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IMPORTANT NOTICE 
 
This handbook provides you with information on the TRICARE Supplement Plan and how it works 
with TRICARE, the Department of Defense’s (DoD) health benefit program for the military 
community.  
 
The TRICARE Supplement Plan is a wraparound to TRICARE similar to a Medicare wraparound 
supplement plan. It is the secondary payer of your medical benefits while TRICARE is the primary 
payer unless you have other health insurance (OHI). If you have OHI, the OHI pays primary to 
TRICARE, TRICARE pays secondary and the TRICARE Supplement Plan pays tertiary.  
 
 The TRICARE Supplement Plan also follows the eligibility requirements of TRICARE. Since this 
is a supplement to TRICARE you must follow the rules and procedures of TRICARE.  
 
This TRICARE Supplement Plan provides coverage which helps to pay the balance of covered 
services after any one of the three TRICARE option pays. In this handbook you will be provided 
with information on covered benefits, exclusions and limitations under the TRICARE Supplement 
Plan, whom to call if you need assistance and how your claims should be submitted, along with  
basic information on the TRICARE program. For more detailed information on TRICARE, you may 
contact your regional contractor with questions or to request a copy of the TRICARE handbook or 
access it from the TRICARE web site at www.tricare.mil or the Palmetto Government Benefits 
Administrators (PGBA) web site at www.mytricare.com.  
 
It is important for you to note that the TRICARE Supplement Plan also has different eligibility 
requirements from your employer’s existing employer-sponsored plans.  
 
Not all services are covered by the TRICARE Supplement Plan. There are plan specific 
exclusions and limitations on certain types of care. Since this plan pays after TRICARE, payment 
of services is dependent on TRICARE covering the service. Your claims must be submitted to 
TRICARE first. In most cases, you will need to submit a copy the TRICARE Explanation of 
Benefits (EOB) statement to the plan administrator before expenses can be considered by the 
supplemental plan.   
 
If you were previously enrolled in an employer-sponsored plan providing primary benefits to 
TRICARE, you must inform TRICARE that you no longer have this coverage. To do so, complete 
the TRICARE Other Health Insurance (OHI) form available at the TRICARE web site. Please note 
that your TRICARE Supplement Plan is not considered to be other health insurance. It is a 
supplement plan specifically designed to pay after TRICARE pays.  
 
This handbook does not discuss specific cost information. For this information, please ask your 
employer or call the plan administrator, ASI.   
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Note: This information is current as of August 24, 2011 and is subject to change.  



ELIGIBILITY

Who is Eligible?
To be eligible for enrollment in the TRICARE Supplement Plan, employees and retirees cannot be 
eligible for Medicare, must be under age 65, must be eligible for the State Health Benefits 
Program and fall into one of the following TRICARE eligibility categories:  
 

 Military retirees entitled to retired, retainer or equivalent pay 
 Spouses or surviving spouses of military retirees 
 Retired Reserve members under age 60 (“Gray Area” retirees) and enrolled in TRICARE 

Retired Reserve (TRR) 
 Spouses or surviving spouses of Retired Reserve members and enrolled in TRR 
 Retired Reserve members between the ages of 60 and 65 with at least 20 years of 

creditable service 
 Spouses or surviving spouses of Retired Reserve members 

 
Exceptions to Age 65 Eligibility Rule 
There are two exceptions to the age 65 eligibility rule. They are:  
 

1) Medicare Ineligibility: Employees, retirees and/or spouses age 65 or older but ineligible 
for Medicare may enroll in the TRICARE Supplement Plan. These individuals must have 
received a Notice of Disallowance from the Social Security Administration.  

2) Reside Overseas: Employees, retirees and/or spouses age 65 or older who reside outside 
the United States or its territories may enroll in the TRICARE Supplement Plan. Such 
individuals must be eligible for Medicare Part A and enrolled in Part B. Medicare does not 
cover medical expenses incurred outside the United States and its territories. 

 
Eligible Dependents 
Dependents are eligible to enroll if they are:  
 

 Up to age 21 (23 if a full-time student), or 
 Incapacitated and primarily dependent on the member for support and continue TRICARE 

eligibility, or  
 Young adult dependents who are at least 21 (23 if a full-time student) but under age 26, 

and are enrolled in the TRICARE Young Adult (TYA) program. Coverage ends at 12:01 
a.m. the night of the 26th birthday.  

 
What Happens When Your Coverage Ends At Age 65? 
If you become eligible for Medicare Part A, you must purchase Medicare Part B to retain your 
TRICARE eligibility. To avoid a break in coverage of your TRICARE benefits you must enroll in 
Medicare when you first become eligible. Medicare becomes your primary benefits provider. When 
your Medicare entitlement is registered in DEERS your TRICARE (Standard, Extra or Prime) 
automatically changes to TRICARE for Life (TFL) and becomes the secondary payer to Medicare. 

Before You Buy This Insurance 
 Check the coverage in all health insurance policies you already have. 
 For more information about Medicare and Medicare Supplement insurance, review the Guide to 

Health Insurance for People with Medicare, available from the insurance company. 
 For help in understanding your health insurance, contact your state insurance department or 

state [health] insurance [assistance] program [SHIP].   





 









 
 





   

HOW TO FILE YOUR TRICARE SUPPLEMENT CLAIM 
 
The TRICARE Supplement Plan covers services that are covered by TRICARE. It pays the 
following costs that you are responsible for paying after TRICARE pays: 

 
   Deductibles 
   Cost Shares 
   Copayments 
   Excess Charges 

 
You must see providers that are TRICARE-authorized and your claims must be submitted to 
TRICARE first.  

 
Claims Submission 
According to TRICARE most providers file claims for TRICARE beneficiaries. Approximately, 90% 
of providers also file TRICARE Supplement claims to the Plan Administrator. Filing your TRICARE 
Supplement Claim will dependent on whether or not you have selected a participating or non-
participating provider and if the provider will or will not file your supplement claim.  
 
Remember, your TRICARE Supplement Plan pays secondary to TRICARE. Therefore, your 
claims for medical expenses must be submitted to TRICARE for primary processing. After 
processing your claim, TRICARE will send you and your participating provider copies of your 
TRICARE Explanation of Benefits (EOB) statement. The TRICARE EOB shows the name of the 
service provider, date of service, billed amount, TRICARE Allowed Amount, payment, deductible 
and cost share amounts. Either you or your health care provider must submit claims to the Plan 
Administrator.  
 
To obtain your supplement benefits, a claim should be submitted to the Plan Administrator either 
by you or your medical provider (doctor, lab, hospital, ambulance, etc.). 
 
How to file a claim for Doctors/Hospital Cost Shares 
 
Claims submission MUST include the following:  
 
To File Claims for Cost Shares 

1. Complete your claim form with your member ID number, name, address and patient’s 
name, if applicable;   

2. attach a copy of your provider’s bill showing the diagnosis, provider’s name, address and  
Tax identification number; 

3. attach a copy of the corresponding TRICARE EOB. If payment should go to the provider,  

4. mail to the claims address below.    
 
To file Claims for Prime copayments: 

1. Complete your claim form with your Member ID number, name, address and patient’s 
name, if applicable;  

2. attach a copy of your Prime copayment receipt; 
3. attach a copy of the corresponding provider’s bill showing the diagnosis, provider’s name,  

4. mail to the claims address below.  
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write “Pay Provider” on the EOB and 

address and Tax identification number and  



   

 
Prescription Drug Cost Shares (Network and Home Delivery) 
 
To file Claims for Prescription Drug Copayments:  

1. Complete your claim form with your Member ID number, name, address and patient’s 
name, if applicable;  

2. attach a copy of your prescription drug copayment receipt showing the name of the drug,  
date filled, referring doctor, NDC product number and copayment amount, or  

3. request a print-out of your prescription drug charges from your pharmacy;  
4. mail all the above information to ASI at the claims address indicated.  

 
When a TRICARE Non-network Pharmacy is used:  

1. Complete your claim form with your Member ID number, name, address and patient’s 
name, if applicable;   

2. attach a copy of the TRICARE EOB; 
3. attach a copy of the prescription drug receipt (showing the name of the drug, date filled, 

referring doctor’s name, NDC product number and billed amount) and 
4. mail all the above information to ASI at the claims address indicated.  

 
Please note: when purchasing prescription drugs, you must provide the pharmacy with your 
uniformed services ID card for claims filing to TRICARE. Most pharmacies will file your TRICARE 
claim. However, you will be required to file a claim with the supplement plan for reimbursement of 
your copayment amount.  
 
Claim Submission Period 
Claims must be submitted to ASI for reimbursement of your TRICARE out of pocket expenses. 
Either you or your healthcare providers may submit the claims.  Claims must be submitted to the 
Plan Administrator within 15 months of the later of: 

 
a) The date of service (when using Prime copayment receipt); 
b) The date on which TRICARE processed the claim (date found on TRICARE EOB) or 
c) The date your prescription is purchased.   

 
Expenses submitted more than 15 months after the dates mentioned above are not covered. 
 
Claims submission address:  
  
         Association & Society Insurance Corporation 
         Claims Department 
         P.O. Box 2510 
         Rockville, MD 20847 
 
When you see a TRICARE Provider the following should occur:  
 

1. Give your provider a copy of your uniformed services ID card for primary claims filing to 
TRICARE,    

2.  a copy of your TRICARE Supplement Plan ID card for secondary claims filing to ASI, and 
3. ask your provider to submit claims for you. 

 
If your healthcare provider will not submit your supplement plan claim, you are responsible for  
submitting these claims to ASI.  
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American Military Retirees Association (MZ0925783H0000A

MEMBER ID                         EFFECTIVE DATE
   111111                     10/01/2011 



SAMPLE TRICARE SUPPLEMENT PLAN EXPLANATION OF 
BENEFITS (EOB) STATEMENT 

Employer Name PREPARED: 11/1/2011
Underwriter Name Claim No. 20111 11700129.00 DAS
Administered BY: Association & Society
Insurance Corporation POLICYHOLDER: John A Doe

P.O. Box 2510 CLAIMANT: John A Doe
Rockville, MD 20847 2510 PATIENT #: 0000111
301 816 0045 MEMBER ID: 111111
800 638 2610 COVERAGE: C000 B MZ0925783HXXXXX

CHECK NUMBER:
Mr. John Doe Payment of benefits for services, as described below,
1234 Any Street has been made to your provider.
Any Town, USA 12345

Provider
Benefit Type

Dates of Service
From To

Amount
Billed

Primary
Approved

Primary
Payments

Primary
Deduct

ASI
Deduct

Excess Non
Covered

Benefit
Issued

Remark
(Over)

Markway Regional
Hospital

Hospital Charge
10/10/11 10/10/11 238.00 115.60 0.00 115.60 0.00 0.00 0.00 115.60

Year-To-Date ASI Deductible Applied: $0.00 – Family; $0.00 – Individual 

Front – Explanation of Benefits Statement

1. Amounts Shown as “Non Covered”
were incurred prior to your effective
date of coverage. Also, see remark
#99 below.

2. Amounts shown as “Non Covered”
were incurred after termination of
your coverage. Also, see remark #99
below.

3. Amounts shown as “Non Covered”
are service dates which fall within the
time frame your coverage was not in
force.

4. TRICARE reduced payment for failure
to obtain Pre Authorization. The
provider cannot bill for the
differences.

5. Amounts shown as “Non Covered”
are not covered expenses under your
plan. See EOB comments.

6. Plan pays inpatient charges only.
7. Plan pays TRICARE Prime so pays

only.
10. Pharmacy receipt shows the total

cost, not the TRICARE/CHAMPVA co
pay. Submit co0pay receipt of the
TRICARE/CHAMPVA Explanation of
Benefits for Reimbursement.

11. Pharmacy submission must include
the name of drug, prescribing
physician, date, fee and co pay.

12. Eligible Charges for Mental/Nervous
conditions are limited to amount
specified in your policy. The “Non
Covered” amount exceeds the plan
maximum.

13. Your plan previously reimbursed the
TRICARE/CHAMPVA Catastrophic Cap
benefit. Please refer to
TRICARE/CHAMPVA for review.

14. Total liability for services by providers
who choose not to participate in
TRICARE is limited to 115% of the
allowable amount.

16. Please submit an itemized bill for
services rendered by this provider.
See EOB comments.

20. Please provide the diagnosis for this
date of service.

21. Amounts shown as “non Covered”
relate to a condition that was treated
prior to the effective date of
coverage. Please refer to the Pre
Existing Condition provision of your
policy.

22. Amounts shown as “Non Covered”
relate to a condition that was treated
prior to the effective date of your
increased benefits. Your increased
benefit is subject to new Pre Existing
Condition period. Please refer to the
Pre Existing Condition provision of
your policy.

30. Charges submitted have been applied
towards your plan deductible.

31. The Charges were previously
considered with covered expenses
applied to your plan deductible.

32. The charges were previously denied
as your policy does not reimburse the
TRICARE/CHAMPVA deductible.

33. Your policy does not reimburse the
TRICARE fiscal year or CHAMPVA
calendar year deductible.

34. The maximum TRICARE/CHAMPVA
deductible payable under the plan
was previously considered.

35. The TRICARE Point of Service
deductible is not a covered expense
under your plan.

36. The maximum TRICARE deductible
covered under your plan was applied
to your plan deductible.

40. This is an adjustment audit to issue
additional benefits.

41. The Charges previously denied have
been reconsidered and the attached
check represents the benefits.

50. This plan is a TRICARE/CHAMPVA
supplement. All charges must first be
processed by TRICARE or CHAMPVA.

51. Please furnish us with a copy of the
Explanation of Benefits for the payment
by TRICARE/CHAMPVA so that we can
determine our liability.

52. the TRICARE Explanation of Benefits is
incomplete. Please send us a copy
showing the TRICARE allowed amount,
amount paid, deductible and cost share.

53. These charges were previously
considered. Please see EOB comments.

54. Claims must be received in a timely
fashion to be eligible for consideration
under your coverage.

55. Your policy does not provide benefits for
services denied by TRICARE/CHAMPVA.
Refer to your TRICARE/CHAMPVA
Explanation of Benefits.

56. TRICARE denied as duplicate of a
previously processed charge. Submit
statement showing TRICARE’s actual
allowance and payment

57. The TRICARE/CHAMPVA allowed amount
has been paid in full by TRICARE/
CHAMPVA. Therefore, no payment is due
under your supplement plan.

60. Amount shown as “Non Covered”
represents payment by your Other
Insurance Carrier.

70. Benefits are being issued to Insured
member as we are unable to assign
benefits to the provider without a
complete address and tax identification
number.

71. Your claim was separated for processing
purposes and prompt handling. You will
receive more than one Explanation of
Benefits.

72. Due to lack of responses to our request
for additional information, your file is
being closed. Letter of explanation will
follow.

Back – Explanation of Benefits Statement 
99. Within 180 days after receipt of the Explanation of Benefits, you may request a review of the handling of this claim in connection with charges which were denied in accordance to plan provisions and limitations. If there are any such

questions, please submit your comments in writing, or request a review of pertinent documents upon which the decision was based, and the matter will be given further consideration. Be sure to refer to the “Claim Submission Number”.

IL. If you wish to take this matter up with the Illinois Department of Insurance, you may contact The Consumer Division at 100 W. Washington St., Chicago, IL 60601 or 320 W. Washington St., Springfield, IL 62627

CA. You may also have this matter reviewed by the California Department of Insurance by writing directly to them at the following address: California Department of Insurance, Consumer Service Division, 300 South Spring Street, 11th Floor,
Los Angeles, CA 90013.

WV. If you wish to contact the West Virginia Office of the Insurance Commissioner, the following contact information is provided: Telephone: Toll Free 1 888 TRY WVIC (888 879—9842). TTY 1 800 435 7381. Facsimile 304 558 4965,
Website www.wvinsurance.gov. Correspondence: West Virginia Offices of the Insurance Commissioner, ATTN: Consumer Service Division, P.O. Box 50540, Charleston, West Virginia 25305 0540.

MD. APPEALS PROCEDURE NOTICE
If you feel your claim has been improperly denied, you have the right to file an appeal with the Company. We are available to discuss with you the position we have taken on your claim. You may reach us at: Association & Society
Insurance Corporation, 2301 Research Blvd, Ste 300, Rockville, MD 20850; Toll Free Phone: 1 800 638 2610, Facsimile: 1 800 310 5514, Email address: custsvc@asicorporation.com. You may file a complaint with the Maryland Insurance
Administration without filing an appeal with the Company if the coverage decision involves an urgent medical condition for which care has not been rendered. The Health Advocacy Unit is available to assist in mediating and filing an
appeal. The contact information for the Maryland offices is shown below for convenience. The Maryland Insurance Administration: Maryland Insurance Administration, Appeal and Grievance Unit 200 St Paul Place, Suite 2700, Baltimore
MD 21202. Phone: 410 468 2000, Toll Free: 1800 492 6116, Facsimile: 410 468 2270. Health Advocacy Unit: Maryland Health Education and Advocacy Unit, Consumer Protection Division, Office of the Attorney General, 200 St Paul Place
16th Floor, Baltimore, Maryland 21202 Toll Free Phone: 1 877 261 8807, Hot Line Number: 410 528 1840, Facsimile: 410 576 6571, Email address: consumer@oag.state.md.us.

NY. You can resolve most questions about our processing decisions by calling our Customer Service Department at 1 800 638 2610. If you still have concerns you have a right to file a written appeal with us. Write to us and tell us why you
disagree with our decision. Please submit your written appeal to us within 180 days and provide any documentation or medical records that you feel may have a bearing on our decision. We will notify you in writing with: a request for
additional information or; our decision within 30 days of the date we receive your written appeal request. Should you wish to take this matter up with the New York State Insurance Department, you may write to or visit the Consumer
Services Bureau, New York State Insurance Department at: 25 Beaver Street, New York, NY 10004. Agency Building One; Governor Nelson A Rockefeller Empire State Plaza, Albany NY 12257: Walter J. Mahoney Office Building, 65 Court
Street, Buffalo, NY 14202.

WI. APPEAL OF CLAIM DENIAL: The Covered Person or his representative has the right to appeal the denial of any benefits for a claim under this Policy. To appeal a denial, the Covered Person or his representative must submit a written
request for a review of the benefit denial. The request should be accompanied by any supporting material and mailed to Association & Society Insurance Corporation, 2301 Research Blvd, Ste 300 Rockville, MD 20850. Within 30 days
after receiving the request, Association & Society Insurance Corporation will notify the Covered Person or his representative of the result of this review.



3.
 

 



THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORAMTION. PLEASE REVIEW IT 

CAREFULLY.  

This Privacy Notice is provided to you in connection with your health plan from one of the following affiliated insurance 
companies (referred to as “we” or “us”): 

Monumental Life Insurance Company  
Stonebridge Life Insurance Company 
Transamerica Financial Life Insurance Company 
Transamerica Life Insurance Company 

This notice applies only to the following Health Plans: Dental, Extended Hospital Expense Rider,  Limited Benefit Medical 
Expense (Retiree Medical), Limited Medical Benefits (Mini-med), Long Term Care, Medicare Supplement, Prescription 
Drug Coverage, Student Health, Supplemental Medical Expense and TRICARE. 

Effective Date: This Notice is effective April 14, 2010. 

Our Commitment to Your Privacy 
Maintaining the privacy of your protected health information is a high priority to us. In conducting our business, we will create 
records regarding you and the services we provide to you. We are required by law to maintain the confidentiality of your 
protected health information and to provide you with notice of our legal duties and privacy practices with respect to your 
protected health information. We will abide by the terms of this Notice of Privacy Practices so long as it remains in effect. 

We reserve the right to change our privacy practices and apply the changes to any protected health information received or 
maintained by us prior to the date of such change.  If a privacy practice is materially changed, we will provide you with a revised
Notice of Privacy Practices. In the event applicable law prohibits or materially limits the use or disclosure of your protected health 
information; we will comply with the more stringent law. You may request a paper copy of our most current notice at any time by
contacting Customer Service at 1-800-752-9797.  If you have requested a copy of this Notice by e-mail or other electronic means,
you also have the right to request a paper copy at any time.  

Your Authorization.  Except as outlined below, we will not use or disclose your protected health information for any purpose 
unless you have signed a form authorizing such use or disclosure. You have the right to revoke that authorization in writing unless
we have taken any action in reliance on the authorization. 

We May Use and Disclose Your Health Information in the Following Ways: 
1. Treatment.  We do not make treatment decisions, but we may disclosure your information to those who do. For 

example, we may disclose information regarding your benefits to doctors or health care facilities involved in your care.   

2. Payment.  We will make uses and disclosures of your protected health information as necessary for payment purposes. 
For instance, we may use information regarding your medical procedures and treatment to process and pay claims, to 
determine whether services are medically necessary or to otherwise pre-authorize or certify services as covered under 
your health plan. We may also forward such information to another health plan, which may also have an obligation to 
process and pay claims on your behalf. 

3. Health Care Operations.  We will use and disclose your protected health information as necessary, and as permitted by 
law to operate our business including performing quality improvement and assurance, conducting cost-management and 
business planning, enrollment, underwriting, reinsurance, compliance auditing, rating, and other functions related to your 
health plan. 

4. Family and Friends Involved in Your Care. With your approval, we may disclose your protected health information to 
designated family, friends, and others who are involved in your care or in the payment for your care. If you are 
unavailable, incapacitated, or facing an emergency medical situation and we determine that a limited disclosure may be in 
your best interest, we may share limited protected health information. 



5. Business Associates.  Certain aspects and components of our services are performed through contracts with outside 
persons or organizations, such as auditing, accreditation, actuarial services, legal services, etc.  We may use and disclose 
your protected health information to one more of  these outside persons or organizations that assist us with our health 
care operations. In all cases, we require these business associates to appropriately safeguard the privacy of your protected 
health information.  

6. Information Received Pre-Enrollment.  We may request and receive from you and your health care providers 
protected health information prior to the issuance of a certificate or policy of insurance to you and to determine your 
rates. We will protect the confidentiality of that information in the same manner as all other protected health information 
we maintain and , if a certificate or policy of insurance is not issued to you, we will not use or disclose the information 
about you we obtained for any other purpose.  

7. Plan Sponsors.  We may also use or disclose protected health information to the plan sponsor of a group health plan, if 
applicable, provided that any such plan sponsor certifies that the information provided will be maintained in a confidential 
manner and not used for employment related decisions or for other employee benefit determinations or in any other manner not 
permitted by law. 

8. Health-Related Benefits and Services.  We or our business associates may also contact you regarding health-related benefits 
and services that may be of interest to you. 

USE AND DISCLOSURE OF YOUR PROTECTED HEALTH INFORMATION IN CERTAIN SPECIAL 

CIRCUMSTANCES 

Your protected health information may be used or disclosed as applicable without your authorization in the following 
circumstances: for any purpose when required by law; for public health activities as required by law if we suspect child abuse or
neglect or believe you to be a victim of abuse, neglect, or domestic violence; as required by law for governmental health oversight 
agency conducting audits, investigations or civil or criminal proceedings; if required by a court or an administrative ordered 
subpoena or discovery request (in most cases you will have notice of such disclosure); as required by law for certain law 
enforcement purposes; about deceased persons to coroners, health examiners, and funeral directors consistent with law; if 
necessary for organ and tissue donation or transplant; for certain government-approved research purposes; upon reasonable belief
to avert a serious threat to health or safety;  for specialized government functions (such as military personnel and inmates in
correctional facilities); national security or intelligence activities or to workers’ compensation agencies if necessary to make a 
benefit determination. 

 

Your Privacy Rights

You have the following rights as an individual with respect to the protected health information we maintain about you: 

1. Restrictions.  You have the right to request restrictions on certain of our uses and disclosures of your protected health 
information for treatment, payment, or health care operations by notifying us in writing. Your request must describe in detail 
the restriction you are requesting. We will evaluate all requests; however, we are not required to agree to the restriction and we 
retain the right to terminate a restriction if we believe such termination is appropriate.  In the event of a termination by us, you 
will be notified. You also have the right to terminate a restriction, in writing or orally. You may obtain a Request for 
Restriction form by contacting Customer Service at 1-800-752-9797. 

2. Confidential Communications. You may request that we communicate with you about your health information in a particular 
manner or at a certain location.  For instance, you may wish to receive communications from us at your work location rather 
than your home. We will evaluate all such requests; however, we must only accommodate your written request if you state that 
your life could be endangered by the disclosure of your protected health information. You may obtain a Request for 
Confidential Communication form by contacting Customer Service at 1-800-752-9797.  

3. Access.  You have a right to access much of the protected health information that we retain on your behalf. We may 
charge a fee for the costs of copying, mailing/postage, labor and supplies associated with your request but, you will be 
notified in advance of any such fee. You may obtain a Request for Access form by contacting Customer Service at 1-
800-752-9797. 



4. Amendment.  You have the right to request that health information we maintain about you be amended or corrected. We 
will give each request consideration; however we are not obligated to make requested amendments. All amendment 
requests must be in writing, signed by you or your representative and state the reason(s) for the request. If an amendment 
or correction is made by us, we may also notify others who work with us and have copies of the uncorrected record if we 
believe that such notification is necessary. You may obtain a Request for Amendment form by contacting Customer 
Service at 1-800-752-9797.  

5. Accounting.  You have the right to receive an accounting of certain disclosures made by us of your health information. 
Requests must be made in writing and signed by you or your representative.  The first accounting in any 12-month 
period is free; but we may charge you for additional accountings within the same 12-month period. You will be notified 
in advance of any fee. You may obtain a Request for Accounting of Disclosure form by contacting Customer Service at 
1-800-752-9797.   

6. Complaints.  If you believe your privacy rights have been violated, you can file a complaint in writing.  Send your 
complaint to: Consumer Affairs Department, 2700 W. Plano Parkway-3D, Plano, Texas 75075. You may also file a 
written complaint with the Secretary of the U.S. Department of Health and Human Services in Washington D.C. within 
180 days of a violation of your rights. We will not retaliate against you for filing a complaint. 

Additional Information 

If you have any questions or need further assistance regarding this Notice, you may contact our Consumer Affairs Department at 
972-881-6688.  









Administered by Association & Society Insurance Corporation (ASI) 
Underwritten by Monumental Life Insurance Company, Cedar Rapids, IA and 
Transamerica Financial Life Insurance Company, Harrison, NY (NY residents only) 
Sponsored by The American Military Retirees Association 
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Association & Society 
       Insurance Corporation 
 
      2301 Research Blvd, Suite 300 
              Rockville, MD 20850       
                 800-638-2610 
        www.asicorporation.com  
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