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Contact Information
III-A Benefits: (208) 938-8199
Fax: (208) 575-6423
iii-a.org
PO Box 190477
Boise, ID 83719

III-A Staff
III-A staff is available 24/7, including all holidays, to assist our members, answer benefit
questions and help with any issues that arise. If you have a question that is not an immediate
benefit issue, please contact the appropriate staff member below:
Executive Director
Amy Manning
(208) 317-2814
amymanning@iii-a.org

Health Coach & Data Analyst
Megan Smith
(208) 860-1979
megansmith@iii-a.org

•
•

•
•

Annual reports & meetings
New agency set-up

Health coaching
Onsite wellness clinics & programs

Benefits Manager
Lisa Fritz
(208) 938-8199 or (208) 850-0545
lisafritz@iii-a.org

Operations Manager
Susan Lasuen
(208) 869-3572
susanlasuen@iii-a.org

•
•
•
•

•
•
•

Member benefits & enrollment
Open Enrollment meetings
Claims/EOB questions
Prior authorizations

Monthly agency billing
COBRA administration
III-A internal claims payments

Like us on Facebook! @IIIATrust
Blue Cross of Idaho

ProAct Rx

(986) 224-4152 or (833) 623-7993
bcidaho.com
• ID cards
• Help finding an in-network provider
• Deductible reports

(877) 635-9545
Mail Order Pharmacy: (866) 287-9885
proactrx.com
• ID cards
• Formularies look up
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III-A History
Idaho Independent Intergovernmental Authority (III-A) was formed in 2011 and became operational
March 1, 2012 for the purpose of establishing employee benefits programs that would provide
employees the highest-quality health care coverage in the most efficient and cost-effective manner
possible.
Idaho public agencies recognized that because of their small size it was difficult to negotiate the
lowest cost, highest-quality health care coverage for their employees. However, as a member of a
larger group (a pool), they were more likely to successfully negotiate more cost competitive coverage
options.
Self-funding, a proven method of reducing the cost of providing employee benefits, was not an option
for individual public agencies, again because of their small size. Creating a pool of public agencies
provided Idaho public agencies the ability to consider self-funding as an option for their health care
benefits.
Participation in a larger group plan, specifically the III-A, represented a meaningful opportunity for
reducing and stabilizing the cost of employee benefits for Idaho public agencies.
All eligible Idaho public agencies are authorized by Idaho Code Section §41-4101 to participate in a
joint public agency self-funded health care program.
Agencies have executed the III-A's Joint Powers Agreement and Declaration of Trust, thereby
establishing their participation in the III-A.
The current Board of Trustees and current agency list is provided in the III-A Annual Membership
Report.

III-A Board of Trustees
The Board of Trustees have the responsibility and authority to manage the operations of the III-A.
The Board shall consist of no more than thirteen Trustees. Only agencies with three or more years
of participation in the III-A shall be eligible to serve as a Trustee. The officers of the Board of Trustees
shall consist of the Chair, Vice-Chair and Secretary.
• Four appointed Trustees shall represent the agencies having the greatest number of
employees enrolled in the III-A medical program, March enrollment numbers determine the
four Trustees appointed, for a three-year term.
• The collective bargaining eligible agencies elect one representative to serve as the 5th
Trustee, for three years.
• Five additional Trustees shall be elected by the member delegation. Elections are held at the
III-A annual membership meeting in June for three-year staggered terms.
• The Board of Trustees shall appoint the eleventh Trustee.
• Trustee Seats Twelve and Thirteen shall be designated as founding agency seats and shall
be elected only by the founding agencies that joined at the inception of the Trust. Any founding
agency with any lapse in membership with the Trust will not be eligible for a founding agency
seat.
Each Trustee shall complete a biographical affidavit within thirty (30) days of election or appointment
to the Board of Trustees, as required by the Idaho Department of Insurance.
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Guidelines and Requirements
Any reference to “agency” in this document is meant to include any publicly funded organization.
Organizations that are not publicly funded are not eligible to join the III-A.
To participate in the III-A:
•

An agency must abide by each of the III-A’s Joint Powers Agreement and Declaration of
Trust, all contracts and/or policies of insurance entered into by the III-A, any and all
policies, rules and regulations pertaining to the administration of the III-A employee benefit
programs, and any subsequent amendments to the Joint Powers Agreement and
Declaration of Trust, the contracts or policies of insurance, and any rules and regulations
adopted by the Agencies of the Trust or the Trustees.

•

The public agency must execute the Joint Powers Agreement and Declaration of Trust
(JPA) and a Participation Agreement and any additional documents provided by the Trust.

•

Participation in the III-A requires a consecutive three (3) year participation commitment.
The withdrawal of an agency from the III-A prior to the completion of three (3) consecutive
years of participation shall be determined to be an unauthorized withdrawal.

•

One hundred percent of the eligible employees of the agency must enroll in the III-A Plan
offered.

•

The III-A fiscal year is from October 1 through September 30 of each year. A public agency
may elect the first of any calendar month to join III-A.

•

The public agency is responsible for notifying its current carrier of cancellation of its plan
according to the agreement in place. Additionally, payment of benefits for claims incurred
prior to the effective date of the III-A coverage is the responsibility of the agency or its prior
carrier.

III-A Plans
Medical Plans
III-A offers six medical plans to public agencies and has three medical plans designed for First
Responder agencies. The III-A allows each agency to offer their employees the plan they choose as
well as the Standard 70-ACA. The 70-ACA is also known as the Affordable Care Act plan and may
be offered to all employees regardless of the number of hours the employee works, in accordance
with the agency’s personnel policy. If the agency has over 100 employees on the medical plan, they
may offer 2 medical plans for the employee to choose from, along with the 70-ACA.
Dental Plans
III-A offers three dental plans along with an orthodontia enhancement. An agency may only offer one
dental plan to their employees.
Vision Plans
III-A offers four vision plans to choose from. An agency may only offer one vision plan to their
employees.
Plan Changes
Agencies are encouraged to review their plans annually. Agencies may change to a different III-A
standard plan annually by notifying the III-A via signed letter on letterhead by July 20th. Employees
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are not allowed to choose a different plan than the plan chosen by the agency. The new plan
becomes effective on October 1st.
An agency may choose to add dental and/or vision during a plan year.
Some plan changes may require new III-A I.D. cards; these will automatically be mailed to your
agency for distribution to employees.

Participation Requirements
Who must enroll in coverage:
• All full-time permanent employees are required to participate in the benefit plans offered
by the agency. Waiving insurance is not allowed.
o Full-time is defined by your agency’s personnel policy.
• Dependent coverage is optional for each benefit, if offered by the agency.
Who may decline or waive coverage:
• A part time eligible employee
o Part-time employees are only eligible for benefits if defined by the agency’s personnel
policy.
o Any part-time employee who declines coverage may not receive any incentives to optout of coverage (i.e. cash in lieu of benefits).
o Part-time employees are not subject to mandated participation requirement.
• Active employees that are covered as primary under Tricare, employees who are
deployed or are on active duty, are eligible to waive coverage. A wavier of coverage and
proof of other coverage must be submitted to waive coverage.
• Medicare and Medicaid are not considered primary coverage.
• Employees may decline retiree coverage. Dependents are not eligible if the retiree does
not enroll.
If an employee declines coverage, they may not enroll until the next Open Enrollment period, unless
a Qualifying Event occurs.
Agencies may not bargain with employees to extend benefits beyond their termination date.

Dependents
It is the agency’s responsibility to obtain proof of eligibility of the employee’s dependents prior to
submitting an Enrollment or Change Form to the III-A. Submitting a form to III-A for processing
indicates the agency has verified eligibility.
Eligible Dependents:
Spouse: The employee’s legally wed spouse as defined by state law (same or opposite sex).
• A copy of the marriage certificate that is witnessed and signed immediately following the
ceremony or Certificate of Marriage (legal document from the Hall of Records) must be
submitted to the agency, the agency must confirm validity of document to the III-A in order
to add a spouse.
• Domestic Partners are not eligible for coverage.

3

Children: A natural child or stepchild from birth to end of the month they turn age 26, regardless
of marital status, or:
• A legally adopted child or a child who is in the process of being adopted
• A child for whom the employee/retiree has legal and physical custody/guardianship to age
18
• A child who is in the process of being adopted is eligible to receive coverage once the IIIA receives legal evidence of:
o the intent to adopt; and the employee/retiree has either:
 the right to control the health care of the child; or
 assumed a legal obligation for full or partial financial responsibility for the child
in anticipation of the child’s adoption.
Disabled Dependent: A disabled dependent may be eligible to continue coverage beyond age
26 if unmarried and a dependent for Federal Income Tax purposes.
Documents required for continuation of coverage:
1) Disabled dependent certification form to be reviewed and approved by BCI.
2) Proof of prior creditable coverage where applicable.
It is the employee/retiree’s responsibility to notify the agency if an ineligible dependent is enrolled
under the employee/retiree’s health plan. There is a liability for all health care costs incurred from
the date of ineligibility. III-A will only provide retroactive coverage for 60 days, any costs incurred
before that date will be the responsibility of the employee/agency.
Surviving Spouse:
• COBRA: The surviving spouse of an active employee is eligible for COBRA benefits; the
member’s spouse will be billed directly for COBRA.
• Retiree: The surviving spouse of a retiree is eligible to continue under the III-A plan under
which they were enrolled prior to the death of the retiree, provided all applicable
contributions are paid. The agency will be billed for the contributions. A separate
enrollment form must be submitted to enroll a surviving spouse as they will become the
subscriber. The surviving spouse cannot add a new spouse or dependent child to the
retiree plan.

Elected Officials
Elected Officials may enroll if the agency’s personnel policy allows participation. Elected Officials
must elect coverage when first eligible, subject to the following guidelines.
• Elected Officials are subject to the III-A participation guidelines for active employees. The
first day of coverage is determined by the agency’s personnel policy.
• Per CMS (Centers For Medicare And Medicaid Services) Elected Officials who are retired
and receive less than $400 annual compensation in the form of salary subject to FICA
taxes for their council service, must be enrolled in a retiree group number, meaning that
they will be eligible for Medicare as a primary benefit.
• Elected Officials Terminating Coverage should be removed from coverage at the end of
the month in which one of the following events occurs:
o They are replaced; or,
o their term ends.
• Elected Officials That Declined Coverage will not be eligible to enroll in coverage until the
following election term of his/her seat unless a qualifying event occurs. In the event of reelection or election to a different elected seat, the individual will be eligible for enrollment.
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Retiree Coverage
An agency must be a member of the III-A Trust for one year prior to requesting to add the Retiree
Coverage Benefit. The employee must be a full-time, active employee of the agency offering the
Retiree Coverage Benefit and enrolled under the III-A plan for a period of at least one year prior to
being eligible for the benefit, must attain the Rule of 80/90 as defined by PERSI, and must meet
minimum age requirements. Elected officials are not eligible
A retiree, their spouse, and/or dependent(s) are automatically termed the last day of the month in
which the retiree turns 65. The spouse of a retiree is termed automatically on the last day of the
month in which they turn 65.
Survivor Benefits are extended to retirees' dependents. If a retiree passes away while covered under
the III-A, their covered spouse and dependents are allowed to remain on the III-A plan until the spouse
becomes Medicare eligible. The Survivor rate is based on the appropriate tier. For example, the
spouse and dependents would no longer pay a family rate, but rather they will be moved to the
spouse/children rate tier, resulting in a rate decrease.
•

Retirees that decline, cannot enroll in any III-A coverage (medical, dental or vision) at a
subsequent enrollment date. Dependents of the retiree are not eligible to continue
coverage. COBRA benefits will be offered to retirees & dependents who decline coverage.

•

Retirees are allowed the same Open Enrollment period as active employees. When an
employee retires, they may also elect another plan offered by the agency at the time of
retirement.

•

Retirees may add spouse or dependent children as the result of a qualifying event.

•

A retiree can voluntarily terminate coverage the last day of the month following a written
request to terminate benefits. Once retiree benefits are terminated, they cannot be
reinstated at a future date.

•

Coverage can be terminated retroactive for 60 days for failure to pay monthly premiums.
If any claims have been incurred, the retiree may be responsible for reimbursement to the
provider(s).

Open Enrollment Period
The III-A establishes August 1st through the first Friday in September (September 3, 2021), each
calendar year as designated the Open Enrollment Period. Current employees may add or drop a
spouse or dependents during Open Enrollment for an effective date of October 1st.
It is the agency’s responsibility to notify their employees/retirees of any plan changes prior to the
Open Enrollment Period and allow enough time to submit their changes to the III-A by the September
deadline.

Approved Leave of Absence
Employees on an approved Leave of Absence may only remain covered the same as an active
employee for a period of time, as defined by the agency’s personnel policy, not to exceed one hundred
and twenty (120) consecutive days.
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Enrollment, Change & Termination Form Process
***Before submitting a form, please request a secure email through admin@iii-a.org OR
submit via fax: (208)575-6423***
Forms can be found at www.iii-a.org
Forms must be submitted within 60 days of the qualifying event or eligibility. Retroactive
coverage is limited to 60 days and coverage will be effective the first day of the month.
Agencies will be responsible for premiums if terminations are submitted more the 60 days
after the event. Late enrollees will not be added until the next plan year, which is October 1st.
Late reporting may result in the agency's employee having no benefits or incorrect benefits applied
to a claim. Employees held responsible for an incorrect out-of-pocket amount, due to the agency not
reporting timely, may be the agency’s liability.
•
•
•

Enrollment Form – for adding a new employee
Change Form – for adding/terminating dependents, changing address, name change,
coverage changes due to qualifying events, etc.
Termination Form – Employees will be removed at the end of the month in which their
termination or qualifying event occurs. An agency may not bargain to extend benefits
beyond this date. In the event of the employee’s death, coverage for surviving covered
family members ends on the last day of the month following the employee’s death.

Qualifying Events
A qualifying event allows for change of coverage outside of Open Enrollment. A III-A change form
must be submitted within 60 days of the qualifying event for the change to become effective.
Otherwise, changes are only allowed during the annual Open Enrollment period.
•
•
•

•
•

Marriage – An employee can add a spouse and stepchildren to coverage the first of the
month following the date of marriage
Divorce – Agency must verify a divorce decree has been filed.
Birth / Adoption - An employee can add a dependent to coverage upon the date of birth or
upon the date of custody for adoption.
o A child who is in the process of being adopted is eligible to receive coverage when
the III-A receives legal evidence of:
o the intent to adopt; and the employee/retiree has either:
 the right to control the health care of the child; or
 assumed a legal obligation for full or partial financial responsibility for the
child in anticipation of the child’s adoption.
Death
Loss of other coverage

An employee can terminate a dependent spouse or dependent children due to one of the
following qualifying events.
Spouse - At the end of the month in which one of the following events occur:
• Event of death; or
• The date of final divorce decree; or
• Other primary coverage becomes effective.
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Dependent Children - At the end of the month in which one of the following events occur:
• Event of death; or
• A stepchild when the final divorce is reached; or
• When legal guardianship of the child is terminated (automatically terminates at age 18);
or
• When child reaches age 26 the child is automatically removed; or
• Other primary coverage becomes effective; or
• If child is disabled, the employee must contact the III-A within 31 calendar days of the date
the dependent is removed and request a Disabled Dependent Certification form. This form
will be forwarded to Blue Cross of Idaho’s Medical Review Department for approval before
the dependent can be certified and reinstated.
If a part time employee changes to full time status or has an increase in hours, can they be
added to the benefits at that time?
Yes, their probationary period is determined by the agency’s personnel policy. If the employee
who works less than full-time subsequently becomes full-time, they must enroll within 60 days of
the date they become eligible for full-time benefits. A part time employee that has an increase in
the number of hours worked may enroll the first of the month following the date of the event. All
full-time employees must be retro added back to the date when they first became eligible.
However, retroactive coverage is limited to 60 days and coverage will be effective the first day of
the month.
What is the III-A Retroactive enrollment/change policy?
The III-A will allow enrollments and changes during Open Enrollment or due to a qualifying event.
The agency must report the addition or change timely to comply with the retroactive policy of
60 days and coverage will be effective the first day of the month. If the agency fails to report
timely, the enrollment or change will not be allowed until the next Open Enrollment. Change
requests received beyond the retroactive policy, will NOT be processed.

COBRA & HIPAA Administration
COBRA (Consolidated Omnibus Budget Reconciliation Act) and HIPAA (Health Insurance
Portability and Accountability Act) are federal laws. COBRA is temporary group health benefits the
employee and his/her family can enroll in after losing coverage through the III-A. The coverage
period is up to 18 months and can be extended to 36 months, depending on the qualifying events.
Employees and/or their dependents will be offered the same benefit plan they were enrolled in prior
to losing coverage.
Cost: COBRA is the same premium charged to the agency, plus a 2% administration fee. The
administrative fee is established according to COBRA Law. (See Code Section 4980B(f)(4)(A), ¶
1620)
III-A administers COBRA for each benefit offered at no additional cost for the agency. III-A sends a
notification of COBRA rights when an employee is enrolled.
•

•

Once an employee and/or dependent lose coverage, within 14-days, III-A prepares and
mails the COBRA notice, election form, and application to the qualified beneficiary’s last
known address. This notification includes information and rates for each III-A benefit
currently offered by the agency.
Upon enrollment, III-A sends the employee a payment packet for the plan year with
monthly payment coupons to remit their monthly premium. III-A also notifies employees
enrolling in COBRA of any benefit changes. III-A does not send a monthly bill.
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•

Employee terminations must be reported to the III-A by the third Tuesday of each month
to meet the COBRA notification requirements.

III-A COBRA continuation coverage will terminate for any COBRA participant the last day of the
month the participant turns 65 and becomes entitled to coverage under Medicare.

Medicare Parts A and B
Medicare Part A- Premium Free
Medicare Part A helps cover inpatient care in hospitals, including critical access hospitals. It also
covers skilled nursing facility, hospice and home health care.
Medicare Part B – Premium Based on income
Medicare Part B helps cover medically necessary outpatient services such as doctors’ visits, labs,
imaging, durable medical equipment etc. Qualified retirees must enroll in Part B and pay a
monthly premium.
Medicare Part D – Premium Based on income Prescription Coverage
Active employees and their spouses over the age of 65, and eligible for Medicare, will remain
under the III-A plan, with primary coverage.
Contact your local Social Security office for additional questions.

Billing and Contribution Payments
Contribution payments are due by the 15th of the month for the current month of coverage.
Late payments will be reported to the Department of Insurance.
A monthly bill will be emailed to them by the 26th of each month. Remint payments the III-A at:
III-A
PO Box 190477
Boise, ID 83709
Billing Procedures are as follows:
• Bills are created on the 21st of each month (or the following business day) and emailed
to the agency for the upcoming month of coverage.
• Enrollment Forms, Change Forms, and Termination Forms should be sent via secure
email, or fax by the 20th at noon for the changes to reflect on the current invoice. If the
20th falls on a weekend, then the changes need to be submitted the previous Friday at
noon. Forms received after the 20th will appear on the next month’s invoice.
• Please pay as billed. If the agency had changes in enrollment numbers, the system will
automatically adjust your bill the following month. If you manually adjust your bill or if
your agency has any outstanding charges or credits, a “billing cover sheet” will also be
attached with the correct amount due by the 15th.
• For billing and enrollment issues, contact III-A. Billing and enrollment issues and
questions should not be directed to Blue Cross of Idaho.

III-A ID Cards
III-A medical and pharmacy ID cards will be mailed to the agency to distribute to the
subscriber/employee. Please note that spouses and/or dependents will use the same ID card as
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the enrolled employee. Please utilize the phone numbers listed on the back of the ID cards when
needing medical or pharmacy customer service support.

SBC Distribution Instructions
III-A will provide electronic copies of the Summaries of Benefits and Coverage (SBC) to all agencies
for their health benefit plan. This document should be made available at all times to the agency’s
employees through electronic or paper copy,
The SBC is a document required under Affordable Care Act.
1. The electronic distribution must be to each eligible employee's home email address, not work
email address.
2. There must be a confirmation method in place to confirm eligible employees received the SBC
at their home email addresses.
3. For employees that do not have a home email address, or who request a paper copy, a paper
copy of the SBC must be provided.

Federal Annual Notice Requirements
The III-A will provide the following three (3) notices to all agencies that must be provided to all
employees each year. These notices are:
1. Medicare Part D Creditable and Non-Creditable Coverage Letter. This notice must be
provided to all eligible employees on or before October 15th each year.
2. Women's Health & Cancer Rights Act Notice. This notice must be provided to all eligible
employees by the end of each calendar year.
The Women’s Health and Cancer Rights Act (WHCRA) provides that protections be offered
to individuals enrolled in a group health plan upon their enrollment, and at such time as if
and when the individual elects breast reconstruction after a mastectomy.
Under WHCRA, group health plans offering mastectomy coverage must also provide
coverage for certain services relating to the mastectomy, in a manner determined in
consultation with the attending physician and the patient.
Required coverage includes all stages of reconstruction of the breast on which the
mastectomy was performed, surgery and reconstruction of the other breast to produce a
symmetrical appearance, prostheses, and treatment of physical complications of the
mastectomy, including lymph edema.
The WHCRA requires that health plans provide written notice about the availability of these
mastectomy-related benefits to participants upon their enrollment, then on an annual basis
thereafter.
3. The Children's Health Insurance Re-Authorization Act of 2009 (CHIPRA) Special
Enrollment Notice. This notice must be provided by the end of each calendar year to all
employees (not just those covered under the plan) regarding their rights to enroll their
children under your health plan if they lose coverage under Medicaid or a state-sponsored
child health insurance program.
***Please see the following pages for notice samples.
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Women’s Health and Cancer Rights Act of 1998 Notice

Important Notice
October 2020

If you have had or are going to have a mastectomy, you may be entitled to certain benefits
under the Women’s Health and Cancer Rights Act of 1998 (WHCRA).
For individuals receiving mastectomy-related benefits, coverage will be provided in a manner determined
in consultation with the attending physician and the patient, for:


All stages of reconstruction of the breast on which the mastectomy was performed;



Surgery and reconstruction of the other breast to produce a symmetrical



appearance;



Prostheses; and



Treatment of physical complications of the mastectomy, including lymph edema.

The plan will determine the manner of coverage in consultation with you and your attending
doctor. These benefits will be provided subject to the same deductibles and coinsurance
applicable to other medical and surgical benefits provided under your plan.
If you would like more information about the benefits available for mastectomy-related services, please
refer to your SBC or call Blue Cross of Idaho Customer Service Line. The phone number is on the back
of your ID card.
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Medicaid and the Children’s Health Insurance Program (CHIP)
Offer Free Or Low-Cost Health Coverage To Children And Families
If you are eligible for health coverage from your employer, but are unable to afford the
premiums, some States have premium assistance programs that can help pay for coverage.
These States use funds from their Medicaid or CHIP programs to help people who are eligible
for employer-sponsored health coverage but need assistance in paying their health premiums.
If you or your dependents are already enrolled in Medicaid or CHIP, you can contact your State
Medicaid or CHIP office to find out if premium assistance is available.
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or
any of your dependents might be eligible for either of these programs, you can contact your
State Medicaid or CHIP office or dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out
how to apply. If you qualify, you can ask if Idaho has a program that might help you pay the
premiums for an employer-sponsored plan.
Once it is determined that you or your dependents are eligible for premium assistance under
Medicaid or CHIP, your employer’s health plan is required to permit you and your dependents to
enroll in the plan – as long as you and your dependents are eligible, but not already enrolled in
the employer’s plan. This is called a “special enrollment” opportunity, and you must request
coverage within 60 days of being determined eligible for premium assistance.

You may be eligible for assistance paying your employer health plan premiums. You should
contact your State for further information on eligibility:
IDAHO – Medicaid and CHIP
Medicaid Website: www.accesstohealthinsurance.idaho.gov
Medicaid Phone: 1-800-926-2588
CHIP Website: www.medicaid.idaho.gov
CHIP Phone: 1-800-926-2588
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Important Notice from Idaho Independent
Intergovernmental (III-A) About Your
Prescription Drug Coverage and Medicare
Please read this notice carefully and keep it where you can find it. This notice has
information about your current prescription drug coverage with III-A and about your
options under Medicare’s prescription drug coverage. This information can help you
decide whether or not you want to join a Medicare drug plan. If you are considering
joining, you should compare your current coverage, including which drugs are covered
at what cost, with the coverage and costs of the plans offering Medicare prescription
drug coverage in your area. Information about where you can get help to make
decisions about your prescription drug coverage is at the end of this notice.
There are two important things you need to know about your current coverage and
Medicare’s prescription drug coverage:
1. Medicare prescription drug coverage became available in 2006 to everyone with
Medicare. You can get this coverage if you join a Medicare Prescription Drug Plan or
join a Medicare Advantage Plan (like an HMO or PPO) that offers prescription drug
coverage. All Medicare drug plans provide at least a standard level of coverage set by
Medicare. Some plans may also offer more coverage for a higher monthly premium.
2. III-A has determined that the prescription drug coverage is, on average for all plan
participants, expected to pay out as much as standard Medicare prescription drug
coverage pays and is therefore considered Creditable Coverage. Because your
existing coverage is Creditable Coverage, you can keep this coverage and not pay a
higher premium (a penalty) if you later decide to join a Medicare drug plan.

When Can You Join A Medicare Drug Plan?
You can join a Medicare drug plan when you first become eligible for Medicare and each
year from October 15th to December 7th.
However, if you lose your current creditable prescription drug coverage, through no fault of
your own, you will also be eligible for a two (2) month Special Enrollment Period (SEP) to join
a Medicare drug plan.
CMS Form 10182-CC
Updated April 1, 2011
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number. The valid OMB control number for this information collection is 0938-0990. The time required to complete this
information collection is estimated to average 8 hours per response initially, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

P.O. Box 7386 Boise, ID 83707 Ph: (208) 344 -9755 Fax: (208) 336-2120
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What Happens To Your Current Coverage If You Decide to Join A
Medicare Drug Plan?
If you decide to join a Medicare drug plan, your current III-A coverage may be affected. See
pages 7- 9 of the CMS Disclosure of Creditable Coverage To Medicare Part D Eligible
Individuals Guidance (available at http://www.cms.hhs.gov/CreditableCoverage/), which
outlines the prescription drug plan provisions/options that Medicare eligible individuals may
have available to them when they become eligible for Medicare Part D.
If you do decide to join a Medicare drug plan and drop your current III-A coverage, be aware
that you and your dependents may not be able to get this coverage back.

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug
Plan?
You should also know that if you drop or lose your current coverage with III-A and don’t join
a Medicare drug plan within 63 continuous days after your current coverage ends, you may
pay a higher premium (a penalty) to join a Medicare drug plan later.
If you go 63 continuous days or longer without creditable prescription drug coverage, your
monthly premium may go up by at least 1% of the Medicare base beneficiary premium per
month for every month that you did not have that coverage. For example, if you go nineteen
months without creditable coverage, your premium may consistently be at least 19% higher
than the Medicare base beneficiary premium. You may have to pay this higher premium (a
penalty) as long as you have Medicare prescription drug coverage. In addition, you may have
to wait until the following October to join.

For More Information About This Notice Or Your Current Prescription
Drug Coverage...
Contact III-A for further information at 208-317-2814. NOTE: You’ll get this notice each year.
You will also get it before the next period you can join a Medicare drug plan, and if this
coverage through III-A changes. You also may request a copy of this notice at any time.

CMS Form 10182-CC
Updated April 1, 2011
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
displays a valid OMB control number. The valid OMB control number for this information collection is 0938-0990. The time
required to complete this information collection is estimated to average 8 hours per response initially, including the time to review
instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you
have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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For More Information About Your Options Under Medicare Prescription Drug
Coverage...
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare
& You” handbook. You’ll get a copy of the handbook in the mail every year from Medicare. You may
also be contacted directly by Medicare drug plans.
For more information about Medicare prescription drug coverage:




Visit www.medicare.gov
Call your State Health Insurance Assistance Program (see the inside back cover of your copy
of the “Medicare & You” handbook for their telephone number) for personalized help
Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is
available. For information about this extra help, visit Social Security on the web at
www.socialsecurity.gov, or call them at 1-800-772-1213 (TTY 1 -800-325-0778).
Remember: Keep this Creditable Coverage notice. If you decide to join one of the
Medicare drug plans, you may be required to provide a copy of this notice when you join to
show whether or not you have maintained creditable coverage and, therefore, whether or not
you are required to pay a higher premium (a penalty).

Date:
Name of Entity/Sender:
Contact—Position/Office:
Address:
Phone Number:

10/01/2020
Idaho Independent Intergovernmental Authority (III-A)
Amy Manning, Executive Director
P.O. Box 190477, Boise, ID 83719
208-317-2814

CMS Form 10182-CC
Updated April 1, 2011
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid
OMB control number. The valid OMB control number for this information collection is 0938-0990. The time required to complete this information
collection is estimated to average 8 hours per response initially, including the time to review instructions, search existing data resources, gather the
data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or
suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05,
Baltimore, Maryland 21244-1850.
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ACA Reporting: 1094 & 1095 Forms
III-A agency will complete one 1094 form – this is the transmittal form: the cover form for all 1095
forms
• In January, the III-A Operations Manager will send each agency an enrollment report
that can be used to complete the 1095s.
• If you have further questions, please contact the Operations Manager.
B-Series Forms – Less than 50 Employees
Forms 1094-B and 1095-B are used to report to the IRS information on those employees, retirees
and COBRA participants that are enrolled in a health plan that meets the minimum essential
coverage requirement. Non-ALE public agencies (less than 50 employees) must report each
individual on IRS Form 1095-B along with the transmittal Form 1094-B. Non-ALE public agencies
must file these B-series forms only for those employees, retirees and COBRA participants covered
under a self-funded PPO plan. Form 1094-B is the transmittal form; the cover form for all the 1095B forms.
Providing the employee, retiree and COBRA participant with a copy of the Form 1095-B filed with
the IRS will fulfill the requirement under Section 6055 to furnish the employee with a statement of
information reported to IRS.
1094-B: Transmittal of Health Coverage Information Returns

Instructions:
Line 1.

Insert Employer name.

Line 2.

Insert Employer’s Employer Identification Number (EIN).

Line 3.

Insert name of Employer representative authorized and qualified to respond to
questions related to Series-B forms.

Line 4.

Insert Employer representative’s telephone number.

Line 5.

Insert Employer’s address where mail is delivered (street or PO Box)

Line 6.

Insert City where Employer is located
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Line 7.

Insert Idaho

Line 8.

Insert USA and Employer zip code

Line 9.

Insert the total number of 1095-B forms that will be submitted with the transmittal
form, Form 1094-B.

1095-B: Health Coverage Information Return

Part I – Responsible Individual
Line 1.

Insert employee’s name.

Line 2.

Insert employee’s Social Security number (SSN).

Line 3.

Insert employee’s date of birth (only if SSN is not available).

Line 4.

Insert employee’s address where mail is delivered (with Apt No).

Line 5.

Insert City where employee lives.

Line 6.

Insert Idaho.

Line 7.

Insert USA and employee’s zip code.

Line 8.

Insert the letter “B”, which indicate the employee’s coverage is provided by the
Employer.

Line 9.

Is not applicable – Leave Blank.
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Part II – Employer Sponsored Coverage
Line 10-15. Not applicable - Leave Blank
Part III – Issuer or Other Coverage Provider
Line 16.
Insert Employer's name, which indicates the employee’s coverage is provided by
the Employer.
Line 17.

Insert Employer's Employer Identification Number (EIN).

Line 18.

Insert Employer representative’s telephone number.

Line 19.

Insert Employer's address where mail is delivered (street or PO Box).

Line 20.

Insert City where Employer is located.

Line 21.

Insert Idaho.

Line 22.

Insert USA and Employer zip code.

Part IV – Covered Individuals
Part IV of Form 1095-B is where the non-ALE employer reports information on all employees,
retirees and COBRA participants that are ENROLLED in a self-insured PPO health plan with
minimum essential coverage with minimum value.
Beginning with Line 23
Column (a)

Insert the employee’s name and the names of each individual enrolled as the
employee’s dependent.

Column (b)

Insert the employee’s and each dependent’s Social Security Number (SSN).

Column (c)

Insert the employee’s and each dependent’s date of birth (only if the SSN is not
provided). If the SSN is provided leave column (c) blank.

Column (d)

If the employee and/or dependent(s) has been covered for the months of January
through December, insert an “X” in the box.

Column (e)

If the employee and/or dependent(s) have not been covered for all 12

months,

insert and “X” in the box under only those months for which the employee and/or
dependent(s) were covered and leave the box in column (d) blank.
C-Series Forms – Applicable Large Employer (ALE)
The term ALE means, with respect to a calendar year, an employer who employed an average of
at least 50 full-time employees on business days during the preceding calendar year.
Forms 1094-C and 1095-C are used by ALE public agencies (with 50 or more FTE employees) to
report to the IRS information on those FTE employees regardless of their enrollment in the health
plan, and for retirees and COBRA participants that are enrolled in a self-insured health plan. Form
1094-C is the transmittal form; the cover form for all the 1095-C forms.
Providing the ACA FTE employee, retiree and COBRA participant with a copy of the Form 1095-C
filed with the IRS will fulfill the requirement under 6056 to furnish the employee with a statement of
information reported to IRS.
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1094-C: Transmittal of Health Coverage Information Returns

Part I – Applicable Large Employer
Line 1.

Insert Employer name.

Line 2.

Insert Employer's Employer Identification Number (EIN).

Line 3.

Insert Employer's address where mail is delivered (street or PO Box).

Line 4.

Insert City where Employer is located.

Line 5.

Insert Idaho.

Line 6.

Insert USA and Employer zip code.

Line 7.

Insert name of Employer representative authorized and qualified
to respond to questions related to Series-C forms.

Line 8.

Insert Employer representative’s telephone number.

Lines 9- 17. Is not applicable – Leave Blank.
Line 18.

Insert the total number of 1095-C forms that will be submitted with Form 1094-C.
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Part II – ALE Member Information
Line 19.

Check the box if the Form 1094-C represents the Authoritative Transmittal. Only
complete Lines 20-22 on the Authoritative Transmittal.

Line 20.

Insert the total number of 1095-C forms submitted by the Employer.

Line 21.

Check the box indicating “No”.

Line 22.**

Check the box representing the Employer’s Offer Method

** The purpose of Line 22 is to report how the employer determines if the employees for whom you
are reporting are “eligible” for “qualified” coverage under the ACA definition of a full-time equivalent
employee. Qualified coverage means coverage that meets minimum essential coverage with
minimum value regulations and is affordable.
Qualifying Offer Method:
An employer that can certify that a qualifying offer was made to one or
more FTE employees for the entire year by providing minimum essential coverage at an employee
cost for self-only coverage that does not exceed 9.5% of the federal poverty line. The plan used to
determine this method must offer coverage to the employee, spouse, and dependents even though
you can use the single coverage to determine affordability.
98% Offer Method: The 98% Offer Method applies when, for all months of the calendar year, at
least 98% of all employees for whom it is filing 1095-C are offered affordable, minimum essential
coverage with minimum value for the employee, spouse and dependents. Under this method,
affordability can be determined using any one of the three methods allowed, as follows:
•
•
•

Form W-2: If employee cost for self-only coverage does not exceed 9.5% of the W-2 wages,
the plan is Affordable.
Rate of Pay: If the employee’s monthly cost for self-only coverage is equal to or lower than
9.5% of the computed monthly wages based on 130 hours times rate of pay, the plan is
Affordable.
Federal Poverty Line: If the employee’s cost for self-only coverage does not exceed 9.5% of
the federal poverty line for a single individual, the plan is Affordable.

Under this method it is not necessary to report the number of full-time employees in Part III, column
(b).
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Part III – ALE Member Information-Monthly
For purposes of completing column (a), an employee in a Limited Non-Assessment Period
(probation or waiting period) is not counted in determining whether minimum essential coverage
was offered to at least 95% of an ALE Member’s full-time employees and their dependents.
Line 23.
If the employer offered coverage to at least 95% of full-time employees and their
dependents for the entire calendar year, enter “X” in the “Yes” box, thereby
representing “All 12 Months”. If the Employer did not offer coverage to at least
95% of full-time employees and their dependents for the entire calendar year,
enter “X” in the “No” box, thereby representing “All 12 Months”.
Line 24-35. If the employer offered coverage to at least 95% of full-time employees and their
dependents for only certain months, enter “X” in the “Yes” box for the applicable
months. If there are any months for which the Employer did not offer coverage to
at least 95% of full-time employees and their dependents, enter “X” in the “No”
box for the applicable months.
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1095-C: Health Coverage Information Return

Part I – Employee & Applicable Large Employer
Line 1.

Insert employee’s name.

Line 2.

Insert employee’s Social Security number (SSN).

Line 3.

Insert employee’s address where mail is delivered (with Apt No).

Line 4.

Insert City where employee lives.

Line 5.

Insert Idaho.

Line 6.

Insert USA and employee’s zip code.

Line 7.

Insert Employer name.

Line 8.

Insert Employer's Employer Identification Number (EIN).

Line 9.

Insert Employer's address where mail is delivered (street or PO Box).

Line 10.

Insert Employer representative’s telephone number.

Line 11.

Insert City where Employer is located.

Line 12.

Insert Idaho.

Line 13.

Insert USA and Employer zip code.
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Part II – Employee Offer and Coverage
Line 14.

Indicator Code (Code Series 1) must be entered that defines the offer of
coverage for either “All 12 Months” or for each calendar month.

Line 15.

Complete only if Line 14 code is 1B, 1C, 1D or 1E. Insert the employee’s cost for
the lowest cost self-only minimum essential coverage with minimum value. This
amount equals the employer's contribution based on single employee cap, less
the single rate for the lowest cost plan offered. (Include cents) (Enter $0.00 if
employee contributes nothing).

Line 16.

Insert the applicable code (Code Series 2) noting the reason the employer is not
subject to the Non-Qualified Coverage Penalty 4980(H)(b), if applicable. If none
of the codes provided apply for a calendar month, leave the line blank for that
month.

Part III – Covered Individuals
Column (a)

Insert the name of each individual covered, including the employee, spouse and
dependents.

Column (b)

Insert the individual’s Social Security number (SSN).

Column (c)

Insert the individual’s date of birth, only if the SSN is not available.

Column (d)

Enter and “X” if the individual was covered all 12 months.

Column (e)

Enter and “X” under each month in which the individual was covered.
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