
  

Required Notices 

 

Separation of Employment 

Your Basic Life, Optional Life, AD&D, Flexible Spending Accounts, Accident Insurance, Hospital 
Insurance, Critical Illness, Short and Long-Term Disability insurance end on your last day of 
employment with McLane. All other plans end on the last day of the pay period in which you separate 
from employment. 

HIPAA Special Enrollment Rights 

Special enrollment events allow you and your eligible dependents to enroll for health coverage outside 
the Open Enrollment period under certain circumstances if you lose eligibility for other coverage, 
become eligible for state premium assistance under Medicaid or the Children’s Health Insurance 
Program (“CHIP”), or acquire newly eligible dependents. This is required under the Health Insurance 
Portability and Accountability Act (“HIPAA”). 

If you decline enrollment in a McLane medical plan for you or your dependents (including your 
spouse/domestic partner) because of other health insurance or group health plan coverage, you or your 
dependents may be able to enroll in a McLane medical plan without waiting for the next Open 
Enrollment period if you: 

• Lose other health insurance or group health plan coverage. You must request enrollment within 30 
days after the loss of other coverage; 

• Gain a new dependent as a result of marriage, birth, adoption, or placement for adoption. You must 
request enrollment within 30 days after the marriage, birth, adoption, or placement for adoption;  

• Lose Medicaid or Children’s Health Insurance Program (CHIP) coverage because you are no longer 
eligible. You must request enrollment within 60 days after the loss of such coverage; or  

• Become eligible for premium assistance subsidy for McLane’s medical plan from Medicaid or CHIP.  
If you or your dependents (including your eligible spouse) become eligible for a state premium 
assistance subsidy from Medicaid or through a state CHIP with respect to coverage under the Mack-
Cali Realty Corporation Medical Plan, you may be able to enroll yourself and your dependents in 
Mack-Cali Realty Corporation medical coverage. You must request enrollment within 60 days after 
the date you or your dependents become eligible for such assistance. 

If you request a change due to a special enrollment event within the 30 day timeframe, coverage will 
be effective the date of birth, adoption or placement for adoption.  For all other events, coverage will be 
effective the first of the month following your request for enrollment. In addition, you may enroll in a 
McLane medical plan if you become eligible for a state premium assistance program under Medicaid 
or CHIP. You must request enrollment within 60 days after you gain such coverage.  You must request 
enrollment within 60 days after you gain eligibility for medical plan coverage.  If you request this change, 
coverage will be effective the first of the month following your request for enrollment. Specific 
restrictions may apply, depending on federal and state law. 

Women’s Health and Cancer Rights Act of 1998 

If you or one of your covered dependents has had or is going to have a mastectomy, you may be 
entitled to certain benefits under the Women’s Health and Cancer Rights Act (WHCRA). For individuals 
receiving mastectomy-related benefits, coverage will be provided for the following services in a manner 
determined in consultation with the attending physician and the patient:  

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



  

These benefits will be provided subject to the same deductibles and coinsurance applicable to other 
medical and surgical benefits available under your medical plan.  

For information on WHCRA benefits or details about any state laws that may apply to your medical 
plan, please refer to the benefit plan material for the medical plan in which you are enrolled. 

Newborns’ and Mothers’ Health Protection Rights  

Federal law protects the benefit rights of mothers and newborns related to any hospital stay in 
connection with childbirth. For hospital stays due to childbirth, in accordance with federal law, McLane 
plans do not restrict benefits for any hospital stay following childbirth for the mother or newborn child. 

The plans cannot require a provider to prescribe a length of stay any shorter than 48 hours for a vaginal 
delivery (or 96 hours following a cesarean delivery). However, federal law does not prevent the mother’s 
or newborn’s attending caregiver, after consulting with the mother, from discharging the mother or her 
newborn earlier than 48 hours after a routine vaginal delivery or 96 hours after a cesarean delivery. For 
details on any state maternity laws that may apply to your medical plan, please refer to the benefits 
material for the medical plan in which you are enrolled. 

HIPAA Notice of Privacy Practices 

This notice and other information regarding HIPAA can be found: 
https://www.mclaneco.com/content/mymclane/en/our-company/company-wide/resources/hipaa.html 
 
Your Rights and Protections Against Surprise Medical Bills 

When you get emergency care or get treated by an out-of-network provider at an in-network hospital 
or ambulatory surgical center, you are protected from surprise billing or balance billing. 
 
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, such 
as a copayment, coinsurance, and/or a deductible. You may have other 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” describes providers and facilities that haven’t signed a contract with your health 
plan. Out-of-network providers may be permitted to bill you for the difference between what your plan 
agreed to pay 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 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. 
 
You are protected from balance billing for: 

Emergency services: If you have an emergency medical condition and get emergency services from 
an out-of-network provider or facility, the most the provider or facility may bill you is your plan’s in-
network cost-sharing amount (such as copayments and coinsurance). 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 may 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 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 
care out-of-network. You can choose a provider or facility in your plan’s network. 
 
When balance billing isn’t allowed, you also have the following protections: 

 You are only responsible for paying your share of the cost (like the copayments, coinsurance, 
and deductibles that you would pay if the provider or facility was in-network). Your health plan 
will pay out-of-network providers and facilities directly. 

 Your health plan generally must: 
o Cover emergency services without requiring you to get approval for services in advance 

(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 deductible and out-of-pocket limit. 
 

If you believe you’ve been wrongly billed, you may contact the No Surprises Help Desk at 1-800-
985-3059 from 8 am to 8pm EST, 7 days a week, to submit your question or complaint.  Or, you can 
submit a complaint online at https://www.cms.gov/nosurprises/consumer/complaints-about-medical-
billing. Visit https://www.cms.gov/nosurprises for more information about your rights under federal 
law. 



  

Important Notice about Your Prescription Drug Coverage and Medicare 
 

Please read this notice carefully and keep it where you can find it. This notice has information about 
your current prescription drug coverage with McLane and about your options under Medicare’s 
prescription drug coverage. This information can help you decide whether you want to join a Medicare 
drug plan. If you are considering joining, you should compare your current coverage, including which 
drugs are covered at what cost, with the coverage and costs of the plans offering Medicare prescription 
drug coverage in your area. Information about where you can get help to make decisions about your 
prescription drug coverage is at the end of this notice. 

There are two important things you need to know about your current coverage in the Core, No 
Deductible, In-Network Only plans and Medicare’s prescription drug coverage:  

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

McLane has determined that the prescription drug coverage offered by McLane’s Core, No Deductible, 
and In-Network Only plans is, on average for all plan participants, expected to pay out as much as 
standard Medicare prescription drug coverage pays and is therefore considered creditable coverage. 
Because your existing coverage is creditable coverage, you can keep this coverage and not pay a 
higher premium (a penalty) if you later decide to join a Medicare drug plan.  

High Deductible Health Plan (HDHP)  

McLane has determined that the prescription drug coverage offered by McLane’s High Deductible 
Health Plan (HDHP) is, on average for all plan participants, NOT expected to pay out as much as 
standard Medicare prescription drug coverage pays. Therefore, your coverage is considered non-
creditable coverage. This is important because, most likely, you will get more help with your drug costs 
if you join a Medicare drug plan than if you only have prescription drug coverage through McLane. This 
also is important because it may mean that you may pay a higher premium (a penalty) if you do not join 
a Medicare drug plan when you first become eligible.  

If you enroll in the High Deductible Health Plan, and you’re eligible for Medicare (or will be eligible for 
Medicare in the next few years), it’s important to know that this plan does not provide “creditable 
coverage” for prescriptions should you enroll in the Medicare Part D prescription drug plan going 
forward. To avoid late enrollment fees for Medicare and to take advantage of better prescription drug 
benefits, you may want to consider enrolling in Part D when you first become eligible.  

When can you join a Medicare drug plan? 

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

What happens to your current coverage if you decide to join a Medicare drug plan? 

If you do decide to join a Medicare drug plan and drop your current McLane coverage, be aware that 
you and your dependents will not be able to get this coverage back. 

When will you pay a higher premium (penalty) to join a Medicare drug plan? 

You should also know that if you drop or lose your current coverage with McLane and don’t join a 
Medicare drug plan within 63 continuous days after your current coverage ends, you may pay a higher 
premium (a penalty) to join a Medicare drug plan later. If you go 63 continuous days or longer without 



  

creditable prescription drug coverage, your monthly premium may go up by at least 1% of the Medicare 
base beneficiary premium per month for every month that you did not have that coverage. For example, 
if you go 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 (a penalty) as 
long as you have Medicare prescription drug coverage. In addition, you may have to wait until the 
following October to join. 
 
FOR MORE INFORMATION ABOUT THIS NOTICE OR YOUR CURRENT PRESCRIPTION DRUG 
COVERAGE: 

Contact the Human Resource department at the phone number shown below for further information. 
NOTE: You will get this notice each year. You will also get it before the next period you can join a 
Medicare drug plan and if this coverage through McLane changes. You also may request a copy of this 
notice at any time. 

FOR MORE INFORMATION ABOUT YOUR OPTIONS UNDER MEDICARE PRESCRIPTION DRUG 
COVERAGE: 

More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare 
& You” handbook. You’ll get a copy of the handbook in the mail every year from Medicare. You may 
also be contacted directly by Medicare drug plans. 

FOR MORE INFORMATION ABOUT THE MEDICARE PRESCRIPTION DRUG COVERAGE: 

 Visit medicare.gov 
 Call your State Health Insurance Assistance Program (see the inside back cover of your copy 

of the “Medicare & You” handbook for their telephone number) for personalized help. 
 Call (800) MEDICARE (800) 633-4227. TTY users should call (877) 486-2048. 

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

Remember: Keep this creditable coverage notice. If you decide to join one of the Medicare drug 
plans, you may be required to provide a copy of this notice when you join to show whether you 
have maintained creditable coverage and, therefore, whether you are required to pay a higher 
premium (a penalty). 

Date: October 2024 
Name of Entity/Sender: McLane Company, Inc.  
Contact — Position/Office: Benefits Manager  

Address: 4747 McLane Parkway, Temple, TX 76504  
Phone: (254) 771-7500 



 

 
GENERAL NOTICE OF YOUR RIGHTS 

GROUP HEALTH CONTINUATION COVERAGE UNDER COBRA 
 

THIS LETTER IS FOR YOUR INFORMATION ONLY. PLEASE RETAIN FOR FUTURE 
REFERENCE. THERE HAS NOT BEEN A CHANGE IN YOUR STATUS WITH YOUR 

COMPANY. 

This letter contains important information about your employee benefits plan(s). Please read the 
entire letter. 

 
On April 7, 1986, a federal law called COBRA was enacted (Public Law 99-272, Title X), 
requiring that most employers sponsoring group health plans offer employees and their families 
(qualified beneficiary/ies) the opportunity for a temporary extension of health coverage at group 
rates in certain instances where coverage under the plan would otherwise end. This notice is 
intended to inform you, in a summary fashion, of your rights as a qualified beneficiary and 
obligations under COBRA. Both you and your spouse, if applicable, should take the time to read 
this notice carefully. This notice does not fully describe COBRA or other rights under the 
McLane Company, Inc. group health plan ("Group Health Plan"). For additional information you 
should review the Group Health Plan's "Summary Plan Description" or contact the McLane 
Company, Inc. Plan Administrator at (254) 771-6173. Also, you may visit the Department of 
Labor website (www.dol.gov) for more information on COBRA. When you become eligible for 
COBRA, you may also become eligible for other coverage options that may cost less than 
COBRA continuation coverage. 

 
Qualifying Events 

If you are an employee of McLane Company, Inc. covered by the Group Health Plan, you have 
a right to choose COBRA if you lose your group health coverage because of a reduction in your 
hours of employment or the termination of your employment (for reasons other than gross 
misconduct on your part). 

 
If you are the spouse of an employee covered by the Group Health Plan, you have the right to 
choose COBRA for yourself if you lose group health coverage under the Group Health Plan for 
any of the following reasons: 

1. The death of your spouse; 
2. A termination of your spouse's employment (for reasons other than gross misconduct) 

or reduction in your spouse's hours of employment with McLane Company, Inc.; 
3. Divorce or legal separation from your spouse; or 
4. Your spouse becomes entitled to Medicare. 

 
In the case of a dependent child of an employee covered by the Group Health Plan, he or she 
has the right to choose COBRA if the Group Health Plan is lost for any of the following reasons: 

1. The death of the employee; 
2. A termination of the employee's employment (for reasons other than gross misconduct)     

or reduction in the employee's hours of employment with McLane Company, Inc.; 
3. The employee's divorce or legal separation; 
4. The employee became entitled to Medicare prior to his/her qualifying event; or 
5. The dependent child ceases to be a dependent child under the Group Health Plan. 



 

Sometimes, filing a bankruptcy under Title 11 of the United States Code can be a qualifying 
event. If a proceeding in bankruptcy is filed with respect to McLane Company, Inc. and that 
bankruptcy results in the loss of coverage of any retired employee under the Group Health 
Plan, the retired employee will become a qualified beneficiary with respect to the bankruptcy. 
The retired employee's spouse, surviving spouse, and dependent children will also become 
qualified beneficiaries if bankruptcy results in the loss of their coverage under the Group Health 
Plan. 

 
You may have other options available to you when you lose group health coverage 

For example, you may be eligible to buy an individual plan through the Health Insurance 
Marketplace. By enrolling in coverage through the Marketplace, you may qualify for lower 
costs on your monthly premiums and lower out-of-pocket costs. Additionally, you may qualify 
for a 30-day special enrollment period for another group health plan for which you are eligible 
(such as a spouse's plan), even if that plan generally doesn't accept late enrollees. 

 
Coverage Provided 

Under COBRA, the employee or a family member has the responsibility to inform the McLane 
Company, Inc. Plan Administrator of a divorce, legal separation, or a child losing dependent 
status under the Group Health Plan within 60 days of the date of the event. McLane Company, 
Inc. has the responsibility to notify the administrator of the employee's death, termination, and 
reduction in hours of employment or Medicare entitlement. When the administrator is notified 
that one of these events has happened, the administrator will in turn notify you that you have 
the right to choose COBRA. Under COBRA, you have at least 60 days from the later of the date 
you would lose coverage because of one of the qualifying events described above or the date 
of notification of your rights under COBRA, whichever is later, to inform the McLane Company, 
Inc. Plan Administrator that you want to continue coverage under COBRA. 

 
If you elect COBRA, McLane Company, Inc. is required to give you and your covered 
dependents, if any, coverage that is identical to the coverage provided under the plan to 
similarly situated employees or family members. Under COBRA, you may have to pay all or part 
of the premium for your continuation coverage. If you do not choose COBRA on a timely basis, 
your group health insurance coverage will end. 

 
Period of Coverage 

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 
18 months due to employment termination or reduction of hours of work. Certain qualifying 
events, or a second qualifying event during the initial period of coverage, may permit a 
beneficiary to receive a maximum of 36 months of coverage. 

 
COBRA requires that you be afforded the opportunity to maintain coverage for 36 months 
unless you lost group health coverage because of a termination of employment or reduction in 
hours. In that case, the required COBRA period is 18 months. Also, if you or your spouse gives 
birth to or adopts a child while on COBRA, you will be allowed to change your coverage status 
to include the child. The 18-month period may be extended to 29 months if an individual is 
determined by the Social Security Administration (SSA) to be disabled (for Social Security 
purposes) as of the termination or reduction in hours of employment or within 60 days 
thereafter. To benefit from this extension, a qualified beneficiary must notify the McLane 
Company, Inc. Plan Administrator of that determination within 60 days of the SSA notification 



 

date and prior to the 18-month COBRA eligibility end date. The affected individual must also 
notify the McLane Company, Inc. Plan Administrator within 30 days of any final determination 
that the individual is no longer disabled. If the original event causing the loss of coverage was a 
termination (other than for gross misconduct) or a reduction in hours, another extension of the 
18-month continuation period may occur, if during the 18 months of COBRA coverage, a 
qualified beneficiary experiences certain secondary qualifying events: 

1. Divorce or legal separation 
2. Death 
3. Medicare entitlement 
4. Dependent child ceasing to be a dependent 

 
If a second qualifying event does take place, COBRA provides that the qualified beneficiary 
may be eligible to extend COBRA up to 36 months from the date of the original qualifying event. 
If a second qualifying event occurs, it is the qualified beneficiary's responsibility to inform the 
McLane Company, Inc. Plan Administrator within 60 days of the event. In no event, however, 
will COBRA last beyond three years from the date of the event that originally made the qualified 
beneficiary eligible for COBRA. 
 
Alternate Recipients Under QMCSOs 

A child of the covered employee who is receiving benefits under the Plan pursuant to a qualified 
medical child support order (QMCSO) received by McLane Company, Inc. during the covered 
employee's period of employment with McLane Company, Inc. is entitled to the same rights to 
elect COBRA as an eligible dependent child of the covered employee. 

 
Are there other coverage options besides COBRA Continuation Coverage? 

Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage 
options for you and your family through the Health Insurance Marketplace, Medicaid, or other 
group health plan coverage options (such as a spouse's plan) through what is called a "special 
enrollment period." Some of these options may cost less than COBRA continuation coverage. 
You can learn more about many of these options at www.healthcare.gov. 

 
Can I enroll in Medicare instead of COBRA continuation coverage after my group health 
plan coverage ends? 

In general, if you don’t enroll in Medicare Part A or B when you are first eligible because you 
are still employed, after the initial enrollment period for Medicare Part A or B, you have an 8-
month special enrollment period to sign up, beginning on the earlier of 

• The month after your employment ends; or 
• The month after group health plan coverage based on current employment ends. 

 
If you don’t enroll in Medicare Part B and elect COBRA continuation coverage instead, you 
may have to pay a Part B late enrollment penalty and you may have a gap in coverage if you 
decide you want Part B later. If you elect COBRA continuation coverage and then enroll in 
Medicare Part A or B before the COBRA continuation coverage ends, the Plan may terminate 
your continuation coverage. However, if Medicare Part A or B is effective on or before the date 
of the COBRA election, COBRA coverage may not be discontinued on account of Medicare 
entitlement, even if you enroll in the other part of Medicare after the date of the election of 
COBRA coverage. 
If you are enrolled in both COBRA continuation coverage and Medicare, Medicare will generally 



 

pay first (primary payer) and COBRA will pay second. Certain COBRA continuation coverage 
plans may pay as if secondary to Medicare, even if you are not enrolled in Medicare. 
For more information visit https://www.medicare.gov/medicare-and-you. 
https://www.medicare.gov/sign-up-change-plans/how-do-i-get-parts-a-b/part-a-part-b-sign-up-
periods. These rules are different for people with End Stage Renal Disease (ESRD). 

 
Plan Contact Information 

Questions concerning your Plan or your COBRA continuation coverage rights should be 
addressed to the contact or contacts identified below. For more information about your rights 
under the Employee Retirement Income Security Act (ERISA), including COBRA, the Patient 
Protection and Affordable Care Act, and other laws affecting group health plans, contact the 
nearest Regional or District Office of the U.S. Department of Labor's Employee Benefits 
Security Administration (EBSA) in your area or visit www.dol.gov/ebsa. (Addresses and phone 
numbers of Regional and District EBSA Offices are available through EBSA's website.) For 
more information about the Marketplace, visit www.HealthCare.gov. 

 
To ensure that all covered individuals receive information properly and timely, it is important that 
you notify McLane Company, Inc. (4747 McLane Parkway, Temple, TX 76504 Phone 254-771-
7500) of any change in dependent status or any address change of any family member as soon 
as possible. Failure on your part to notify McLane Company, Inc. of any changes may result in 
delayed notification or loss of continuation of coverage options. 

 
If you have any questions about COBRA, please contact our Customer Care Center at (855) 
687-2021.  
 
ATENCIÓN: Los Servicios de asistencia lingüística están su disposición, sin cargo alguno. 
Llame al 855-687-2021.  

 


