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INTRODUCTION 
Health care benefits are an important part of the FirstEnergy Flexible Benefits Program.  Health 
care has been separated into the Medical Plan and the Prescription Drug Plan.  This document 
contains the summary plan description for the FirstEnergy Prescription Drug Plan (the “Plan”).  
There is a separate summary plan description for the Medical Plan.   
 
Depending on your employment status, your union affiliation or the date you retired, the options 
available to you may be different.  Prescription drug plan options will be communicated each 
annual open enrollment period in the fall. 
 
The following description of the Plan has been prepared to help you gain a better understanding 
of the terms and conditions of the Plan.  Each employee’s benefits and rights under the Plan are 
governed at all times by the official contract with the prescription drug plan administrator and 
are in no way altered or modified by the contents of this summary. 
 
If you have questions after reviewing this material, contact Caremark at 1-888-202-1654 for 
assistance. 

GENERAL INFORMATION 
For the purposes of this summary, the term “Company” means any of these operating companies 
or affiliates of FirstEnergy Corp. to which the FirstEnergy Prescription Drug Plan (the “Plan”) 
has been extended (see section entitled “Participating Employers”). 

ELIGIBLE EMPLOYEES AND DEPENDENTS 

Eligible Employees  

All non-bargaining full-time regular, and part-time regular employees, and certain temporary and 
retired employees of the Company are eligible to participate in the Plan.  In addition, the 
surviving spouse of an employee or eligible retiree may be eligible to participate.  Employees 
represented by a labor union as indicated in the section entitled “Participating Unions” may 
participate to the extent provided by their respective collective bargaining agreement with the 
Company.   

Eligible Dependents   

You may also enroll your eligible dependents, which include your legal spouse, domestic 
partner, your child(ren) up to age 26, including adopted children, foster children and 
stepchildren, children for which you’ve been granted legal custody by a court of competent 
jurisdiction and your child(ren) age 26 and older who are incapable of self-support due to a 
physical or mental disability.  Proof of incapacitation must be provided to Anthem before the 
child becomes ineligible at age 26. Medical updates may be required periodically.  If your child 
is incapable of self-support, contact Anthem at 1-866-236-4365 to complete necessary forms. 
 
If both you and your spouse work for the Company, you may both choose single prescription 
coverage or you may elect coverage for yourself and your spouse.   If you choose to cover your 
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spouse, then your spouse must elect no coverage.  If both you and your spouse elect separate 
coverage, then only one parent may elect to cover eligible dependent children.    

It is fraudulent to enroll any dependent or other person not eligible for coverage or fail to notify 
the Company of a change in eligibility for a covered dependent.  Dismissal from employment as 
well as criminal or civil penalties can result from such fraudulent acts.  

Qualified Medical Child Support Orders  

The Consolidated Omnibus Budget Reconciliation Act of 1993 requires group health plans, such 
as the FirstEnergy Prescription Drug Plan, recognize “qualified medical child support orders” by 
providing benefits for participants’ children in accordance with these orders.  Upon receipt of an 
order, the Human Resources Department will follow these procedures: 
 
 Promptly notify the participant and each Alternate Recipient (participant’s child) that the 

order has been received and inform them of the procedures for determining if the order is a 
Qualified Medical Child Support Order (QMCSO).   

 
 A QMCSO is one that: 
 

 Does not require the Plan to provide any type or form of benefit that is not already 
offered; 

 Either creates or recognizes the right of an Alternate Recipient to receive benefits for 
which a participant is entitled under the group health plan; 

 Includes the name and address of the participant and the Alternate Recipient; 

 Includes a description of the type of coverage to be provided by the group health plan 
or the manner in which such coverage is to be determined; and 

 Specifies the period for which coverage must be provided and each plan to which it 
applies. 
 

 Review the Order to determine if it qualifies as a QMCSO.  If necessary, the Order will be 
forwarded to the Company’s Legal Department for review. The participant and any Alternate 
Recipient will be notified of the determination. 
 

 If the Order is determined to be a QMCSO, inform the Alternate Recipient that a 
representative (custodial parent or guardian) may be designated to receive any required 
notices.  Also, the Order would specify to whom the Plan would make any payments or 
reimbursements. 

 
 Provide the Alternate Recipient or representative a copy of this summary plan description.  

Also, a supply of claim forms will be provided. 
 

If you are required to provide health coverage as the result of a Qualified 
Medical Child Support Order issued on or after the date your coverage becomes effective, any 
Plan provisions which require evidence of good health, limits due to a pre-existing condition, or 
coverage delays due to a confinement will not apply to the initial health coverage for this child. 
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If you are the non-custodial parent, proof of claim for such child may be given by the custodial 
parent.  Benefits for such claims will be paid to the custodial parent. 

Special Enrollment Rights under the Children’s Health Insurance Program Reauthorization 
Act of 2009 (CHIP) 

The Children’s Health Insurance Program Reauthorization Act of 2009 (CHIP) requires 
employer-sponsored group health plans to permit an employee who is eligible, but not enrolled, 
for coverage under the plan (or a dependent of such an employee if the dependent is eligible, but 
not enrolled for coverage) to enroll if either of the following conditions is met: 

• The employee or dependent covered under Medicaid or CHIP has coverage terminated 
because of loss of eligibility, or 

• The employee or dependent becomes eligible for a premium assistance subsidy under 
Medicaid or CHIP.  

 
If either of the above conditions is met, you must notify the Human Resources Service Center 
and complete the necessary forms within 60 days of the date coverage terminates under Medicaid 
or CHIP, or within 60 days of the determination of eligibility for a premium assistance subsidy. 

Enrollment and Date of Coverage  

You are eligible to participate in the Prescription Drug Plan on the first day of the month 
following your date of hire.  During the first month of your employment, you will receive a New 
Hire Benefits Enrollment Form to designate your medical and prescription drug plan election.  
Coverage begins on your eligibility date if you have enrolled.  If you do not return an enrollment 
form, you will default to waive medical and prescription coverage. 
 
Qualified Status Changes 
Notification:  You must notify the Human Resources Service Center and complete the necessary 
form within 31 calendar days of any change in family status – such as marriage, birth of a child, 
divorce, or a child who is no longer an eligible dependent.  However, there are two special rules.  
If adding a new dependent does not require a change of your premium, you can add the 
dependent by notifying the HRSC even if you fail to notify the HRSC within 31 calendar days.  
If adding a new dependent does require a change of your premium and you miss the 31-day 
deadline, you can still add your new dependent by notifying the HRSC.  However, you must pay 
the increased cost for the new level of coverage on an after-tax basis beginning on the effective 
date of coverage. 
 
Effective Date of New Dependent Coverage:  Contingent upon the requisite notification, changes 
in coverage are effective on the first day of the month following the date the Human Resources 
Service Center receives the required notification, except that newborn children are covered from 
the date of birth and coverage for an adopted child under age 18 will begin on the date the child 
is placed with you for adoption.  These are the only situations in which retroactive coverage will 
be provided. 
be provided. 
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Annual Enrollment  

Open enrollment is announced and conducted in the fall each year as part of the Flexible Benefits 
enrollment period.  It is your annual opportunity to change your election for coverage.  Changes 
in coverage made during the annual enrollment period are effective the following January 1.  
Information about your Medical and Prescription Drug Plan options are available from the 
Human Resources Service Center or your local Human Resources Office. 
 
Special Enrollment   
Even if an eligible employee did not enroll in the plan during open enrollment, a person who 
becomes a dependent of the employee after the beginning of the plan year as a result of marriage, 
birth or adoption or placement for adoption may be entitled to a dependent special enrollment 
provided the employee notifies the Human Resources Service Center within 31 days of the date 
of the marriage, birth, or adoption.  

Special Enrollment Rights under the Children’s Health Insurance Program Reauthorization 
Act of 2009 (CHIP)  

The Children’s Health Insurance Program Reauthorization Act of 2009 (CHIP) requires 
employer-sponsored group health plans to permit an employee who is eligible, but not enrolled, 
for coverage under the plan (or a dependent of such an employee if the dependent is eligible, but 
not enrolled for coverage) to enroll if either of the following conditions is met: 

• The employee or dependent covered under Medicaid or CHIP has coverage terminated 
because of loss of eligibility, or 

• The employee or dependent becomes eligible for a premium assistance subsidy under 
Medicaid or CHIP.  

 
If either of the above conditions is met, you must notify the Human Resources Service Center 
and complete the necessary forms within 60 days of the date coverage terminates under Medicaid 
or CHIP, or within 60 days of the determination of eligibility for a premium assistance subsidy. 

Employee Prescription Drug Contributions  

The level of benefits and employee contributions required for prescription drug coverage are 
subject to change at the discretion of the Company and in accordance with the current 
agreements reached between the Company and the participating unions. 

Retiree Coverage   

The following groups are eligible for subsidized retiree coverage when they retire, such as: 
 

 Local 1289 members 
 FirstEnergy Service Company employees physically working in New Jersey that were 

previously identified as being eligible for retiree coverage 
 Jersey Central Power & Light Company nonbargaining employees hired prior to January 

1, 2005 and have remained working for Jersey Central Power & Light 
 Plan members previously informed they are part of a grandfathered group 
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The company’s contribution is determined by your age and years of service at retirement, as 
shown below.  The contribution required for a surviving spouse of an active employee is based 
on the employee’s age and service at the time of the employee’s death. 
 
 

Your Age + Service Company's Contribution 
85+   Cost of elected coverage less employee contribution  

75-84   75% of cost of elected coverage less employee 
contribution 

65-74   50% of cost of elected coverage less employee 
contribution 

 
Pursuant to the terms of their collective bargaining agreement, IBEW Local 1289 retirees receive 
a different subsidy and participate in a different plan design than other retirees who remain 
eligible for a subsidy. 
 
For persons who retire as the result of a disability and are eligible to continue coverage at 
retirement, age and service will be determined based on the effective date of their disability 
retirement.  If the employee had 10 years of service, a minimum of 65 will be used to determine 
the monthly contribution.  
 
Employees who are not eligible for subsidized coverage who are younger than age 65 have 
access to the government planned health care exchanges (as a result of the federal health care 
legislation) or a Private Exchange through Via Benefits; or may choose to maintain coverage 
under the FirstEnergy Access Plan, which includes Rx Base prescription drug coverage as part of 
the Base PPO medical coverage, by paying the full premium.  Health and prescription drug 
coverage under the Access Plan cannot be unbundled. The  premium for the Access Plan is based 
on retiree claims experience and is not rated with the active employee plan.  
 
Retirement health care benefits are not vested and the Company retains the discretion to 
amend or terminate the FirstEnergy Access Plan.   
 
Retirees enrolled in the FirstEnergy Access Plan will be billed by Wageworks for the full 
premium.   Premiums cannot be deducted from your monthly retirement check. 

Spousal Premium  

Applies to full-time bargaining and nonbargaining regular employees, except employees 
represented by Local 777 and Local 1289  
 
If your spouse is working full-time (at least 32 hours per week) and is eligible for employer-
subsidized medical and prescription drug coverage, employees who elect coverage for their 
spouses will be charged an additional spousal premium of $200 per month.   A change in 
qualified status throughout the year that results in your spouse not having employer-subsidized 
coverage permits you to add your spouse to coverage without a charge for the premium. 
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PRESCRIPTION DRUG PLAN OPTIONS  
 
The Plan offers you a choice of coverage options for you and your family. Active employee 
prescription coverage is based on your medical option.  Employees can choose from the 
Consumer High Deductible Health Plan (HDHP), Enhanced HDHP and Base Plan.  You are not 
required to choose a separate prescription drug option.   

Consumer HDHP Prescription Drug Plan 

The Consumer HDHP is a high deductible health plan which accumulates medical and 
prescription costs into a combined annual deductible and annual out-of-pocket maximum each 
calendar year. 
 
Prescriptions received in-network are reimbursed at 80% after the annual deductible is satisfied. 
After the annual out-of-pocket maximum is reached, the plan will reimburse 100% of eligible 
expenses.    
 
 

Consumer HDHP Summary of Benefits 

 
Plan Features 

 
In-Network  

 

Deductible 
Per Calendar Year  
Combined with Medical Services 
 
 

 
Individual $2,800 

Family $5,600 

Out of Pocket Maximum 
Per Calendar Year 
Combined with Medical Services 

 
Individual $5,500 
Family $11,000 

 

Enhanced HDHP Prescription Drug Plan 

The Enhanced HDHP is a high deductible health plan which accumulates medical and 
prescription costs into a combined annual deductible and annual out-of-pocket maximum each 
calendar year. 
 
Prescriptions received in-network are reimbursed at 80% after the annual deductible is satisfied. 
After the annual out-of-pocket maximum is reached, the plan will reimburse 100% of eligible 
expenses.   
 
The Enhanced HDHP has a true deductible which means that if you cover any other members of 
your family rather than just you as an individual, you must meet the full $2,800 family 
deductible before benefits are payable for any covered member.   
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Enhanced HDHP Summary of Benefits 

 
Plan Features 

 
In-Network  

 

Deductible (True) 
Per Calendar Year  
Combined with Medical Services 
 

 
Individual $1,400 

Family $2,800 

Out of Pocket Maximum 
Per Calendar Year 
Combined with Medical Services 

 
Individual $4,500 

Family $9,000 

 
 

Rx Base Prescription Drug Plan    

The Rx Base Prescription plan has annual deductibles, coinsurance and annual out-of-pocket 
maximums that are separate from the medical plan.  Once the deductible – deductibles aren’t 
required with mail order - has been satisfied, the plan pays a certain amount of coinsurance and 
you would pay your portion of the coinsurance. There are minimum and maximum amounts per 
prescription as well. The minimum coinsurance applies even if the drug’s cost is less than the 
minimum coinsurance amount.   

If your out-of-pocket expenses for prescriptions filled at either Caremark network retail 
pharmacies and/or the Caremark mail service reach $3,000 for any covered individual or $6,000 
for family coverage, the plan will reimburse 100% of eligible expenses for the remainder of the 
year.  There is no out-of-pocket maximum for prescriptions filled outside the Caremark network. 
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Rx Base Summary of Benefits 
Retail Pharmacy  

(Up to 30-Day Supply with One Refill) 

Annual Deductible Individual –  $100 
Family –   $200 

Plan Pays 

 
You Pay 

 

Maximum Coinsurance per 
Prescription 

70% After Annual Deductible 

 
30% Generic ($5 minimum) 
30% Formulary Brand ($15 minimum) 
30% Brand ($30 minimum) 

$100 per Prescription  

Mail Service Pharmacy  
(Up to 90-Day Supply with Three Refills 

Annual Deductible Not applicable 

Plan Pays 
 
You Pay 

 

 

Maximum Coinsurance per 
Prescription 

75-80% After Annual Deductible 
 
20% Generic ($12.50 minimum) 
25% Formulary Brand ($37.50 minimum) 
25% Brand ($75.00 minimum) 

 

$200 per Prescription  

Specialty Pharmacy 
 (Up to 30-Day Supply) 

Must use Caremark’s Specialty Pharmacy 

Annual Deductible Individual –  $100 

Family –   $200 

Plan Pays 
 
You Pay 

 

 

Maximum Coinsurance per 
Prescription 

75-80% After Annual Deductible 
 
20% Generic ($4.16 minimum) 
25% Formulary Brand ($12.50 minimum) 
25% Brand  ($25.00 minimum) 

 

$66.66 per Prescription  
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Annual Out-of-Pocket Maximum 
(combined retail, mail service and specialty) 

In-Network  
  

Out-of-Network 

Individual –   $3,000 
Family –   $6,000 

No limit 

PRESCRIPTION DRUG PLAN INFORMATION 
 

You may obtain medications through this plan that are prescribed by your doctor for an illness or 
injury that is not work related. 

 
You must obtain your prescription drugs through a Caremark participating pharmacy to receive 
the appropriate plan discounts.  Prescription drugs purchased outside of the Caremark network 
will result in little or no discounts and will not count toward your in-network deductible or out-
of-pocket maximum.   
 

If you have any questions about the Prescription Drug Program, contact Caremark at 1-888-202-
1654 or www.caremark.com or the mobile app. 
 

Generic Medications  

Drugs that are no longer covered by a brand-name patent are considered generic and may be 
produced by several pharmaceutical manufacturers.  In most cases, they are less costly than the 
equivalent brand name medications. Generic medications must have the same quality, strength 
and purity as the brand name medications they are replacing and must be equally effective for 
patient care to receive approval by the Food and Drug Administration (FDA).  Generic 
medications will cost both you and the Plan less than their brand name equivalent and should be 
the preferred choice when available.   
 
Generic Drug Rule 
This plan includes a generic drug rule.   This means if you are prescribed a brand drug and there 
is a generic available, the prescription will be filled with that generic drug.  If you choose to have 
the prescription filled with the brand drug, you will pay the difference between the discounted 
brand price and the average discounted generic price and the additional amount you pay will not 
be applied toward your deductible or out-of-pocket maximum. 
 

Prescription Drug Plan Primary Drug List (Formulary Brand)  

In some cases, there may be more than one brand name prescription medication available to treat 
a condition.  When there is no generic medication available, ask your doctor to prescribe one of 
the brands on Caremark’s Primary Drug List (formulary brand).  The Primary Drug List is a 
select list of preferred brand-name prescription medications that have been chosen because of 
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their clinical effectiveness and cost.  Choosing a brand name prescription that is not included on 
the Primary Drug List may result in you paying the full cost of the prescription.   

An up-to-date copy of the Primary Drug List is available at www.caremark.com.  

If your health care provider has questions about the Primary Drug List, they may contact a 
Caremark pharmacist at 1-888-202-1654. 

If you are prescribed a drug that has been excluded from the Primary Drug List, work with your 
pharmacist and physician to determine an alternative medication for you.  If your condition 
requires you to take a drug excluded from the Primary Drug List, you have the right to appeal.  
Your prescribing physician should contact Caremark and provide supporting documentation for 
review and benefit consideration.  If your appeal is approved, the excluded drug will be covered 
at a non-preferred/formulary brand coverage tier.  Refills of the excluded drug will also be 
covered at a non-preferred/formulary brand coverage tier. 

 

Retail 
Up to a 30-day supply with one refill 

You can obtain up to a 30-day supply with one refill at any Caremark participating pharmacy 
with your Caremark Prescription Drug Card.  

Custom Care Retail  

Caremark can review your long-term mail service and retail pharmacy drug history.  This review, 
done after the prescription has been filled at your local retail pharmacy, helps identify situations 
where you might be at risk for prescription drug interaction or other potential problems with your 
medicine.  The review also helps to identify opportunities to reduce unnecessary medicines and 
simplify your care. 

If a potential problem with your prescription history is identified, your physician will be 
contacted to discuss a change in your care.   

 

Mail Order  
Up to a 90-day supply with three refills 

Prescriptions for long-term maintenance medications must be filled through Caremark’s mail 
service or through the Maintenance Choice program that covers up to a 90-day supply with up to 
three refills.   

Caremark Mail Service Pharmacy 

When you are newly prescribed medication to treat a long-term (chronic) condition, you can fill 
your initial 30-day supply plus one refill at any Caremark participating retail pharmacy.  This 
allows you and your physician to determine if the medication prescribed is effective in treating 
your condition.  Once you and your physician have established the appropriate drug treatment 
plan, after the first refill of the medication, you must obtain your long-term supply through 
Caremark’s Mail Service Pharmacy or Maintenance Choice Program to receive any benefit from 
this Plan.   
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 Caremark’s Mail Service Pharmacy Program provides a convenient and cost-effective way 
for you to order up to a 90-day supply of a maintenance or long-term medication for direct 
delivery to your home.  Specialty medications are limited to a 30-day supply per fill.  Your 
physician may submit your maintenance prescription electronically, by phone or fax directly 
to Caremark Mail Service Pharmacy.   

 Member submitted Mail Service prescriptions must be accompanied by a Mail Service Order 
Form.  Mail Service forms are available at www.caremark.com.  The form will be pre-
populated with your name, address and Caremark ID if you are registered on their site.   Send 
the completed form to Caremark, along with your original prescription(s) and the appropriate 
payment for each prescription.  Be sure to include your original prescription.  Photocopies 
cannot be accepted. 

 You can expect to receive your prescription approximately 14 calendar days after Caremark 
receives your order.  

Once you have submitted a prescription to Caremark’s mail service, you can order refills using 
the phone, website, mail or mobile app. You may order refills for one or more of your 
prescriptions - 24 hours a day.  As an added feature, you can also inquire on the status of any 
order recently submitted to Caremark.  

You should order refills of your prescription medications three weeks in advance of running out 
of your current prescription. When you call or log on, be ready to provide the participant’s Social 
Security Number, date of birth and the method of payment. Caremark can provide a mail order 
form via phone or website.   

Maintenance Choice Program 

The CVS Caremark Maintenance Choice Program offers you the option to obtain a 90-day 
supply of your maintenance prescription at either a CVS/pharmacy retail store or through CVS 
Caremark Mail Service Pharmacy.  This program provides you the flexibility to receive 
maintenance medications at the same cost to you, whether you have the prescription filled at a 
CVS retail pharmacy or through the CVS Caremark Mail Order service.  Additionally, you will 
be able to obtain the three prescription refills as you have through the mail order program, 
whether you refill the prescription at a CVS/pharmacy retail store or use the convenient CVS 
Caremark Mail Service Pharmacy.   
 

Your physician may submit your maintenance prescription electronically, by phone, fax or you 
can take a written prescription to your local CVS Pharmacy. 
At a CVS/pharmacy You May: With CVS Caremark Mail Service You 

May: 
 Pick-up your long-term medicine 

directly from the pharmacy at a time 
that is convenient for you 

 Enjoy convenient home delivery 

 Enjoy same-day prescription 
availability 

 Receive medicine in confidential, 
tamper-resistant and (when necessary) 
temperature-controlled packaging  

 Talk face-to-face with a pharmacist  Talk to a pharmacist by phone 
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Custom Care Mail  

When your prescription is submitted to the Caremark Mail Service Pharmacy, it undergoes a 
review process designed to help ensure that you are receiving the most appropriate and cost-
effective medicine for your health condition.  Pharmacists review your prescription comparing it 
to your past mail service and retail prescription history for drug interaction, inappropriate dosage 
level, usage not approved by the FDA, duration of the drug therapy for a period of time longer 
than recommended by the manufacturer and potential generic or formulary substitution.  Your 
prescription is also reviewed based on your age, known allergies and medical history. 
 
Caremark works with your doctor to resolve any prescribing problems and helps provide him or 
her with the latest medical guidelines and appropriate therapy for your medical condition.  The 
Caremark pharmacist will ask your doctor if the prescribed medication is the most effective and 
least costly alternative.  This conversation between the pharmacist and your doctor could result 
in your doctor changing the prescribed medicine, adjusting the number of doses or altering the 
length of time you need to take the medicine. 

Only your doctor or an authorized agent at the doctor’s office has the authority to change your 
prescription. Caremark cannot change a prescription without the full consent of the prescribing 
doctor either directly or through their authorized agent.  If the pharmacist and your doctor agree 
that a change in the medication is not appropriate, the prescription will be filled as originally 
written.   

If Caremark contacts your doctor and your doctor does not respond or does not respond in a 
timely fashion, the processing of your prescription may be delayed.  If a change is made to your 
prescription, Caremark will send a letter with your prescription explaining why the change was 
made.   

Contact Caremark to request refills from the mail service pharmacy via phone, online at 
www.caremark.com or on the mobile app. 

 

Specialty 
Up to a 30-day supply – Must use Caremark Specialty Pharmacy 

Caremark Specialty Pharmacy  

Caremark also provides specialty pharmacy services for biotech medications and other specialty 
medications that may require member-specific dosing, medical devices to administer the 
medication and/or or special handling and delivery.  All specialty medications are limited to a 
30-day supply per fill.  You should contact Caremark at 1-800-237-2767 to verify coverage of 
prescription medications for treatment of conditions such as those listed below.  This list is not 
all inclusive, additional specialty therapies/conditions may be added: 
 Age-related Macular Degeneration 
 Anemia 
 Allergic Asthma 
 Crohn’s Disease 
 Cystic Fibrosis 
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 Enzyme Replacement 
 Gaucher’s Disease 
 Growth Hormone Disorders 
 Hematopoietics 
 Hemophilia, von Willebrand Disease & related bleeding disorders 
 Hepatitis C 
 HIV 
 Immune Deficiencies 
 Infertility 
 Multiple Sclerosis 
 Neutropenia 
 Oncology 
 Osteoporosis 
 Pulmonary Arterial Hypertension 
 Pulmonary Disease 
 Psoriasis 
 Renal 
 Respiratory Syncytial Virus (RSV) 
 Rheumatoid and Osteoarthritis  
 Hormonal Therapy 

Specialty Connect  

You may take advantage of the Specialty Connect program by dropping off or having a specialty 
prescription sent to any CVS retail pharmacy, or the Participant’s doctor may send the 
prescription to the Plan’s specialty mail order service.  A Participant may then choose to pick up 
specialty medications at a CVS retail pharmacy, have them shipped to the Participant’s home 
address, or have them shipped to a location of choice.   

Specialty Step Therapy 

Certain classes of specialty medications will be managed by Caremark through their Specialty 
Step Therapy program - Autoimmune Disease Modifying Anti-Rheumatic Drug (DMARD) 
agents, Multiple Sclerosis and Infertility (additional classes may be added). It is important that 
you and your physician work with Caremark specialty pharmacists to receive benefits under the 
plan.  Specialty Step Therapy encourages the use of the preferred drug prior to the utilization of a 
non-preferred drug.  An established evidence-based protocol must be met before a non-preferred 
specialty drug will be covered.  Caremark provides comprehensive services for specialty 
pharmacy needs through a nationwide network of specialty pharmacies delivering time-sensitive, 
temperature-controlled pharmaceuticals to your home.  Along with delivery of the medication to 
your home or your local CVS pharmacy, the specialty pharmacy offers: 

 Pharmacist directed clinical services including education and counseling; 
 Assistance in coordinating injection training; 
 Access to emergency pharmacist consultation 24-hours a day, 365 days a year; 
 Refill order convenience 24-hours a day, 365 days a year. 
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Wellness Benefits  

Age-appropriate wellness care is covered at 100% with no annual deductible. A link to a current 
list of preventive drugs is available on the Prescription Drug page under the Employee Benefits 
tab on www.myfirstrewards.com.   

Your Member ID Card  

Once you enrolled in one of the prescription drug plans, you will receive an ID card for yourself 
and enrolled family members.  You can also access your ID card at www.caremark.com as well 
as Caremark’s mobile app. Present your ID card whenever you have a prescription filled at a 
Caremark network pharmacy. 

The card shows your group and plan information and lists the toll-free number for member 
services. 

If your card is lost or stolen, you can call member services to request a replacement card.  
Members registered on Caremark.com can request a card online.   
 

Member Services  

When you have questions about your coverage, claim status, or the processing of your mail 
service order, a member services representative is available to help you. Call Caremark’s 
member service number toll-free at 1-888-202-1654. 
 

ExtraCare Health Card 

The ExtraCare Health Card is available exclusively to CVS Caremark benefit participants at no 
charge. ExtraCare Health Card gives you a 20 percent discount on regular, non-sale priced 
CVS/pharmacy Brand, HSA and FSA-eligible health-related items. The card can be used on all 
CVS/pharmacy Brand health-related items that are FSA-eligible, including more than 1,300 
health-related items, from cough and cold medicine to pain and allergy relief. 

Custom Care Prescription Review  

To ensure your safety and the accuracy of your prescriptions, Caremark follows stringent safety 
standards to help protect you from drug interactions, allergic reactions, and incorrect dosages.  
There are numerous manual and automated safety checks in place to help you receive the best 
and most cost-effective pharmacy care.  

Prescription Diabetic Supplies  

Diabetic supplies (test strips, syringes, glucometers, etc.) may be obtained through the 
Prescription Drug Plan at either a Caremark member pharmacy or through the Caremark Mail 
Service Pharmacy, subject to applicable plan provisions.  This means convenient, single source 
availability for those who need diabetic supplies. 
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What the Prescription Drug Plan Does Not Cover (Exclusions)   

 Any medication not prescribed by a doctor or other medical or dental provider acting within 
the scope of their license; 

 Any prescription medication that is determined not to be necessary for the treatment of 
illness or injury; 

 Any prescription medication required because of a work-related illness or injury; 

 Any prescription filled, or other services and supplies furnished, before a person is covered 
by the Prescription Drug Plan; 

 Any prescription medication provided as part of inpatient hospital care or outpatient surgery 
covered by the Medical Plan; 

 Refills more than the number specified by the doctor, or refills dispensed more than one year 
from the date of the original prescription; 

 Medications that are available over the counter, unless otherwise stated as part of preventive 
care, or any medication that does not require a written prescription of a doctor or other 
medical or dental provider acting within the scope of their license; 

 Expenses used to satisfy the prescription drug deductible or your portion of the coinsurance; 

 The portion of out-of-network expenses in excess of the usual Caremark reimbursement for a 
participating retail pharmacy; 

 Prescription medications that are used for cosmetic purposes unless required due to an 
accident occurring while covered under the Prescription Drug Plan; 

 Prescription medications administered by a physician in their office and covered as part of 
the office visit – including biotech medications; 

 Medications prescribed as part of an experimental procedure or prescribed as treatment of a 
condition for which the medication is not approved by the Food and Drug Administration; 

 Prescription medications received as part of care that is educational in nature or for research 
purposes; 

 Prescription medications furnished by or for the U. S. Government or any other government, 
unless payment is legally required; or to the extent provided under any governmental plan or 
law under which the individual is, or could be covered; 

 Administration of a drug; 

 Blood or blood plasma; 

 Diet medications or any medication prescribed solely for weight loss; 

 Medications whose sole purpose is to promote or stimulate hair growth; 

 Oral treatment for erectile dysfunction unless prescribed by a physician due to a diagnosed 
condition and filled through mail service; 

 Medical devices prescribed by a physician such as respiratory therapy devices, alcohol wipes 
and ostomy supplies; therapeutic appliances and support garments; 
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If you have any questions as to whether the medication that has been prescribed is covered by the 
Prescription Drug Plan, contact Caremark member services at 1-888-202-1654  

HOW TO SUBMIT A CLAIM 
To obtain prescription drug benefits use one of the following procedures. 

Caremark Member Pharmacy   

To obtain a short-term prescription drug for you, your spouse and any eligible dependents, ask 
your doctor to write the prescription for up to a 30-day supply with one refill, when clinically 
appropriate. Take the prescription to a Caremark participating retail pharmacy and present your 
Caremark ID card.  The pharmacist will verify information about you and the person receiving 
the prescription, including date of birth and gender.  Complete and sign the form used by the 
pharmacy. You will be asked to pay the applicable deductible and coinsurance at the time you 
receive your prescription.   

Caremark’s retail program includes over 60,000 participating pharmacies nationwide.  For a 
listing of the participating pharmacies near you, contact Caremark member services or visit 
www.caremark.com. 

Non-Caremark Pharmacy  

In most cases, you will not need to use a pharmacy outside the Caremark Advanced Choice 
network.  However, if you choose to go to a non-participating pharmacy, you will be required to 
pay the full cost of the prescription when it is filled.  You will then need to complete and submit 
a paper claim form along with your original prescription receipt(s) to Caremark for 
reimbursement of covered expenses.  You will be reimbursed with the same cost share as in-
network but out-of-network charges are based on the submitted rate instead of the Caremark 
contract rate.  A check will be mailed to you for the amount that Caremark would have paid a 
participating pharmacy less your deductible and coinsurance amount. 

Prescription Drug Claim Forms are available on Caremark’s website at www.caremark.com.   
 
Compound Prescription Claims 

Compound prescriptions of $300 or more require prior authorization through Caremark.  
Proprietary bases and drug specific bulk powders are excluded.   

When filing a paper claim for a compound medication, the following information must be 
included:  11-digit NDC number for each ingredient used in the compound prescription, 
ingredient name for each NDC, metric quantity (number of tablets, grams or milliliters) for each 
ingredient NDC, total cost for each ingredient, total compounded quantity, and total dollar 
amount paid by patient.  

Broader Vaccination Network 

The CVS Caremark’s Broader Vaccination Network program offers broad access to routine 
vaccination services at no cost through more than 60,000 retail pharmacies, including CVS retail 
pharmacies.  Vaccines are available when an immunizing pharmacist is on duty and may require 
a prescription.  You will need to provide your Caremark ID card and photo ID at the pharmacy.  
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You may visit www.caremark.com or contact CVS Caremark Customer Service at (888) 202-
1654 for more information. 

 

Third Party Liability and Subrogation  

In some cases, you or a covered dependent may incur prescription drug expenses as the result of 
an injury or illness for which a third party may be liable.  For example, you may incur expenses 
as the result of an injury received in an automobile accident.  In these cases, the Plan has the 
right to recover any benefits it has paid for these prescription drug expenses from any settlement 
you may receive from the third party.  The Plan also has the right to act on your behalf 
(subrogate) in filing suit against the third party to recover the benefits it has paid for drug 
expenses related to the illness or injury for which the third party may be liable. 
 
The third party may be an individual or his or her insurance carrier.  The Plan may also 
subrogate against other insurance you may have, such as auto or homeowner’s insurance for 
benefits paid due to an illness or injury covered by these plans for which no third party is liable. 
 
If a claim is filed for payment of prescription drug expenses for which a third party may be 
liable, you may be asked to provide information concerning the injury or illness and who is 
responsible.  In some cases, you may be asked to sign a release that would allow the Plan to 
recover any benefits it has paid from any settlement you may receive.  The Plan reserves the 
right to withhold payment of benefits until the necessary information has been provided, or the 
release has been signed. 
 

Assignment and Responsibility for Payment  

The Plan reimburses expenses for covered prescription medications and supplies according to the 
terms of the Plan you have selected and the contract with the administrator and participating 
pharmacies.  In most cases, payment is made directly to the retail or mail service pharmacy.  
Charges that are not reimbursed by the plans are the patient’s responsibility.  Generally, these 
would include, deductibles, coinsurance, and charges for medications that are not covered or 
greater than Caremark’s usual in-network reimbursement amount. 
 

BENEFIT CLAIMS AND APPEALS FOR GROUP HEALTH BENEFITS 
The following is an outline of the procedures for the processing of a claim and summarizes the 
appeal of any claims determination made by the Plan Administrator or its Designee relative to 
the eligibility and entitlement of a participant, beneficiary or other claimant to benefits offered 
under the Plan.  The procedures defined in this document are intended to comply with the 
Employee Retirement Security Act of 1974 (“ERISA”) and the regulations issued by the 
Department of Labor related to ERISA as amended effective January 1, 2002. 
 
The Plan Administrator is FirstEnergy Service Company.  A group health benefit provided by 
the Plan includes any prescription drug benefits offered to employees, retirees or their surviving 
spouses of FirstEnergy Corp., its subsidiaries or affiliated Companies included in the section 
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titled “Participating Employers”.  It is not intended that the Plan Administrator will assume the 
responsibility for the initial claims determination or for the appeals process for any carrier or 
other benefit service provider to whom that responsibility has been given under agreement with 
FirstEnergy Service Company and/or its subsidiaries or affiliates.  Any carrier or benefit service 
provider who has agreed to act as a fiduciary for the purpose of initial claims determination or 
for the appeals process shall be hereinafter referred to as “Designee”.  Caremark, Inc., is the 
“Designee” for claims and appeals processing. 

Claims Process  

A Claim is referred to in this document as a request for a Plan benefit.  Claims for benefits must 
be in writing, signed by the participant, beneficiary, other claimant or their authorized 
representative, and submitted on the appropriate form and in a manner acceptable to the 
Designee.  A claim for a benefit includes any urgent, pre-service or post-service claim. 
 
In the case of a claim involving urgent care, the Designee shall notify the Claimant of the Plan’s 
benefit determination as soon as possible, taking into account the medical exigencies, but not 
later than 72 hours after the receipt of the claim by the Plan, unless the claimant fails to provide 
sufficient information to determine whether, or to what extent, benefits are covered or payable 
under the Plan.  In such case the Designee shall notify the Claimant as soon as possible, but not 
later than 24 hours after receipt of the claim by the Plan, of the specific information necessary to 
complete the claim.  The Claimant shall have not less than 48 hours to provide the specified 
information. The Designee shall then notify the Claimant of the Plan’s benefit determination as 
soon as possible, but in no case less than 48 hours after the Plan’s receipt of the specified 
information or the end of the period afforded the claimant to provide the specified additional 
information. 
 
If the Plan has approved an ongoing course of treatment, any reduction or termination of such 
course of treatment before its scheduled end shall constitute an adverse benefit determination and 
the Designee must notify the Claimant of this determination.  This notification must be 
sufficiently in advance of the reduction or termination to allow the Claimant to appeal and obtain 
a determination on review of that adverse benefit determination before the benefit is reduced or 
terminated.  Any request by a claimant to extend the course of treatment that involves urgent 
care shall be decided as soon as possible, and the claimant shall be notified of the determination 
within 24 hours after the receipt of the claim. 
 
In the case of a pre-service claim the Designee shall notify the claimant of the benefit 
determination no later than 15 days after the receipt of the claim.  This period may be extended 
one time by up to 15 days provided the extension is necessary due to matters beyond the control 
of the Plan and the claimant is notified prior to the expiration of the initial 15-day period, of the 
circumstances requiring the extension and the date the Plan expects to render a determination. 
 
In the case of a post-service claim, the Designee will notify the claimant of the Plan’s adverse 
determination of entitlement to benefits not later than 30 days after the receipt of the claim. This 
period may be extended one time by up to 15 days provided the extension is necessary due to 
matters beyond the control of the Plan and the claimant is notified prior to the expiration of the 
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initial 30-day period, of the circumstances requiring the extension and the date the Plan expects 
to render a determination. 
  
If the Designee denies any part or the entire initial claim for benefits, the claimant will be 
notified in writing, stating the reason for the denial and the Plan provisions on which the denial is 
based.  The claimant shall be entitled to receive, upon written request, reasonable access to and 
copies of all documents, records and other information relevant to the claim for benefits. The 
denial will provide a description of any additional information or material necessary for the 
claimant to perfect the claim and an explanation as to why the additional information or material 
is required.  The denial will further provide an explanation of the claims appeal procedure and 
the time limits for filing an appeal.  Such notice of denial or any other notice as referred to in this 
procedure shall be deemed duly given when addressed to the claimant and mailed by first class 
mail to the address last appearing in the records of the Plan Administrator or Designee.  
 
The claimant shall have 180 days from the date of the initial benefit determination to file an 
appeal. The appeal must be in writing, unless the claim involves urgent care or the Designee 
otherwise permits verbal appeals.  The claimant will have the opportunity to submit written 
comments, documents or other information in support of the claim as part of the appeal.  The 
appeal must be submitted to the Designee that made the initial claims determination, at the 
address, fax or phone number provided on the initial claim denial.  If the Designee permits a 
verbal appeal, or the appeal involves urgent care, all necessary information shall be transmitted 
to the Designee by telephone, facsimile, or other available similarly expeditious method.  The 
address for filing an appeal is: 

Caremark, Inc. 

Appeals Department MC 109 

P.O. Box 52084 

Phoenix, AZ 85072-2084   

Appeals Process    

The Designee will review and make its decision on the appeal. The claimant shall be provided 
two levels of appeal.  The claimant shall have 60 days to file a second appeal once they have 
been notified of the decision on the first level of appeal.  This second level of appeal shall be sent 
to the same address as the first appeal.  The claimant can bypass this voluntary second level 
appeal and request an External review at this time.   
 
For urgent care claims, the Designee, shall notify the claimant of the Plan’s determination on 
review as soon as possible, considering the medical exigencies, but not later than 72 hours after 
receipt of the claimant’s request for review.  A second level review is available at this time, 
however, the claim may bypass the voluntary second level review and request an External review 
at this time.  For pre-service claims, the Designee shall provide the claimant notice of the Plan’s 
determination on review not later than 30 days after receipt by the Plan of the claimant’s request 
for review of the adverse determination or the Plan’s first determination on review.  A second 
level review is available; however, the claimant may bypass the voluntary second level appeal 
and request an External review.  The Designee shall provide the claimant notice of the Plan’s 
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determination on the voluntary second level review not later than 30 days.  For post service 
claims, the Designee shall provide the claimant notice of the Plan’s determination on review not 
later than 60 days after receipt by the Plan of the claimant’s request for review of the adverse 
determination or the Plan’s first determination on review.  A second level review is available; 
however, the claimant may bypass the voluntary second level appeal and request an External 
review.  The Designee shall provide the claimant notice of the Plan’s determination on the 
voluntary second level review not later than 60 days. 
 
The Independent Review Organization (IRO) will provide claimant notice of determination on 
the External review, conducted by the IRO for an urgent request or after completion of the 
mandatory first level review not later than 45 days from receipt of request by the IRO. 
 
In making its decision, the Designee will have full power and authority to interpret the Plan, to 
resolve ambiguities, inconsistencies and omissions, to determine any question of fact, to 
determine the right to benefits of, and the amount of benefits, if any, payable to the claimant in 
accordance with the provisions of the Plan. The Designee will not defer to the original 
determination but will independently review the initial claim for benefits and consider all 
comments, documents and other information submitted as part of the appeal in making its 
decision.  In addition, neither the person who made the adverse determination nor that person’s 
subordinate will participate in the decision on the appeal.    
 
If an appeal is based on medical judgment, the Designee shall consult with a health care 
professional with the appropriate training and experience in making its decision.  The health care 
professional consulted by the Designee will not be the same person consulted in the adverse 
determination or that person’s subordinate. 
 
If the Designee’s decision is to uphold the denial of benefits, the notification will include the 
reason for the denial and the Plan provisions on which the denial is based. The claimant shall be 
entitled to receive, upon written request, reasonable access to and copies of all documents, 
records and other information on which the decision was based. The decision will further provide 
a notice of the participant’s right to appeal the decision of the Appeals Committee or Designee in 
accordance with ERISA and the time limits for filing an appeal.  
 
The claimant must exhaust the above appeals process prior to any action at law, in equity, 
pursuant to arbitration or otherwise.  The participant shall have 180 days from the date of the 
decision of the Appeals Committee or Designee to file an appeal action under ERISA.  No legal 
action may be commenced against the Plan, the Plan Administrator, the Designee or the IRO 
more than 180 days after the decision has been made with respect to all or any portion of the 
claim for benefits. 

Legal Claims  

Any civil suit brought against the Plan, its Administrator, Sponsor or any other Plan fiduciary 
may only be submitted and filed in the United States District Court for the Northern District of 
Ohio. 
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CLAIMS AND APPEALS FOR OTHER THAN GROUP HEALTH 
BENEFITS   
The claims procedures described in this section shall apply to claims regarding eligibility or 
participation by any eligible employee or eligible retired employee, eligibility for a dependent to 
be entitled to coverage or benefits, and to claims other than claims for group health benefits.  
Plan documents (including amendments to the Plan) shall govern all situations concerning the 
provisions of the Plan.   

Claim Process for a Decision Relating to Eligibility and Participation   

Any participant who wishes to file a claim for any benefit relating to the terms of eligibility or 
participation under the Plan, including but not limited to eligibility to participate in any benefit 
program or coverage option, the dependent status of an individual, eligibility to make a mid-year 
change in a coverage election, eligibility to pay premiums on a pre-tax or after-tax basis, the 
amount of any premium, or for benefits other than group health benefits, shall file such claim 
with the Administrator. 
 
The address for filing a claim with the Administrator is:   
 
FirstEnergy Prescription Drug Plan 
Attention:  Plan Administrator 
76 South Main Street, A-GO-7 
Akron, Ohio 44308 
 
The Administrator shall process each properly filed claim within a reasonable time but not later 
than 90 days after its receipt of an application for benefits.  This period may be extended by an 
additional 90 days if the Administrator provides the claimant with written notice of the extension 
within the initial 90-day period.  The extension notice shall explain the reason for the extension 
and the date by which the Administrator expects a decision will be made.  If the extension is 
necessary because additional information is needed to decide the claim, the extension notice shall 
describe the required information.  The claimant should provide the required information as soon 
as possible.  

The Administrator shall notify the claimant in writing, delivered in person or mailed by first-
class mail to his or her last known address, if any part of a claim has been denied.  The notice of 
a denial of any claim shall include: (i) the specific reasons for the denial; (ii) a reference to 
specific provisions of the plan document upon which the denial is based; (iii) a description of any 
internal rule, guidelines, protocol or similar criterion relied on in making the denial (or a 
statement that such internal criterion will be provided free of charge upon request); (iv) a 
description of any additional material or information deemed necessary by the Administrator for 
the claimant to perfect his or her claim and an explanation of why such material or information is 
necessary; and (v) an explanation of the claims review procedure under the plan. 

If the notice described above is not furnished and if the claim has not been granted within the 
time period specified above, the claim shall be deemed denied and shall be subject to review as 
set forth below. 
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Appeals of Denied Claims Related to Eligibility and Participation 

If a claim is denied, in whole or in part, the claimant may request that the FirstEnergy Corp. 
Employee Benefit Claims and Appeals Committee (“Appeals Committee”) review his or her 
claim.  A claimant shall have 60 days in which to request a review.  Such request shall be in 
writing and delivered to the Appeals Committee.  If no such review is requested, the decision of 
the Administrator shall be considered final and binding.  The address for the Appeals Committee 
is:   

FirstEnergy Corp. Employee Benefit Claims and Appeals Committee, 
76 South Main Street, 7th floor 
Akron, Ohio 44308.   
 
A request for review must specify the claimant’s reason(s) for requesting that the denial be 
reversed.  The claimant may submit additional written comments, documents, records, and other 
information relating to and in support of his or her claim; all information submitted shall be 
reviewed regardless of whether it was available for the initial review.  A claimant may request 
reasonable access to, and copies of, all documents, records, and other information relevant to his 
or her claim for benefits.  If a review is requested, a full and fair review of the decision will be 
made by a person different than, and who is not a subordinate of, the original decision maker. 

The Appeals Committee shall render its final decision within a reasonable period of time but not 
later than 60 days from its receipt of a request for review.  This period may be extended up to an 
additional 60 days, if the Appeals Committee determines that special circumstances exist (such 
as the need for a hearing) which require an extension of time for processing the review.  The 
Appeals Committee shall provide the claimant with written notice of the extension within the 
initial 60-day period.  The extension notice will explain the reason for the extension and the date 
by which the Appeals Committee expects a decision will be made.  If the extension is necessary 
because additional information is needed, the extension notice will describe the required 
information.  The claimant should provide the required information as soon as possible. 

If after review the claim continues to be denied, the Appeals Committee shall provide the 
claimant with a notice of the denial of his or her appeal which shall contain the following 
information: (i) the specific reasons for the denial of the appeal; (ii) a reference to the specific 
provisions of the plan document on which the denial was based; (iii) a statement that the 
claimant is entitled to receive, upon request and free of charge, reasonable access to, and copies 
of, all documents, records, and other information relevant to his or her claim for benefits; (iv) a 
statement disclosing any internal rule, guidelines, protocol or similar criterion relied on in 
making the denial (or a statement that such information would be provided free of charge upon 
request); and (v) a statement describing his or her right to bring a civil suit under Federal law no 
later than 180 days after receipt of the denial and a statement concerning any other voluntary 
alternative dispute resolution options that may be available. 

Legal Claims  

Any civil suit brought against the Plan, its Administrator, Sponsor or any other Plan fiduciary 
may only be submitted and filed in the United States District Court for the Northern District of 
Ohio. 
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BENEFITS UPON TERMINATION 

Termination of Coverage  

Coverage for you and your eligible dependents will terminate at the end of the month in which 
you leave the Company if you cease to be an eligible employee; or if the Plan is discontinued. 
 
Coverage will also terminate immediately if the required employee contribution, if applicable, 
has not been made.  A dependent’s coverage will terminate at the end of the month in which he 
or she is no longer an eligible dependent. 

Your Rights to Continued Health Care Coverage  

The Consolidated Omnibus Budget Reconciliation Act (COBRA) of 1985 is an act of Congress 
that protects you and your dependents from loss of group health care coverage if certain events 
occur that would otherwise result in your loss of coverage. 
 
When your coverage as an active employee ends you can elect continued coverage – at your own 
expense and without evidence of good health – which is identical to the coverage provided for all 
other employees. Coverage may be continued for a period of 18, 29, or 36 months for the 
following COBRA qualified reasons: 
 
 Loss of coverage due to termination of employment. 

 
If your employment is terminated due to any reason other than gross misconduct, you and 
your covered dependents may continue health care coverage for up to 18 months. 

 
 Eligibility for continued coverage because of disability. 

 
If you or your dependent are Social Security disabled at the time you qualify for COBRA, 
coverage may be extended from 18 months to 29 months.  You must be eligible for Social 
Security disability benefits and notify the Company of your eligibility for Social Security 
disability benefits before your first 18 months of COBRA expire. 
 

 Termination of coverage due to a divorce or death. 
 
If you should die, or become divorced, your covered dependents may continue group health 
care coverage for up to 36 months.  If you are already covered by COBRA under the 18-
month provision, and any of the preceding events occur, your dependents can extend 
coverage to a maximum of 36 months from the first date of eligibility for COBRA coverage. 
 

 Termination of coverage due to a loss of eligibility. 
 

You or your covered dependents may continue group health care coverage for up to 36 
months after you are no longer eligible or your dependents no longer qualify as covered 
dependents.  Note:  If you are already covered by the 18-month provision, your dependents 
can extend coverage to a maximum of 36 months from the first date of eligibility for COBRA 
coverage. 
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How to Continue Coverage  

If your employment ends for any reason other than gross misconduct, you will receive 
notification from the COBRA administrator with a detailed explanation of your COBRA rights 
and all necessary application forms. Wageworks has been retained by FirstEnergy to administer 
COBRA benefits. 
 
Under the COBRA law, the employee or family member has the responsibility to inform the 
local Human Resources representative or the Human Resources Service Center of a divorce, 
legal separation, or change in eligibility for a dependent child covered under the Plan.  Notice 
must be received in writing within 60 days of the later of (i) date the qualifying event occurs, or (ii) the 
date the qualified beneficiary loses coverage because of the event.  If notice is not received by the Plan 
Administrator within 60 days of the qualifying event, the right to continue coverage will be lost. 
When notice is received, you and your dependents will be notified about your rights to continue 
coverage under COBRA. If you or a covered dependent decides to continue coverage, the 
election must be completed within 60 days of the date notification was received. 

The Cost of Continued Coverage  

You are responsible for paying the cost or premium for continued group health care coverage. 
The monthly premium for continued coverage will be included in the notice sent to you or your 
dependents. 
 
Once you have elected to continue group health care coverage, the first premium must be 
received by the COBRA administrator within 45 days after continued coverage is elected.  
Premiums for continued coverage are due on the first day of each month.  If the required 
premium is not paid within 30 days from the first of the applicable month, continued coverage 
under COBRA will be terminated. 

When Continued Coverage Ends  

Your group health care coverage will continue until the earliest of the following: 
 
 The required monthly premiums are not paid; 
 
 The person becomes covered by another group health plan (unless a pre-existing condition 

clause used in the other plan prevents coverage); 
 
 The person becomes eligible for Medicare; 

 
 The date the Company terminates all its group health care plans; 

 
 After a period of 18, 29, or 36 months of continued coverage depending upon the 

circumstances of the termination of coverage. 
 

When continued coverage is no longer available, you or your dependents may enroll in coverage 
offered in the public marketplace.  Employees who are eligible for retirement may also have 
access to the private marketplace through Via Benefits. 
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HIPAA PRIVACY NOTICE  
The FirstEnergy Corp. Prescription Drug Plan will only disclose Protected Health Information 
(PHI) to the Employer in accordance with the Health Insurance Portability and Accountability 
Act of 1996 (HIPAA).  The Plan agrees not to use or further disclose PHI other than as permitted 
in FirstEnergy Corp. Health and Welfare’s privacy notice or as required by law. 
 
The Plan will train any employees who have access to PHI regarding the requirements of 
HIPAA.  The Plan ensures that any of its business agents that receive PHI from the Plan agree to 
the same restrictions and conditions.  PHI will not be used or disclosed for employment-related 
actions or in connection with any other benefit or employee benefit plan. 
 
Access to and use of PHI by Human Resources personnel shall be restricted to plan 
administration functions performed for the Plan.  Such access or use shall be permitted only to 
the extent necessary to perform the duties of the Plan. 

Seeking Assistance from Human Resources   

The Plan will attempt to limit PHI received from participants or beneficiaries by encouraging 
participants and beneficiaries to directly contact the provider who administers benefits payable 
by the applicable health and welfare plan.  However, if the Company receives PHI, the following 
procedures will be in effect to protect the privacy of that information. 
 
The Company will designate specific Human Resources representatives to have access to PHI.  
Under HIPAA regulations, designated Human Resources representatives will not be permitted to 
disclose PHI to a health care provider unless authorized in writing by the participant/beneficiary 
or their authorized personal representative.    

LEGISLATIVE CHANGES  

Mental Health Parity and Addiction Equity Act 

The Federal Mental Health Parity and Addiction Equity Act (MHPA) effective January 1, 2010 
amends the previous Mental Health Parity Act. The MHPA requires “parity” between the 
financial requirements and treatment limitations applied to medical and/or surgical benefits and 
mental health and substance abuse disorder benefits. 
 
The Plan will comply with MHPA. The Plan Comparison chart in this guide reflects the 
elimination of the 30-day inpatient treatment days and 30-visit outpatient limitations. Out-of-
network mental health or substance abuse treatment charges will no longer be excluded from the 
out-of-pocket maximum limit. Additionally, there will no longer be a separate maximum lifetime 
benefit for chemical dependency treatment. 

OTHER FACTS AND INFORMATION 

Certificate of Credible Coverage  

Plan members may request a certificate of credible coverage under HIPAA by visiting 
www.MyFirstRewards.com then Legal Notices.  
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Benefit Rights  

This summary describes the current level of benefits and contributions required for active 
employees, retirees, and eligible dependents.  The decision to offer prescription benefits and the 
levels of coverage are based on management decision or with respect to bargaining unit 
employees, upon the agreements reached between the Participating Company and the union.  
Retirement health care and prescription benefits are not vested.  Prescription drug benefits and 
the contributions required for coverage including retiree health care benefits and contributions 
may be amended or terminated at any time by the Chief Executive Officer of FirstEnergy Corp. 
or his or her appointed designee. 

Source of Benefits  

Prescription drug benefits are provided under an arrangement described in the Group Health 
Care Policies whereby the benefits are to be afforded directly by the Plan Sponsor. 
 
The complete terms of the Plan are set forth in the Group Policy.  The extent of the coverage for 
everyone is governed at all times by the terms of the Group Policy.  The Administrator 
determines the benefits for which an individual qualifies under the Prescription Drug Plan, 
whether provided directly by the Sponsor or by the insurance company.  All payments are based 
upon that determination. 

VEBA  
Trusts have been established to pre-fund a portion of the participating companies’ post-
retirement prescription drug liability for current and future retirees.  These trusts are called a 
Voluntary Employee Benefit Associations (VEBA’s) and will be operated to receive favorable 
tax treatment under IRS Section 501(C)(9).  The VEBA’s are as follows: 

 Ohio Edison Company Postretirement Health Benefits Trust for Management and 
Nonrepresented Employees. 

 Ohio Edison Company Postretirement Health Benefits Trust for Represented 
Employees. 

 Trust Agreement for GPU Companies Health Care Plan for Non-bargaining Retirees. 
 Trust Agreement for GPU Companies Health Care Plan for Employees Represented by 

Local 1289. 
 Trust Agreement for GPU Companies Health Care Plan for Employees Represented by 

IBEW Local 777. 
 Trust Agreement for GPU Companies Health Care Plan for Employees Represented by 

IBEW Local 459 and UWUA Local 180. 
 Trust Agreement for GPU Companies Health Care Plan for Non-bargaining Employees. 
 Trust Agreement for Allegheny Power System Benefit Fund– Medical (APEF1707502, 

APEF1707432, APEF1707422, and APEF1710422) for all non-bargaining active 
employees and pre-1/1/1993 retirees except for Local 102. 

 Trust Agreement for Monongahela Power Company – Medical (APRF1745692) for all 
pre-1/1/1993 retirees for Local 2357 and 162. 

 Trust Agreement for Potomac Edison Company – Medical (APRF1745702) for all pre-
1/1/1993 retirees of Local 307, 771 and 331. 
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 Trust Agreement for West Penn Power Company – Medical (APRF1745742) for all  
pre-1/1/1993 retirees of Local 102. 

 
Trust assets are used to pay for active and post-retirement health benefits and the administrative 
costs of the trust and Plan.  The amount of funding, timing of contributions, administration, and 
funding policy will be determined by the participating company. 
 

The creation, administration, and funding of these trusts does not preclude the Sponsor or 
Administrator from amending, modifying, or terminating the health care benefits at any time.  
Post-retirement medical and prescription drug benefits are not vested. 

Participant’s Rights  
As a participant in the Plan you are entitled to: 
 Examine the latest annual report and the Plan description; 
 

 Obtain copies of Plan documents and Plan information upon written request to the Plan 
Administrator.  The Administrator may make a reasonable charge for the copies; 

 

 Receive a summary of the Plan’s annual financial report; and 
 

 Expect that the people who operate your Plan, called “fiduciaries” of the Plan, will do so 
prudently and in the interest of you and other Plan participants and beneficiaries. 
 

No one — the Company, your union, or any other person — may fire you or otherwise 
discriminate against you in any way to prevent you from obtaining a Plan benefit or exercising 
your rights under the Employee Retirement Income Security Act of 1974 (ERISA).  Under 
ERISA, there are steps you can take to enforce your rights.  For instance, if you request materials 
and do not receive them for 30 days, you may file suit in a federal court.  If you have a claim for 
benefits which is denied or ignored, in whole or in part, you may file suit in a state or federal 
court.  If it should happen that Plan fiduciaries misuse the Plan’s money, or if you are 
discriminated against for asserting your rights, you may seek assistance from the U.S. 
Department of Labor, or you may file suit in a federal court. 
 
If you are successful, the court may order the person you have sued to pay court costs and legal 
fees; if you lose, the court may order you to pay these costs and fees.   
 
If you have any questions about your Plan, you should contact the Plan Administrator.  If you 
have any questions about this statement or about your rights under ERISA, you should contact 
the nearest area office of the Employee Benefits Administration listed in your telephone 
directory, or the Division of Technical Assistance and Inquiries, Employee Benefits Security 
Administration; U.S. Department of Labor, 200 Constitution Avenue NW, Washington, D.C. 
20210. 

Plan is Not an Employment Contract  

The Plan shall not be deemed to constitute a contract between a participating company and any 
employee nor shall anything herein contained be deemed to give any employee any right to be 
retained in the employ of the participating company or to interfere with the right of the 
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participating company to discharge any employee at any time and to treat the employee without 
regard to the effect which such treatment might have upon the employee as a participant in the 
Plan. 

Right to Amend Plan  

The Plan may be amended or terminated by the Chief Executive Officer of FirstEnergy Corp. or 
his or her appointed designee at any time or for employees represented by a labor union in 
accordance with the applicable collective bargaining agreements. 

Administration  

The Plan Administrator has the authority to control and manage the operation and administration 
of the Plan with benefits provided in accordance with the provisions of the group policy issued 
by the insurance company.  Inquiries should be made to the Plan Administrator: 
FirstEnergy Service Company 
Attn: Benefits 
76 South Main Street, A-GO-7 
Akron, OH 44308 
1-800-543-4654 

Plan Sponsor  

FirstEnergy Corp. is the Plan Sponsor. 
 

General inquiries about the Plan may also be directed to the administrator that has contracted 
with FirstEnergy Service Company to process claims. Any questions about benefit coverage for a 
prescription drug service or supply, or the processing of a claim should be directed to 
Caremark’s Member Services at the address or telephone number below.  
 
Caremark, Inc. 
7034 Alamo Downs Pkwy. 
San Antonio, TX  78238 
1-888-202-1654 
www.caremark.com  

Type of Plan  

The Plan is a welfare benefit plan. 

Plan Number  

535 

Agent for Service of Legal Process 

C T Corporation System 
400 Easton Commons Way 
Suite 125 
Columbus, Ohio 43219 
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Fiscal Year 

The last day of the Plan’s fiscal year is December 31. 

 

Participating Employers and Identification Numbers 
FirstEnergy Service Company     Ohio Edison Company 
EIN 34-1968288     EIN 34-0437786 
 
Pennsylvania Power Company    The Cleveland Electric Illuminating Company         
EIN 25-0718810     EIN 34-0150020 
 
The Toledo Edison Company    Jersey Central Power & Light Company  
EIN 34-4375005     EIN 21-0485010 
 
Metropolitan Edison Company    Pennsylvania Electric Company 
EIN 23-0870160     EIN 25-0718085 
 
American Transmission Systems, Incorporated   West Penn Power Company 
EIN 34-1882848     EIN   13-5480882 

 
Potomac Edison Company    Monongahela Power Company    
EIN   13-5323955     EIN 13-5229392  
 
      
Additions or deletions to the list of Participating Employers may be made at any time at the sole 
discretion of the Program Sponsor. An up-to-date listing of Participating Employers may be 
obtained from the Plan Administrator. 
 

PARTICIPATING UNIONS 
Participating Unions in accordance with the labor agreement between The Toledo 
Edison Company, FirstEnergy Nuclear Operating Company and FirstEnergy 
Generation, LLC and: 
 
International  Brotherhood of Electrical  Workers,  A.F.L.-C.I.O.  
Local  Union No. 245   
 
Participating Unions in accordance with the labor agreement between 
Metropolitan Edison Company and:  
 
International  Brotherhood of Electrical  Workers A.F.L.-C.I.O.  
Local  Union No. 777* 
 
International Brotherhood of Electrical Workers A.F.L.-C.I.O. 
Local Union No. 777S – Reading Call Center* 
 
Participating Unions in accordance with the labor agreement between Ohio Edison 
Company and:  
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International  Brotherhood of Electrical  Workers A.F.L.-C.I.O.  
Local Union No. 1194  
 
Utility Workers Union of America, A.F.L.-C.I.O. 
Local Union Nos. 118/126*  
 
Participating Unions in accordance with the labor agreement between Jersey 
Central Power and Light Company and:  
 
International  Brotherhood of Electrical  Workers A.F.L.-C.I.O.  
System Council  Local  1289 
 
Participating Unions in accordance with the labor agreement between The Toledo 
Edison Company, FirstEnergy Service Company, FirstEnergy Nuclear Operating 
Company, FirstEnergy Generation, LLC and: 
 
Office & Professional Employees International Union, A.F.L.-C.I.O. 
Local Union No. 19 
 
Participating Unions in accordance with the labor agreement between 
Pennsylvania Power Company and: 
 
Utility Workers Union of America, A.F.L.-C.I.O. 
Local Union No. 140*  
 
Participating Unions in accordance with the labor agreement between 
Pennsylvania Electric  Company and:  
 
Utility Workers Union of America, A.F.L.-C.I.O. 
Local Union No. 180*  
 
International Brotherhood of Electrical Workers, A.F.L.-C.I.O. 
Local Union No. 459 
 
Participating Unions in accordance with the labor agreement between The 
Cleveland Electric Il luminating Company, FirstEnergy Nuclear Operating 
Company and FirstEnergy Generation, LLC and: 
 
Utility Workers Union of America, A.F.L.-C.I.O. 
Local Union No. 270 * 
 
Participating Unions in accordance with the labor agreements between West Penn Power, Potomac 
Edison, FirstEnergy Generation, LLC and FirstEnergy Service Company, and: 
 
Utility Workers Union of America, A.F.L.-C.I.O. 
Local Union No. 102* 
 
Participating Unions in accordance with the labor agreements between Monongahela Power 
Company and: 
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International Brotherhood of Electrical Workers, A.F.L.-C.I.O. 
Local Union No. 2357 
 
Participating Unions in accordance with the labor agreement between Allegheny Energy Service 
Corporation on behalf of Allegheny Energy Supply, LLC and the Potomac Edison Company and 
West Penn Power Company doing business as Allegheny Energy: 
 
International Brotherhood of Electrical Workers, A.F.L.-C.I.O. 
Local Union No. 50 
 
Participating Unions in accordance with the labor agreements between 
Monongahela Power Company and FirstEnergy Generation, LLC and: 
 
Utility Workers Union of America, A.F.L.-C.I.O. 
Local Union No. 304 
 
 
* Member of these unions are eligible for the Consumer HDHP only.  
 


