
 
 

 

 

 
 
 

Safelite Group, Inc. 
Health Care Flexible Spending Account 

Program 
 

Appendix A to the Section 125 Cafeteria Plan 
Effective January 1, 2016 

 

 
 
 
 
 
 
 
   
 



PLAN NAME:    Safelite Group, Inc. Health Care Flexible Spending 
Account Program 

 
PLAN SPONSOR:  Safelite Group, Inc. 
 
PLAN EFFECTIVE DATE: January 1, 2016 
 
 
Safelite Group, Inc. (the Plan Sponsor and an Employer), a corporation established under the 
laws of the State of Ohio, has established a Health Care Flexible Spending Account Plan for its 
Employees.  The Plan Sponsor hereby adopts this plan document (hereinafter the “Plan”) to 
provide for certain Employee benefits as described in this Plan for the benefit of its Employees. 
 

The Plan Sponsor intends to continue this Plan indefinitely; however, the Plan Sponsor at any 
time and from time to time may amend, change or terminate the Plan, in writing, without the 
consent of any person(s) entitled to receive payment of benefits under the Plan. 
 

 

IN WITNESS WHEREOF, this Plan has been adopted by Safelite Group, Inc. on this 
______ day of January, 2016, effective as of January 1, 2016. 
 
SIGNED BY: 

        

 

Title:    

Safelite Group, Inc. 
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ARTICLE I 
INTRODUCTION 

 
 
1.1 Purpose of Plan 

 
The purpose of this Plan is to provide Eligible Employees (as determined under Plan 
Article III) of the Employer reimbursements of Qualifying Health Care Expenses that are 
excludable from the Participant's gross income under Code Section 105(b). 

 

1.2 Effective Date of Plan 
 

The Plan is amended and restated, effective January 1, 2016. 
 
1.3 Interpretation and Law 
 

This Plan is intended to qualify as an accident and health plan under Code Section 105, and 
to comply with the Code and ERISA, and the regulations and rules promulgated under each, 
and shall be construed and interpreted in a manner consistent with all relevant provisions of 
the Code and ERISA including, but not limited to, ERISA Sections 601 through 609 and 
Code Section 4980B. 

 
The Plan is also a qualified “Optional Benefit” under the Safelite Group, Inc. Section 125 
Cafeteria Plan. Accordingly, administration of the Plan is subject to the provisions of 
Safelite Group, Inc. Section 125 Cafeteria Plan. 

 
 



 

2 
 

ARTICLE II 
DEFINITIONS 

 
 
The Section 125 Cafeteria Plan sets forth definitions for this Appendix A.  Such definitions are 
incorporated by reference into this Appendix A, Health Care Flexible Spending Account Plan.  
In addition, the following words and phrases supplement the definitions set forth in the Section 
125 Cafeteria Plan, and as used herein shall have the following meanings unless a different 
meaning is plainly required by the context:  
 
2.1 Coverage Option means the amount to be credited to a Participant’s Health Care 

Flexible Spending Account defined in Plan Section 5.2, and elected by a Participant in 
accordance with the election procedures defined in the Section 125 Cafeteria Plan.  A “No 
Coverage Option” shall be offered as a Coverage Option as defined herein. 

 
2.2 Health Care Flexible Spending Account or Health Care FSA means the account 

described in Plan Article V. 
 
2.3 No Coverage Option means a Coverage Option under which an Employee may elect not 

to be covered under the Plan. 
 

2.4 Participant means each Eligible Employee who participates in the Plan in accordance with 
Plan Article III, who has commenced participation in the Plan accordingly and whose 
participation has not terminated under any other applicable provisions of the Plan. 

 
2.5 Plan means The Safelite Group, Inc. Health Care Flexible Spending Account Plan as 

described in this document, together with any and all amendments, supplements and 
appendices hereto. 

 
2.6 Qualifying Health Care Expense means an expense incurred by a Participant, or by the 

Dependent of such Participant during the applicable Plan Year, for health care as defined in 
Code Section 213 (including without limitation amounts paid for hospital bills, doctor and 
dental bills, prescription drugs, over-the-counter drugs prescribed by a physician, vision care 
expenses, deductibles, and coinsurance), but only to the extent that the Participant or other 
person incurring the expense is not reimbursed (or entitled to reimbursement) for the 
expense through insurance or otherwise (other than under the Plan).  Premiums paid for 
other health plan coverage, however, including premiums paid for health coverage under a 
plan maintained by the employer of the Dependent or by this Employer shall not be 
considered a Qualifying Health Care Expense under this Plan.  Qualifying Health Care 
Expenses shall be deemed to be incurred at the time the Services to which the expenses 
relate are rendered. 
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2.7 Section 125 Cafeteria Plan means the Safelite Group, Inc. Section 125 Cafeteria Plan 

together with any and all amendments, supplements and appendices attached thereto, 
providing Employees the opportunity to choose among cash and certain benefits as therein 
described. 

 
Whenever used in this Plan, a masculine pronoun or adjective shall be deemed to include the 
masculine and feminine gender, and a singular word shall be deemed to include the singular 
and the plural, unless the context clearly indicates otherwise. 
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ARTICLE III 
PARTICIPATION 

 
 
3.1 Eligibility 
 

Employees shall be eligible to participate in the Plan in accordance with the provisions of 
the Section 125 Cafeteria Plan.  Such Section 125 Cafeteria Plan shall govern the terms 
of eligibility and participation generally, supplemented by the provisions of this Plan 
Article III. 

 
3.2 Determination of Eligibility by Plan Administrator 
 

The determination of an Employee's eligibility to participate in the Plan shall be made by the 
Plan Administrator, and the Plan Administrator's good faith determination shall be binding 
and conclusive upon all persons. 

 
3.3 Commencement of Participation 
 

An Eligible Employee shall become a Participant under the Plan provided that the 
Eligible Employee has timely filed with the Plan Administrator an election form and, if 
applicable, a Contribution and Benefit Election as provided in the Section 125 Cafeteria 
Plan. 

 
3.4 Reinstatement of Former Participant 
 

A former Participant shall become a Participant again in accordance with the provisions 
of Plan Section 3.3, if and when he meets the eligibility requirements of Plan Section 3.1 
and elects a Coverage Option described in Plan Section 4.2. 
 
If a former Participant meets the eligibility requirements of Plan Section 3.1 and is 
rehired within thirty one (31) days or less of the date of a termination of employment 
(and within the same Plan Year as the termination), the Participant will be reinstated with 
the same elections that such individual had before termination.  If a former Participant is 
rehired more than thirty one (31) days following termination of employment (or in a Plan 
Year following the termination) and is otherwise eligible to participate in the Plan in 
accordance with Plan Section 3.1, then the individual must make new elections as a new 
hire as described in Section 3.1. 
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3.5 Participation During Leaves of Absence 
 

a. Any Participant who is not at work because of a paid Leave of Absence, shall 
continue his Health Care FSA election under the Plan in accordance with the 
written Leave of Absence policies of the Employer, the Component Benefit Plans, 
and applicable law.  To continue his Health Care FSA election, the Participant 
must have an election in place prior to the commencement of the Leave of 
Absence.  Regular deductions from the Participant’s Compensation will continue 
during the Leave of Absence. 

 
b. Any Participant who is not at work because of an unpaid FMLA leave, leave for 

duty in the Uniformed Services, or due to any other approved unpaid Leave of 
Absence as defined by the Summary Plan Description, may, at the Participant’s 
option, continue his Health Care FSA election under the Plan that the Participant 
elected prior to the Leave of Absence so long as the Participant continues to make 
any required contributions.  The following shall be determined in accordance with 
the written Leave of Absence policies of the Employer, the Component Benefit 
Plans, and any applicable law, including FMLA and USERRA: 
 
i. Payment for such Health Care FSA elections continued during a Leave of 

Absence; and 
 

ii. The period of time for which such continuation of Health Care FSA 
elections shall be available. 

 
c. Any Participant returning from an FMLA, USERRA leave, or other approved 

unpaid Leave of Absence shall be reinstated in the same or equivalent elections to 
the Health Care FSA elections they received prior to the Leave of Absence, 
adjusted for any changes in benefits that affected the workforce as a whole.  Such 
reinstatement shall be made in accordance with the written Leave of Absence 
policies of the Employer, the Component Benefit Plans, and any applicable law. If 
no Health Care FSA election was made before the Leave of Absence commenced, 
the Participant will have Default Coverage, unless the Participant experienced a 
qualifying change in status as described in Article VI of the Section 125 Cafeteria 
Plan. 
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3.6 Continuation Coverage 
 

If and to the extent required by law (including, without limitation, Code Section 4980B and 
ERISA Sections 601 through 609 and regulations under each), in the event coverage under 
the Plan ceases due to a Participant's death, termination of employment, reduction in work 
hours, divorce or legal separation from his spouse, a dependent child ceasing to be a 
dependent child under the Plan or other events prescribed by law, continued coverage under 
this Plan shall be made available to the Participant and/or Spouse or Dependent of a 
Participant or former Participant.  In that event, such Spouse or Dependent shall be treated as 
a Participant under this Plan, but only to such extent and for such period as the law requires. . 
 
For post-tax payment of COBRA benefits, no Contribution and Benefit Election shall be 
required for a Participant, Spouse or Dependent, but another form of election may be 
required and applicable post-tax contributions must be paid to the Employer or designee on a 
monthly basis (or within such other time limit as may be provided for by law), and coverage 
shall cease upon nonpayment of any such required contributions. 

 
This Plan is intended to comply with the continuation of health care coverage requirements 
set forth in Code Section 4980B and ERISA Sections 601 through 609, as applicable. 
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ARTICLE IV 
ELECTION TO RECEIVE HEALTH CARE REIMBURSEMENT 

 
 
4.1 Election Procedure 
 

An Eligible Employee may elect to receive payments or reimbursements of his Qualifying 
Health Care Expenses under this Plan by filing an election form and a salary reduction form 
in accordance with the procedures established under the Section 125 Cafeteria Plan.  An 
election to receive payments or reimbursements of Qualifying Health Care Expenses shall be 
irrevocable during the Plan Year, except as provided in the Article VI of the Section 125 
Cafeteria Plan.  The same terms and conditions that apply to such election revocations and, 
if applicable, new elections under the Section 125 Cafeteria Plan shall also apply to a 
revocation of a Participant’s election to receive payments or reimbursements of his 
Qualifying Health Care Expenses under this Plan. 

 
4.2 Reimbursement Amounts 
 

The maximum amount which the Eligible Employee may elect as a Coverage Option to 
receive in any Plan Year in the form of reimbursements or payments for Qualifying Health 
Care Expenses under the Plan shall be set annually by the Plan Administrator and 
communicated in the appropriate annual open enrollment forms or other written materials.  
Notwithstanding the forgoing, the maximum dollar amount an Eligible Employee may 
elect to have allocated to Health Care Flexible Spending Account may not exceed 
$2,500, as adjusted for increases to the cost of living in accordance with Code section 
125(i) for Plan Years beginning after December 31, 2013.  Any minimum amount which 
the Eligible Employee may elect as a Coverage Option shall be set annually by the Plan 
Administrator and communicated in the appropriate annual open enrollment forms or other 
written materials.  An Eligible Employee may also elect a No Coverage Option. 
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ARTICLE V 
HEALTH CARE FLEXIBLE SPENDING ACCOUNTS 

 
 
5.1 Establishment of Account 
 

The Employer shall establish and maintain a Health Care Flexible Spending Account for 
each Plan Year with respect to each Participant who has elected to receive payments or 
reimbursements for Qualifying Health Care Expenses incurred during the Plan Year. 

 
5.2 Crediting of Account 
 

There shall be credited to a Participant's Health Care Flexible Spending Account, for each 
Plan Year as of the beginning of such Plan Year (or, if later, as of the date he became a 
Participant during the Plan Year), an amount equal to the amount elected by the Participant 
as a Coverage Option in accordance with such Participant's election under the Section 125 
Cafeteria Plan.  Except as otherwise required by law, amounts credited to each such Health 
Care Flexible Spending Account shall be the property of the Employer until paid out 
pursuant to Plan Article VI. 

 
5.3 Debiting of Account 
 

A Participant's Health Care Flexible Spending Account for each Plan Year shall be debited 
from time to time in the amount of any payment under Plan Article VI to or for the benefit of 
the Participant for Qualifying Health Care Expenses incurred during such Plan Year. 
 

5.4 No Proration 
 

If a Participant elects Health Care FSA benefits mid-year or wishes to increase his election 
mid-year as permitted under the Section 125 Cafeteria Plan, then there will be no proration 
of the contribution cap.  Thus, the Participant may elect coverage up to the maximum dollar 
limit or may increase coverage to the maximum dollar limit, as applicable. 
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5.5 Forfeiture of Account 
 

The amount credited to a Participant's Health Care Flexible Spending Account for any Plan 
Year shall be used only to reimburse the Participant for Qualifying Health Care Expenses 
incurred during such Plan Year, while a Participant, and only if the Participant applies for 
reimbursement on or before the March 31st following the close of the Plan Year or such later 
date established by the Plan Administrator for that Plan Year.  If any balance remains in the 
Participant's Health Care Flexible Spending Account for any Plan Year after all 
reimbursements hereunder, such balance shall not be carried over to reimburse the 
Participant for Qualifying Health Care Expenses incurred during a subsequent Plan Year, 
and shall not be available to the Participant in any other form or manner, but shall remain the 
property of the Employer, and the Participant shall forfeit all rights with respect to such 
balance to the extent permitted by law. 

 
5.6 Failure to Cash Check 
 

In the event a Participant fails to cash a health care account reimbursement check under the 
Safelite Group, Inc. Health Care Flexible Spending Account Plan, such monies shall be 
escheated pursuant to applicable state laws governing unclaimed property, provided, 
however, that such Participant may request and receive a re-issuance of such reimbursement 
check until such time as such monies are actually escheated to the respective state. 
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ARTICLE VI 
PAYMENT OF HEALTH CARE EXPENSES 

 
 
6.1 Claims for Reimbursement 
 

 A Participant who has elected to receive Qualifying Health Care Expense reimbursement for 
a Plan Year may apply to the Plan Administrator or designee for reimbursement of such 
expenses by submitting an application in writing to the Plan Administrator or designee, or 
any other application in such form as the Plan Administrator may prescribe or by using any 
debit card that has been issued with respect to the Health Care Flexible Spending Account, 
setting forth: 
 
a. The date and nature of the expense with respect to which reimbursement is 

requested; 
 
b. The name of the person, organization or entity to which the expense was or is to be 

paid; 
 
c. The name of the person for whom the expense was incurred, and, if such person is 

not the Participant requesting the reimbursement, the relationship of such person to 
the Participant; 

 
d. A statement that the health care expense (or the portion thereof for which 

reimbursement is sought under the Plan) has not been reimbursed and is not 
reimbursable under any other insurance arrangement or any other health plan 
coverage; 

 
e. A written statement or receipt from an independent third party stating that the health 

care expense has been incurred, and the amount of the expense; and 
 
f. Such other information as the Plan Administrator may from time to time require. 
 
Such application shall be accompanied by bills, invoices, receipts, canceled checks, or other 
statements showing the amounts of such expenses, with any additional documentation which 
the Plan Administrator may request. 
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6.2 Reimbursement or Payment of Expenses 
 

Subject to the following, the Plan Administrator shall reimburse the Participant from the 
Participant's Health Care Flexible Spending Account for Qualifying Health Care Expenses 
incurred during the Plan Year, while a Participant, for which the Participant submits 
documentation in accordance with Plan Section 6.1. 

 
a. The entire amount that a Participant has authorized to be allocated to his Health Care 

Flexible Spending Account for the Plan Year shall be available at all times for 
reimbursement to the Participant (reduced by the amount of any prior 
reimbursements). 

 
b. In the event of a “Change in Status” or a separation from service (as described in the 

Section 125 Cafeteria Plan), the amount in the Participant's Health Care Flexible 
Spending Account that shall be available for reimbursement of Qualifying Health 
Care Expenses shall be equal to: 

 
i. The initial amount that a Participant has authorized to be allocated to his 

Health Care Flexible Spending Account (expressed on a per pay period basis) 
multiplied by the number of pay periods for which it was effective; plus 

 
ii. Any subsequent amount that a Participant has authorized to be allocated to 

his Health Care Flexible Spending Account (expressed on a per pay period 
basis) based on the Participant's “Change in Status” or a separation from 
service (as described in the Section 125 Cafeteria Plan), multiplied by the 
number of pay periods for which such subsequent election or elections were 
effective (reduced by the amount of any prior reimbursements). 

 
c. In the event the amount available for reimbursement of Qualifying Health Care 

Expenses changes during the Plan Year as a result of a “Change in Status” or a 
separation from service (as described in the Section 125 Cafeteria Plan), the amount 
available for reimbursement of Qualifying Health Care Expenses at any time shall be 
the amount allocated to the Participant's Health Care Flexible Spending Account at 
the time the expense is incurred (reduced by the amount of any prior 
reimbursements). 

 
d. Reimbursements may be made from the Health Care Flexible Spending Account 

only for such expenses as are incurred during the Plan Year (whether or not 
reimbursed before the end of the Plan Year) and on or after the date an Employee 
becomes a Participant under this Plan. 
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e. Except for any reimbursement during or after the last month of the Plan Year, a 

Participant shall be reimbursed subject to any minimum reimbursement amount 
established and communicated by the Plan Administrator, for Qualifying Health 
Care Expenses upon presentation of documentation, as described in Plan Section 
6.1, of such expenses in a form satisfactory to the Plan Administrator, provided, 
however, that all claims for Qualifying Health Care Expenses incurred during the 
Plan Year must be made on or before the March 31st following the close of the 
Plan Year or such later date established by the Plan Administrator for that Plan 
Year. 

 
f. A Participant may receive reimbursement only for Qualifying Health Care Expenses 

incurred while an Employee of the Employer and or a Participant in the Plan. 
 
g. The Employee shall consent, as part of the establishment of a Health Care Flexible 

Spending Account, to indemnify the Employer, including but not limited to a 
deduction from payroll, for any forged or false reimbursements submitted, or other 
fraudulent activity undertaken in connection with the Health Care Flexible Spending 
Account. 

 
h. The Plan Administrator may, at his option, pay any Qualifying Health Care Expenses 

directly to the person providing or supplying health care in lieu of reimbursing the 
Participant. 

 
The Plan Administrator may establish additional rules or procedures for the reimbursement 
of Qualifying Health Care Expenses from a Participant's Health Care Flexible Spending 
Account. 
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ARTICLE VII 
TERMINATION OF PARTICIPATION 

 
 
7.1 Termination of Participation 
 

Except as provided in Plan Section 3.6, an Employee's participation in the Plan shall 
terminate as of the earlier of: 

 
a. The date on which the Plan terminates; 

 
b. The date on which he ceases to be an Employee eligible to participate in 

accordance with the provisions of Plan Section 3.1; or 
 

c. The date on which his election to receive Qualifying Health Care Expense 
reimbursement expires or is terminated under the Section 125 Cafeteria Plan (unless 
a new such election is effective immediately thereafter); or 

 
d. The date on which he fails to pay any required contributions (including payment 

under a Contribution and Benefit Election made under the Section 125 Cafeteria 
Plan); 

 
provided, that such termination of participation shall not affect a former Participant's right to 
continue to participate in or to receive benefits under any employee benefit plan of the 
Employer under which the Participant is covered to the extent permitted by such plan or 
required by applicable law. 

 
7.2 Effect of Termination on Reimbursements 
 

In the event that a Participant ceases to be a Participant in this Plan under Plan Section 7.1, 
any election to receive reimbursements of Qualifying Health Care Expenses and any related 
Contribution and Benefit Election made under the Flexible Benefits Plan shall terminate, 
subject to applicable continuation laws.  A Participant (or his surviving spouse, if any, or his 
estate if the Participant is deceased) whose termination is due to separation of service shall 
be entitled to reimbursement, to the extent of any outstanding credit balance, only for 
Qualifying Health Care Expenses incurred before the date such termination occurs, or, if 
longer, through the period for which such Participant has paid the contribution, and only if 
the Participant (or his surviving spouse or estate) applies for such reimbursement in 
accordance with Plan Section 6.1 on or before the March 31st following the close of the Plan 
Year or such later date established by the Plan Administrator for that Plan Year. 
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ARTICLE VIII 
HIPAA 

 
 
8.1 Use and Disclosure of Protected Health Information (PHI) 

 
(a)  Use and disclosure of Protected Health Information (PHI).  The Plan will use 

protected health information (PHI) to the extent of and in accordance with the uses 
and disclosures permitted by the Health Insurance Portability and Accountability Act 
of 1996 (HIPAA).  Specifically, the Plan will use and disclose PHI for purposes 
related to health care treatment, payment for health care and health care operations. 

 
(i) Payment includes activities undertaken by the Plan to obtain premiums or 

determine or fulfill its responsibility for coverage and provision of plan 
benefits that relate to an individual to whom health care is provided.  These 
activities include, but are not limited to, the following: 

 
 determination of eligibility, coverage and cost sharing amounts 

(for example, cost of a benefit, plan maximums and co-payments 
as determined for an individual's claim); 

 coordination of benefits; 
 adjudication of health benefit claims (including appeals and other 

payment disputes); 
 subrogation of health benefit claims; 
 establishing employee contributions; 
 risk adjusting amounts due based on enrollee health status and 

demographic characteristics; 
 billing, collection activities and related health care data processing; 
 claims management and related health care data processing, 

including auditing payments, investigating and resolving payment 
disputes and responding to participant inquiries about payments; 

 obtaining payment under a contract for reinsurance (including 
stop-loss and excess of loss insurance); 

 medical necessity reviews or reviews of appropriateness of care or 
justification of charges; 

 utilization review, including pre-certification, pre-authorization, 
concurrent review and retrospective review; 

 disclosure to consumer reporting agencies related to the collection 
of premiums or reimbursement (the following PHI may be 
disclosed for payment purposes: name and address, date of birth, 
Social Security number, payment history, account number and 
name and address of the provider and/or health plan); and 

 reimbursement to the plan. 
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(ii) Health Care Operations include, but are not limited to, the following 
activities: 

 
 quality assessment; 
 population-based activities relating to improving health or 

reducing health care costs, protocol development, case 
management and care coordination, disease management, 
contacting health care providers and patients with information 
about treatment alternatives and related functions; 

 rating provider and plan performance, including accreditation, 
certification, licensing or credentialing activities; 

 underwriting, premium rating and other activities relating to the 
creation, renewal or replacement of a contract of health insurance 
or health benefits, and ceding, securing or placing a contract for 
reinsurance of risk relating to health care claims (including stop-
loss insurance and excess of loss insurance); 

 conducting or arranging for medical review, legal services and 
auditing functions, including fraud and abuse detection and 
compliance programs; 

 business planning and development, such as conducting cost-
management and planning-related analyses related to managing 
and operating the Plan, including formulary development and 
administration, development or improvement of payment methods 
or coverage policies;  

 business management and general administrative activities of the 
Plan, including, but not limited to: (a) management activities 
relating to the implementation of and compliance with HIPAA’s 
administrative simplification requirements; and (b) customer 
service, including the provision of data analyses for policy holders, 
plan sponsors or other customers; 

 resolution of internal grievances; or 
 due diligence in connection with the sale or transfer of assets to a 

potential successor in interest, if the potential successor in interest 
is a covered entity under HIPAA or, following completion of the 
sale or transfer, will become a covered entity. 

 
(b) The Plan will only use and disclose PHI as permitted or required by law and as 

permitted by authorization of the Participant or beneficiary. 
 

(c) The Plan will disclose PHI to the Plan Sponsor only upon receipt of a certification 
from the Plan Sponsor that the plan documents have been amended to incorporate 
the following provisions in Plan Section 10.1(d). 



 

16 
 

 
(d) With Respect to PHI, the Plan Sponsor agrees to certain conditions. 
 

The Plan Sponsor agrees to: 
 

 not use or further disclose PHI other than as permitted or required 
by the plan document or as required by law; 

 ensure that any agents, including a subcontractor, to whom the 
Plan Sponsor provides PHI received from the Plan agree to the 
same restrictions and conditions that apply to the Plan Sponsor 
with respect to such PHI; 

 not use or disclose PHI for employment-related actions and 
decisions unless authorized by an individual; 

 not use or disclose PHI in connection with any other benefit or 
health & welfare plan of the Plan Sponsor unless authorized by an 
individual; 

 report to the Plan any PHI use or disclosure that is inconsistent 
with the uses or disclosures provided for of which it becomes 
aware; 

 make PHI available to an individual in accordance with HIPAA’s 
access requirements; 

 make PHI available for amendment and incorporate any 
amendments to PHI in accordance with HIPAA; 

 make available the information required to provide an accounting 
of disclosures; 

 make internal practices, books and records relating to the use and 
disclosure of PHI received from Plan available to the HHS 
Secretary for the purposes of determining the Plan’s compliance 
with HIPAA; and 

 if feasible, return or destroy all PHI received from the Plan that the 
Plan Sponsor still maintains in any form, and retain no copies of 
such PHI when no longer needed for the purpose for which 
disclosure was made (or if return or destruction is not feasible, 
limit further uses and disclosures to those purposes that make the 
return or destruction infeasible). 

 
(e) Adequate separation between the Plan and the Plan Sponsor must be maintained. 
 

Attachment D to the Safelite Group, Inc Assoc Ben Plan Insured Plan lists the 
Employees or classes of Employees or other persons under the control of the 
Employer, who shall be given access to protected health information. 
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(f) Limitations of PHI access and disclosure. 
 

The persons described in Attachment D may only have access to and use and 
disclose PHI for plan administration functions that the Plan Sponsor performs for 
the Plan. 

 
(g) Noncompliance issues. 

 
If the persons described in Attachment D do not comply with this plan document, 
the Plan Sponsor shall provide a mechanism for resolving issues of 
noncompliance, including disciplinary sanctions. 

 
8.2 HIPAA Security Requirements Applicable To Electronic PHI 

To the extent that the Plan Sponsor creates, receives, maintains or transmits any 
electronic PHI, it will: 

a. Implement administrative, physical and technical safeguards that 
reasonably and approximately protect the confidentiality, integrity and 
availability of electronic PHI that it creates, receives, maintains or 
transmits on behalf of the Plan; 

b. Ensure that the adequate separation between the Plan and the Plan 
Sponsor with respect to electronic PHI is supported by reasonable and 
appropriate security measures; 

c. Ensure that any agent, including a subcontractor, to whom it provides 
electronic PHI agrees to implement reasonable and appropriate security 
measures to protect electronic PHI; and  

d. Report to the Plan any security incident of which it becomes aware 
concerning electronic PHI. 

8.3 HITECH Act 
 

This Plan is intended to comply with HIPAA and any amendments thereto, including the 
Health Insurance Technology for Economic and Clinical Health (HITECH) Act and any 
other acts amending HIPAA’s provisions and any regulations issued under HIPAA or any 
amendments made thereto. 

 


