent, if available). 

• Preventive Medications: Includes certain 
prescribed over-the-counter products 
without cost share as required by PPACA. 

The League encourages members to have a conversation with their Primary 
Care Physicians about quitting the use of tobacco products. 
 
CVS VIRTUAL CARE 
From your therapy appointments to quick care, we’ve got you covered. Easily 
schedule a virtual care appointment from anywhere. You can use CVS Health 
Virtual Care™ in addition to your traditional network of providers. Access is 
included in your medical plan, made available through Aetna, a CVS Health 
company because healthier happens together. 
 
On-demand care 

• Available to adults and children over 18 months 
• Coughs, colds, flu and strep 
• Joint, head, and stomach pain 
• Infections (ear, sinus, skin, UTI) 
• Medication refills 
 

Mental health services 
• Available to adults ages 18 and 

up 
• Anxiety and mood disorders 
• Depression screening 
• Medication management 
• Support with stress, life adjustments and conflict resolution 
• Sleep and related health behaviors 

 
 

 
Get started today 

Scan the QR code or go to CVS.com/virtual-care 

https://www.cvs.com/virtual-care?cid=qr_evc_pstoolkit_flyer
https://www.cvs.com/virtual-care?cid=qr_evc_pstoolkit_insert
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WONDR HEALTH 
Wondr™ is a skills-based digital weight loss program offered by the Health 
Benefits Trust that has helped thousands of people in different stages of 
health: 

• Lose weight 

• Feel their best mentally and physically 

• Use practical, clinically 
proven health skills that 
become life skills 

Wondr is a digital behavioral change 
program that teaches clinically proven 
weight management skills. A master class 
of sorts, their renowned team of doctors 
and clinicians teaches the behavioral 
science behind eating the foods you love 
while still losing weight and improving 
your overall physical and mental well-
being. 

Wondr is a personalized, 100% digital program that is built in three stages for 
results throughout the year and beyond. It starts with weight loss to teach the 
science of better sleep, less stress, improved emotional health, and so much 
more. 

 
ENHANCED MATERNITY  
Exciting changes are coming your way. And with the Aetna Enhanced Maternity 
Program, you can count on us to support you throughout your entire pregnancy 
journey. The program is included in your Aetna® plan. Rest assured, you’re getting 
support and resources at no extra cost to you. 

This no-extra-cost resource is available through your member website and offers 
information about the maternity journey. Whether you’re planning for a baby, 
already pregnant, or post-delivery, it’s personalized for you and where you can 
find: 

Getting started is easy 

• Text BABY to 66902. * 

• Enroll on your Aetna member website. 

• Call us at 1-800-272-3531 (TTY: 711) weekdays from 8 AM to 7 PM ET. 

• You’ll learn about what to expect before and after delivery, early labor 
symptoms, newborn care and more. 

For participating in this program, moms who sign up in the first trimester will 
receive $150; if they sign up in the second trimester, receive $75. 
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DIABETES MANAGEMENT PROGRAM 
NCLM’s Diabetes Management program, offered through HealthMapRx and 
available to all Health Benefits Trust members enrolled in a medical plan, is a 
valuable and tremendous resource for your employees — and it’s free. 

This voluntary program keeps our diabetic and pre-diabetic members healthy 
and in control. 

Through Diabetes Management, your covered employees are paired with a 
Pharmacist Care Manager, who they’ll meet for coaching and consultation four 
to six times per year. Co-pays are 100% covered for condition-related 
preferred medications. Not only are these services provided at no cost, but 
compliant participants will additionally be awarded up to $120 per year! 

 
Benefits of HealthMapRx™ Diabetes Management 

• Health coaching: A personalized Pharmacist Care Manager will meet 
with employees throughout the year for consultation and assistance. 

• Help with expensive medications: Co-pays are 100% covered for 
condition-related preferred medications through this program. 

• Awards: Complete the program, and employees will earn $120 per 
year. 

• Eligibility: Participant is a covered HBT member. Takes medication 
for diabetes or pre-diabetes. 

 
Three Enrollment Options Available 

1. Enroll online: https://www.ppcn.org/nclm.html 
2. Fax or scan/email the completed Participant Information Form to 

PPCN 
3. Contact Jessica Bridges, PPCN Health Promotions, at (704) 618-7719 

or jessica.bridges@emailmm.com 
 
AETNA ONE FLEX PROGRAM 
Our care management model takes a holistic approach to physical and 
emotional well-being.  

There’s one-on-one support for acute and chronic condition care through a 
single nurse. Our Aetna Advice program uses advanced artificial intelligence 
(AI), exclusive member data and progressive analytics. Working together, 
they create a predictive, custom engagement. Our clinical data comes from an 
analysis of social determinants of health to help close equity gaps in care. All 
of which lead to better health outcomes and lower medical costs.

https://www.ppcn.org/
mailto:jessica.bridges@emailmm.com
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COMPLEMENTARY ALTERNATIVE MEDICINES (CAM) 
BENEFITS 
Our local governments have unique responsibilities and unique leaders to 
carry them out. It’s critical that the wellness needs of those leaders are met. 

To that end, the Health Benefits Trust offers the CAM Program 
(Complementary or Alternative Medicine). The CAM Program is available to 
groups that have medical coverage through HBT, and provides coverage of 
the following complementary and alternative medical treatments: 

• Acupuncture/Dry Needling: a practice in which fine needles are inserted 
into the skin to stimulate specific points in the body. 

• Acupressure: massaging certain points on the body to relax muscles, 
balance your natural energy flow, and relieve stress and pain. 

• Ayurvedic medicine: treatment based on the belief that health and 
wellness depend on a delicate balance between the mind, body, and 
spirit. Its main goal is to promote good health, not fight disease. 

• Biofeedback: a method used to help a person learn stress-reduction 
skills by providing information about muscle tension, heart rate, and 
other vital signs as the person attempts to relax. 

• Energy medicine: (see Qi Gong and Reiki) 

• Functional medicine: (see Appendix B in Master Medical SPD for more 
information) 

• Homeopathy: a medical system based on the belief that the body can 
cure itself. Those who practice it use tiny amounts of natural 
substances, like plants and minerals. 

• Hypnotherapy: treatment using guided relaxation, intense 
concentration, and focused attention to achieve a heightened state of 
awareness. Hypnotherapy can help some people change certain 
behaviors, such as to stop smoking or nail-biting. It can also help in 
treating certain kinds of pain. 

• Integrative medicine: (see Appendix B in Master Medical SPD for more 
information) 

• Massage therapy: a form of hand-applied pressure-point treatment that 
can reduce pain, anxiety, fatigue, and nausea. (Note that claims are 
based on individual massage sessions.) 

• Naturopathy: a system that uses natural remedies (including, massage, 
acupuncture, exercise, and nutritional counseling) to help the body heal 
itself.  

• Qi Gong: a Chinese form of moving meditation. 

• Reiki: a form of “touch” therapy that realigns your body’s energy 
balance. It can make it easier to manage pain, stress, and worry. 
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• Traditional Chinese / Asian medicine 

• Yoga therapy: a form of exercise with specific poses or sets of 
movements that can be combined with deep breathing to help ease 
stress, anxiety, and fatigue, and help you sleep better. (Not to exceed a 
six-session package per claim submission and must be submitted after 
the last date of the package.) 

Enjoying these treatments is simple! When the Plan Participant participates in 
a CAM Program treatment, the fee should be paid to the provider at the time 
the service is rendered. 

After participation and payment, fill out a Medical Claim form and send it to 
camsprogram@aetna.com with your receipt. You can find this form at 
www.aetna.com/individuals-families/using-your-aetna- benefits/find-
form.html. 

Members with a copay structured plan are responsible for a $30 copay for 
CAM benefits. After services are received (like a massage) the employee will 
pay 100% of the cost to the provider. The employee will then fill out a claim 
form and attach a receipt for services. The employee will be reimbursed all 
but $30. 

For example, if I received a $100 massage, I would pay the provider in full. I 
would then file a claim. A reimbursement of $70 would arrive in the mail. 

Members with a High Deductible Health Plan (HDHP) must meet their 
deductible before reimbursement. When services are rendered (like a 
massage) the employee will pay 100% of the cost to the provider. The 
employee will then fill out a claim form and attach a receipt for services. The 
employee will not be reimbursed until their deductible is met. This will count 
towards their deductible accumulation. After the deductible is met, CAM 
Benefits will be reimbursed at 100%. 

For example, if I received a $100 massage, I would pay the provider in full and 
then file a claim. If my deductible has already been met, I would receive all 
$100 back in the mail. This benefit has a $1,000 per year max per individual. 

Questions? Call your HBT team (919)-715-4000 ext. 7 or Aetna at (855)-
221-1536. 

 

mailto:camsprogram@aetna.com
http://www/
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WELLNESS AND EAP GRANT PROGRAMS 
The Health Benefits Trust, under the direction of the RMS Board, budgeted 
$100,000 for wellness and EAP grants this fiscal year. Wellness grants are 
intended to promote health and wellness for employees and work toward 
reducing medical claims and insurance costs for pool members. 

Groups that participate in the Health Benefits Trust medical program are 
eligible to apply for the Wellness Grant to assist with a number of health-
related initiatives as outlined below. Groups can apply once a year with a 
varying funding model based on employees.  

Eligible funding is based on the number of employees in the member's group 

• Groups with 1-49 employees: $2,500 

• Groups with 50-100 employees: $3,500 

• Groups with 100+ employees: $5,000  

Applications for the Wellness Grant are to be submitted electronically through 
the NCLM website. Wellness Grant application submission period opens 
September through November with awards in February. 

There is no guarantee that a grant will be awarded or fully funded. Please 
keep this in mind if items are purchased prior to receiving an award letter. 

Grant awards are valid for six 
months from the date that the 
award letter or email was issued to 
the member. After that time, they 
expire. Unused grant awards will 
immediately expire if a member 
leaves the HBT health 

insurance program. 

A member that does not use at 
least some portion of a grant award 
before it expires will be ineligible 
for the grant program for a period 
of one year. 

 

WELLNESS GRANT ACTIVITIES FOR FUNDING 
• Health Fair – Excluding giveaway items 
• Red Cross Training and Recertification 
• Financial Management 
• Fitness Instruction of Equipment 
• Health Educational of Wellness Speaker 
• Nutritional Educational Speaker 
• Stress Management 
• Lunch n’ Learn 

Don’t miss your chance for 
funding toward your 

municipality’s wellness efforts! 
Grants can be used for a variety of 
health and wellness activities and 

improvements. 
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APPLICATION GUIDELINES 
Applications will be considered only when they meet the following 
requirements:  

• All members applying must be in Medical Program to apply for the 
Wellness Grant. 

• All applications must be signed by the senior municipal official (based 
on the member’s form of government - e.g. manager/ administrator, 
executive director, or mayor).  For the purpose of this grant, 
department heads are not considered senior municipal officials.   

• All applications must include a letter describing how the intended 
wellness event, equipment, etc. will benefit and/or improve the overall 
health and wellness of all employees and a detailed estimate that 
indicates the product or service and the associated cost (Taxes and 
Shipping not applicable). 

 

Eligibility and Award Rules 

• Each member group in the medical program is eligible to receive one 
grant annually 

• The total for all grants will not exceed its number of employees in the 
group.  

o See amounts based on the number of employees in group  

• Grant awards are valid for six months from the date that the award 
letter and check are received. 

o A member that does not use all or any portion of a grant award in 
the 6 months will be asked to refund the amount awarded and will 
be ineligible for the grant program for a period of one year 

• All grants approved will require a post-activity letter, receipts, and/or 
pictures describing the activity and participation paid for with the 
awarded grant funds within 6 months of funding  

• Additional grants will not be considered if the requested proof of 
purchase is not received 

• The Wellness Grant programs will not be provided to offset salary for 
any 

• There is no guarantee that a grant will be awarded or fully funded.   

• Please keep this in mind if items are purchased prior to being notified to 
receive a Wellness Grant Award.
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DENTAL BENEFITS 
PLANS 
As the nation’s leading provider of dental insurance, Delta Dental 
works with the Health Benefits Trust and our members to 
protect their employees’ smiles with the largest network 
of dentists, quick answers, and personalized service. The 
Health Benefits Trust offers benefit plan designs to give 
your employees flexibility on the coverage they need. Coverage 
is available for a variety of services. 
 
NETWORK 
When you enroll in dental benefits with the Health Benefits Trust, you get 
access to the Delta Dental Network of providers. As a client of Delta Dental of 
North Carolina, your employees will have access to the nation’s largest dental 
networks: Delta Dental PPO and Delta Dental Premier. With four out of five 
dentists participating nationwide, these two networks provide superior access 
to care as well as reduced fees through our agreements with participating 
dentists. Lower claims costs mean lower rates! 

Moreover, your employees cannot be balance billed – giving employees 
added savings. Enrollees can visit nonparticipating dentists, but they can be 
balance billed and may have to pay more. 
 
ID CARDS 
Dental ID cards are produced by Delta Dental with both Delta Dental and HBT 
logos. Cards will be mailed to the employee’s home address. Each employee 
will receive one card if they are an employee only and two cards if they cover 
dependents. This card has employee information only. Additional cards can be 
printed directly from the member’s Delta Dental portal or requested by calling 
any member of the Health Benefits Trust staff. 
 
ADMINISTRATION 

• General administration (eligibility and billing) will be handled by HBT 
through SIMON 

• Any changes to dental enrollment will need to be filed with SIMON 
• Claims are processed by Delta Dental NC 
• Expenses (administration and claims) will be paid by HBT on a self-

funded basis 
• COBRA administration through HBT and Delta Dental. 

• Covered individuals can set up an account online at 
deltadentalnc.com/hbt to see benefit details, when they are eligible for 
benefits, claims, etc. 

 
 

http://deltadentalnc.com/hbt
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Delta Dental PPOSM dentists 
 
 
 
 

 
Delta Dental Premier dentists 

 
 
 
 
 
 

Out-of-network dentists 
 
 
 

 
*Delta Dental of North Carolina internal data, 2021. 

• No balance billing on 
covered services 

• Most significant network 
discounts with more than 2,681 
dentists in North Carolina* 

• Dentists file claims for member 
 

• No balance billing on 
covered services 

• Significant network discounts 
with more than 3,705 dentists 
in North Carolina* 

• Dentists file claims for member 

 
• Delta Dental Premier dentists 
• May be balance billed 
• No network discounts 
• May need to file own claims 
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VISION 
HBT offers three vision (group) plans for employees through VSP: Basic, 
Premier and Premier Plus. 
 
PARTICIPATION REQUIREMENTS 

• Governmental Units must purchase medical and/or dental coverage 
from HBT 

• All employees must be covered 

• Employees must choose whether to cover dependents 

• Employees and dependents are required to remain on the vision plan for 
a period of 24 months 

 
ADMINISTRATION 

• General administration (eligibility and billing) will be handled by HBT and 
each employer group through SIMON 

• Benefits will be scheduled and claims processed by Vision Service Plan 
(VSP), a national network of non-profit Vision Service Plans 

• Expenses (administration and claims) will be paid by HBT on a self-
funded basis 

• COBRA administration provided by HBT and VSP 

• Covered individuals can setup an account online at www.VSP.com to see 
benefit details, when they are eligible for benefits, claims, etc. 
 

NETWORK OF DOCTORS AND SUPPLIERS 
VSP has a network of doctors and suppliers who have agreed to provide 
services at discount prices. 

Currently, 952 doctors are “in-network” in cities and towns in North Carolina 
(more can and will be added as the need arises. 
 
ID CARDS 
No personalized ID cards are printed. Covered individuals ID number is their social 
security number. If you’d like a reference card, you can print one on www.vsp.com 

 

http://www.vsp.com/
http://www.vsp.com/
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LIFE 
The Health Benefits Trust offers life insurance, accidental death and 
dismemberment, supplemental life insurance, and dependent life insurance 
underwritten by Unum. Each type of coverage has its own plan options and 
premiums. 

The Health Benefits Trust’s standard life insurance benefit offers nine benefit 
designs and allows an employer to create a plan that meets its needs. Benefits 
are 100% employer-paid and are paid regardless of the cause of death. 
Elected officials are eligible for coverage. Benefits are reduced at ages 65, 70, 
75 and upon retirement. 
 
ACCIDENTAL DEATH AND DISMEMBERMENT 
Plan pays a benefit equal to the basic life amount for loss due to accidental 
injury. The loss must occur within 90 days after the date of the accident. 
AD&D pays for the following losses: 

• Loss of life; 
• Loss of more than one member; 
• Loss of one member (one-half benefit); 
• Loss of a hand by total severance at or above the wrist; 
• Loss of a foot by total severance at or above the ankle joint; 
• Total loss of the sight of an eye. 

 
ACCELERATED LIFE BENEFIT 
Fifty percent of the life benefit can be obtained by the covered individual 
while alive if a doctor has diagnosed with a terminal illness with 12 months or 
less to live. The life benefit will be reduced to 50% at the time of death. 
 
DEPENDENT LIFE INSURANCE 
HBT offers four standard term life plans for employees’ dependents through 
Unum/ Provident. All life plans are underwritten by Unum/Provident. 
Dependent life coverage is available on all eligible dependents. 

During renewal, your group may select from these standard Dependent Life 
plan offerings: 

• Plan A $2,000 
• Plan B $2,500 
• Plan C $5,000 
• Plan D $10,000 

Note: dependent life coverage cannot exceed the employee life benefit 
amount. 
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GROUP LIFE 
During renewal, your group may select from these standard plan offerings: 

• Plan A $10,000 Department Heads and $5,000 General Employees 
• Plan B 1 x salary 
• Plan C 1.5 x salary 
• Plan D 2 x salary 
• Plan E $25,000 Manager, $15,000 Department Heads and $10,000 

General Employees 
• Plan F $50,000 Manager, $25,000 Department Heads and $15,000 

General Employees 
• Plan G $10,000 All Employees 
• Plan H $25,000 All Employees 
• Plan O $50,000 All Employees 
• Plan 1X $20,000 All Employees 
• Plan 20X 2 x salary with a maximum of $100,000 
• Plan 21X $75,000 All Employees 
• Plan 22X $100,000 Department Heads and $50,000 General Employees 

The life policies offered by the League are group life policies and are non-
voluntary. If your organization offers these programs, all eligible employees 
must participate. One hundred percent of the premium is employer-
sponsored. 

Note: to ensure accurate billing, if your life plan is based on salary, please 
update salaries in SIMON biannually.  
 
SUPPLEMENTAL LIFE INSURANCE 
HBT offers supplemental term life for employees through Unum/Provident. All 
life plans are underwritten by Unum/Provident. The following applies: 
25% participation or must have evidence of insurability 

• No disability premium waiver 
• $10,000 increments up to $100,000 maximum; after initial enrollment, 

an annual increase of $10,000 will be allowed without evidence of 
insurability 

• Only available to active employees; coverage is portable upon 
termination of employment or retirement unless the employer provides 
retiree life benefits 

• Benefits reduce at ages 65, 70 and 75 (see benefit booklet) 
• Premium based on age 
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Tips on Health Benefits Trust Life Program 

• Elected officials’ stipulation: if based on salary and have elected 
officials there is a cap of $20,000 in benefits. If not based on salary, 
they get that set amount. 

• The waiting period for Unum products is 30 days minimum. If the 
municipality’s policy is longer than 30 days, the longer period 
applies. 

• Billing: Unum rounds up to determine the life insurance amount. 

• Use the SIMON portal and the paper enrollment forms for record-keeping for 
any and all enrollment documents. 

• HBT recommends asking your employees to update their 
employee’s beneficiary forms yearly at open enrollment. 

• Beneficiary forms are kept at the member group's HR level but can be added 
to the SIMON eligibility platform. 

 
Questions About Unum Coverage? Start with your HBT team. 

If your questions are regarding a specific claim, your employee will have an 
assigned benefit consultant found on their letter or paperwork. If you need 
help finding that contact, reach out to your HBT team. 

Elected officials and special categories (such as volunteer firefighters) are not 
subject to the hourly minimum for eligibility. 
 

SHORT AND LONG TERM DISABILITY 
SHORT TERM DISABILITY BENEFITS FOR EMPLOYEES 
Summary of Benefits 

• Employees working 30 hours or more are eligible for short-term 
disability benefits. 

• If you have an approved disability your benefit would be 60% of your 
basic weekly salary for a maximum of 26 weeks. 

• Benefits will begin on the 8th day of disability due to an accident or 
sickness. 

If a Participant while covered under this Plan for short term disability benefits 
shall become wholly and continuously disabled so as to be actually prevented 
from the performance of every duty of his or her occupation or employment 
for salary or wages, due to bodily injury or sickness, the MITNC will pay 
benefits to such Participant according to the Schedule of Benefits. 

Employees must be actively at work on the effective date of the short-term 
disability benefit plan to be eligible for benefits. If the employee is not actively 
at work, short-term disability benefits will be postponed until the employee 
returns to work for at least five consecutive workdays. For the purpose of this 
plan, actively at work shall mean the active expenditure of time and energy in 
the service of the governmental unit, except that a Participant shall be 
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deemed actively at work on each day of a regular paid vacation, or on a 
regular non-working day, on which he or she is not disabled, provided he or 
she was actively at work on the last preceding regular working day. 

Successive periods of disability shall be considered as one continuous period 
of disability unless: (1) the subsequent disability is due to causes entirely 
unrelated to the causes of the previous disability; or (2) they are separated by 
a continuous period of at least two weeks during which the Participant is not 
absent from active work on a full-time basis. 

Changes in the amount of benefit due to change in occupation, position, 
salary or wage will become effective on the first day of the month following 
the date of change, except if the Participant is away from work due to 
disability on the date an increase in the amount of benefit would become 
effective, it will be postponed until the Participant returns to active full-time 
work. 
 
Exclusions 

• War -- You are not covered for disabilities caused or contributed to by 
war or any act of War. War means declared or undeclared War, whether 
civil or international and any substantial armed conflict between 
organized forces of a military nature. 

• Intentionally Self-Inflicted Injury -- You are not covered for Disabilities 
caused or contributed to by an intentionally self-inflicted injury, while 
sane or insane. 

• Employment -- You are not covered for Disabilities arising out of or in 
the course of any employment for wage or profit. 

 
Limitations 

• Occupational Benefits -- You are not eligible for benefits during any 
period you are receiving or are eligible to receive benefits under a 
Workers’ Compensation law or similar law. If your claims for these 
benefits are accepted, compromised, or settled, you must repay us for 
the full amount of any payments we make to you while your claims for 
occupational benefits were pending. 

• Long Term Disability -- You are not eligible for STD benefits during any 
period you are receiving or are eligible to receive LTD benefits under 
any policy issued by Provident. 

 
Benefit Offsets 

• Salary continuation from the Employer; and 

• Any amount you receive or are eligible to receive because of your 
Disability under any state disability income benefit law or similar law. 
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LONG TERM DISABILITY BENEFITS 
Summary of Benefits 

Employees working 30 hours per week on the day after 1 month of eligible 
service. 
If you have an approved disability your benefit would be 50% of your base 
monthly earnings to a maximum of $5,000 per month. 
Benefits can continue for up to 5 years based on your age at the time of 
disability and as long as you continue to meet the definition of disability. 
 
Maximum Benefit Period 

Age at Disability Benefit Period 
69 or younger Five years or to age 70 (whichever occurs first, but not less 

than 
 one year) 

70 or older One year 
 

Additional Important Information 

Can I be considered disabled and also work? 

Yes, the contract has a proportional formula that encourages a claimant to 
begin building up towards a full work schedule. While your LTD benefit is 
proportionally reduced by your work earnings the overall result of the LTD 
benefit plus the work benefit is that your total income is higher than the 
disability benefit alone. 

Are there any exclusions on conditions I already have? 

This has a two-part answer. If you are one of the people currently covered by 
the LTD plan for at least 12 months then you are past the pre-existing 
conditions period. 

For all others, there is a pre-existing conditions clause for the first 12 months 
of coverage. This excludes any disability that occurs during the first 12 months 
of coverage if, during the three months immediately prior to your coverage 
effective date, you received treatment or took Rx drugs for the condition. 

What if I die while I am receiving LTD benefits? 

Unum will pay a survivor benefit to your spouse or qualified surviving children. 
The benefit is equal to three times the LTD monthly benefit 

How long do I have to be disabled before the LTD benefit can be paid? 

The disability elimination period is 180 days. 
 
The information on these pages is not the policy and is intended for a summary discussion 
purposes only. You should refer to the policy for details regarding various restrictions, 
limitations or exclusions that are contained in the actual policy. In the event of a claim 
the formal policy language will be used to adjudicate the claim. Group certificates will be 
distributed as soon as possible. 
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HBT ENROLLMENT  
INITIAL ENROLLMENT AND ELIGIBILITY 
All enrollment and change forms can be entered online at 
SIMON (simon365.com)  by the member’s HBT contact under the administrative 
account. If you need to send a paper form, make sure to send in a secure 
environment. Please contact HBT Eligibility for a secure email MIT@nclm.org. This 
form can be found in the SIMON portal. Please see the section of the Administrative 
Manual with information on SIMON for more details on enrollment. 

Note: All paper or electronic forms must be keyed into SIMON for eligibility to be 
accurately reflected.  

*IMPORTANT NOTICES – SPECIAL ENROLLMENT REQUIREMENTS* 
Please provide each new employee with the Special Enrollment Requirements 
Notice. This Notice should be provided to employees whether or not they 
elect coverage under your health plan. HIPAA Federal laws require that this 
information be disclosed to all newly eligible participants. 
 
Employee Waiting Period 
When a new employee is hired, he/she must complete the waiting period 
elected by the employer for benefits. The UNUM products require at least a 
one-month waiting period for any of the Life, Short Term Disability and Long 
Term Disability before coverage can become effective. If your personnel 
policy requires a longer waiting period, this must be adhered to for all new 
employees and a copy of your personnel policy must be on file with MIT. This 
must be entered online in the SIMON portal under the administrative account 
or a group enrollment card must be completed when the employee is first 
hired and forwarded as soon as possible to mit@nclm.org. 

This will ensure the addition of the employee to the claims system and 
monthly billing as well as the production of a medical identification card. 
 
Direct Transfers 
The waiting period may only be waived for new employees who are 
transferring directly from one governmental unit to another, both of whom 
are HBT participants. Direct transfers are employees who leave one 
governmental unit and begin active work for a new governmental unit within 
seven calendar days. If the time period between termination at one unit and 
active work at the next unit is greater than seven days, the full waiting period 
applies. A new group enrollment card is required for direct transfers. 
 
Late Enrollment 
If an employee elects coverage for himself when first hired and the group 
enrollment card is received 14 days after the date coverage should take effect, 
coverage will not become effective until contributions are paid retroactively 
to the original date of coverage. It is important that required contributions are 
paid to reflect the coverage that is provided. 

Both timely enrollment and payment of contributions ensure coverage for 

mailto:MIT@nclm.org
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your employees and eligible dependents. If “back” contributions are not paid 
within 30 days of notice from HBT, coverage will be terminated. 
 
Changes during the Waiting Period 
The employee may make changes to coverage for himself and/or dependents 
until his effective date. Changes made during the waiting period will be 
effective on the employee’s effective date assuming the appropriate 
contribution payment is made. 
 
Late Enrollees 
Late enrollees (employees who do not elect coverage for themselves or 
eligible dependents during the waiting period or during a qualifying event) 
may be subject to plan limitations. Payment of claims may be delayed until 
contribution payments are received. 

Please refer to the employee benefit plan book for more information. 
Employees and/ or dependents requesting life coverage after the date 
coverage should have become effective will have to complete an Evidence of 
Insurability Form and apply for the desired amount of coverage. Life coverage 
will become effective only if and when UnumProvident gives their written 
permission. 
 
Rehired Employees 
If an employee is terminated and not rehired within a seven-day period by the 
governmental unit, he must complete the employers required waiting period 
from the date of rehire before coverage is effective. A minimum of one month 
is required for all UNUM benefits (life, STD and LTD). A new group enrollment 
card must be completed when a former employee is rehired either online or 
completed and emailed. 
 
WAIVER OF COVERAGE 
The HBT requires 80% employee participation in each line of coverage offered 
by the governmental unit, whether the coverage is paid for by the 
governmental unit or the employee. However, if, with prior approval from the 
MIT for certain circumstances, an employee or elected official chooses NOT to 
elect coverage, this must be indicated on the Group Enrollment Card. Please 
be specific in indicating coverage declined and the reason. 

Waiving one line of coverage does not prohibit an employee from enrolling in 
another line of coverage offered by the governmental unit. This section is 
located just above the employee signature line on the Group Enrollment Card. 
 
IDENTIFICATION CARDS 
After an employee has completed the group enrollment card and has satisfied 
the required waiting period, he should receive an identification card for 
medical, prescription, and/or dental coverage. 

Medical ID cards are produced by Aetna with both HBT and Aetna logos. 
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Cards will be mailed to the employee’s home address. Each employee will 
receive one card if they are employee only and two cards if they cover 
dependents. Additional cards can be printed directly from the employee’s 
Aetna web portal or requested by calling Aetna concierge.  

Dental ID cards are produced by Delta Dental with both Delta Dental and HBT 
logos. Cards will be mailed to the employee’s home address. Each employee 
will receive one card if they are employee only and two cards if they cover 
dependents. This card has employee information only. Additional cards can be 
printed directly from the member’s Delta Dental portal or requested by calling 
any member of the Health Benefits Trust staff. 

The Vision Service Plan does not require ID cards. However, the insured must 
inform their vision provider they have VSP coverage when scheduling their 
appointment. The provider will verify the member’s eligibility with VSP and 
obtain authorization prior to the appointment. If the member does not inform 
their vision provider that they have VSP coverage in advance of their 
appointment, benefits may be reduced. Eligibility and coverage information is 
available online at www.vsp.com. 
 
CHANGES OF COVERAGE 
There are two basic types of changes in coverage for your employees. The 
first is a change that affects all your employees at the same time (plan 
change). The other type of change occurs when an individual employee 
desires a change to his coverage. 

All enrollment and changes can be entered online via the SIMON portal. If you 
need to send a paper form, be sure to send it in a secure environment. Please 
contact mit@nclm.org. This form can be found in the Appendix as well as on 
the SIMON portal. 

Note: to ensure accurate billing, if your life plan is based on salary, please 
update salaries in SIMON biannually.  
 
PLAN CHANGES 
Your governmental unit may desire a change in coverage at some point after 
the initial Proposal Acceptance Form is signed. Changes that affect the types 
of coverage offered to all employees are initiated by calling the MIT and 
signing a new Proposal Acceptance Form. A 30-day advance notice is 
required by the MIT in order to make a change to your governmental unit’s 
coverage offerings. Proposal Acceptance Forms should be obtained from and 
returned to MIT. 

If a plan change would affect individual employees differently, change cards 
must be completed for each employee. If a new coverage is offered to 
employees and dependents, each employee must complete a group change 
card to add coverage for himself. Each eligible dependent to be covered must 
also be listed. The MIT is unable to assume which employees and dependents 
are electing coverages. 
 

http://www.vsp.com/
mailto:mit@nclm.org
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EMPLOYEE CHANGE 
Employees may be allowed to change their coverage elections after the initial 
enrollment. Some changes, if made more than 31 days after the date of 
eligibility or after the effective date of coverage, may be subject to coverage 
limitations and are subject to the governmental unit’s Section 125 guidelines if 
applicable. 

Please complete the applicable section of the group change card indicating 
the type of change(s) desired. After making a copy for your files, please make 
the appropriate changes in the SIMON portal. This form can be found in the 
Appendix. 

Attach the copy of the group change card to the back of your copy of the 
employee’s original group enrollment card for your records. This will provide a 
historical record of the coverage elections and changes made by your 
employees. 
 
OTHER CHANGES 
The group change card would be used for other changes to the employee’s 
coverage including, but not limited to: 

• Change of Name 

• Change of Beneficiary 

• Change of Life Benefit (see Life Insurance Calculations in Life tab) - 
Updating salaries for life & disability benefits. 

• Change of Address 

• Change to Retiree or Medicare Supplement 
 
TERMINATIONS 
The member is responsible for updating employment status for individuals 
covered under any MITNC plans (Health, Dental, Vision, Short- or Long-Term 
Disability or Life plans) within a 48-hour period with any changes or updates. 
All terminations must be indicated on a group change card. 

Terminations that are not received within 30 days of the qualifying event may 
not be eligible for a premium refund. The governmental unit will be 
responsible for payment of prescription drug usage after the date of 
termination unless the termination has been input into SIMON on the date of 
termination. 
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Use this chart to determine when a termination or loss of eligibility will take 
effect: 

TERMINATION EVENT DATE OF TERMINATION 
COBRA ALLOWABLE 

TIME PERIOD 

 
Employee terminates 

Last day of employment; 
as shared with MedCost 

and Vimly during 
Enrollment 

 
18 months 

Employee retires and the 
governmental unit does not 
offer retiree coverage 

 
Last day of employment 

 
18 months 

Employee terminates due to 
disability Last day of employment 18 months 

*29 months if declared 
disabled by SSA (see 
COBRA section) 

  

Employee does not return 
from FMLA Last day of FMLA 18 months 

Reduction of hours worked 
(less than 20 hours) 

Last day employee worked 
20 hours or more 18 months 

Legal separation (spouse 
& step-children are no 
longer eligible) 

Date of legal separation 
with legal 
documentation 

 
36 months 

Divorce (spouse & step- 
children are no longer 
eligible) 

 
Date of divorce 

 
36 months 

Child exceeds age limits Day before child 26 36 months 

Voluntary termination of 
spouse and/or dependent 
children 

Date employee specifies 
(refer to Section 125 

guidelines if applicable) 

 
Not Applicable 

Failure to Follow Termination Notice Requirements 
Retroactive Termination – A situation that arises when an employee of a 
covered employer group is separated from employment for whatever reason, 
and subsequently the Employer Group fails to submit the required 
Termination Form or make the adjustments in SIMON within 48 hours. 

Lengthy gaps in providing notice that an employee is no longer entitled to 
receive health insurance benefits have the detrimental effect of using pool 
funds to pay for claims that are not covered. Widespread failure in this regard, 
no matter how small or incremental, can ultimately add up to the loss or 
misuse of hundreds of thousands of dollars of pool money every year that 
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could have been spent assisting members and their covered employees. 

Policy – When a Member group shows up on a retroactive termination report 
(done on a rolling 12-month basis by MIT staff): 

1st Incident: MIT Staff sets up a meeting with the Member group to review the 
applicable MIT policies, answer any questions and provide other needed 
resources. 

2nd Incident: MIT sends a formal letter to the Member group’s Human 
Resources or equivalent point of contact. 

3rd Incident: MIT sends a certified letter to the Town Manager or equivalent of 
the Member group. 

4th Incident: NCLM Associate Executive Director of RMS sends a certified 
letter to the Mayor or equivalent of the Member group. 

5th Incident: Member is invoiced for the complete amount of the 
overpayment caused by Member’s failure to adhere to this policy. 
 
Life Benefit Conversion 
Upon termination, the covered employee has the option to convert the group 
term life benefit either all or a portion of the benefit to a private policy (either 
term or whole life) within 

30 days of the termination date. The employer is responsible for notifying the 
employee and providing the conversion form to the employee prior to 
terminating employment. 
 
ACTIVE MILITARY DUTY – COVERAGE ISSUES 
The Federal Uniform Services Employment and Re-Employment Act of 1994 
(USERRA) describes an employer’s responsibility to an employee who is a 
member of the uniformed services who take a leave of absence due to active 
military service and the requirements imposed on group health plans. Listed 
below is information designed to help you and your employees understand 
how their coverages will be affected. 

Employees called to active military duty and their dependents are 
automatically covered under the military’s coverage (Tricare) after 31 days of 
active military service. 

Employees called to active military duty must be given the same 
opportunities as any employee on a non-medical leave of absence. The MIT 
plan mandates that coverage will not be continued for more than 60 days 
past the date their active employment ends. 

The employee and their covered dependents must be offered the option to 
continue their coverage for a period of 18 months (COBRA). A group change 
card must be submitted to terminate their coverage for the COBRA process 
to begin. The employee’s coverages must be provided during their first 31 
days of active military service. Therefore, the effective date of termination 
must not be less than 31 days after their active military service begins. 

Vimly will send the COBRA Notification and Application form to the 
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employee’s last known address and will administer their medical and dental 
COBRA coverage. A separate COBRA form for vision coverage will also be 
sent to their last known address and is administered by VSP. 

Employees called to active military duty and their dependents are entitled to 
convert their life coverage to an individual plan. A sample Life Conversion 
form is provided in this Manual. A separate notification of the life conversion 
option will not be sent to each employee called to active military duty. An 
additional supply of these forms can be requested by calling the MIT. 

Coverage for qualified employees returning to active employment status will 
be reinstated immediately upon their return to active employment without the 
application of a waiting period requirement. A new group enrollment card 
must be completed for coverage to be reinstated. 

For complete information regarding the employer’s responsibilities please 
visit the Department of Labor’s website at www.dol.gov. 
 
COBRA 
COBRA Timeline 

1. Employee terminates employment or qualifying event occurs (employee 
must notify employer of qualifying event within 60 days of the event 
otherwise COBRA rights are forfeited). 

2. Employer and/or employee completes group change card (must include 
authorized signature). 

3. Employer immediately emails (mit@nclm.org) termination card or 
enters in online system to SIMON. 

4. Vimly mails a COBRA Notification Package to qualified beneficiary 
(employee or dependent with qualifying event) to last known address 
within 14 days. The employer should indicate the employee’s current 
mailing address, if known, on the group change card at the time of 
termination notice. 

5. Qualified beneficiary receives COBRA Notification Package. The 
qualified beneficiary has 60 days from the date of the COBRA Notice to 
elect COBRA coverage. 

6. The qualified beneficiary completes COBRA application form and emails 
to Vimly 

7. The qualified beneficiary can mail premium payment at this time with 
their application. If payment is not submitted at the time of election, the 
participant must send payment within 45 days of electing COBRA. 
Eligibility will not be updated until payment has been received. The 
initial payment includes all past-due premiums beginning on the date of 
termination. 

8. Vimly receives application form and enters in database. If payment has 
been received, the benefits are updated to an active status as a COBRA 
participant. 

9. Qualified beneficiary contacts healthcare providers and requests 
medical, prescription and/or dental claims are resubmitted. 

http://www.dol.gov/
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10. Qualified beneficiary receives monthly COBRA invoices from Vimly. 
Qualified beneficiary must pay all COBRA invoices within 30 days of the 
date on the invoice; otherwise, coverage will be terminated. 

 
DISABILITY EXTENSION 
Current law gives you or your covered dependents the right to up to twenty-
nine (29) months of coverage if found disabled by the Social Security 
Administration at the time of your termination of employment and if you 
provide timely notification of the disability finding. 

Effective January 1, 1997, the disability extension law changed to allow you or 
your covered dependent the right to additional coverage, if disability under 
the Social Security Act is found to exist within the first 60 days of COBRA 
coverage. Under COBRA, your employer may charge up to 150% of the 
applicable premium for the last eleven (11) months of extended coverage. 
Your extended coverage will terminate if, during the eleven (11) month-
extended period, there is a final determination that you are no longer 
disabled. If this occurs, COBRA requires you to notify the plan administrator 
within thirty (30) days of its date. Your coverage will terminate on the first of 
the month that begins with more than thirty (30) days following the date of 
termination. Your coverage can also terminate for the same reasons that your 
coverage can terminate during the initial 18-month coverage period. 
 
FAMILY CHANGES 
Family change notification, such as birth or adoption of a child or marriage, 
must be submitted in writing, within 30 days of the event. This notification 
must be submitted directly to the SIMON portal or email mit@nclm.org. 
Notification of divorce or legal separation, or a child’s loss of dependent 
status, must be submitted within 60 days of the event and this notification 
must be sent directly to your former employer. 
 
MEDICARE ENTITLEMENT 
If you become entitled to Medicare while employed and later lose group 
health coverage due to loss of employment, you are not eligible for COBRA 
coverage. However, your covered dependents may continue COBRA 
coverage for up to 36 months from the date you initially became entitled to 
Medicare. 

If you elect COBRA for yourself and your covered dependents and you become 
entitled to Medicare while on COBRA, your COBRA coverage must terminate. 
Your dependent(s) can remain on COBRA for a total of 36 months from the 
original COBRA effective date. 
 
CERTIFICATES OF CREDITABLE COVERAGE 
Proof of creditable coverage is usually submitted in the form of a Certificate 
of Creditable Coverage from the prior health insurance carrier. A participant 

mailto:mit@nclm.org
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should contact their prior carrier to obtain the Certificate if one has not been 
furnished to them. HIPAA laws require employers or the health insurance 
carrier to provide the Certificate to the participant immediately upon 
termination of coverage and then again upon termination of COBRA 
coverage. 

If a participant is unable to provide proof of prior coverage in the form of a 
Certificate of Creditable Coverage, the participant may furnish other 
documentation as proof. Examples of other documentation include EOBs, 
premium statements, canceled checks, medical records, enrollment 
information and telephone verification by the HBT prior to coverage. 
 
RETIREMENT 
Heath Benefits Trust makes available retiree coverage to those governmental 
units electing to offer this coverage to retired employees. Each governmental 
unit is responsible for establishing its own retiree criteria and providing HBT 
with a copy of its personnel policy or resolution. A group change card is 
required to enroll an individual on the retiree plan. Each governmental unit 
determines premium payment responsibility. Retiree premiums will be 
included on the monthly invoice notice. 
Important Criteria that should be included in retiree resolutions: 

• Age when employee qualifies 
• Number of years of service 
• NC Retirement System eligibility 
• Premium payment – employer or employee paid benefit or percentage 

of both 
• Payment due date 
• When coverage ends (i.e., age 65, when employee becomes covered 

elsewhere, death) 
• Medicare Supplement eligibility, if offered by your governmental unit 

If a governmental unit chooses to offer retiree coverage to elected officials, 
this coverage may be made available only if the elected official has 20 years 
of service as an elected official. In addition, the elected official must have 
been participating in the governmental unit’s group health plan for the last six 
years in office. 

The minimum eligibility requirements for governmental units that pass a 
resolution to offer retiree coverage to their employees are as follows: 

• Age when employee qualifies 
• Retiree must have 10 years with the Local Government Retirement 

System; 
• Retiree must have five years’ tenure with your governmental unit; 
• Retiree must select retiree coverage within 30 days of retirement; and 
• Dependents must be covered for one year or longer as a dependent of 

the retiree. 

This criterion only applies if your governmental unit did not have a retiree 
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policy or resolution in place by July 1, 2004. All governmental units with a 
retiree policy already in place and on file with the HBT have been 
grandfathered into the HBT retiree plan and this criterion will not apply. 
 
MEDICARE SUPPLEMENT 
All retirees and their dependents who are Medicare eligible (including 
disability) must be covered by the Medicare Supplement Plan if offered by 
your governmental unit. 

A group change card, along with a copy of the retiree’s Medicare Card, must 
be submitted in order to enroll them in the Medicare Supplement Plan. MIT 
will pay only those benefits that would have been paid if both Part A and Part 
B of Medicare were in effect. For detailed information on Medicare 
Supplement coverage, see your employee benefit plan book. 

The HBT Department sends an annual letter to all retirees instructing all pre-
65 retirees to notify their previous employer of their Medicare eligibility. Any 
Medicare-eligible retiree should be switched to our Medicare Supplement Plan 
if offered by the employer or terminated. This needs to happen on the first of 
the month in which the retiree becomes eligible for Medicare. The 
governmental unit will be charged for any overpayments made by the HBT on 
behalf of the retiree and refunds will be requested on all medical claims in the 
event the change is not made when Medicare becomes effective. No 
exceptions will be made. 

For active employees who are Medicare eligible (over 65 years old), make 
sure they are enrolled in Medicare Parts A and B prior to or at retirement. 

If the retiree becomes Medicare eligible, and the spouse is not Medicare 
eligible, the retiree would enroll in the Medicare Supplement Plan, while the 
spouse would continue under the regular retiree plan. A group change card is 
required to make this change. 

If the retiree is not yet Medicare eligible, and the spouse becomes Medicare 
eligible, the retiree would continue under the regular retiree plan, while the 
spouse would enroll in the Medicare Supplement Plan. A group change card is 
required to make this change. 

If retirement is due to a disability, it is necessary to change the retiree’s plan 
to Medicare Supplement upon becoming entitled to Medicare, regardless of 
the age of the retiree. 

Always direct retirees to contact their local Social Security office for 
information regarding Medicare eligibility. 

*Special Note: It is especially important for the governmental unit offering a 
Medicare Supplement Policy to inform retirees of their obligation to enroll in 
Medicare Parts A and B. Failure to comply with Medicare enrollment 
procedures in a timely manner may result in reduced benefits. 
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MONTHLY INVOICE 
Vimly processes, prepares and sends notice of our monthly billing invoices 
electronically to the appropriate personnel for payment. 

Invoices are processed on or around the 15th of the month prior to the next 
billing cycle. For example: Invoices for November are processed on or around 
October 15th. 

Your invoice is processed at a specific date and may not include all enrollment 
or eligibility changes; be assured it will be captured on the next billing cycle. 
This is a result of bill timing and will not change the effective date of your 
employee’s coverage. 
 
PAYMENT DUE DATE 
Payment is due the first business day of the billing period stated on the 
invoice. Although your invoice may not reflect the most recent enrollment 
additions, terminations or eligibility changes, due to the timing of the 
submission of those changes and the billing cycle, please pay the total as 
billed on the invoice. Enrollment changes will be captured on a future invoice. 
Failure to pay the full amount of your invoice will result in finance charges 
(1.5% per month) on the outstanding balance. 
 
PAYMENT METHODS 
Your monthly invoice can be paid via various methods: 

Check -- If paying by check, please make the check payable to Municipal 
Insurance Trust and mail to the following address (this address is shown on 
your invoice also): 

Municipal Insurance Trust 

P.O. Box 751485 

Charlotte, NC 28275-1485 

ACH -- If you prefer for us to collect your premium via an ACH withdrawal 
each month from your bank account, please complete the ACH authorization 
form provided in this manual and forward it to 
accountsreceivablerms@nclm.org. Monthly ACH payments are drafted on or 
around the 5th business day of the month following the invoice due date. 

EFT -- Please contact accountsreceivablerms@nclm.org if you wish to 
process your payment via wire or electronic funds transfer. 
 
INVOICE BALANCE INQUIRIES 
Contact HBT if you have any questions about any outstanding invoices or 
balances. We are not able to answer questions regarding specific employee 
billing issues and request you contact the Health Benefits Trust department 
directly for those inquiries at mit@nclm.org or (919)715-4000 press 7. 

mailto:accountsreceivablerms@nclm.org
mailto:accountsreceivablerms@nclm.org
mailto:mit@nclm.org
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WHO TO CALL
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HOW TO JOIN HBT 
If your municipality is interested in joining the Health Benefits Trust, it first 
must be eligible for and enroll in membership with the League. Speak to your 
business service consultant for information on how to complete NCLM 
membership. 
 
After joining the NCLM, complete the following steps: 

• If your group is completely new to the Health Benefits Trust, a team 
member will reach out to schedule an Implementation call. 

• If your group is adding a plan or changing a plan, HBT will send out a 
Proposal Acceptance Form (PAF) through an e-signature platform. 

• Your municipality’s governing board must adopt and have an authorized 
individual sign a resolution to join HBT. 

• Your municipality must review and have an authorized individual sign all 
Interlocal Agreements (keep a copy for your file). 

• Email Interlocal Agreement to MIT@nclm.org. 
• Employee Meetings then need to be scheduled with NCLM HBT staff. 

Please call HBT at (919) 715-4000 press 7. 
• Enrollment information needs to be collected and received by SIMON at 

least 30 days prior to starting benefits for medical cards to be delivered 
on time. Typically, this information is collected during employee meetings. 

Feel free to call the Health Benefits Trust staff at 919-715-4000 press 7 any 
time. 
 

HOW TO FILE A CLAIM 
MEDICAL CLAIM 
The Health Benefits Trust contracts with Aetna to process medical claims. 
Generally, providers submit claims electronically directly to Aetna. Covered 
individuals can view their claims/explanation of benefits (EOB) online in their 
Aetna account. You will need your HBT medical ID card to set up your online 
account. Unless you elect to go paperless, you will receive an Explanation of 
Benefits from Aetna in the mail. 
Should you need to pay charges upfront and get reimbursed for a claim, you 
can find Aetna claim forms online at www.Aetna.com or call Aetna customer 
service at (855) 221-1536. 
 
VISION CLAIM 
VSP processes HBT Vision claims. In-network providers typically submit 
charges electronically to VSP. Covered individuals can view their 
claims/explanation of benefits (EOB) online in their VSP account. You will 
need your social security number to set up your online account. 
Should you need to pay charges upfront and get reimbursed for a claim, you 
can find Vision claim forms online at www.vsp.com under Benefits - Submit a 
Claim. Or call VSP customer service at (800) 877-7195 for assistance. 
 

http://www.aetna.com/
http://www.vsp.com/


38 
 

 

Submit an Out-of-Network Vision Claim 
If you’ve received eye care services from an out-of-network provider, you may 
need to submit a claim to request reimbursement. 
Your benefits will always go further when you see an in-network doctor. 
However, if you’d like to submit an out-of-network claim, be sure to answer all 
the questions and attach any receipts related to your claim. 
To submit a claim request, you’ll need the following: 

• Copies of the itemized receipts or statements that include: 
• Doctor name or office name 
• Name of Patient 
• Date of Service 
• Each service received and the amount paid 
• Just a few minutes to complete the claim form 

After completing the claim form, you may attach your receipt(s) OR print and 
mail copies of your claim form and receipt(s) to: 
 

Vision Service Plan Attention: Claims Services 
P.O. Box 385018 

Birmingham, AL 35238-5018 
 

Tip: Missing information and receipts can delay your reimbursement. Fill out 
the form completely and if you’re filling it out online, snap a picture of your 
receipt and attach it to your claim to get your reimbursement faster. If you 
have receipts for other claims you must complete a separate claim form. 
You typically have 12 months from the date of service to submit for 
reimbursement. Failure to submit your out-of-network claim within 12 months 
of the date of service may cause your claim request to be denied. Please allow 
up to 10 business days (plus mailing time to and from VSP) for us to process 
your reimbursement. 
Questions? View Claims & Reimbursement FAQs at 
www.vsp.com/claims/submit-oon- claim. 
 
LIFE OR DISABILITY CLAIM, ONLINE 
As of October 2020, Members can file a Short Term and/or Long Term 
Disability online. 
The League’s Health Benefits Trust has partnered with Unum to deliver quick, 
easy and convenient service regarding our life and disability coverages. 
No more long, arduous processes. Now, both employers and employees will 
be able to file and manage claims through an easy-to-use online portal. 
 
For Employers 
Set Up Account -- A secure account has been created for each municipality 
with life policies. Only the HBT contact for each city or town has an account, 
not every individual is covered. 
To activate the account, follow the steps below: 

• Go to Unum’s Employer website: https://services.unum.com 

http://www.vsp.com/claims/submit-oon-claim
http://www.vsp.com/claims/submit-oon-claim
https://services.unum.com/
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• Log in 
• Your user ID is your e-mail address 

Temporary passwords were emailed separately to each HBT contact by 
Unum. If you did not receive this information, please contact Unum at 877-
225-2712 or e-mail at iservices@unum.com.  
Click on “Begin Account Activation.” This will bring you to the User 
Agreement page. At the bottom, click “Agree and then Continue.” 
Manage Employee Claims. The easy-to-use Claims Management page will 
allow employers to upload employee documentation, file employee claims, 
manage open claims, and more. 
 
For Employees 

Digitally file all types of claims, 24/7/365. 
• Disability 
• Leaves of absence 
• Life 
• Accident, Critical Illness, and Hospital Insurance 

And, if you’re not sure what type of claim to file, no problem! Just answer a 
few questions on the website, and Unum will guide you in the right direction. 
Set up an Account -- Getting started with Unum is easy. For your first time 
filing a claim, follow the below steps: 

• Go to unum.com/claims 
• Register for an account 
• After registering online, claims can be filed either on that website or on 

the mobile Unum Customer App. 
If you need help, customer service professionals are available to assist you 
Monday through Friday from 8:00 a.m. to 6:00 p.m. EST. You can reach them 
by phone at 1-877- 225-2712 or e-mail at iservices@unum.com. 

You can also contact the League for assistance at MIT@nclm.org. 
The Online claim form has three sections that need to be completed; the 
employee section, the employer section and the attending physician. 

Steps: 
1. Have employee complete their section through their account; 
2. Complete the employer section through their admin account; 
3. Have the employee give the form to their doctor to complete the 

attending physician section. 
Once all sections of the form are completed, Unum will contact the employee 
about their benefits. Contact HBT staff at (919) 715-4000 press 7 for 
assistance. 
 
LIFE OR DISABILITY CLAIM, PAPER FORMAT 
Disability 
The claim form has three sections that need to be completed; the employee 
section, the employer section and the attending physician. 

mailto:iservices@unum.com
mailto:iservices@unum.com
http://unum.com/claims
mailto:iservices@unum.com
mailto:MIT@nclm.org


40 
 

 

1. Have employee complete their section; 
2. Complete the employer section; 
3. Have the employee give the form to their doctor to complete the 

attending physician section. 
Once all sections of the form are completed, scan/email to HBT staff at 
MIT@nclm.org. Contact HBT staff at 919-715-4000 for assistance or submit 
directly to Unum. 
 
Life 
We encourage you to notify HBT staff of the claim as soon as possible. 
A claim form is available from Health Benefits Trust staff. The Policy Number 
and Division Number are on the employer’s life book listed as Identification 
No. 

Policy Number: 468877 (HBT number) 
Division Number: Xxx (should be a three-digit number after the Policy 
number; this number is specific to each member group). 
A 50% accelerated life benefit can be obtained by the covered individual 
while alive if a doctor has diagnosed with terminal illness with 12 months or 
less to live. The life benefit will be reduced to 50 at the time of death. 

The claim form must be completed and submitted by the employer. 
1. Employer completes life claim form; 
2. Beneficiary signs claim form; 
3. Employee retains a copy of the completed & signed claim form for their 

personnel records. 
4. Employee submits completed claim form to HBT staff at MIT@nclm.org 

along with the following documents: 
 
Death Certificate 
If accidental death, 

• Copy of police report or newspaper article; 
• Copy of Original enrollment form; 
• Copy of Beneficiary Statement housed with the municipality’s HR. 

NCLM/HBT Staff will log in claim and forward to UNUM for processing. 
Contact HBT staff at (919) 715-4000 for assistance. 

mailto:MIT@nclm.org
mailto:MIT@nclm.org
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HBT CONTACT RESPONSIBILITIES 
Setup SIMON Administrative Account online 
Updating/uploading enrollment information in a timely manner to SIMON 
including: 

• Adding/changing/terminating individuals as applicable 
• Updating individual’s mailing addresses and phone numbers 
• Updating covered individuals’ beneficiary information 
• Updating covered individuals’ salary 
• Retrieving monthly invoices in SIMON administrative account 
• Verifying monthly invoices have accurate information 

If enrollment information is found to be outdated, HBT is only responsible of 
issuing a maximum of three months credit. 
 

APPENDIX FORMS: 

Digital Download  
 

Enrollment 
Form_HBT.pdf

Waiver_HBT.pdf Change 
Form_HBT.pdf

Vision Claim 
form.pdf

Claim form.pdf 2023 Aetna One 
Flex Per Engaged (Pl   

Dental Claim 
Form.pdf  
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