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This Summary Plan Description (SPD) describes the medical benefits provided under the Merck Medical, Dental, Life 

Insurance and Long Term Disability Plan as it applies to:  

• U.S.-based1 employees of the wholly owned U.S. subsidiaries of Merck & Co., Inc. (excluding Antelliq 

Corporation, Comsort, Inc., HMR Weight Management Services Corp., ILÚM Health Solutions, LLC and Merck 

Global Health Innovation Fund, LLC and each of their subsidiaries) and excluding employees subject to a 

collective bargaining agreement with the United Steelworkers Union Local 10-000862, and 

• U.S. Expatriates on assignment in a U.S. territory and residents of a U.S. territory on assignment in the U.S. 

A list of the collective bargaining units whose members are eligible to participate in medical benefits under the Merck 

Medical, Dental, Life Insurance and Long Term Disability Plan as described in this SPD is included as Exhibit A. 

Frequently Used Terms 

Key words that are frequently used in the SPD are capitalized and defined in the Glossary. 

The medical benefits described in this SPD provided under the Merck Medical, Dental, Life Insurance and Long Term 

Disability Plan are collectively referred to herein as the “Medical Plan” or the “Plan.” 

About This SPD 

This SPD does not apply to any employee or former employee of Merck & Co., Inc. or its subsidiaries or joint ventures 

other than those specified above.  

This SPD merely summarizes the benefits and benefit coverage levels provided under the Merck Medical Plan effective 

Jan. 1, 2020, to the employees described above. Decisions regarding appropriate treatment are always left to the 

discretion of the patient and the patient’s health care provider.  

This SPD reflects the provisions of the Medical Plan in effect as of Jan. 1, 2020. It replaces the SPD effective 

Jan. 1, 2019, titled “Merck Medical Plan Summary Plan Description (For Certain Active, Inactive and Former 

Employees)” and all summaries of material modifications applicable to it dated before Jan. 1, 2020.  

  

                                                        

1  A U.S.-based employee is an employee whose home country is designated in Merck’s employee database as one of the 50 U.S. states or District of Columbia (and includes employees on 
temporary international assignment outside one of the 50 U.S. states or District of Columbia) and excludes employees whose home country is designated in Merck’s employee database as a 
U.S. territory (e.g., Puerto Rico, Guam and U.S. Virgin Islands) or a country outside one of the 50 U.S. states or District of Columbia even if the employee is on temporary international 
assignment in one of the 50 U.S. states, District of Columbia or in a U.S. territory. 

2  Note that with respect to survivor benefits only, the following groups are also eligible: (i) former employees subject to a collective bargaining agreement with the United Steelworkers Union 
Local 10-00086 who die before Jan. 1, 2017, and (ii) former U.S.-based1 employees of the wholly owned subsidiaries of Merck & Co., Inc. (excluding Antelliq Corporation, Comsort, Inc., HMR 
Weight Management Services Corp., ILÚM Health Solutions, LLC and Merck Global Health Innovation Fund, LLC and each of their subsidiaries) who are employed outside the U.S. by Merck 
& Co., Inc. or its wholly owned subsidiaries who are considered “Localized Employees” who die on or after Jan. 1, 2015 while employed by the Company. Also note that with respect to “LTD-
like” benefits only, the following group is also eligible: former employees subject to a collective bargaining agreement with the United Steelworkers Union Local 10-00086 (or its predecessor) 
whose employment terminated on or after Jan. 1, 2004 and before Jan. 1, 2017, due to disability retirement, who on the date their employment terminated had 10 years of service but were 
not eligible for subsidized retiree medical benefits. 

 



 

Merck Medical Plan (Employees) SPD Merck Benefits Service Center at Fidelity 

Effective Jan. 1, 2020 800-66-MERCK (800-666-3725) 

Released Oct. 8, 2019 http://netbenefits.com/merck 

Excluded From This SPD 

Medical benefits are also provided under the Merck Medical, Dental, Life Insurance and Long Term Disability Plan to: 

• U.S.-based1 employees of the wholly owned U.S. subsidiaries of Merck & Co., Inc. (excluding Antelliq 

Corporation, Comsort, Inc., HMR Weight Management Services Corp., ILÚM Health Solutions, LLC and Merck 

Global Health Innovation Fund, LLC and each of their subsidiaries) who are on assignment outside the U.S., 

other than those on assignment in a U.S. territory, which benefits are insured by Cigna Global Health Benefits, 

and 

• Non-U.S.-based1 employees of the wholly owned subsidiaries of Merck & Co., Inc. (excluding Antelliq 

Corporation, Comsort, Inc., HMR Weight Management Services Corp., ILÚM Health Solutions, LLC and Merck 

Global Health Innovation Fund, LLC and each of their subsidiaries) who are on assignment outside their home 

country, including in the U.S., other than those who are residents of a U.S. territory on assignment in the U.S., 

which benefits are insured by Cigna Global Health Benefits.  

Benefits for those groups described in the bullets above are NOT described in this SPD but are described in the Medical 

and Dental Plan for Employees On International Assignment SPD (formerly known as the Cigna International Medical 

and Dental Plan SPD).  

Retiree medical benefits are not provided to eligible retirees and their Eligible Dependents and certain eligible surviving 

dependents of Eligible Employees under the Merck Medical, Dental, Life Insurance and Long Term Disability Plan, 

effective Jan. 1, 2017. Effective Dec. 31, 2016, the Merck Medical, Dental, Life Insurance and Long Term Disability Plan 

was amended to spin-off, into a separate plan, all medical and prescription drug benefits provided to retirees, their 

Eligible Dependents and certain surviving dependents of Eligible Employees. 

Simultaneously, the new spun-off plan was named the Merck Retiree Medical Plan, and the Merck Retiree Medical Plan 

was amended, as necessary, to provide as follows: 

(i) For eligible Retirees and their Eligible Dependents and certain surviving dependents of Eligible Employees, 

in each case, who are under age 65 or not Medicare-eligible, the Merck Retiree Medical Plan will continue to 

provide group retiree medical benefits as described in the Group Retiree Medical Plan Summary Plan 

Description (SPD), and  

(ii) For eligible Retirees and their Eligible Dependents and certain surviving dependents of Eligible Employees, 

in each case who are at least age 65 and Medicare-eligible, the Merck Retiree Medical Plan will provide a 

health reimbursement account as described in this Merck Retiree Health Reimbursement Account (HRA) 

SPD. 

In addition, for information on retiree medical benefits effective Jan. 1, 2020, applicable to certain former non-U.S.-

based employees who are eligible retirees and their dependents eligible for retiree medical benefits insured by Cigna 

Global Health Benefits, see the Medical and Dental Plan for Employees On International Assignment SPD (formerly 

known as the Cigna International Medical and Dental SPD). 

For convenience only, this SPD may describe eligibility, if any, for retiree medical coverage for certain employees (or 

their surviving Eligible Dependents) whose eligibility for coverage under the Medical Plan ends. To the extent this SPD 

describes terms and conditions of the Merck Retiree Medical Plan (including eligibility therefor) and such description is 

inconsistent with the terms and conditions of the Merck Retiree Medical Plan, the terms of the Merck Retiree Medical 

Plan — and not those set forth in this SPD — shall govern. 

                                                        

1 A U.S.-based employee is an employee whose home country is designated in Merck’s employee database as one of the 50 U.S. states or District of Columbia (and includes employees on 
temporary international assignment outside one of the 50 U.S. states or District of Columbia) and excludes employees whose home country is designated in Merck’s employee database as a 
U.S. territory (e.g., Puerto Rico, Guam and U.S. Virgin Islands) or a country outside one of the 50 U.S. states or District of Columbia even if the employee is on temporary international 
assignment in one of the 50 U.S. states, District of Columbia or in a U.S. territory. 
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To receive a copy of the SPDs that describe the benefits provided to these other employees and retiree groups, contact 

the Merck Benefits Service Center at Fidelity at 800-66-MERCK (800-666-3725).  

Right to Amend or Terminate the Plan 

The Plan Sponsor reserves the right to amend the Merck Medical, Dental, Life Insurance and Long Term Disability Plan, 

including but not limited to the medical benefits under the Plan, in whole or in part, or to completely discontinue the 

Merck Medical, Dental, Life Insurance and Long Term Disability Plan or the Medical Plan at any time. 

Your privacy is important: Merck takes the privacy of your information very seriously. No individually identifiable 

personal health information related to your participation in any of the plans or programs herein will be shared with 

Merck. Merck will only receive aggregated, anonymous health data needed to evaluate the success of the plans and to 

design programs that meet employees’ health and wellness needs. Information about your participation in the plans and 

programs may be shared by the third-party vendors with other organizations that support Merck health plans. When 

approved by Merck, third-party vendors may occasionally share de-identified, anonymous information about our 

workforce’s participation with Merck’s researchers and third-party research organizations that seek to improve public 

health. For more information, please review the Merck Health Plans Notice of Privacy Practices available online at 

www.merck.com/privacy or contact the Merck Privacy Office at merck_privacy_office@merck.com. 
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INTRODUCTION 

YOUR MEDICAL COVERAGE 
The Medical Plan offers you several options for medical coverage. This section provides a brief overview of all the 

Medical Plan options and resources that are available to you as an Eligible Employee. 

Your Medical Plan Options 

Eligible Employees may enroll themselves and their Eligible Dependents for coverage under the Medical Plan. Each 

Medical Plan option offers the same basic plan components (including prescription drug and behavioral health care 

benefits); however, the way benefits are delivered, clinical policies, the costs for coverage and services and the provider 

networks may vary by medical option. For details about your coverage, see the applicable section of this SPD or contact 

the Claims Administrator. 

The Medical Plan offers the following coverage options:  

• Merck Preferred Provider Organization — Horizon BCBS (the Merck PPO) — Administered by Horizon Blue 

Cross Blue Shield (Horizon BCBS), this Medical Plan option uses the national BlueCard® PPO network and 

offers you the freedom to visit any licensed health care provider you choose, including In-Network or Out-of-

Network providers.  

• Health Plan Hawaii Plus HMO — This is the only Medical Plan option available to Eligible Employees who 

reside in Hawaii and is not available to Eligible Employees who reside outside of Hawaii. 

• Kaiser Permanente HMO — This option is closed to new participants effective Dec. 31, 2010. Only Eligible 

Employees who were participants in this option on Dec. 31, 2010, and who have continued to participate in this 

option since that date are eligible to continue to participate in this option, provided they continue to reside in the 

applicable geographic area. This option is not available to any other Eligible Employees. 

• No Coverage — Eligible Employees may waive coverage under the Medical Plan by electing this option.  
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HOW THE NO COVERAGE OPTION UNDER THE MEDICAL PLAN MAY AFFECT YOUR RETIREE MEDICAL 

COVERAGE 

If you are currently enrolled in the No Coverage option under the Medical Plan, you may benefit from enrolling in 

coverage if you or your Eligible Dependent will be at least age 65 and Medicare-eligible on the date your 

employment ends, and you will be:  

• Eligible for subsidized retiree medical coverage on the date your employment ends, or 

• Separated from employment on or after Jan. 1, 2017, and are eligible for continuation coverage on the date 

your coverage under the Medical Plan ends. 

What Happens If You Are Enrolled in the No Coverage Option? 

If you are eligible for subsidized retiree medical coverage, for the year in which you turn age 65 and become 

Medicare-eligible, you and your Eligible Dependents will have the opportunity to supplement Medicare with a wide 

variety of medical and prescription drug plans, such as Medicare Supplement (Medigap), Medicare Part D and 

Medicare Advantage Plans, available through the Aon Retiree Health Exchange (effective Jan. 1, 2017). However,  

if you are currently enrolled in the No Coverage option for group medical coverage under the Medical Plan or the 

Merck Retiree Medical Plan, your choices for coverage through the Aon Retiree Health Exchange may be limited. 

For example, you may be subject to underwriting and you may not be able to enroll in the Aon Retiree Health 

Exchange until the next Medicare Open Enrollment period, which may result in a gap in your coverage or Medicare 

late enrollment penalties if not enrolled elsewhere. 

To avoid these limitations, consider enrolling in group medical coverage under the Medical Plan during 

annual enrollment, so that you have coverage beginning on Jan. 1 of the year in which you or your Eligible 

Dependents will turn 65 and become eligible for Medicare. 

Generally, you may only enroll in the Medical Plan during the annual enrollment for coverage effective the following 

Jan. 1. You may enroll mid-year only if you experience a Life Event that allows you to make a Permitted Plan 

Change.  

See the Merck Group Retiree Medical Plan SPD or the Merck Retiree Health Reimbursement Account SPD for 

more information on retiree medical coverage. See the Merck U.S. Separation Benefits Plan SPD or your collective 

bargaining agreement, if applicable, for more information on benefits continuation in the event of separation from 

employment on or after Jan. 1, 2017. 

Prescription Drug Coverage 

When you enroll in a Medical Plan option (except the No Coverage option), you are automatically covered under the 

Managed Prescription Drug Program, which is administered by Express Scripts®. 
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KEY POINT — THE PPO NETWORK 

 

Horizon BCBS 

The Horizon BCBS national provider networks are referred to as BlueCard PPO and BlueCard 

Traditional. The Merck PPO uses the BlueCard PPO network. 

BlueCard PPO is a national provider network and is the only network in which providers will be 

considered In-Network under the Merck PPO. In general, if you are enrolled in this option, you 

will receive the highest level of benefits when you receive treatment from an In-Network 

provider.  

To locate a Horizon BCBS provider, you may contact Horizon BCBS by phone at 877-663-7258 

or online at www.horizonblue.com/merck. 
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BENEFITS CONTACTS AND RESOURCES 
Several vendors administer and help answer questions about the Medical Plan. This chart will help you decide whom to 

contact, depending on your needs. 

Benefits Provider If You Need Help to/Information 

About… 

Contact Information 

Merck Benefits Service 

Center at Fidelity 

 

• Compare Plan options 

• Obtain Plan literature and forms 

• View the SPDs 

• Eligibility-related questions 

• If you’re an Eligible Employee: 

 Enroll in your benefits when first 
hired or during annual enrollment 
or when making changes to your 
coverage  

 Report a Life Event change or 
HIPAA special enrollment event 

 Update dependent information 

• Access information and updates 
about all of your health and insurance 
benefits 

http://netbenefits.com/merck 

800-66-MERCK  
(800-666-3725) 

TDD: 888-343-0860 

Customer Service Representatives are 
available Monday through Friday 
(excluding New York Stock Exchange 
holidays) between 8:30 a.m. and 8:30 p.m. 
ET. 

Overseas: Dial your country’s toll-free 
AT&T USADirect® access number, then 
enter 800-666-3725. In the U.S., call  
800-331-1140 to obtain AT&T USADirect 
access numbers. 

Horizon BCBS  

Horizon Health Guide 

 

 

Merck PPO  

• Ask questions, get claim information 
or precertify both In- and Out-of-
Network (including behavioral health) 

• Find In-Network doctors, Hospitals 
and other providers 

• Request a new ID card 

• Connect you to care you need 

• Help set up routine and preventive 
health care appointments 

• Work closely with nurses, healthcare 
coaches and social workers to 
provide personalized consultative 
support 

• Refer you to care management 
programs 

www.horizonblue.com/merck 

Call Horizon Health Guide 

877-663-7258 

Representatives are available Monday 
through Friday between 8:00 a.m. and 
8:00 p.m. (all time zones). 

Horizon Clinical Health Guide  

• Speak with a nurse who will help to 
manage all your chronic conditions 
and provide support for 
severe/complex episodes of care and 
assist in obtaining appropriate 
services and treatment plans 

www.horizonblue.com/merck 

Call Horizon Clinical Health Guide  

877-663-7258 

Clinical Health Guides are available Monday 
through Friday between 8:00 a.m. and 8:00 
p.m. (all time zones). 

  

http://www.horizonblue.com/merck
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 2nd.MD 

2nd.MD allows eligible employees and 

eligible dependents to speak with leading 

medical specialists via video or telephone 

to obtain a second opinion. Consultations 

are available through 2nd.MD for a range 

of medical conditions, spanning more than 

120 American Board of Medical 

Specialties and more than 3,000 diseases 

and conditions. 

Following the consultation, written notes 

and recommendations from the specialist 

will be available to the eligible employee 

or dependent via the 2nd.MD secure 

portal. 

877-663-7258 

 

WINFertility 

If you plan to use Merck fertility benefits, 
your first step should be to connect with a 
Horizon Health Guide. They will connect 
you with WINFertility’s nurse care 
managers and behavioral health 
specialists.   
 
WINFertility’s mission is the same as 
yours – to build your family. We are here 
to guide you through every step of your 
family-building journey with medical 
expertise and emotional support. Our 
fertility nurse care managers and 
behavioral health specialists are available 
24/7 to answer questions about 
procedures and medications, guiding you 
through every step of your journey. Call 
877-663-7258 to access your WIN family-
building benefits.  

877-663-7258 

 

Kaiser  Kaiser Permanente HMO 

(closed to new participants) 

www.KP.org 
 

800-464-4000 

Representatives are available 24 hours a day, 
7 days a week. 

Health Plan Hawaii Plus  Health Plan Hawaii Plus HMO  

(Hawaii residents only) 

www.hmsa.com 
 

808-948-6372 

Representatives are available Monday 
through Friday between 8:00 a.m. and 
4:00 p.m. HAST. 

http://www.kp.org/
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Express Scripts 

 

Merck Managed Prescription Drug 
Program 

• Order home delivery prescription 
drugs 

• Locate a participating pharmacy 

• Obtain prior authorization for 
prescription drugs 

www.Express-Scripts.com 
 

800-RX-MERCK (800-796-3725) 

Representatives and licensed pharmacists 
are available 24 hours a day, 7 days a 
week. 

Specialty Pharmacy (Accredo) 

• Order specialty prescription drugs 

• Obtain prior authorization for specialty 
medications 

• Questions about the Specialty 
Pharmacy 

800-922-8279 

Representatives are available Monday 
through Friday between 8:00 a.m. and 
11:00 p.m. ET, and Saturday from 8:00 a.m. 
through 5:00 p.m. ET. 

24-Hour NurseLine Clinical Health Guide 

• Highly trained registered nurses 

available 24 hours a day, 7 days a 

week to help you with non-urgent 

concerns 

877-663-7258  

24 hours a day, 7 days a week. 

Health Advocate 

 

• Find doctors, Hospitals and other 
providers 

• Understand coverage or claim denials 

• Schedule tests, appointments 

• Schedule a second opinion 

• Find in-home care, adult daycare, 
assisted living, long-term care 

• Research transportation to 
appointments 

• Coordinate care among multiple 
providers 

• Connect to Merck and other local 
work-life resources 

www.HealthAdvocate.com/Merck 
 

855-675-5463 

Representatives are available Monday 
through Friday between 8:00 a.m. and 
9:00 p.m. ET. 
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Merck Benefits Service Center at Fidelity 

The Merck Benefits Service Center at Fidelity (“Benefits Service Center”) can help you with enrollment and eligibility 

information and questions. It is administered by Fidelity Investments and available online or by phone. 

Online: 

Fidelity NetBenefits® at http://netbenefits.com/merck 

If you have an existing NetBenefits account, use the same username/login information you used previously. 

You can also navigate NetBenefits hands free by using eSSENTIAL Accessibility, a free assistive technology app that 

helps people who have trouble typing, moving a mouse or reading a screen. To download the app, visit 

www.essentialaccessibility.com. 

By Phone: 

800-66-MERCK (800-666-3725) or TDD at 888-343-0860 

Customer Service Representatives are available Monday through Friday (excluding New York Stock Exchange 

holidays), between 8:30 a.m. and 8:30 p.m. ET. For overseas calls: dial your country’s toll-free AT&T USADirect® 

access number, then enter 800-666-3725. In the U.S., call 800-331-1140 to obtain AT&T USADirect access numbers. 

KEY POINT — CONTACTING THE MERCK BENEFITS SERVICE CENTER AT FIDELITY 

To contact the Benefits Service Center, online or by phone, you will need a password. Your password provides 

security to ensure that only you can access your benefits information. Keep your password in a confidential place. 

You can establish your password directly online or by calling the Benefits Service Center.  

If you have an existing NetBenefits account, use the same username/password information you used previously. If 

you have forgotten your username or password, you will need to reset it using “Having trouble with your username 

or password?” on the login page. When you change your username or password, the change will apply to all your 

Fidelity accounts and services going forward. 
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Highlights of Additional Benefits 

Benefit Details Contact Information 

Horizon BCBS 

Horizon Clinical Health 

Guide 

You or any Covered Dependent can ask to 

speak with a nurse, who will help to manage 

all your chronic conditions such as diabetes, 

asthma and heart disease in addition to 

providing support for severe and complex 

episodes of care, including cancer, high-risk 

pregnancies/NICU, transplants and infusion 

therapy as well as inpatient admissions and 

obtaining appropriate services and treatment 

plans, including mental health and pharmacy 

issues. 

Note: Plan participants may be identified to 

participate in this program through claims 

data. As a result, participants may receive 

direct phone calls from a Merck-dedicated 

Clinical Health Guide. The nurses will be 

looking to engage participants and family 

members into this program, so they can 

work directly with you and your providers to 

help coordinate any health care needs. This 

program is completely confidential, voluntary 

and provided at no cost to participants. 

Call Horizon Clinical Health Guide  

877-663-7258 

Clinical Health Guides are available 

Monday through Friday between 8:00 

a.m. and 8:00 p.m. (all time zones). 

24-Hour NurseLine Horizon Clinical Health Guides Horizon 
Clinical Health Guides are available 24 
hours a day, 7 days a week to help you with 
non-urgent concerns. Call the 24-hour 
NurseLine for:  

• Answers to questions about symptoms 
or medications 

• Explanation of a health condition, and 

Simple, self-care tips for non-urgent 

conditions. 

877-663-7258 

Available 24 hours a day, 7 days a 

week 

Horizon CareOnlineSM Horizon BCBS offers telehealth services1 to 

covered participants. Telehealth is an easy, 

www.Merck.HorizonCareOnline.com 

                                                        

1 Telemedicine is available in all states, though rules surrounding how treatment can be done (phone vs. video) may vary by state. To learn what applies 
in each state, visit info.americanwell.com/where-can-I-see-a-doctor-online.  

 

The App StoreSM is an online store and is a service mark of Apple, Inc. Google PlayTM is a trademark of Google, Inc. Horizon CareOnlineSM is a 
service mark of Horizon Blue Cross Blue Shield of New Jersey.  

 

  American Well is an independent company that supports Horizon Blue Cross Blue Shield of New Jersey in the administration of telemedicine services. 

https://horizoncareonline.com/landing.htm?practiceId=ScABACbQMWbXONcIXaCTcELWPZKBEEcdSLKOHXASUYdCXVKMVLefBYIGKaJWLGYNRDFQVESCHQddK
http://info.americanwell.com/where-can-I-see-a-doctor-online
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Benefit Details Contact Information 

convenient and affordable alternative to an 

office or urgent care visit.  

How It Works 

You and your Covered Dependents can talk 

to a board-certified, licensed doctor by 

phone or online video chat (where 

available), any time, day or night, seven 

days a week. Simply call or log in to request 

a consultation, and you’ll get connected with 

a Physician who is licensed in your state. 

They can diagnose and often prescribe 

certain medications1, if appropriate for 

non-Emergency issues like:  

• Ear/sinus infections 

• Bronchitis 

• Allergies 

• Colds and flu 

• Urinary tract infection 

• Respiratory infection 

• And more 

You can also use Horizon CareOnline to 

consult with psychiatrists, psychologists and 

social workers for therapy and counseling 

for conditions such as anxiety, bipolar 

disorder, depression, attention 

deficit/hyperactivity disorder (ADHD) and 

more. You can schedule appointments 

between 7:00 a.m. and 11:00 p.m. ET, 

seven days a week. 

Cost  

Telehealth consultations cost considerably 

less than a typical office visit, and you can 

use your Health Care Flexible Spending 

Account (if enrolled) or other credit/debit 

card to pay for services received. You will be 

charged a consultation fee, which applies 

toward your Annual Deductible, Coinsurance 

and Out-of-Pocket Maximum. 

The per-visit consultation fee depends on 

the type of care you are seeking. Please call 

Horizon Health Guide at 877-663-7258 for 

claims pricing information.  

Telehealth services are completely 

877-716-5657 

Search the App StoreSM or Google 
PlayTM to download the new Horizon 
CareOnline app with your web-enabled 
mobile device. 

Note: During enrollment, enter 
Horizon Blue Cross Blue Shield of 
New Jersey as your Health Plan and 
Merck as your Service Key. 

Available 24 hours a day, 7 days a 
week. 
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Benefit Details Contact Information 

confidential and are not intended to replace 
the relationship you have with your Primary 
Care Physician (PCP). To take advantage of 
telehealth services, you must choose a 
provider who is part of your medical 
provider’s telehealth network. Horizon BCBS 
participants must choose a doctor who is 
part of the Horizon CareOnlineSM network. 

AIM Advanced Imaging 

Program 

If you need an MRI or a CT scan, it’s 
important to know that costs can vary quite a 
bit depending on where you go to receive 
the service. Sometimes the differences are 
significant – anywhere from $300 to $3,000 
– but a higher price doesn’t guarantee 
higher quality. If your benefit plan requires 
you to pay a portion of this cost (like a 
deductible or coinsurance), where you go for 
your MRI or CT scan can make a very big 
difference to your wallet. 

Here’s how the program works: 

• Your doctor refers you to a radiology 
provider for an MRI or CT scan. 

• Your doctor contacts AIM, who then 
works with your doctor to help make 
sure that you are receiving the right test 
– using evidence-based medical 
necessity guidelines. 

• AIM also reviews the referral to see if 
there are other high-quality providers in 
your area who charge a lower price than 
the provider you were initially referred 
to.  

• If AIM finds another provider that meets 
the quality and price criteria, AIM will 
call you to let you know. 

• You will only receive a phone call if you 
meet the following criteria:  

 Exam is for MRI/CT 

 There is a $300 cost differential 

 You are over 18 years of age 

 Exam is for a non-cancer diagnosis 

• You choose – You can see the 
radiology provider your doctor 
suggested, OR you can choose to see a 
provider that AIM suggests. AIM will 
even help you schedule an appointment 
with the new provider. 

This program gives you the opportunity to 
reduce your health care expenses by 
providing you with options to receive the 

877-663-7258 

Representatives are available Monday 

through Friday between 8:00 a.m. and 

8:00 p.m. (all time zones).  
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Benefit Details Contact Information 

right advanced radiology services when they 
are necessary and to select high-quality, 
lower-cost providers or locations whenever 
possible. No matter which provider you 
choose, there is no effect on your health 
care benefits. However, by choosing a 
lower-cost provider, you will save on 
out-of-pocket costs. This program gives you 
information you can use to make informed 
choices. 

AIM Sleep Study Program Your plan includes benefits for a Sleep 
Study Program administered by Horizon 
BCBS and powered by AIM Specialty 
Health. The program helps your doctor 
understand the options available for your 
treatment under your health plan benefits. 
The Sleep Study Program includes both 
outpatient and home sleep testing and 
therapy. 

If you require sleep testing, your doctor 
should contact AIM. Depending on your 
medical condition, you may be asked to 
complete the sleep study in your 
home. Home sleep studies provide the 
added benefit of reflecting your normal sleep 
pattern while allowing you to sleep in the 
comfort of your own bed versus going to an 
outpatient facility for the test. 

As part of this Horizon BCBS administered 
program, your doctor should contact AIM, 
and AIM will work with your doctor on one or 
more of the following when necessary:  

• Home sleep tests (HST) 

• In-lab sleep studies (polysomnography 
or PSG, a recording of changes during 
sleep) 

• Titration studies (to determine the right 
air pressure you need to keep your 
airways open) 

• Treatment orders for equipment and 
supplies, including positive airway 
pressure devices (APAP, CPAP, 
BPAP), oral devices and related 
supplies 

If you need continued treatment, AIM will 
review your care with your doctor on a 
quarterly basis to help ensure that you are 
receiving appropriate care and that the 
services you receive are consistent with 
evidence-based medical necessity criteria. 

877-663-7258 

Representatives are available Monday 

through Friday between 8:00 a.m. and 

8:00 p.m. (all time zones).  
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Benefit Details Contact Information 

Your equipment supplier or your doctor will 
be asked to provide ongoing information to 
AIM to ensure that your treatment remains in 
line with those criteria so that your claims for 
those services will be covered consistent 
with your health plan benefits.  

AIM Musculoskeletal 

Program 

Musculoskeletal Program 

The Musculoskeletal Program engages 
providers in the management of the 
complexities associated with 
musculoskeletal and interventional pain 
management services. 

The program covers services in the 
outpatient setting, using evidence based 
clinical guidelines to help reduce 
inappropriate care, overtreatment, and 
excessive costs while helping to ensure safe 
and effective care. 

The program offers a prospective review of 
certain services to promote improved quality 
of care for all plan beneficiaries and to 
assess whether the proposed services are 
Medically Necessary and appropriate when 
evaluated against AIM Specialty Health’s 
evidence-based clinical criteria and 
guidelines. 

To maximize the benefits achieved by this 
program, doctors and other health care 
professionals ordering outpatient 
musculoskeletal services for their patients 
should call AIM prior to such services being 
rendered to allow AIM’s prospective review 
to occur and for the doctors and other health 
care professionals to receive the qualitative 
feedback afforded by these AIM quality 
improvement programs.  

If the planned services do not meet AIM’s 
guidelines for medical necessity, AIM may 
suggest that the doctor or other health care 
professional consider offering an alternative 
service or withdraw the requested service 
entirely. 

Your Horizon BCBS ID card has the 
phone number your provider will use to 
contact AIM. 

Call 877-663-7258 with questions.  

Representatives are available Monday 

through Friday between 8:00 a.m. and 

8:00 p.m. (all time zones).   
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Health AdvocateTM 

Health Advocate Health Advocate can help you resolve health 
care or health claims-related issues. Health 
Advocate is not part of the Medical Plan and is 
not a Claims Administrator for the Medical 
Plan. It is a service offered to you by the Plan 
Administrator to help you navigate the 
insurance process and is provided at no cost 
to you. 

Health Advocate provides personalized 
assistance for you and your family, including 
your parents/parents-in-law. Health Advocate 
can help you and your eligible family 
members: 

• Navigate the insurance maze 

• Untangle medical bills 

• Find doctors, Hospitals and providers 

• Connect to local and other Merck 
resources 

• Assist with eldercare and Medicare 

• Understand coverage denials and advise 
about appeals rights 

• Explain conditions and treatments, and 

• Schedule tests and appointments. 

Health Advocate’s work-life resources and 
eldercare and caregiver services can help 
you: 

• Find in-home care, adult daycare, 
assisted living and long-term care, 

• Research transportation to appointments, 
and 

• Coordinate care among multiple 
providers.  

www.HealthAdvocate.com/Merck 

855-675-5463 

Personal Health Advocates can be 

reached Monday through Friday from 

8:00 a.m. - 9:00 p.m. ET. 

By email:  

answers@HealthAdvocate.com 
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KEY POINT — CENTERS OF EXCELLENCE 

Centers of Excellence provide you and your Covered Dependents with high-quality, efficient care for transplant 

and specific complex conditions. You will receive access to a select group of hospitals and transplant centers that 

meet quality standards for the number of procedures performed and their outcomes. You will also receive support 

and assistance from specialized nurse care managers. If you need to travel certain distances to a Center of 

Excellence, you and one companion may be eligible for travel and lodging allowance benefits. 

Merck PPO 

If you are covered by the Merck PPO, and you want to use a Center of Excellence (also referred to as a Blue 

Distinction Center), you can either contact Horizon BCBS or use the online provider directory to obtain information 

regarding participating national facilities. Please note that some of the treatment services may require 

precertification by Horizon BCBS. For example, transplant services, including evaluation, and bariatric surgery 

must be precertified. 

Horizon Health Guides are available to assist you throughout the process, including helping you and your 

Physician find the most appropriate Blue Distinction Center for you, regardless of its location. If you’re having 

transplant surgery and need to travel 100 or more miles to use a Blue Distinction facility, the Medical Plan offers 

special transportation and lodging benefits for you and a companion. 

If you’re having bariatric surgery, you must use a Blue Distinction Center or Blue Distinction Center+ if there’s a 

center within 50 miles of your home. If there are no centers within 50 miles of your home, you may go to any 

In-Network or Out-of-Network facility. Note that travel benefits do not apply to bariatric surgery.  

If you need help locating a Blue Distinction Center or Blue Distinction Center+, please call Horizon Health Guide at 

877-663-7258.  

Bariatric Surgery  

Bariatric surgery is a high-risk procedure. For you to qualify for this surgery, the Plan must consider it Medically 

Necessary because you meet certain clinical criteria such as a diagnosis of morbid obesity. The specific criteria 

are determined by the Claims Administrator according to the health plan’s clinical policy. Bariatric surgeries are 

covered only if they are performed at Centers of Excellence. For more information, contact Horizon BCBS. 
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GENERAL INFORMATION 

ABOUT MEDICAL COVERAGE  
This section provides Eligible Employees with important information about medical coverage under the Medical Plan — 

including eligibility, enrollment, contributions and when you can make changes to your benefits.  

Medical Eligibility 

If you are an Eligible Employee, you and your Eligible Dependents are eligible for coverage in the Medical Plan as of 

your date of hire, rehire or transfer.  

You are not eligible for coverage under the Medical Plan if you are not an Eligible Employee or are an Excluded 

Employee or an Excluded Person.  

KEY POINT — ALL COVERED INDIVIDUALS MUST ENROLL IN THE SAME OPTION 

You and your Covered Dependents must be enrolled in the same Medical Plan option, even if you reside in different 

locations.  

Impact of the Patient Protection and Affordable Care Act on Eligibility  

For purposes of the Patient Protection and Affordable Care Act of 2010 (the “PPACA”) and the employer shared 

responsibility payment provisions, the Company has elected to use a monthly measurement period. The Company will 

measure each employee’s hours of service on a monthly basis and in accordance with the requirements of the PPACA 

and will report this information to the Internal Revenue Service and to each employee. However, in general even if an 

Excluded Employee or Excluded Person is determined to be a full-time employee in accordance with the requirements 

of the PPACA, the Excluded Employee or Excluded Person will not become eligible for coverage under the Plan. If you 

have any questions about the Plan’s compliance with the requirements of the PPACA or your status as an Eligible 

Employee, contact the Benefits Service Center. 

  



16 

Merck Medical Plan (Employees) SPD Merck Benefits Service Center at Fidelity 

Effective Jan. 1, 2020 800-66-MERCK (800-666-3725) 

Released Oct. 8, 2019 http://netbenefits.com/merck 

Eligible Dependents 

HOW YOUR ELIGIBLE DEPENDENTS MAY BE AFFECTED WHEN YOU RETIRE 

If you are eligible for subsidized retiree medical coverage and you are covered under the Medical Plan — but all of 

your Eligible Dependents are not covered on the date your employment ends (or if you are separated on or after 

Jan. 1, 2017, and eligible for continuation coverage, on the date your coverage under the Medical Plan ends), and 

your Eligible Dependents will be age 65 and Medicare eligible, your Eligible Dependents’ choices for retiree medical 

coverage under the Merck Retiree Medical Plan may be limited. For example, they may be subject to underwriting 

and they may not be able to enroll in the Exchange until the next open enrollment period, which may result in a gap 

in their coverage and subject them to Medicare late enrollment penalties unless they have coverage elsewhere.  

So, if you are planning to retire next year — or if you think your employment may end involuntarily next year — and 

your Spouse/Domestic Partner or other Eligible Dependents will turn age 65 and become eligible for Medicare next 

year, you should consider enrolling those Eligible Dependents in group medical coverage under the Medical Plan 

during annual enrollment, for coverage effective the following Jan. 1.  

Generally, you may only enroll your Eligible Dependents in the Medical Plan during annual enrollment, for coverage 

effective the following Jan. 1. You may enroll them mid-year if you experience a qualified Life Event or HIPAA 

special enrollment event.  

See the Merck Group Retiree Medical Plan SPD or Merck Retiree Health Reimbursement Account SPD for more 

information on retiree medical coverage and see the Merck U.S. Separation Benefits Plan SPD or your collective 

bargaining agreement, if applicable, for more information on benefits continuation in the event of separation from 

employment on or after Jan. 1, 2017. 

 

As an Eligible Employee, you can enroll your Eligible Dependents for coverage under the Medical Plan. For coverage to 

apply to your Eligible Dependents, they must be enrolled as Covered Dependents under the Medical Plan. 

Adding Eligible Dependents to Your Coverage 

Between annual enrollment periods, you are permitted to add an Eligible Dependent or delete a Covered Dependent 

only if you have a Life Event that allows you to make a Permitted Plan Change or you experience a HIPAA special 

enrollment event. See “When Life Changes” and “Special Enrollment Under HIPAA for Eligible Employees” for details. 

Domestic Partnerships  

The Plan Sponsor extends coverage under the Medical Plan to Eligible Employees’ Domestic Partners and Domestic 

Partners’ Eligible Dependent Children. To elect Domestic Partner benefits under the Medical Plan, you and your partner 

must meet the Plan’s definition of a Domestic Partnership. 

Tax Consequences 

Under current federal income tax laws, the value of providing medical benefits to a Domestic Partner and the Domestic 

Partner’s Eligible Dependent Children is considered taxable to you — unless they are considered your Spouse/Tax-

Qualified Domestic Partner or your dependents for purposes of federal income taxes. This means you will pay federal, 

state and local income taxes, as well as employment taxes, on the full value of coverage provided to your Domestic 

Partner and your Domestic Partner’s Eligible Dependent Children by the Company or through your Before-Tax 

deductions throughout the year. This type of taxable income is known as imputed income, and your Employer will report 

it on your W-2 form at the end of each year. 
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KEY POINT — IMPUTED INCOME — DOMESTIC PARTNERS 

Coverage for Domestic Partners may be subject to imputed income for federal, state and local income tax purposes, 

unless they are a Tax-Qualified Domestic Partner or Covered Dependent of a Tax-Qualified Domestic Partner. 

If you believe your Domestic Partner and/or your Domestic Partner’s Eligible Dependent Children are your dependents 

for federal tax purposes, please contact the Benefits Service Center.  

It’s important for you to understand the tax implications of covering a Domestic Partner and/or the Domestic Partner’s 

Eligible Dependent Children. You may wish to consult a tax advisor to determine the full tax and financial effect of 

electing this coverage. For more information, see “Paying for Medical Coverage.” You can obtain more information 

about Domestic Partner benefits by calling the Benefits Service Center.  

Right to Audit Dependents’ Eligibility 

By electing coverage for your dependents (either by affirmative election or through the default process), you are 

confirming that they meet the Plan’s dependent eligibility requirements and agree to notify the Benefits Service Center 

within 60 days after an event that causes any of these Covered Dependents to no longer meet the definition of an 

Eligible Dependent.  

The Plan Administrator, in its sole discretion, maintains the right to audit any and all dependent information on file and 

may require that you promptly provide sufficient documentation verifying your Covered Dependents’ continued eligibility 

at any time. 

When you enroll a new dependent, you will receive a dependent eligibility audit from HMS Employer Solutions (HMS), 

the independent, third-party audit company chosen to verify dependent eligibility. The audit will ask you to provide HMS 

with copies of legal documents to verify your dependent’s eligibility, such as marriage licenses, birth or adoption 

certificates, domestic partnership affidavits and tax returns1. The audit request you receive will give you specific 

information about the types of documents you should provide them. 

If you do not promptly provide documentation sufficient to verify your Covered Dependents’ continued eligibility or if the 

Plan Administrator determines that any of the information you provide (or provided) regarding your Covered 

Dependents is untrue, incomplete or misleading, or if you fail to promptly notify the Benefits Service Center of an 

individual’s loss of eligibility, the Plan Administrator may determine, in its sole and absolute discretion, that your 

dependent does not satisfy the Plan’s definition of an Eligible Dependent and take such action as it deems appropriate 

under the circumstances. If permitted by applicable laws, those actions may include, but are not limited to, requiring you 

to repay the Plan for any benefits/contributions paid with respect to your dependent the Plan Administrator determines 

is not an Eligible Dependent and requesting that your Employer subject you to disciplinary action. If you provide 

fraudulent information or make intentional misrepresentations regarding your Covered Dependents, the Plan 

Administrator may retroactively terminate benefits for those dependents that the Plan Administrator determines are not 

Eligible Dependents. 

  

                                                        

1 For purposes of the Medical Plan and in accordance with the Patient Protection and Affordable Care Act of 2010, tax returns will not be required as evidence of proof of dependent status for 
an Eligible Dependent who is the Eligible Employee’s biological child, adopted child, child placed for adoption with an Eligible Employee, step-child or foster child. 
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KEY POINT — LOSING ELIGIBILITY FOR THE MEDICAL PLAN WILL AFFECT OTHER PLANS 

A dependent eligibility audit will be conducted when you enroll a dependent for Medical Plan coverage. However, if 

the audit determines that your dependent does not meet the requirements to be an Eligible Dependent under the 

terms of the Medical Plan (either because you do not timely submit the required documentation or because the 

auditor determines that the documentation submitted is insufficient to verify your dependent’s status as an Eligible 

Dependent under the terms of the Plan), that dependent will no longer be eligible for Medical Plan coverage and will 

be dropped from coverage under Company-sponsored dental and vision plans and dependent life insurance 

coverage as well. Note: If your dependent is no longer eligible for dependent life insurance, please call the Benefits 

Service Center to drop coverage. 

Enrolling in Medical Benefits 

Coverage Tiers 

For the Medical Plan, Eligible Employees may choose from one of four levels of coverage: 

• Employee Only 

• Employee + Spouse/Domestic Partner 

• Employee + Child(ren), or 

• Employee + Spouse/Domestic Partner + Child(ren). 

If both you and your Spouse/Domestic Partner work, or worked, for an Employer, special provisions apply to the 

Coverage Tier you are eligible to elect. See “Merck Couples Enrollment Rules” for details. 

Medical Plan Options 

In general, you may choose from the following Medical Plan options: 

• Merck PPO 

• Kaiser Permanente HMO (for current participants only) 

• Health Plan Hawaii Plus HMO (for residents of Hawaii only), or 

• No Coverage. 

 

KEY POINT — OPTIONS MAY VARY BY LOCATION  

The Medical Plan options you are eligible for depend on your geographic area, as determined by the home address 

you have on file with the Benefits Service Center. Generally, all Eligible Employees are eligible for the Merck PPO, 

except if you reside in Hawaii. If you reside in Hawaii, you are only eligible to participate in the Health Plan Hawaii 

Plus HMO. You may have only one address on record for you and your Covered Dependents. Please keep in mind 

that you and all Covered Dependents must be enrolled under the same Medical Plan option. 

To find out the Medical Plan options that are available to you and their costs, review the Benefits Election page on 

http://netbenefits.com/merck. You may also call the Benefits Service Center to learn more about the Medical Plan 

options for which you are eligible. 
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Enrollment as a Newly Hired or Eligible Employee (excluding Transferred Employees) 

As an Eligible Employee, unless you take affirmative action during your 30-day Initial Enrollment Period, you are 

automatically enrolled for Employee Only coverage as of your date of hire or rehire, as applicable, in the Merck PPO (or 

the Health Plan Hawaii Plus HMO if you reside in Hawaii).  

Changing Your Medical Plan Option Within Your 30-Day Initial Enrollment Period 

You may elect to change your Medical Plan option or waive coverage by electing the “No Coverage” option within your 

30-day Initial Enrollment Period through http://netbenefits.com/merck or by calling the Benefits Service Center. As 

long as you enroll for coverage within your 30-day Initial Enrollment Period, the coverage you elect will be effective as of 

your hire, rehire or transfer date. See “How to Enroll” for more detailed instructions.  

Enrolling Your Dependents Within Your 30-Day Initial Enrollment Period 

You may enroll your Eligible Dependents for coverage (with an effective date of your hire, rehire or transfer date) under 

the same medical option you choose within your 30-day Initial Enrollment Period. As long as you enroll your Eligible 

Dependents for coverage within your 30-day Initial Enrollment Period, their coverage will be effective as of your hire, 

rehire or transfer date. 

If You Do Not Enroll Within Your 30-Day Initial Enrollment Period 

If you do not elect to change your Medical Plan option, waive coverage by electing the “No Coverage” option or enroll 

your Eligible Dependents within your 30-day Initial Enrollment Period, you will have Employee Only coverage under the 

Merck PPO (or the Health Plan Hawaii Plus HMO if you reside in Hawaii) for the remainder of the Plan Year. You will 

not be able to add your Eligible Dependents or change Medical Plan options until the next annual enrollment period, 

unless you experience a Life Event that allows you to make a mid-year Permitted Plan Change or circumstances 

permitting enrollment under HIPAA. See “When Life Changes” and “Special Enrollment Under HIPAA for Eligible 

Employees” for more information. 

If You Are Rehired Within the Same Calendar Year 

You will be automatically re-enrolled for coverage at the same coverage tier with the same Eligible Dependents 

(assuming they continue to meet the Plan’s eligibility requirements) you had in effect on your last date of employment. If 

you choose to do so, you may elect a different coverage tier, add Eligible Dependents, drop Covered Dependents or 

waive coverage by selecting the No Coverage option, provided you do so within your Initial Enrollment period. 

KEY POINT — LIFE EVENTS 

You are permitted to make certain Plan changes during the year only if you have certain Life Events — for example: 

• The birth or adoption of a child 

• You get married or divorced (or meet the eligibility requirements for or end a Domestic Partnership) 

• Your covered child reaches the maximum coverage age 

• One of your dependents dies 

• Your or your Spouse’s/Domestic Partner’s employment status changes, or 

• You relocate out of your network service area. 

See “When Life Changes” for information about how your medical coverage may be affected by certain Life Events. 
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Enrollment for Transferred Employees 

If you are a Transferred Employee, you will automatically be enrolled for coverage as of your date of transfer in the 

Merck PPO (or the Health Plan Hawaii Plus HMO if you reside in Hawaii).  

If prior to your date of transfer, you were covered by another plan sponsored and administered by the Parent or one of 

its subsidiaries, and you had Eligible Dependents covered under your prior medical coverage, your Eligible Dependents 

will be automatically enrolled in the Medical Plan coverage option under which you are automatically enrolled. As 

discussed further below, if you were not previously enrolled in a plan sponsored and administered by the Parent or one 

of its subsidiaries, you may enroll your Eligible Dependents for coverage in the Medical Plan (with an effective date of 

your Transfer Date) within your 30-day Initial Enrollment Period. 

Changing Your Coverage Within 30 Days After Your Transfer Date 

You may elect to change your Medical Plan coverage option, waive coverage or add an Eligible Dependent or drop a 

Covered Dependent from your coverage within your 30-day Initial Enrollment Period at http://netbenefits.com/merck 

or by calling the Benefits Service Center. See “How to Enroll” for more detailed instructions. 

If you do not change your option within your 30-day Initial Enrollment Period, you will not be able to change your option 

until the next annual enrollment period, for coverage effective the following Jan. 1, unless you experience a Life Event 

that allows you to make a mid-year Permitted Plan Change or a HIPAA special enrollment event. See “When Life 

Changes” and “Special Enrollment Under HIPAA for Eligible Employees” for more information. 

How to Enroll 

You enroll in the Medical Plan through the Benefits Service Center, either online or by phone. 

Online: 

http://netbenefits.com/merck 

If you have an existing NetBenefits account, use the same username/login information you used previously. 

You can also navigate NetBenefits hands free by using eSSENTIAL Accessibility, a free assistive technology app that 

helps people who have trouble typing, moving a mouse or reading a screen. To download the app, visit 

www.essentialaccessibility.com. 

KEY POINT — COMPLETING ENROLLMENT IS YOUR RESPONSIBILITY 

When you enroll, it is your responsibility to complete all the required steps. A confirmation screen will display the 

elections you submitted. Print this page for your records as evidence of your successful enrollment. 

By Phone: 

Customer Service Representatives can take your benefit elections by phone between 8:30 a.m. and 8:30 p.m. ET, 

Monday through Friday (excluding New York Stock Exchange holidays). Once you enroll by phone, it’s a good idea to 

confirm your benefit elections online and print your confirmation statement. If you are unable to print your confirmation 

statement and would like to request a paper copy, you can contact the Benefits Service Center. 

• In the U.S.: Call 800-66-MERCK (800-666-3725). 

• TDD service for the hearing impaired: Call 888-343-086 
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For overseas calls: Dial your country’s toll-free AT&T USADirect access number, then enter 800-666-3725. In the U.S., 

call 800-331-1140 to obtain AT&T USADirect access numbers. From anywhere in the world, access numbers are 

available online at www.att.com/traveler or from your local operator. 

When Coverage Begins 

Eligible Employees 

Your participation in the Medical Plan begins on your date of hire, rehire or transfer. As long as you enroll your Eligible 

Dependents in coverage within your 30-day Initial Enrollment Period, your Eligible Dependents’ coverage also begins 

on your date of hire, rehire or transfer. 

ID Cards 

Unless you elected the No Coverage option, as soon as administratively feasible after you are enrolled for medical 

coverage, you will receive an ID card directly from the Claims Administrator. You will also receive a separate ID card for 

Merck’s Managed Prescription Drug Program from Express Scripts. 

Paying for Medical Coverage 

Eligible Employees (other than Long-Term Disability (LTD) Employees) 

If you are an Eligible Employee, you and the Employer share the cost of your medical coverage, with the Employer 

paying the majority of the cost. You pay your share of the cost through regular payroll deductions made on a Before-Tax 

basis. Your cost is based on the Medical Plan option and Coverage Tier you choose (Employee Only; Employee + 

Spouse/Domestic Partner; Employee + Child(ren); Employee + Spouse/Domestic Partner + Child(ren)) and your status 

as a Regular Part-Time or Regular Full-Time Employee. 

Your employee contributions start the first of the month following or coincident with your date of hire, rehire or transfer, 

although your coverage begins as of your date of hire, rehire or transfer.  

Current employee contributions for the different Medical Plan options are listed on the Benefits Election page online at 

http://netbenefits.com/merck. Employee contributions may change from year to year. The Plan Administrator will 

inform you, typically during the annual enrollment period, if there are any employee contribution changes. 

LTD Employees 

If you are an LTD Employee, coverage in the Medical Plan will be available as follows: 

• For Legacy Merck LTD Employees disabled and receiving LTD Benefits before Jan. 1, 2011, coverage in the 

Medical Plan is provided at no cost to you and your Covered Dependents.  

• For Legacy Schering-Plough LTD Employees (other than Legacy OBS LTD Employees) disabled and receiving 

LTD Benefits before Jan. 1, 2005, coverage in the Medical Plan is provided at no cost to you and your Covered 

Dependents. 

• For Legacy OBS LTD Employees disabled and receiving LTD Benefits before Jan. 1, 2009, coverage in the 

Medical Plan is provided at no cost to you and your Covered Dependents. 

• For all other LTD Employees, coverage in the Medical Plan is offered at the same rate as similarly situated 

active employees. 

Becoming an LTD Employee is not a Life Event that allows you to make a Permitted Plan Change. 

If you are an LTD Employee who is eligible for and elects medical coverage, you will receive an invoice directly from the 

Benefits Service Center for the cost of your medical coverage. Generally, contributions made by an LTD Employee 
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toward the cost of medical coverage are made on an After-Tax basis. In all events, it is your responsibility to be sure 

that you pay the required cost on a timely basis to continue your coverage. If you fail to pay for your coverage on a 

timely basis, your coverage will end, and you will not be eligible to reenroll for coverage until the next annual enrollment 

period for coverage effective the following Jan. 1 or mid-year if you have a Life Event that allows you to make a 

Permitted Plan Change. 

Note: Merck reserves the right to amend the Plan at any time, including the right to amend the eligibility rules described 

above applicable to LTD Employees. 

Employees on Leaves of Absence or Layoff 

If you take a leave of absence or go on layoff, see “Making Changes to Your Coverage” for more information. 

If you are an employee on a leave of absence who is eligible for and elects medical coverage, you will receive an 

invoice directly from the Benefits Service Center for the cost of your medical coverage. Generally, contributions made 

by employees on a leave of absence toward the cost of medical coverage are made on an After-Tax basis. In all events, 

it is your responsibility to be sure that you pay the required cost on a timely basis to continue your coverage. If you fail 

to pay for your coverage on a timely basis, your coverage will end, and you will not be eligible to re-enroll for coverage 

until the next annual enrollment period for coverage effective the following Jan. 1 or mid-year if you have a Life Event or 

HIPAA Special Enrollment Event that allows you to make a Permitted Plan Change. 

KEY POINT — A WORD ABOUT LTD MEDICAL PLAN OPTIONS AND MEDICARE 

The Medical Plan coordinates with Medicare Parts A and B as primary coverage whenever it is legally permitted to 

do so. Generally, you are eligible for Medicare when you reach age 65 or prior to age 65 due to disability. All of the 

Medical Plan options available to you require you and your Covered Dependents who are eligible for Medicare to 

enroll in Medicare — Parts A and B — when you or your Covered Dependents, as applicable, are first eligible. Once 

you are eligible for Medicare, if you are eligible for the Merck Medical Plan but have not been in active employment 

for at least six months, Medicare becomes the primary payer for you and your Covered Dependents who qualify for 

Medicare and the Merck Medical Plan is secondary. In this case, participation in Medicare Parts A and B is required 

if applicable because the Medical Plan will coordinate with Medicare Parts A and B even if you don’t enroll in 

Medicare. Participation in Medicare Part D prescription drug coverage, however, is voluntary and Merck does not 

require that you or your Covered Dependents sign up for Medicare Part D. 

If you are an LTD Employee who has been on a disability leave of absence for at least six months and you and your 

Covered Dependents are eligible for benefits under the Merck Medical Plan, and you or your Covered Dependents 

are eligible for Medicare due to age or disability, Medicare Parts A and B will be primary and the Merck Medical 

Plan will provide secondary coverage. That means if you do not enroll in Medicare Parts A and B before you have 

been absent for six months or when first eligible for Medicare, if later, you will have a gap in coverage because the 

Merck Medical Plan will not pay those charges that would have been paid by Medicare and you may be subject to 

Medicare late enrollment penalties when you later enroll in Medicare. 

For more information, see “Coordinating Benefits with Medicare.”  

To avoid gaps in coverage and Medicare late enrollment penalties, if you think you or your Covered Dependents will 

become eligible for Medicare due to age or disability you should review your options and ensure you enroll in 

Medicare on a timely basis to avoid a gap in coverage and any Medicare late enrollment penalties. 
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Before-Tax Contributions 

If you receive a paycheck from your Employer, your contributions toward the cost of medical coverage are deducted 

from your paycheck on a Before-Tax basis. This means your contributions come out of your pay before federal income 

and Social Security taxes are deducted. Before-Tax contributions save you money by reducing your gross salary, which 

lowers your taxable income and, therefore, the amount of income tax you must pay. In most states (except, for example, 

New Jersey), you also pay no state taxes on your contributions. 

Please note that paying for your medical coverage on a Before-Tax basis could slightly reduce your future Social 

Security benefits since the earnings used to calculate your Social Security benefits at retirement will not include these 

payments. However, your savings on current taxes under the Medical Plan will normally be greater than any eventual 

reduction in Social Security benefits. 

Financial Considerations for Domestic Partner Coverage 

You and the Employer share the cost of covering a Domestic Partner and/or the Domestic Partner’s Eligible Dependent 

Children —the same as you would for coverage of a Spouse and your own Eligible Dependent Children. However, there 

are additional financial and tax implications to consider. For example, if you elect medical coverage for your Domestic 

Partner and/or your Domestic Partner’s Eligible Dependent Children, in most cases you will pay more in taxes than you 

would if you were covering a Spouse and your own Eligible Dependent Children. In other words, coverage for Domestic 

Partners may be subject to imputed income for federal, state and local income tax purposes, unless they are a Tax-

Qualified Domestic Partner or Covered Dependent of a Tax-Qualified Domestic Partner. 

About Imputed Income 

Under the Internal Revenue Code, the tax treatment of employer and employee contributions toward the cost of medical 

coverage varies based on who is covered. Employer costs for coverage of: 

• Employees and their Eligible Dependents (as defined under the federal tax code) are not considered taxable 

income to the employee. 

• Domestic Partners and their Eligible Dependent Children are considered taxable income to the employee — 

unless the individuals are the employee’s dependents for federal income tax purposes. If you believe your 

Domestic Partner (or your Domestic Partner’s Eligible Dependent Children) is your dependent for federal tax 

purposes, please contact the Benefits Service Center. 

As a result, the full cost of medical coverage (employee and employer contributions) for your Domestic Partner and your 

Domestic Partner’s Eligible Dependent Children is, in most cases, added to your income and subject to federal, state 

and local taxes — as well as applicable employment and payroll taxes. These additions are known as imputed income 

and represent the value of the coverage provided through your contributions and the Employer’s contributions. They are 

determined based on the Plan’s COBRA coverage rates minus the 2% administrative fee (see “COBRA”). 

Your contributions for coverage for your Domestic Partner and/or your Domestic Partner’s Eligible Dependent Children 

will appear on your pay stub as Before-Tax. However, the full value of these benefits — including the amounts you paid 

on a Before-Tax basis, plus those contributions provided by the Employer — will be taxed and shown as imputed 

income on your paycheck and your year-end W-2 statement. 

Imputed income is not included in your Base Pay for purposes of calculating your benefits or contributions under pay-

related benefits (such as, but not limited to, medical Out-of-Pocket Maximum, life insurance, 401(k)/Savings Plan 

contributions, Retirement Plan benefits, etc.).  
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Special Enrollment Under HIPAA for Eligible Employees 

Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you have special enrollment rights 

under certain circumstances. If you decline enrollment in the Medical Plan because you had alternative health 

coverage, you may be eligible to enroll in the Medical Plan without waiting until the next annual enrollment period for 

yourself and your Eligible Dependents if: 

• You initially declined coverage for yourself and your Eligible Dependents because you had alternative health 

coverage and that alternative health coverage has been terminated because: 

 The coverage was continuation coverage under the Consolidated Omnibus Budget Reconciliation Act 
(COBRA) and that coverage has been exhausted (The special enrollment option is not available if COBRA 
coverage terminates because of failure to pay employee contributions or for cause.), or 

 You lost eligibility for coverage you had elsewhere (including as a result of legal separation, divorce, death, 
termination of employment, reduction in hours or for reasons other than failure to pay employee 
contributions or for cause) or employer contributions toward the cost of coverage terminated. 

• You have gained an Eligible Dependent (Spouse or child) through marriage, birth, adoption or placement for 

adoption or foster care. 

However, you must request enrollment within 30 days after the occurrence of any of the events described above. The 

effective date of coverage as a result of the special enrollment right will be the date of the event itself, but changes to 

your contribution amount will take effect the first of the month following or coincident with the date of notification. 

In addition, you may be able to enroll yourself and your Eligible Dependents in this Plan if you or your Eligible 

Dependents’ coverage under a Medicaid plan or a State Children’s Health Insurance Program (CHIP) plan terminates 

due to loss of eligibility for such coverage or if you or your Eligible Dependents become eligible for premium assistance 

under a Medicaid plan or a CHIP plan. However, you must request enrollment within 60 days after the date your or your 

Eligible Dependents’ Medicaid or CHIP coverage terminates or the date you or your Eligible Dependents are 

determined to be eligible for such assistance. 

Please note that while existing federal law does not extend HIPAA rights to your Domestic Partner and their children 

who are Eligible Dependents, the Plan Sponsor does permit Domestic Partners and their children who are Eligible 

Dependents to enroll under the HIPAA special enrollment provision.  

To request special enrollment through HIPAA, you must contact the Benefits Service Center within the required 

timeframes outlined above. Note that the rules regarding Life Event changes may be more generous than those under 

HIPAA. See “Making Changes to Your Coverage.”  

Merck Couples and Family Members 

If both you and either your Spouse/Domestic Partner (or your former Spouse/Domestic Partner or that person’s Spouse/ 

Domestic Partner) or dependent child work, or worked, for an Employer, there are certain rules about the coordination 

of dependent medical coverage. If you are a Merck couple or in a parent/child relationship, call the Benefits Service 

Center for assistance. 

KEY POINT — DOMESTIC PARTNERS 

In general, for purposes of the rules related to Merck couples under the Medical Plan, your Domestic Partner is 

treated as your Spouse — and as stepparent to your Eligible Dependent Children. And, your Domestic Partner’s 

Eligible Dependent Children are treated as your stepchildren. 
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No Duplicate Merck Coverage 

If you, your Spouse/Domestic Partner (or your former Spouse/Domestic Partner or that person’s Spouse/Domestic 

Partner) and/or your Dependent Children are eligible for medical coverage under a medical plan sponsored by Parent or 

one of its subsidiaries, you may not select duplicate coverage under any of those plans. In other words, no one may be 

covered under a medical plan sponsored by Parent or one of its subsidiaries as both a participant and a dependent. 

Furthermore, no two people may cover the same Eligible Dependent Children under a medical plan sponsored by 

Parent or one of its subsidiaries. 

Merck Couples Enrollment Rules 

If you and your Spouse/Domestic Partner both participate in a medical plan sponsored by the Company, you must 

decide who will cover your Spouse/Domestic Partner and/or your Eligible Dependents for purposes of the Medical Plan. 

You and your Spouse/Domestic Partner each may enroll in Employee Only coverage or one Spouse/Domestic Partner 

may enroll as the Eligible Dependent of the other. 

However, special rules apply if your Spouse/Domestic Partner is a Non-Eligible Union Employee, LTD Employee or 

Retiree (see below). 

 

KEY POINT — ENROLLMENT ELECTIONS FOR MERCK COUPLES 

If you elect the No Coverage option because you plan to be covered as an Eligible Dependent under your 

Spouse’s/Domestic Partner’s coverage, it is your responsibility to ensure that your Spouse/Domestic Partner elects 

the correct Coverage Tier. You will not be able to make enrollment changes until the next annual enrollment period, 

unless you experience a Life Event or HIPAA special enrollment event that allows you to make a Permitted Plan 

Change, even if you elected No Coverage in error. 

Covering Your Eligible Dependents 

If you wish to cover your Spouse/Domestic Partner and any Eligible Dependent Children, you must choose Employee + 

Spouse/Domestic Partner + Child(ren). Remember, the Employee + Child(ren) Coverage Tier allows your Spouse/ 

Domestic Partner to cover an Eligible Dependent child without providing coverage for you. In no event can you and your 

Spouse/Domestic Partner each cover the same Eligible Dependent Children. 

You and your Spouse/Domestic Partner may choose to cover different Eligible Dependent Children under different 

benefit plans by selecting different Coverage Tiers. For example, you can choose Employee Only to cover yourself 

under a Company-sponsored medical plan and Employee + Spouse/Domestic Partner + Child(ren) to cover all Eligible 

Dependents under the Company-sponsored Dental Plan.  

If Your Spouse/Domestic Partner Is a Non-Eligible Union Employee 

If you are an Eligible Employee who is married to (or in a Domestic Partnership with) an employee of the Company who 

is a Non-Eligible Union Employee, your Spouse/Domestic Partner does not qualify as an Eligible Dependent and may 

not be covered under your coverage. Likewise, you are not an Eligible Dependent under your Spouse’s/Domestic 

Partner’s coverage. 

This provision also applies if the Non-Eligible Union Employee who is your Spouse or Domestic Partner is not actively at 

work, for example is on a leave of absence (including LTD leave) or layoff from Parent or one of its subsidiaries. 
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For your children: 

• If you elect dependent coverage, your Eligible Dependent Children may be covered under the option you select 

for yourself under the Medical Plan, but your Spouse/Domestic Partner must consent to this choice by calling 

the Benefits Service Center. 

• If you choose Employee Only coverage, your Spouse/Domestic Partner must actively enroll the children under 

your Spouse’s/Domestic Partner’s medical coverage sponsored by Parent or one of its subsidiaries. 

Please note the provisions listed above also apply if your current Spouse/Domestic Partner and ex-Spouse/ 

ex-Domestic Partner both work for the Company. For example, if your current Spouse/Domestic Partner is an Eligible 

Union Employee and your former Spouse/Domestic Partner is a Non-Eligible Union Employee, they cannot both cover 

your Eligible Dependent Children. 

If Your Spouse/Domestic Partner Is an LTD Employee 

If you are an Eligible Employee married to, or in a Domestic Partnership with, an LTD Employee, you and your Eligible 

Dependents are eligible for coverage under your Spouse’s/Domestic Partner’s coverage option as an Eligible 

Dependent.  

If you are an Eligible Employee and married to, or in a Domestic Partnership with, an employee who is eligible for LTD 

Benefits but who is a Non-Eligible Union Employee, your Spouse/Domestic Partner does not qualify as an Eligible 

Dependent under your coverage. Likewise, you are not an Eligible Dependent under that person’s coverage. To 

determine eligibility for your Eligible Dependent Children, see “If Your Spouse/Domestic Partner Is a Non-Eligible Union 

Employee.” 

If Your Spouse/Domestic Partner Is a Retiree 

If you are an Eligible Employee married to a person considered to be a Retiree of the Company, you and your Eligible 

Dependents may be eligible for coverage under the Retiree’s coverage as a dependent. For more information, see the 

Merck Group Retiree Medical Plan SPD.  

Making Changes to Your Coverage 

Annual Enrollment 

Each year during annual enrollment, you may elect to make changes to your Medical Plan coverage or keep your 

current medical election, subject to its continued availability, for coverage effective the following Jan. 1. Generally, the 

benefit elections you make will remain in effect for the entire Plan Year (Jan. 1 - Dec. 31) unless your Eligible 

Dependent no longer qualifies as your Eligible Dependent or you or your Eligible Dependents experience a Life Event 

that allows you to make a Permitted Plan Change or circumstances permitting enrollment under HIPAA. See “When Life 

Changes” and “Special Enrollment Under HIPAA for Eligible Employees” for more information. 

Changes made during the annual enrollment period are effective Jan. 1 of the following year. If you do not make a 

change during annual enrollment, your Medical Plan coverage for the new Plan Year will automatically default to your 

current Medical Plan option (subject to its continued availability) and Coverage Tier (subject to the continued eligibility of 

your Covered Dependents). 

Each year, you will be notified of the annual enrollment procedures, coverage costs and timeframes for enrolling in or 

changing your elections for the upcoming Plan Year. Since the Plan Sponsor may make changes to the Medical Plan at 

any time, it is important to review your annual enrollment materials carefully when you receive them. You may access 

annual enrollment materials, obtain contact information, review Plan design changes and confirm most benefits through 

http://netbenefits.com/merck. 
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Between annual enrollment periods, you and your Eligible Dependents may change or enroll in (if you elected the “No 

Coverage” option) medical coverage only if you or your Eligible Dependents experience a Life Event that allows you to 

make a Permitted Plan Change and the Plan Administrator permits you to make a change in coverage or circumstances 

permitting enrollment under HIPAA. See “When Life Changes” and “Special Enrollment Under HIPAA for Eligible 

Employees” for more information. 

When Life Changes 

Life Events & Permitted Plan Changes 

During the Plan Year, you may be eligible to make certain changes to your Medical Plan coverage if you, or your 

Spouse/Domestic Partner or Eligible Dependents, experience a Life Event that allows you to make Permitted Plan 

Changes. Any requested change to your coverage must be consistent with the Life Event. 

In general, Life Events may include: 

• A change in your legal marital status, including marriage, divorce or legal separation/annulment (in states 

where legal separation is recognized) 

• Starting a Domestic Partnership (by meeting all the criteria as defined by the terms of the Plan), or ending a 

Domestic Partnership  

• Gaining a new Eligible Dependent through birth, adoption or placement for adoption or foster care  

• Your Eligible Dependents losing eligibility as a result of reaching the maximum coverage age 

• The death of your eligible Dependent Child or Spouse/Domestic Partner  

• A change to the employment status of you, your Spouse/Domestic Partner or eligible Dependent Child, 

including the beginning or end of an unpaid leave of absence, an FMLA leave or a change in work status (such 

as a switch from salaried to hourly pay or full-time to part-time hours) 

• You, your Spouse/Domestic Partner or eligible Dependent Child terminating or commencing employment, or 

• A change in the place of residence which includes a ZIP code change for you, your Spouse/Domestic Partner 

or eligible Dependent Child that causes you to lose eligibility for your current Medical Plan option. In this case, 

you can change only your medical election. 

• Permitted Plan Changes may also include changes to certain benefits resulting from other events such as: 

 If another employer’s medical plan allows for a change in your Eligible Dependents’ coverage (either during 
that plan’s annual enrollment period or due to a mid-year election change permitted under that employer’s 
plan), you may be able to make a corresponding election change under the Medical Plan. 

 If the Medical Plan receives a Qualified Medical Child Support Order (QMCSO) requiring the Plan to 
provide health coverage to your child or foster child. In this instance, the Plan will automatically change 
your benefit elections to provide coverage for the child. In the case of a child whom you are required to 
cover pursuant to a QMCSO, coverage will begin on the date specified in the order, or if none is specified, 
the date of the order. You may decrease your coverage for that child if the court order requires the child’s 
other parent to provide coverage and your Spouse’s or former Spouse’s plan actually provides that 
coverage. 

 If your Eligible Dependent becomes entitled to, or loses entitlement to, coverage under a government 
institution, Medicare, Medicaid or state children’s health program, you may make corresponding changes 
to your benefit elections under the Medical Plan. This event may also qualify as a HIPAA special 
enrollment event. See “Special Enrollment Under HIPAA for Eligible Employees” for more information. 
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KEY POINT — A PROVIDER NETWORK CHANGE IS NOT CONSIDERED A LIFE EVENT 

If you are an Eligible Employee and your health care provider or facility decides to drop out of — or start 

participating in — a participating network of providers, this change in access is not considered a Life Event that 

would allow you to change your medical election mid-year. If you wish to change your Medical Plan option, you 

must wait until the next annual enrollment period. 

How to Make a Permitted Plan Change 

If you have a Life Event that allows you to make a Permitted Plan Change, you must request your change within the first 

30 days after the event by contacting the Benefits Service Center — either online or by phone. Any requested change to 

your coverage generally must be due to an event that impacts eligibility for coverage and must be consistent with the 

Life Event. If you do not make your request within 30 days after the event — except for adding a new child through birth 

or adoption (see below) — you will have to wait until the next annual enrollment period, for coverage effective the 

following Jan. 1 to change your medical coverage, subject to any annual enrollment limitations. 

When Permitted Plan Changes Go Into Effect 

If you experience a Life Event that permits you to change your Medical Plan coverage during the Plan Year, the 

effective date for the change will be the date of the event itself, provided you notify the Benefits Service Center within 

the first 30 days after the event, except if you are adding a new child through birth or adoption (see below). Any 

changes to your contribution amount will take effect the first of the month following or coincident with the date of 

notification. If you fail to notify the Benefits Service Center within the first 30 days after the event, you will not be 

permitted to make a change until the next annual enrollment period, subject to any annual enrollment limitations. 

Special Timeframes for Adding a New Child Through Adoption, Birth or Foster Care Placement 

If you request coverage for a new child, the following special coverage and contribution effective dates apply: 

• Within 30 days. If you request coverage for your new child within 30 days after the date of the birth, adoption 
or placement, the coverage effective date will be the date of the event — with contributions effective the first of 
the month following the date of notification. 

• After 30 days, but within 90 days. If you request coverage for your new child after 30 days — but within 
90 days — after the date of the birth, adoption or placement, the coverage effective date will be the date of the 
event — with contributions effective as of the first day of the month following the event. 

• After 90 days. If you request coverage for your new child after 90 days following the date of the birth, adoption 
or placement, the coverage effective date — and the contribution effective date — will be the first of the month 
following the date of notification. 

To add a new child to your medical coverage, you must notify the Benefits Service Center online or by phone. 

KEY POINT — HOW TO ENROLL A NEW CHILD  

To enroll your new child under your Medical Plan coverage option, you must contact the Benefits Service Center 

online at http://netbenefits.com/merck or by calling 800-66-MERCK (800-666-3725). You cannot enroll your child 

by calling your Claims Administrator directly. Please note if you already have Employee + Child(ren) coverage, you 

must timely enroll your new dependent in the Plan within the timeframes listed above.  
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If You Take a Leave of Absence 

• Approved Paid Leave of Absence. If you take an approved paid leave of absence, your Employer will 
continue to deduct your portion of the cost of medical coverage through Before-Tax payroll deductions. 

• Approved Unpaid Leave of Absence. If you take an approved unpaid leave of absence, you will have the 
option when your leave begins to cancel coverage or continue coverage under the Medical Plan during your 
unpaid leave. If you elect to continue coverage, you will be billed by the Benefits Service Center starting the 
first of the month following commencement of your leave for coverage during your leave. For employees who 
return to work at the expiration of a leave, unpaid amounts for coverage for the period prior to the first day of 
the month after your leave will be payable by you upon your return from leave by payroll deduction. 

• If you fail to pay contributions to continue coverage during your leave in the time and manner specified by the 
Plan Administrator, your coverage will end and you will not be able to re-enroll for coverage until the next 
annual enrollment (for coverage effective the following Jan. 1) or mid-year if you have a Life Event that allows 
you to make a Permitted Plan Change. If you elect to cancel coverage under the Medical Plan when you begin 
your unpaid leave, you will not be able to re-enroll for coverage until the next annual enrollment (for coverage 
effective the following Jan. 1) or mid-year if you have a Life Event that allows you to make a Permitted Plan 
Change. 

While on leave, you will continue to pay the same rates as similarly situated active employees. 

If You Are an Eligible Union Employee Who Goes on Layoff 

If you are placed on layoff, there are two different ways to continue coverage: 

Continue Your Current Medical Coverage. You may continue the medical coverage you had on the date your layoff 

begins for the duration of your layoff. If you decide to continue your benefits coverage under this option, you will receive 

a monthly billing invoice for 100% of the cost to continue your coverage, as well as a 2% administrative fee. Payment 

for continued coverage is due on the first of the month to maintain coverage for that month. If you want to elect this 

option, you must call the Benefits Service Center within 30 days from the date of your benefits continuation letter to 

make your election. If you do not call within the 30 days, you will not be able to continue coverage under this option. If 

you fail to pay contributions to continue coverage in the time and manner specified by the Plan Administrator, your 

coverage will end and you will not be able to re-enroll for coverage until the next open enrollment (for coverage effective 

the following Jan. 1) or mid-year if you have a Life Event that allows you to make a Permitted Plan Change. 

Continue Your Medical Coverage Under COBRA. As an alternative, you may elect to continue your medical coverage 

for a period of 18 months under COBRA. If you want to elect this option, you must call the Benefits Service Center and 

make your elections within 60 days from the date your layoff begins or the date of your COBRA notification, whichever 

is later. If you do not call the Benefits Service Center and make your election by this date, you will not be eligible to 

continue your medical coverage under the COBRA option. For more information about your COBRA rights, see 

“COBRA” in the “Administrative Information” section. 

If at the time you go on layoff you are eligible for continuation of medical benefits while on layoff under the terms of the 

separation program described in the collective bargaining agreement applicable to you, the terms of the collective 

bargaining agreement — and not the terms described in this section above — apply to continuation of your medical 

benefits while on layoff. 

If You Receive LTD Benefits 

If you are or become an LTD Employee, your medical coverage in effect on the date you become eligible for LTD 

Benefits may continue while you are receiving LTD Benefits. (See “LTD Employees” for additional information.) While 

you are an LTD Employee, you may make changes to your medical coverage — elect a new Medical Plan option, add 

an Eligible Dependent or drop a Covered Dependent — only during the annual enrollment period, unless you 

experience a Life Event that allows you to make a Permitted Plan Change or circumstances permitting enrollment under 

HIPAA. See “When Life Changes” and “Special Enrollment Under HIPAA for Eligible Employees” for more information.  
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If You Had Elected No Coverage 

If you had elected No Coverage at the time you qualified for LTD Benefits, you will not receive medical coverage, unless 

you enroll for coverage during the next annual enrollment or experience a Life Event that allows you to make a 

Permitted Plan Change or circumstances permitting enrollment under HIPAA. See “When Life Changes” and “Special 

Enrollment Under HIPAA for Eligible Employees” for more information. 

A Word About LTD Medical Plan Options and Medicare 

All of the Medical Plan options available to you require you and your Covered Dependents who are eligible for Medicare 

to enroll in Medicare — Parts A and B — when you are first eligible. Medicare is the primary payer for LTD Employees 

who are no longer considered to have been in active employment for at least six months due to a disability and their 

Covered Dependents who qualify for Medicare. The Medical Plan is the secondary payer and will coordinate benefits 

with Medicare. For more information, see “Coordinating Benefits with Medicare.” 

Please note that while participation in Medicare Parts A and B is required, participation in Medicare Part D prescription 

drug coverage is voluntary and Merck does not require that you or your Covered Dependents sign up for Medicare 

Part D. 

If Your Employment Ends While You Are an LTD Employee 

End of Employment on or Before Aug. 25, 2015. If you were an LTD Employee and your employment with the 

Company terminated on or before Aug. 25, 2015 and you were not eligible for subsidized retiree medical coverage on 

that date, you are eligible to continue medical coverage under the Medical Plan on the terms and conditions applicable 

to LTD Employees (as such coverage and eligibility therefor may be amended from time to time or terminated) whose 

employment has not terminated for so long as you continue to be eligible for long term disability benefits under Merck’s 

Long Term Disability Plan as determined by the Claims Administrator for that plan.  

If your employment ended on or before Aug. 25, 2015 and on the date your employment ended you were eligible for 

subsidized retiree medical coverage, your coverage under the Medical Plan ended on the date that you became eligible 

for subsidized retiree medical coverage — you were not eligible to continue coverage under the Medical Plan on terms 

and conditions applicable to LTD Employees. 

End of Employment After Aug. 25, 2015. If you were, are or become an LTD Employee and your employment with the 

Company terminated or terminates after Aug. 25, 2015, your coverage under the Medical Plan ended or ends on the 

same terms applicable to any other Eligible Employee. In this case, coverage will generally end as of the end of the 

month in which your employment ended or ends. See “When Medical Coverage Ends.” When your coverage ended or 

ends under the Medical Plan you may be eligible for retiree medical coverage under the Merck Retiree Medical Plan if 

you met or meet the age and service requirements on the date your employment ended or ends. See the Merck Group 

Retiree Medical Plan SPD and the Merck Retiree Health Reimbursement Account SPD for more information on retiree 

medical coverage. 

When Medical Coverage Ends 

Your coverage in the Medical Plan ends on the earliest of: 

• The end of the month in which your employment terminates, unless (a) your employment ends on or after 
Jan. 1, 2017, and you are eligible for subsidized group retiree medical coverage as described in the Merck 
Group Retiree Medical Plan SPD, or are eligible to participate in the Merck Retiree Health Reimbursement 
Account, as described in the SPD applicable to that coverage, or (b) your employment ends on or after 
Jan. 1, 2017 and you are eligible for medical continuation coverage due to your separation from employment as 
described in the Merck U.S. Separation Benefits Plan SPD or your collective bargaining agreement, if 
applicable, or (c) you were a Legacy Merck employee whose employment ended on or after Jan. 1, 2003 (Jan. 
1, 2004 if you were a Non-Eligible Union Employee) and before Jan. 1, 2017 due to an approved disability 
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retirement and on that date you had at least 10 years of service with the Company, but were not otherwise 
eligible for subsidized retiree medical coverage. In the case of clause (c) described above, your participation in 
the Medical Plan will continue in accordance with the special provisions of the Medical Plan applicable to you 

• The end of the month following the month in which your employment terminates if your employment ends on or 
after Jan. 1, 2017, and you are eligible for subsidized group retiree medical coverage as described in the Merck 
Group Retiree Medical Plan SPD, or are eligible to participate in the Merck Retiree Health Reimbursement 
Account as described in the SPD applicable to that coverage 

• The last day of your medical benefits continuation period as described in the Merck U.S. Separation Benefits 
Plan SPD or your collective bargaining agreement, if applicable, if your employment terminates on or after Jan. 
1, 2017 and you are eligible for medical continuation coverage due to your termination of employment as 
described in the Merck U.S. Separation Benefits Plan SPD or your collective bargaining agreement; however, if 
you are subsidized retiree medical eligible as of the date of separation, then your Medical Plan coverage will 
terminate at the end of the month in which your benefit continuation period end date occurs 

• The date the Plan is amended to change your eligibility for coverage 

• The end of the month in which you are no longer eligible to participate 

• The day immediately prior to the day your No Coverage option goes into effect 

• The date the required contributions for coverage are not paid, or 

• The date the Medical Plan is terminated by the Plan Sponsor. 

Your Covered Dependents’ coverage ends on the earliest of: 

• The date your coverage ends for any reason. Coverage may continue under the terms applicable to survivor 
coverage (see the “Coverage for Surviving Covered Dependents on the Covered Employee’s Date of Death” 
sections below) 

• The date your Covered Dependent no longer qualifies as an Eligible Dependent under the Medical Plan (e.g., 
the date of divorce from your Spouse or the date of the end of your Domestic Partnership) 

• The end of the month in which your Covered Dependent Child(ren) no longer qualifies as an Eligible 
Dependent under the Medical Plan — such as the date your child turns age 26 (see “Eligible Dependents” in 
the “About Medical Coverage” section) 

• The date on which you are notified of your failure to complete the dependent audit request or your dependent is 
determined to be ineligible based on the audit  

• The date the required employee contributions for coverage are not paid, or 

• The date the Medical Plan is terminated by the Plan Sponsor. 

If a Covered Dependent Loses Eligibility Status 

You must notify the Plan Administrator when a Covered Dependent is no longer eligible for coverage by changing your 

dependent’s status online or by phone by contacting the Benefits Service Center. If you do not notify the Plan 

Administrator when a Covered Dependent becomes ineligible for coverage, you may be required to reimburse the 

Medical Plan for any or all costs incurred by the Plan to cover your ineligible dependent. If permitted by applicable law, 

you may also be subject to disciplinary action by your Employer. Additionally, if you fail to notify the Plan Administrator 

within 60 days of the event, your dependent may lose eligibility to continue coverage under COBRA (or if applicable, 

continuation coverage available to Domestic Partners and their eligible Dependent Children). 

Please note that coverage for that dependent will end in accordance with the Plan’s provisions regardless of whether 

you have notified the Plan Administrator. For example, if you cover your Spouse as a dependent under the Medical Plan 
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and become divorced, your Spouse’s medical coverage will end as of the date of the divorce regardless of when you 

notify the Benefits Service Center by phone or online. 

KEY POINT — IN THE EVENT OF YOUR DEATH  

If you die while you are a participant in the Medical Plan, your Eligible Dependents may be eligible to enroll for or 

continue to receive medical coverage under the Plan. See the “Coverage for Surviving Eligible Dependents on the 

Covered Employee’s Date of Death” sections below. 

Continuing Your Coverage Through COBRA 

If you or your Covered Dependents lose medical coverage under the Medical Plan, you may be eligible to continue your 

coverage through COBRA. For more information, see “COBRA.” 

Note that if you drop a Covered Dependent during annual enrollment by reducing your Coverage Tier, the dropped 

dependent is not eligible to continue coverage through COBRA. 

Although existing federal law does not extend rights to COBRA coverage to your Domestic Partner and your Domestic 

Partner’s Covered Dependent Children, the Plan Sponsor offers continuation of medical coverage in certain cases. For 

continuation of coverage options available to Domestic Partners and their eligible Dependent Children, see 

“Continuation of Health Care Coverage for Domestic Partners” in the “Administrative Information” section of this SPD. 

Coverage for Surviving Covered Dependents on the Covered Employee’s Date of Death — 

Covered Employees Who Died Before Jan. 1, 2017 

If a Covered Employee died before Jan. 1, 2017 while employed by the Employer, any Surviving Covered Dependents 

on the date of the Covered Employee’s death were eligible to continue coverage under the Medical Plan as described in 

the following section.  

As of the Covered Employee’s Date of Death: 

• COBRA: Surviving Covered Dependents are eligible to continue coverage under the Medical Plan as it applies 
to active employees at no cost to them for as long as they continue to meet the requirements of an Eligible 
Dependent up to a maximum of two years, provided they elect to continue coverage in accordance with 
COBRA. Coverage provided to Surviving Covered Dependents runs concurrently with the continuation period 
available under COBRA. (For more information, see “COBRA.”) 

During the COBRA period, Surviving Covered Dependents may add Eligible Dependents who are not Surviving 

Covered Dependents in accordance with rules under COBRA. However, the Plan Administrator reserves the 

right to require full payment of COBRA contributions to cover Eligible Dependents who are eligible under 

COBRA rules but are not considered to be Surviving Covered Dependents. 

Coverage for Surviving Covered Dependents must be under the option in which they were enrolled at the time 

of the Covered Employee’s death until the next annual enrollment unless they experience a Life Event or 

HIPAA Special Enrollment Event that would allow them to make a Permitted Plan Change. During the next 

annual enrollment, Surviving Covered Dependents may elect any available option or remain in the same 

coverage. All Surviving Covered Dependents must be enrolled in the same option. However, if during the 

COBRA period, Surviving Covered Dependents opt out of coverage, they will not be allowed to enroll during the 

next annual enrollment or at a later date during the COBRA period. 

Special Transition Rule: The maximum two-year period of no-cost coverage is extended one additional year to a 

maximum three-year period for those Surviving Covered Dependents who meet each of the following requirements:  
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(a) The Surviving Covered Dependent is enrolled for coverage under the Medical Plan as of Dec. 31, 2016,  

(b) The Surviving Covered Dependent’s initial two-year period of no-cost coverage has not expired as of 

Dec. 31, 2016, and  

(c) The Surviving Covered Dependent will be at least age 65 and Medicare-eligible during the initial two-year 

period of no-cost coverage.  

If a Surviving Covered Dependent satisfies each of these requirements and either covers other Surviving Covered 

Dependents or is covered by another Surviving Covered Dependent, the extension will apply to the entire Coverage 

Tier. This extension runs concurrent with COBRA. 

At the expiration of the up to two-year (or three-year, if applicable) COBRA period: 

• Retiree Medical Coverage – Eligibility: 

 If, on the day before the Covered Employee’s death, the Covered Employee satisfied the age and service 
requirements to be a Retiree eligible for subsidized retiree medical coverage: 

o And the Surviving Covered Dependents are under age 65 or not Medicare-eligible, the Surviving 
Covered Dependents will be eligible for subsidized group retiree medical coverage, in accordance with 
the terms of the Merck Group Retiree Medical Plan. In this case, coverage provided to Surviving 
Covered Dependents under the Merck Group Retiree Medical Plan will last for so long as they qualify 
as Eligible Dependents or until they become age 65 and Medicare-eligible, whichever happens first.  

o And the Surviving Covered Dependents are at least age 65 and Medicare-eligible, the Surviving 
Covered Dependents will be eligible to purchase supplemental Medicare coverage through the Aon 
Retiree Health Exchange and may be eligible to participate in the Merck Retiree Health 
Reimbursement Account. Note: In this case, the Surviving Covered Dependents will not be eligible for 
coverage under the Merck Group Retiree Medical Plan. 

 If, on the day before the Covered Employee’s death, the Covered Employee satisfied the age and service 
requirements to be a Retiree eligible for unsubsidized retiree medical coverage (and did not have at least 
25 years of service as of the Covered Employee’s death),  

o And the Surviving Covered Dependents have not completed the full COBRA coverage period and are 
not at least age 65 and Medicare-eligible, the Surviving Covered Dependents are eligible to continue 
coverage in accordance with the rules applicable to COBRA for up to the remainder of the COBRA 
period, if any, provided they pay the full COBRA contribution.  

o And the Surviving Covered Dependents have completed the full COBRA coverage period and, 
effective Jan. 1, 2017, are not at least age 65 and Medicare-eligible on the last day of that period, they 
will have a one-time opportunity to elect unsubsidized retiree medical coverage under the terms of the 
Merck Group Retiree Medical Plan. 

o And the Surviving Covered Dependents have not completed the full COBRA coverage period, but are 
at least age 65 and Medicare-eligible and Medicare eligibility occurred during the COBRA continuation 
coverage period, the Surviving Covered Dependents will not be eligible for group retiree medical 
coverage under the Merck Group Retiree Medical Plan, nor will they be eligible to purchase 
supplemental Medicare coverage through the Aon Retiree Health Exchange or participate in the Merck 
Retiree Health Reimbursement Account. 

o And the Surviving Covered Dependents have not completed the full COBRA coverage period and are 
at least age 65 and Medicare-eligible, but Medicare eligibility occurred prior to eligibility for COBRA, 
then the Surviving Covered Dependents will be eligible to continue coverage in accordance with the 
rules applicable to COBRA for up to the remainder of the COBRA period, if any, provided they pay the 
full COBRA contribution. 

• Required Retiree Contributions: See the section “Contributions for Retiree Medical Required by Surviving 
Eligible Dependents.”  

• More Information on Retiree Medical — See the Merck Group Retiree Medical Plan SPD and the Merck 
Retiree Health Reimbursement Account SPD. 
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• Continued COBRA: If, on the day before the Covered Employee’s death, the Covered Employee did not 
satisfy the age and service requirements to be a Retiree eligible for subsidized or unsubsidized retiree medical 
coverage (and did not have at least 25 years of service as of the date of death), any Surviving Covered 
Dependents are eligible to continue coverage in accordance with the rules applicable to COBRA for the 
remainder of the applicable COBRA period, if any, provided they pay the full COBRA contribution. Note: 
Surviving Covered Dependents eligible for the retiree coverage described above are also eligible to continue 
coverage through the remainder of the COBRA period, if any, in lieu of such retiree coverage. 

Coverage for Surviving Eligible Dependents Who Were Not Surviving Covered Dependents 

on the Eligible Employee’s Date of Death — Eligible Employees Who Died Before 

Jan. 1, 2017 

• If an Eligible Employee died while employed by the Employer and before Jan. 1, 2017, and the Eligible 
Employee’s Surviving Eligible Dependents were not Surviving Covered Dependents, or if the Eligible Employee 
was not a Localized Employee and died on or after Jan. 1, 2015 and before Jan. 1, 2017, while employed by 
the Company or a Non-Eligible Union Employee and died while employed by the Company and before 
Jan. 1, 2017, any Surviving Eligible Dependents, in each case, on the date of the Eligible Employee’s death are 
eligible to enroll in coverage under the Medical Plan. If the Eligible Employee was a Localized Employee who 
died before Jan. 1, 2015 while employed by the Company, any survivors are not eligible for benefits under the 
Medical Plan. 

• COBRA: An Eligible Employee’s Surviving Eligible Dependents who are not the Eligible Employee’s Surviving 
Covered Dependents are not eligible to continue coverage under COBRA and are therefore not eligible for two 
years of coverage under COBRA at no cost described above. 

• Retiree Coverage — Eligibility: 

 If on the day before death, the Eligible Employee satisfied the age and service requirements to be eligible 
for subsidized retiree medical coverage,  

o And any Surviving Eligible Dependents are under age 65 or not Medicare eligible, the Surviving 
Eligible Dependents are eligible for subsidized retiree medical coverage as of the Eligible Employee’s 
date of death in accordance with the terms of the Merck Group Retiree Medical Plan. Coverage for the 
Surviving Eligible Dependents under the Merck Group Retiree Medical Plan will last for so long as the 
Surviving Eligible Dependents qualify as Eligible Dependents or until they become age 65 and 
Medicare-eligible, whichever happens first.  

o And any Surviving Eligible Dependents who are at least age 65 and Medicare-eligible, the Surviving 
Eligible Dependents will not be eligible for group retiree medical coverage under the Merck Group 
Retiree Medical Plan. Instead, the Surviving Eligible Dependents may be eligible to purchase 
supplemental Medicare coverage through the Aon Retiree Health Exchange and may be eligible to 
participate in the Merck Retiree Health Reimbursement Account, but note that their choices for 
coverage through the Exchange may be limited.  

 If on the day before death, the Eligible Employee satisfied the age and service requirements to be eligible 
for unsubsidized retiree medical coverage (and did not have at least 25 years of service as of the date of 
the Eligible Employee’s death), the Surviving Eligible Dependents had a one-time opportunity to elect 
unsubsidized retiree medical coverage. If the Surviving Eligible Dependents did not elect unsubsidized 
retiree medical coverage effective before Jan. 1, 2017, the Surviving Eligible Dependents are not eligible to 
elect unsubsidized retiree medical coverage. 

 Required Retiree Contribution: See the section “Contributions for Retiree Medical Required by Surviving  
Eligible Dependents.”  

 More Information on Retiree Medical — See the Merck Group Retiree Medical Plan SPD and the Merck 
Retiree Health Reimbursement Account SPD. 

• Continued COBRA: If, on the day before an Eligible Employee’s death, an Eligible Employee did not satisfy 
the age and service requirements to be a Retiree eligible for subsidized or unsubsidized retiree medical 
coverage (and did not have at least 25 years of service as of your death), any Surviving Eligible Dependents 
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are not eligible for COBRA coverage, and therefore, are not eligible for coverage under the Medical Plan as of 
the date of the Eligible Employee’s death. 

Coverage for Surviving Covered Dependents on the Covered Employee’s Date of Death — 

Covered Employees Who Die on or After Jan. 1, 2017 

• If you are a Covered Employee and die on or after Jan. 1, 2017, while employed by the Employer, your 
Surviving Covered Dependents are eligible to continue coverage under the Medical Plan as described in the 
following section. 

As of the Covered Employee’s Date of Death 

• Continuation Coverage: Surviving Covered Dependents are eligible to continue coverage under the Medical 
Plan as it applies to active employees (subject to the limitation on adding dependents described in “Other 
Important Information on Survivor Benefits”) at no cost to them for as long as they continue to meet the 
requirements of an Eligible Dependent up to a maximum of two years. 

At the Expiration of the Up-to-Two-Year Continuation Period 

• COBRA: Surviving Covered Dependents who remain covered at the end of the two-year continuation period 
described above are eligible to continue coverage under the Medical Plan in accordance with COBRA, 
provided they timely elect and pay for such coverage. 

• Retiree Coverage: If on the day before the Covered Employee’s death the Covered Employee satisfied the 
age and service requirements to be eligible for subsidized retiree medical coverage or the Covered Employee 
had at least 25 years of service, Surviving Covered Dependents who remain covered at the end of the two-year 
continuation period are eligible for subsidized retiree medical coverage effective Jan. 1, 2017, in accordance 
with the terms of the Merck Retiree Medical Plan. That means that,  

 Surviving Covered Dependents who are under 65 or not Medicare-eligible will be eligible for group retiree 
medical coverage under the Merck Group Retiree Medical Plan in accordance with the terms of that plan 
for so long as they qualify as Eligible Dependents or become age 65 and Medicare-eligible, whichever 
happens first. 

 Surviving Covered Dependents who are at least age 65 and Medicare-eligible will not be eligible for group 
retiree medical coverage under the Merck Group Retiree Medical Plan, and instead, they will be eligible to 
purchase supplemental Medicare coverage through the Aon Retiree Health Exchange and may be eligible 
to participate in the Merck Retiree Health Reimbursement Account.  

• Interaction with COBRA: Surviving Covered Dependents cannot be covered under COBRA and in the group 
retiree medical coverage under the Merck Group Retiree Medical Plan or be a participant in the Merck Retiree 
Health Reimbursement Account at the same time. Surviving Covered Dependents who want retiree coverage 
must waive their coverage under COBRA. 

• Retiree Contributions: See the section “Contributions for Retiree Medical Required by Surviving Eligible 
Dependents.” 

• More Information on Retiree Medical: See the Merck Group Retiree Medical Plan SPD and the Merck 
Retiree Health Reimbursement Account SPD. 

Coverage for Surviving Eligible Dependents Who Were Not Surviving Covered Dependents 

on the Eligible Employee’s Date of Death — Eligible Employees Who Die on or After Jan. 1, 

2017 

• If you are an Eligible Employee and die while employed by the Employer on or after Jan. 1, 2017, and your 
Eligible Surviving Dependents are not your Covered Dependents or you are a Localized Employee and die on 
or after Jan. 1, 2017, while employed by the Company, or a Non-Eligible Union Employee and die while 



36 

Merck Medical Plan (Employees) SPD Merck Benefits Service Center at Fidelity 

Effective Jan. 1, 2020 800-66-MERCK (800-666-3725) 

Released Oct. 8, 2019 http://netbenefits.com/merck 

employed by the Company on or after Jan.1 , 2017, your surviving Eligible Dependents, in each case, on the 
date of your death are eligible to enroll in coverage under the Medical Plan as described in the following 
section. 

• Continuation Coverage: Your Surviving Eligible Dependents are not eligible for continuation coverage. 

• COBRA: Your Surviving Eligible Dependents are not eligible to continue coverage under COBRA. 

• Retiree Coverage: If on the day before your death, you satisfied the age and service requirements to be 
eligible for subsidized retiree medical coverage or you had at least 25 years of service, your Surviving Eligible 
Dependents are eligible for subsidized retiree medical coverage as of your date of death in accordance with the 
terms of the Merck Retiree Medical Plan. That means that,  

 Surviving Eligible Dependents who are under 65 or not Medicare-eligible will be eligible for group retiree 
medical coverage under the Merck Group Retiree Medical Plan in accordance with the terms of that plan 
for so long as they qualify as Eligible Dependents or become age 65 and Medicare-eligible, whichever 
happens first.  

 Surviving Eligible Dependents who are at least age 65 and Medicare-eligible will not be eligible for group 
retiree medical coverage under the Merck Group Retiree Medical Plan — instead, they may be eligible to 
purchase supplemental Medicare coverage through the Aon Retiree Health Exchange and may be eligible 
to participate in the Merck Retiree Health Reimbursement Account, but note that their choices for coverage 
through the Exchange may be limited. 

• Required Retiree Contribution: See the section “Contributions for Retiree Medical Required by Surviving 
Eligible Dependents.” 

• More Information on Retiree Medical — See the Merck Group Retiree Medical Plan SPD and the Merck 
Retiree Health Reimbursement Account SPD. 

Contributions for Retiree Medical Required by Surviving Eligible Dependents  

• Regardless of your date of death, if your Surviving Eligible Dependents are eligible for group retiree medical 
coverage under the Merck Group Retiree Medical Plan and enroll for such coverage, the required contributions 
for subsidized (and unsubsidized if eligible) retiree medical coverage are determined by the Plan Administrator 
of the Merck Group Retiree Medical Plan and are subject to change from time to time. 

• Surviving Eligible Dependents must contact the Benefits Service Center after the employee’s death to enroll in 
coverage as described above. The timing of this enrollment request determines when coverage and 
contributions begin: 

 Within 30 days. If the enrollment request is made within 30 days after your death, the coverage effective 
date is one day following the date of your death, with contributions effective the first of the month following 
the date of your death.  

 After 30 days, but within 90 days. If the enrollment request is made after 30 days — but within 90 days 
— after your death, the coverage effective date is the date of your death, with contributions effective the 
first of the month following the date of your death.  

 After 90 days. If the enrollment request is made after 90 days following your death, the coverage effective 
date — and the contribution effective date — is the first of the month following the date of notification.  
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KEY POINT — ARE YOU A SURVIVING ELIGIBLE DEPENDENT WHO IS ELIGIBLE FOR MEDICARE? 

The Medical Plan coordinates with Medicare Parts A and B as primary coverage whenever it is legally permitted to 

do so. Generally, you are eligible for Medicare when you reach age 65 or prior to age 65 due to disability. Medicare 

rules permit Parts A and B to be the primary payor (and employer-sponsored coverage to be the secondary payor) 

for former employees (including retirees) and their dependents who are Medicare-eligible. That means that 

Surviving Eligible Dependents who are eligible for Medicare for any reason (e.g., due to age or disability) and 

enrolled for coverage under the Medical Plan for a period of continuation coverage or under COBRA, must enroll in 

Medicare Parts A and B when first eligible because the Medical Plan will coordinate with Medicare Parts A and B, 

even if the Eligible Dependents fail to enroll. The Merck Medical Plan will not pay those charges that would have 

been paid by Medicare. Enrolling in Medicare Parts A and B also ensures that Eligible Surviving Dependents avoid 

a gap in coverage and any Medicare late enrollment penalties. For more information, see “Coordinating Benefits 

with Medicare.” 

While participation in Medicare Parts A and B is required to avoid a gap in coverage and Medicare late enrollment 

penalties, participation in Medicare Part D prescription drug coverage is not required while you are enrolled for 

continuation coverage or through COBRA under the Medical Plan because the Medical Plan does not coordinate 

with Medicare Part D.  

For information on coordination with Medicare if you are covered for group retiree medical coverage under the 

Merck Retiree Medical Plan, see the Merck Group Retiree Medical Plan SPD. 

Other Important Information on Survivor Benefits: You are eligible to be a Retiree as of your date of death for 

purposes of determining eligibility for medical benefits for your Surviving Eligible Dependents (including your Surviving 

Covered Dependents), if you meet the age and service requirements applicable to a non-disability retirement on your 

date of death as set forth in the definition of “Retiree” (see the Glossary for the definition of “Retiree”). For information 

on eligibility for subsidized and unsubsidized group retiree medical coverage under the Merck Group Retiree Medical 

Plan, see the Merck Group Retiree Medical Plan SPD. For information on eligibility for the retiree health reimbursement 

account, see the Merck Retiree Health Reimbursement Account SPD. 

If your surviving Spouse/Domestic Partner is an Eligible Employee or Retiree of the Company, special rules apply. For 

more information, your Spouse/Domestic Partner should contact the Benefits Service Center. 

Your surviving Spouse or Domestic Partner continues to qualify as your dependent even if your Spouse or Domestic 

Partner remarries or forms another Domestic Partnership. No new dependents may be added to your Surviving 

Covered Dependent’s coverage (other than to the extent required under COBRA and only for the COBRA period). For 

example, should your surviving Spouse be eligible for retiree coverage under the Merck Group Retiree Medical Plan 

and remarry, your surviving Spouse would not be permitted to add a new Spouse or child as a dependent under the 

Merck Group Retiree Medical Plan. 

KEY POINT — REPORTING A DEATH 

To report the death of an Eligible Employee, Non-Eligible Union Employee, Localized Employee or Covered 

Dependents, please call the Benefits Service Center at 800-66-MERCK (800-666-3725) from 8:30 a.m. to 

8:30 p.m., ET, Monday through Friday. 
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LTD-Like Continuing Coverage for Certain Legacy Merck Disability Retirees and Their 

Survivors 

If you were a Legacy Merck employee and your employment terminated on or after Jan. 1, 2003 (Jan. 1, 2004 if you 

were a Non-Eligible Union Employee) but before Jan. 1, 2017, due to a disability retirement approved under the terms 

of the Company pension plan in which you participated, you are eligible to continue coverage under the Medical Plan 

applicable to LTD Eligible Employees if and only if you had at least 10 years of service with the Company on the date 

your employment ended and you did not otherwise satisfy the requirements to be eligible for subsidized retiree medical 

coverage.  

In the event of your death, coverage for your Surviving Eligible Dependents may continue under the Medical Plan for so 

long as they qualify as Eligible Dependents. You or your Surviving Eligible Dependents, if applicable, may be required 

to contribute towards the cost of coverage under the Medical Plan. Required contributions for this coverage are 

determined by the Plan Administrator and are based on the contributions required for similarly situated LTD Eligible 

Employees. Note that your surviving Spouse or Domestic Partner continues to qualify as your dependent even if your 

surviving Spouse or Domestic Partner remarries or forms another Domestic Partnership. No new dependents may be 

added to your Surviving Covered Dependent’s coverage. Note that eligibility for this continuation of coverage for you 

and your Surviving Eligible Dependents is subject to amendment or termination at any time. 

U.S. Territory Employees 

If you are a U.S. Territory Employee, the provisions of the Medical Plan described in this SPD apply to you except as 

follows: 

• Medical Plan Options: You are only eligible to enroll yourself and your Eligible Dependents in either the Merck 
PPO or the No Coverage option. 

• Deductible: You and your Covered Dependents have a $0 Deductible. 

• Out-of-Network Benefit: If you or your Covered Dependents receive care from an Out-of-Network provider, 
the Medical Plan will pay 80% of covered expenses up to the Reasonable and Customary (R&C) Limit and you 
will be responsible to pay 20% of covered expenses up to the R&C Limit and 100% of covered expenses over 
the R&C Limit. Amounts over the R&C Limit do not count toward the Out-of-Pocket Maximum. 

• Out-of-Pocket Maximum: The Merck PPO Out-of-Pocket Maximum for both In-Network coverage and  
Out-of-Network coverage is $2,500 (individual) and $5,000 (family). 

• If you are a U.S. Territory Employee who is a U.S. territory resident on assignment in the U.S.: 

 Cost of Coverage: Coverage for you and your Covered Dependents is provided under the Medical Plan at 
no cost to you. 

 Survivor Benefits: In the event of your death while on assignment in the U.S., the provisions of the 
Medical Plan applicable to Surviving Eligible Dependents do not apply to your survivors; coverage for your 
survivors may be available under the terms of your home country medical plan.  

  



39 

Merck Medical Plan (Employees) SPD Merck Benefits Service Center at Fidelity 

Effective Jan. 1, 2020 800-66-MERCK (800-666-3725) 

Released Oct. 8, 2019 http://netbenefits.com/merck 

THE MERCK PPO 

The Merck Medical Plan offers a preferred provider organization (PPO) administered by Horizon BCBS which includes 

prescription drug and behavioral health care benefits. The Merck PPO is not available to Eligible Employees who reside 

in Hawaii. 

ABOUT THE MERCK PPO  
The Merck PPO, administered by Horizon BCBS, uses the national BlueCard PPO network. The Merck PPO covers you 

for a range of services, including preventive care, hospitalizations and emergency care. 

When you visit a health care provider who participates in the PPO network, you will pay lower out-of-pocket costs than if 

you obtained care from an Out-of-Network provider. Under the Merck PPO you don’t need to select a Primary Care 

Physician (PCP) and you don’t need a referral to see a specialist. Horizon BCBS is the Claims Administrator for the 

Merck PPO. 

KEY POINT — IMPORTANCE OF SELECTING A PRIMARY CARE PHYSICIAN (PCP) 

While you are not required to select a PCP under the Medical Plan, having a relationship with a PCP is an important 

first step toward managing your health care. Your PCP is your partner who is focused on keeping you healthy, 

knowing your personal health history and helping you through illness. You will visit your PCP for most medical 

needs, including wellness visit and routine screenings and non-emergency illnesses such as earaches and sore 

throats, and your PCP is the person to whom you will generally speak about your health questions and concerns. 

An added benefit is that it is typically much easier to schedule a non-routine appointment with a PCP once you have 

an established relationship. When choosing a PCP, select an In-Network provider with the expertise to meet your 

needs. If you need assistance selecting a PCP, contact your Claims Administrator or Health Advocate. 

Key Features 

In general, under the Merck PPO: 

• You may receive care from any licensed provider of your choice. 

• Every time you need care, you have the choice to see an In-Network or Out-of-Network provider. However, if 
you do obtain care from an Out-of-Network provider, you will pay more for those services. 

• Network providers have agreed in advance to accept specific negotiated fees, so you will never have to pay for 
fees in excess of negotiated fees if you use a network provider. 

• Generally, you must meet an Individual Deductible or Family Deductible before the Plan pays for In-Network or 
Out-of-Network coverage, other than preventive care services. Eligible preventive care services are covered at 
100% from In-Network providers with no Deductible required. 

• If you receive care In-Network, your Coinsurance for most covered services will generally be paid at 80% after 
you meet the Deductible, up to your Annual Out-of-Pocket Maximum. 

• If you receive care Out-of-Network, your Coinsurance for most covered services will generally be paid at 70% 
after you meet the Deductible, subject to Reasonable & Customary (R&C) Limits, up to your annual 
Out-of-Pocket Maximum. You are still responsible for payment of any expenses exceeding R&C, even if you 
have met your annual Out-of-Pocket Maximum. 

• You must precertify certain services, including, but not limited to, inpatient hospitalization, certain surgeries, 
certain maternity care, High Tech Imaging, Applied Behavioral Analysis therapy, sleep studies, and outpatient 
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musculoskeletal procedures including pain management and outpatient surgeries. 

Prescription Drug Benefits 

When you enroll in a Medical Plan option (except for the No Coverage option), you automatically receive coverage 

under Merck’s Managed Prescription Drug Program. See the “Managed Prescription Drug Program” section for details. 

Merck PPO Coverage 

Each time you receive care for covered expenses you have a choice of obtaining care In-Network, using PPO network 

providers, or Out-of-Network from any other provider of your choice. You pay an Annual Deductible each year for In-

Network and Out-of-Network coverage (other than eligible preventive care), then the Medical Plan pays a percentage of 

your covered expenses. If you receive care Out-of-Network, the Medical Plan pays a percentage up to R&C Limits. 

In-Network Benefits 

You receive the highest level of benefits available under the Merck PPO when you use an In-Network provider. For a list 

of In-Network providers, or to find out if your provider is In-Network, contact the Claims Administrator (see “Benefits 

Contacts and Resources”). Every time you visit a health care provider who participates in the PPO network, you have 

the potential to save money — and the Company does too. Since the In-Network provider’s fees are negotiated (and 

generally lower), you are charged less. Plus, you have to satisfy a lower Deductible before the Plan begins to pay In-

Network benefits than you do for Out-of-Network benefits. This means you pay less out of your own pocket for health 

care. Your In-Network provider files claims for you, so you don’t have to do the paperwork or worry about being billed 

for costs that exceed the negotiated fees or R&C Limits. 

Generally, preventive services that meet certain guidelines are covered at 100% with no Deductible. After you satisfy 

the annual In-Network Deductible, other services require you to pay a Coinsurance amount until you reach the annual 

Medical Plan Out-of-Pocket Maximum. Once you reach the Medical Plan Out-of-Pocket Maximum, the Medical Plan 

pays 100% of covered expenses for the remainder of the calendar year. 

KEY POINT — CHOOSE IN-NETWORK PROVIDERS FOR LAB AND RADIOLOGY SERVICES 

When you need a lab or radiology facility, use an In-Network provider. Your out-of-pocket costs are usually lower 

since you pay a percentage of an already pre-negotiated discounted rate. Check with Horizon BCBS to see which 

providers are considered In-Network for lab or radiology services.  

There is no penalty if you fail to precertify. However, if your care is not Medically Necessary it will not be covered 

under the Medical Plan. 

Participating labs can vary by geographical location. To find an In-Network laboratory near you, go to 

http://merck.horizonblue.com. 

Out-of-Network Benefits 

Each time you need care, you can choose to see a provider who does not belong to the PPO network. The difference is 

that you likely will pay more for Out-of-Network care. You are also responsible for any expenses above the R&C Limit 

(even if you have met your Medical Plan Out-of-Pocket Maximum for the year). You will be considered to have chosen 

to go Out-of-Network if you receive care from a provider who does not participate in the PPO network. 

Note: If you or a Covered Dependent were covered under the Merck PPO with Aetna in 2019 and received care from a 

provider who is in-network with Aetna but does not participate in the Horizon national BlueCard PPO network, and you 
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need additional care from that provider in 2020, you may be eligible for transitional In-Network benefits coverage for a 

period of time. Contact the Claims Administrator for details.   

The Merck PPO at a Glance 

The charts on the following pages summarize the coverage levels for services under the Merck PPO (administered by 

Horizon BCBS). For Out-of-Network services, there is no coverage for charges above the Reasonable and 

Customary (R&C) Limit. In-Network preventive care services listed on the following pages are covered at 100%. For 

other services, the Coinsurance percentages apply after you have met any applicable Deductibles and assume you 

have not already reached the Medical Plan Out-of-Pocket Maximum. There is no coverage for services that the Claims 

Administrator determines are not Medically Necessary. In addition, not all services that are Medically Necessary are 

covered. See “What’s Covered” for a complete list of covered services and any applicable additional limitations under 

the Merck PPO. In addition, more detailed information regarding the benefits that will be provided under the Medical 

Plan is available from Horizon BCBS. 

 In-Network Coverage Out-of-Network Coverage1 

COSTS  

Annual Deductible2 

• Individual 

• Family Maximum 

 

$500 

$1,000 

 

$1,000 

$2,000 

Coinsurance Plan pays: 80% of pre-negotiated 
discounted rate, after Deductible 

You pay: 20%, after Deductible 

Plan pays: 70% of R&C Limit,  
after Deductible 

You pay: 30% of R&C Limit plus any 
amounts in excess of R&C Limit, after 

Deductible 

Annual Medical Plan Out-of-Pocket 
Maximum2 (includes Deductible) 

Varies based on your Base Pay 

• Under $60,000 

• $60,001 to $100,000 

• $100,001 to $150,000 

• $150,001 and over 

Base Pay equals Base Pay as of Nov. 1 prior 
to the Plan Year plus COLA. 

Individual 
 

 

$1,500 

$2,500 

$3,500 

$4,500 

Family Maximum 
 

 

$3,000 

$5,000 

$7,000 

$9,000 

Individual 
 

 

$3,000 

$5,000 

$7,000 

$9,000 

Family Maximum 
 

 

$6,000 

$10,000 

$14,000 

$18,000 

Lifetime Benefit Maximum None3 

Reasonable and Customary (R&C) Limit Not applicable Applies 

                                                        

1 For Out-of-Network charges, you pay the Coinsurance amount plus the full amount of any charges above the Reasonable and Customary (R&C) Limit, which is set at 90% of FAIR Health. 
Expenses in excess of the R&C Limit and expenses that are not covered do not count toward your Deductible or Out-of-Pocket Maximum. 

2 Expenses incurred to satisfy your Deductible and Out-of-Pocket Maximum will be credited to both your In-Network and Out-of-Network Deductibles and Out-of-Pocket Maximums. Expenses 
in excess of the R&C Limit do not count toward your Deductible or Out-of-Pocket Maximum. 

3 Certain treatment limits or lifetime maximums may apply to certain services such as fertility-related services. 
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 In-Network Coverage Out-of-Network Coverage1 

PREVENTIVE MEDICAL CARE — EXAMS2 

Well-Child Care (up to age 6) 

Unlimited visits 

100%, no Deductible 70% of R&C Limit, no Deductible 

Routine Annual Physical Exams 

One exam per calendar year (over age 6) 

100%, no Deductible 70% of R&C Limit, no Deductible 

Routine Immunizations and Inoculations 100%, no Deductible 100% of R&C Limit, no Deductible 

Routine Immunization-Related Office Visits 100%, no Deductible 70% of R&C Limit, no Deductible 

Routine Preventive OB/GYN Exams 

One exam per calendar year 

100%, no Deductible 70% of R&C Limit, no Deductible 

Routine Eye Exams 

One exam every 24 months 

Eyewear discounts may be available3 

100%, no Deductible 70% of R&C Limit, no Deductible 

Routine Hearing Exams 

One exam every 24 months 

100%, no Deductible 70% of R&C Limit, no Deductible 

Routine Preventive Lab/X-ray 2,4 

Services related to routine annual physical 
exams limited to one per calendar year 
(over age 6) 

100%, no Deductible 70% of R&C Limit, no Deductible 

PREVENTIVE MEDICAL CARE — ROUTINE SCREENINGS, LABS AND X-RAY4 

Certain Preventive Services that Are Not Part of 
a Routine Annual Physical/Office Visit4 

100%, no Deductible 70% of R&C Limit, no Deductible 

Routine Preventive Counseling for tobacco and 
alcohol/drug use and contraceptives2 

100%, no Deductible 70% of R&C Limit, no Deductible 

Routine Mammography Screenings 

 

100%, no Deductible 

If additional screenings are 
prescribed by your Physician as 
Medically Necessary, 80% after 

Deductible 

70% of R&C Limit, no Deductible 

If additional screenings are prescribed 
by your Physician as Medically 

Necessary, 70% of R&C Limit, after 
Deductible 

Routine Preventive Pap Test  

One per calendar year 

100%, no Deductible 70% of R&C Limit, no Deductible 

Routine Colonoscopy 100%, no Deductible 

If additional screenings are 
prescribed by your Physician as 
Medically Necessary, 80% after 

Deductible 

70% of R&C Limit, no Deductible 

If additional screenings are prescribed 
by your Physician as Medically 

Necessary, 70% of R&C Limit, after 
Deductible 

                                                        

1 For Out-of-Network charges, you pay the Coinsurance amount plus the full amount of any charges above the Reasonable and Customary (R&C) Limit, which is set at 90% of FAIR Health. 
Expenses in excess of the R&C Limit and expenses that are not covered do not count toward your Deductible or Out-of-Pocket Maximum. 

2 All In-Network preventive services required to be covered by the Medical Plan pursuant to the Patient Protection and Affordable Health Care Act of 2010 will be covered by the Medical Plan 
with no cost-sharing requirement. For additional information about these preventive services and about specific guidelines and visit limits, contact Horizon BCBS. 

3 For information about eyewear discounts, contact Horizon BCBS. 

4 Coverage for routine preventive lab/X-ray is determined by the Claims Administrator. Contact Horizon BCBS for more information. 
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 In-Network Coverage Out-of-Network Coverage1 

OUTPATIENT MEDICAL CARE (OTHER THAN PREVENTIVE MEDICAL CARE) 

Office Visits 80%, after Deductible 70% of R&C Limit, after Deductible 

Telehealth Consultations2 

Only applicable to providers in designated 
telehealth networks 

80%, after Deductible 

 

Not Covered 

Outpatient Surgery 

Performed in a doctor’s office 

80%, after Deductible 70% of R&C Limit, after Deductible 

Outpatient Surgery 

Performed in a Hospital or ambulatory surgical 
center 

80%, after Deductible 

Includes Physician’s charges 

70% of R&C Limit, after Deductible 

Includes Physician’s charges 

Allergy Testing 80%, after Deductible 70% of R&C Limit, after Deductible 

Allergy Treatment  

Injections, serum 

80%, after Deductible 70% of R&C Limit, after Deductible 

Fertility Benefits3 

Artificial insemination, ovulation induction, 
advanced reproductive treatment (ART) 

80%, after Deductible 70% of R&C Limit, after Deductible 

Note that a combined lifetime maximum of $25,000 applies for medical benefits 
across all Medical Plan options 

Chiropractic Care 

Up to 25 visits per calendar year per person; 
Maintenance therapy not covered 

80%, after Deductible 70% of R&C Limit, after Deductible 

Acupuncture 

For pain, illness or injury when performed by an 
M.D., D.O. or state-licensed Physician or 
practitioner and is Medically Necessary 

80%, after Deductible 70% of R&C Limit, after Deductible 

Second Surgical Opinion 80%, after Deductible 70% of R&C Limit, after Deductible 

Short-Term Rehabilitation4 

Physical therapy, occupational therapy, speech 
therapy 

Maintenance therapy not covered 

80%, after Deductible 70% of R&C Limit, after Deductible 

Oral Surgery 

Certain procedures if performed in a Hospital or 
ambulatory surgical facility due to medical 
necessity5 

80%, after Deductible 70% of R&C Limit, after Deductible 

                                                        

1 For Out-of-Network charges, you pay the Coinsurance amount plus the full amount of any charges above the Reasonable and Customary (R&C) Limit, which is set at 90% of FAIR Health. 
Expenses in excess of the R&C Limit and expenses that are not covered do not count toward your Deductible or Out-of-Pocket Maximum. 

2 The healthcare provider will determine whether or not the condition being diagnosed and/or treated is appropriate for a telehealth encounter. Additionally, the scope of care is at the sole 
discretion of the provider with no guarantee of diagnosis, treatment or prescription. 

3 Medical benefits for fertility are not available in excess of the lifetime maximums. These limits apply across the Merck Medical Plan options. If you change options under the Merck Medical 
Plan, you do not restart these limits (see “Key Point —Fertility Rules as of Jan. 1, 2011” for additional information). All drugs indicated for use in fertility require prior authorization through the 
Merck Managed Prescription Drug Program. You, your doctor or pharmacist must call Express Scripts at 800-RX-MERCK (800-796-3725) to obtain authorization before your prescription is 
filled to receive coverage under the Merck Managed Prescription Drug Program. 

4 Short-term rehabilitation means physical, occupational and speech therapy for a limited period based on medical necessity if required to restore a function that was lost due to illness or injury 
or for the treatment of developmental delays, including a diagnosis of autism spectrum disorder. Coverage for developmental delays, including Applied Behavioral Analysis (ABA), is available 
for children based on medical necessity, and pre-authorization is required. Contact the Claims Administrator for coverage details and precertification requirements.  

5  Oral surgery performed in a dental office, whether it is dental or medical in nature, will be considered for payment under dental benefits only. See the Merck Dental Plan SPD for information. 
Oral surgery that is not performed in a dental office which is dental or medical in nature may be considered for payment under medical benefits, provided the patient has a medical condition 
where medical necessity requires service outside of a dental office. 
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 In-Network Coverage Out-of-Network Coverage1 

OUTPATIENT MEDICAL CARE 

Outpatient Hospice Care 

Contact the network for coverage details 

80%, after Deductible 

Precertification required2 

70% of R&C Limit, after Deductible 

Precertification required2 

OUTPATIENT MEDICAL CARE — LABS AND X-RAY 

High Tech Imaging Services (CAT scans, 
PET scans, MRIs) 

80%, after Deductible 70% of R&C Limit, after Deductible 

Diagnostic Labs and X-Rays  

Performed in a Physician’s office  

80%, after Deductible 70% of R&C Limit, after Deductible 

Diagnostic Labs and X-Rays  

Performed in an outpatient Hospital or other 
outpatient facility (including lab processing) 

Note: Check with your health plan 
administrator to see which providers are 
considered In-Network for lab services. 

80%, after Deductible 70% of R&C Limit, after Deductible 

INPATIENT MEDICAL CARE2  

Inpatient Hospital Services 

Includes inpatient surgery expenses, semi-
private room and board, Physician expenses, 
routine nursery care, prescription drugs, all 
other inpatient care 

80%, after Deductible 
Precertification required2 

70% of R&C Limit, after Deductible 
Precertification required2 

Maternity Services3 

Delivery charges in a Hospital or approved, 
licensed birthing center 

80%, after Deductible 
Precertification required2 

70% of R&C Limit, after Deductible 
Precertification required2 

Inpatient Hospice Care 80%, after Deductible 
Precertification required2 

70% of R&C Limit, after Deductible 
Precertification required2 

OTHER SERVICES  

Emergency Services 

• Ambulance4 

• Emergency Room5 

 

80%, after Deductible 

80%, after Deductible 

 

 

80%, after Deductible 

80%, after Deductible 

 

Non-Emergency Services 

• Non-emergent care 

• Urgent Care 

 

80%, after Deductible 

80%, after Deductible 

 

70% of R&C Limit, after Deductible 

70% of R&C Limit, after Deductible 

Durable Medical Equipment6 
Wheelchairs, walkers, etc. 

80%, after Deductible 
Precertification required2 

70% of R&C Limit, after Deductible 
Precertification required2 

                                                        

1  For Out-of-Network charges, you pay the Coinsurance amount plus the full amount of any charges above the Reasonable and Customary (R&C) Limit, which is set at 90% of FAIR Health . 
Expenses in excess of the R&C Limit and expenses that are not covered do not count toward your Deductible or Out-of-Pocket Maximum. 

2  You must precertify certain care, including but not limited to, all inpatient medical hospitalizations, including surgeries and certain maternity care. If you fail to precertify and care is deemed not 
Medically Necessary, you will have no coverage for the non-Medically Necessary care. Contact Horizon BCBS to precertify. 

3 Maternity services include lactation consultant, breast pump and prenatal counseling. 

4  Ambulance In-Network and Out-of-Network pays at 80% after Deductible. Due to network limitations, this benefit will always pay at an In-Network level of benefits. Participating ambulance 
providers are reimbursed according to their participating allowance; non-participating professional ambulance providers are reimbursed at charges. 

5  Horizon BCBS determines whether use of an emergency room meets the prudent layperson standard of Emergency. If you or a Covered Dependent are admitted, you must call Horizon 
BCBS within 48 hours (even if you are discharged by then) to receive In-Network benefits, if applicable. 

6 Excludes coverage for items otherwise covered under the Merck Managed Prescription Drug Program (for example, insulin, needles and syringes and other diabetic products, etc.). For 
details about coverage, visit www.Express-Scripts.com or call Express Scripts’ Member Services at 800-RX-MERCK (800-796-3725). 



45 

Merck Medical Plan (Employees) SPD Merck Benefits Service Center at Fidelity 

Effective Jan. 1, 2020 800-66-MERCK (800-666-3725) 

Released Oct. 8, 2019 http://netbenefits.com/merck 

 In-Network Coverage Out-of-Network Coverage1 

OTHER SERVICES  

Transgender Services 

Gender confirmation surgery, feminization/ 
masculinization-related procedures, 
behavioral health 

80%, after Deductible 

Precertification required 

80%, after Deductible 

Precertification required 

Foot Orthotics2 80%, after Deductible 70% of R&C Limit, after Deductible 

Prosthetics and Appliances 
Artificial limbs, etc. (Certain limits may apply. 
Contact Horizon BCBS for details) 

80%, after Deductible 70% of R&C Limit, after Deductible 

Skilled Nursing Facility  

Up to 120 days per calendar year 
80%, after Deductible 

Precertification required2 
70% of R&C Limit, after Deductible 

Precertification required2 

Home Health Care  80%, after Deductible 

Precertification required3 

70% of R&C Limit, after Deductible 

Precertification required2 

In-Home Drug Therapy 80%, after Deductible 

Precertification required   

Not Covered 

 

Custodial Care Not covered Not covered 

Women’s Contraceptive Device4 

Diaphragms, IUDs, implants, injections 

100%, no Deductible 70% of R&C Limit, after Deductible 

PRESCRIPTION DRUG BENEFITS5 

Inpatient 80%, after Deductible 

Merck-brand drugs without a generic 
equivalent covered at 100%6 

70% of R&C Limit, after Deductible 

Merck-brand drugs without a generic 
equivalent covered at 100%6 

Outpatient Provided under the Merck Managed Prescription Drug Program (prescriptions 
filled through Retail Pharmacies or Express Scripts Pharmacy™, including 

Accredo Specialty Pharmacy) 

  

                                                        

1  For Out-of-Network charges, you pay the Coinsurance amount plus the full amount of any charges above the Reasonable and Customary (R&C) Limit, which is set at 90% of FAIR Health. 
Expenses in excess of the R&C Limit and expenses that are not covered do not count toward your Deductible or Out-of-Pocket Maximum. 

2 Foot Orthotics refer to devices of rigid construction used to maintain the foot (and its superstructure) in a more efficient functional state in both standing (stance) and ambulating (gait) 
positions. Foot orthotics and orthopedic shoes are covered are covered, subject to medical necessity, for children under age 12. For anyone age 12 or older, up to one pair of orthopedic 
shoes is covered per calendar year. 

3  You must precertify certain care, including but not limited to, all inpatient medical hospitalizations, including surgeries and certain maternity care. If you fail to precertify and care is deemed not 
Medically Necessary, you will have no coverage for the non-Medically Necessary care. Contact Horizon BCBS to precertify. 

4  Non-Merck Brand oral contraceptives are covered under the Merck Managed Prescription Drug Program (Home delivery service only through Express Scripts Pharmacy). 

5  Medical benefits for fertility are not available in excess of the lifetime maximums. These limits apply across the Merck Medical Plan options. If you change options under the Merck Medical 
Plan, you do not restart these limits (see “Key Point —Fertility Rules as of Jan. 1, 2011” for additional information). All drugs indicated for use in fertility require prior authorization through the 
Merck Managed Prescription Drug Program. You, your doctor or pharmacist must call Express Scripts at 800-RX-MERCK (800-796-3725) to obtain authorization before your prescription is 
filled to receive coverage under the Merck Managed Prescription Drug Program. 

6  Other than Merck-brand drugs with a generic equivalent. Those Merck-brand drugs are subject to the Plan’s Annual Deductible, Coinsurance and Out-of-Pocket Maximum.  
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 In-Network Coverage Out-of-Network Coverage1 

MENTAL HEALTH AND SUBSTANCE ABUSE BENEFITS 

Coverage for Eligible Employees Mental health and substance abuse benefits for employees who elect the 
Merck PPO are provided through Horizon Behavioral Health.   

Inpatient Mental Health and Substance 
Abuse Care2 

80%, after Deductible3 

Precertification required4,5  
70% of R&C Limit6, after Deductible3 

Precertification required4,5 

Outpatient Facility Mental Health and 
Substance Abuse Care 

80%, after Deductible3 

Precertification required4,5 

70% of R&C Limit6, after Deductible3 

Precertification required4,5 

Outpatient Mental Health and Substance 
Abuse Care 

Performed in a behavioral health care 
provider's office  

80%, after Deductible3 

Precertification required4,7 

70% of R&C Limit6, after Deductible3 

Precertification required4,5 

 
 

KEY POINT — IMPORTANT BENEFIT TERMS 

Important benefit terms, such as Annual Deductible, Coinsurance and Reasonable and Customary (R&C) Limit are 

defined in the Glossary. 

Precertification 

If you or your Covered Dependents require High Tech Imaging, certain tests, procedures, outpatient surgery or inpatient 

hospitalization (other than for a maternity admission covered by the Newborns’ and Mothers’ Health Protection Act), 

including admission to a Hospital, treatment facility, skilled nursing facility or hospice or certain behavioral health care 

services, you must obtain precertification in order to receive the highest level of benefits available under the Merck 

PPO. 

KEY POINT — PRECERTIFICATION OVERVIEW 

You must call the Claims Administrator to obtain precertification if you or your Covered Dependents require certain 

services. Contact Horizon BCBS at 877-663-7258. 

Note: Contact the Claims Administrator within 48 hours of an Emergency admission to a Hospital or other facility 

(even if you are discharged by then).  

                                                        

1  For Out-of-Network charges, you pay the Coinsurance amount plus the full amount of any charges above the Reasonable and Customary (R&C) Limit, which is set at 90% of FAIR Health. 
Expenses in excess of the R&C Limit and expenses that are not covered do not count toward your Deductible or Out-of-Pocket Maximum. 

2  Inpatient services apply to Medically Necessary hospital and residential treatment facility stays and Medically Necessary Emergency treatment. 

3  The same Deductible that applies to the Merck Medical Plan option in which you are enrolled applies to mental health and/or substance abuse treatment under the Behavioral Health Care 
Program. Your share of covered expenses counts toward the annual Out-of-Pocket Maximum under your Medical Plan option. 

4  You must precertify. See “Precertification.” 

5 Expenses in excess of the R&C Limit do not count toward your Deductible or Out-of-Pocket Maximum. 

6 For Out-of-Network charges, you pay the Coinsurance amount plus the full amount of any charges above the Reasonable and Customary (R&C) Limit. Expenses in excess of the R&C Limit 
and expenses that are not covered do not count toward your Deductible or Out-of-Pocket Maximum. 

7 The following services and procedures also require precertification: psychological testing, neuropsychological testing, outpatient electroconvulsive therapy (ECT), biofeedback, hypnosis, 
psychiatric home health care services, outpatient detoxification and ABA services. 
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How to Precertify Inpatient Medical Services  

To precertify an inpatient admission, or to determine if a particular service requires precertification, contact the Claims 

Administrator (see above). You must call at least 48 hours in advance for non-Emergency inpatient admissions and no 

later than 48 hours after Emergency admissions to a Hospital or other facility. 

You must follow precertification procedures for both In-Network and Out-of-Network care, even if your Physician is a 

network provider. Where no precertification is obtained, and the Claims Administrator determines that the care provided 

was not Medically Necessary, the services will not be covered at all. Any extra charges you incur for failure to precertify 

do not count toward your Annual Deductible or Out-of-Pocket Maximum. 

Lengthened Maternity Hospital Stays 

If you expect your or your Covered Dependents’ maternity Hospital stay to exceed 48 hours for a normal delivery or 

96 hours for a Caesarian-section, you must precertify the continued hospitalization by calling the Claims Administrator. 

In Case of an Emergency 

If you or a Covered Dependent has a medical or behavioral health Emergency, you should call 911 or immediately go to 

the nearest emergency room. Eligible emergency room services are covered at 80%, after you satisfy the Deductible, 

for both In-Network and Out-of-Network services. The Claims Administrator determines whether use of an emergency 

room meets the prudent layperson standard of Emergency. 

KEY POINT — HOW EMERGENCY IS DEFINED 

Emergency means a medical condition manifesting itself by acute symptoms of sufficient severity that a prudent 

layperson, who possesses an average knowledge of health and medicine, could reasonably expect the absence of 

immediate attention could result in: 

• Placing the health of the individual (or, with respect to a pregnant woman, the health of the woman or her 
unborn child) in serious jeopardy  

• Serious impairment to bodily functions, or  

• Serious dysfunction of a bodily organ. 

For more details, please refer to the definition of “Emergency” in the Glossary. 

You Must Contact the Claims Administrator If You Have an Emergency Admission 

For Medical and Behavioral Health Reasons 

If you or your Covered Dependents are admitted to the Hospital for medical or behavioral health reasons, you must call 

the Claims Administrator (Horizon BCBS or Horizon Behavioral Health at 877-663-7258) within 48 hours of the 

Emergency admission (even if you are discharged by then) to receive the highest level of benefits available under the 

Merck PPO. 

How to File a Claim 

In-Network Care 

If you or your Covered Dependents receive care from an In-Network provider, you do not have to file any claims. Your 

In-Network provider will file all claims for you. Your network provider bills the Medical Plan directly for its share of the 
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cost of your care. Subsequently, your network provider bills you for your remaining share of the cost of your care 

(e.g., Deductible and Coinsurance). 

However, if you have duplicate coverage, including Medicare, and the Medical Plan is secondary, you must first file 

claims with the primary plan and then submit your claims to the Medical Plan using the Out-of-Network address listed 

below — even if you received care from an In-Network provider. For more information when you have other coverage, 

see “Coordination of Benefits” in the “Administrative Information” section. 

Out-of-Network Care 

When you or your Covered Dependents receive care from an Out-of-Network provider, you generally pay for services 

up front and then file a claim for reimbursement for the share of the cost covered by the Medical Plan. Here’s how: 

• Go to www.horizonblue.com/Merck 

• Complete the “Employee” section of the Medical Claim Form: 

• Obtain an itemized bill from your provider that includes: 

 Patient’s name 

 Dates of services 

 Condition being treated 

 Relationship to employee 

 Type of services rendered, and 

 The provider’s name and Internal Revenue Service (IRS) tax identification number. 

• Attach a copy of your itemized bill to the claim form and submit both to the Claims Administrator: 

Merck Dedicated Service Team 
Horizon BCBS 
P.O. Box 18 
Newark, NJ 07101-0018 

In all cases, your claim must be submitted within 24 months from the date of service, unless you can show that it was 

not reasonably possible to file a claim within that time period. Claims submitted more than 24 months after the date of 

service are considered not valid and will not be paid. 

KEY POINT — KEEP COPIES OF CLAIMS FOR YOUR RECORDS 

It’s a good idea to keep copies of all claim forms and bills that you submit for reimbursement. Because Deductible 

amounts and other limitations apply separately to each covered person, it’s important to keep separate records for 

each covered person. 

Appealing a Claim 

If you or your Covered Dependents believe you/they are entitled to a benefit, or to a greater amount of benefits, under 

the Medical Plan than the amount you received or are receiving, either in whole or in part, you and your Covered 

Dependents have the right to file an appeal with the Claims Administrator. For more information, see the “Claims and 

Appeals” section.   
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COVERED SERVICES 

WHAT’S COVERED  
This section provides an alphabetical list of Medically Necessary covered services and supplies for the Merck PPO,  

administered by Horizon BCBS. Clinical policies, which are incorporated into this SPD by reference, may affect 

coverage determinations including prescription drug and behavioral health care benefits. 

Services that are not deemed Medically Necessary are not covered expenses (these include, but are not limited to, 

services that are deemed maintenance or custodial). In addition, certain services that may be deemed Medically 

Necessary may not be covered expenses. See “What’s Not Covered” or contact the Claims Administrator (Horizon 

BCBS) for more details. For more information on coverage limits, see the “at a Glance” charts. 

For additional information regarding what is covered or to verify coverage of a medical service or device, contact your 

Claims Administrator (Horizon BCBS). 

Please note this section does not apply to the Kaiser Permanente HMO or Health Plan Plus Hawaii HMO. For more 

information on what is covered under these options, contact the Plans directly. 

KEY POINT — HEALTH CARE REFORM 

Some language changes in response to recent changes under the Patient Protection and Affordable Care Act 

(PPACA) may not be included in this SPD. This may be because the language is still pending regulatory review and 

approval. However, please note the Claims Administrators are administering medical and outpatient prescription 

drug coverage in compliance with the applicable components of the PPACA. 

Acupuncture Treatments when performed by a licensed M.D., D.O. or a state-licensed Physician for the treatment of 

pain, illness or injury. 

Allergy Testing and Treatment, including serum and injections. See “Drug Therapy.” 

Applied Behavioral Analysis (ABA) Therapy when services have been pre-authorized, are for Eligible Employees 

and Covered Dependents with a diagnosis of autism spectrum disorder, and services meet medical necessity as 

deemed by the health plan’s clinical policy. In addition, services for ABA must be rendered by a provider who is certified 

to provide pre-approved ABA services. Services that do not meet the criteria or those that are deemed not Medically 

Necessary will not be covered. 

Autism Benefits. If a covered person’s primary diagnosis is autism, in addition to coverage for certain therapy services, 

the Medical Plan also covers Medically Necessary and appropriate behavioral interventions based on Applied 

Behavioral Analysis (ABA) and related structured behavioral plans. Such interventions and programs must be 

prescribed in a treatment plan.  

Any such treatment plan must:  

• Be in writing 

• Be signed by the treating Practitioner, and  

• Include:  

 A diagnosis  

 Proposed treatment by type, frequency and duration  

 The anticipated outcomes stated as goals, and  



50 

Merck Medical Plan (Employees) SPD Merck Benefits Service Center at Fidelity 

Effective Jan. 1, 2020 800-66-MERCK (800-666-3725) 

Released Oct. 8, 2019 http://netbenefits.com/merck 

 The frequency by which the treatment plan will be updated. 

With respect to the covered behavioral interventions and programs mentioned above, the term “Practitioner” also 

includes a person who is credentialed by the national Analyst Certification Board as either a Board Certified Behavior 

Analyst-Doctoral or a Board Certified Behavior Analyst. 

The Medical Plan may request more information if it is needed to determine whether coverage will be provided. 

Submission of an updated treatment plan once every six months or more frequently may also be required. 

Bariatric Surgery will be covered only if performed in a Center of Excellence (Blue Distinction Center). Medical 

necessity and pre-surgical review are required. The Plan considers bariatric surgery medically necessary only when 

certain selection criteria have been met such as a diagnosis of morbid obesity. The specific criteria are determined by 

the Claims Administrator according to the health plan’s clinical policy. For more information, contact Horizon BCBS.  

Bereavement Counseling. See “Hospice Care.” 

Cancer Screenings. The following screenings are covered once per calendar year at 100% with no cost sharing, if 

performed by an In-Network Provider: 

• Colonoscopy 

• Lung CT scan  

• Routine mammograms 

• Pap smear 

• PSA testing 

• Skin cancer screening 

Any additional cancer screening services rendered during the same calendar year will be paid based on medical 

necessity and may be subject to deductible and coinsurance based on Horizon Medical Policy. 

BRCA testing with In-Network Providers is covered at 100%, subject to Horizon Medical Policy. 

Chiropractic Services (including the initial exam) performed by a licensed chiropractor, up to a maximum of 25 visits 

per calendar year. Chiropractic benefits are limited to the diagnosis and treatment only for a misalignment or dislocation 

of the spine (including any strained muscle or related ligament). Chiropractic maintenance therapy is excluded. 

Clinical Trial Therapies (Experimental or Investigational) including charges made for experimental or 

investigational drugs, devices, treatments or procedures “under an approved clinical trial” only when you have cancer 

or a terminal illness, and all of the following conditions are met:  

• Standard therapies have not been effective or are inappropriate 

• The Claims Administrator determines, based on published, peer-reviewed scientific evidence that you may 
benefit from the treatment; and 

• You are enrolled in an approved clinical trial that meets these criteria: 

 The FDA has approved the drug, device, treatment or procedure to be investigated or has granted it 
investigational new drug (IND) or group c/treatment IND status. This requirement does not apply to 
procedures and treatments that do not require FDA approval. 

 The clinical trial has been approved by an Institutional Review Board that will oversee the investigation. 

 The clinical trial is sponsored by the National Cancer Institute (NCI) or similar federal organization. 

 The trial conforms to standards of the NCI or other, applicable federal organization. 

 The clinical trial takes place at an NCI-designated cancer center or takes place at more than one 
institution. 
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 You are treated in accordance with the protocols of that study. 

Covered expenses include charges made by a provider for “routine patient costs” furnished in connection with your 

participation in an “approved clinical trial” for cancer or other life-threatening disease or condition, as those terms are 

defined in the federal Public Health Service Act, Section 2709. 

Not covered under this Plan are: 

• Services and supplies related to data collection and record-keeping that is solely needed due to the clinical trial 
(i.e., protocol-induced costs) 

• Services and supplies provided by the trial sponsor without charge to you, and 

• The experimental intervention itself (except medically necessary Category B investigational devices and 
promising experimental or investigational interventions for terminal illnesses in certain clinical trials in 
accordance with Horizon BCBS claim policies). 

Important Note: 

1. Refer to the Schedule of Benefits for details about cost sharing and any benefit maximums that apply to the 
Clinical Trial benefit. 

2. These Clinical Trial benefits are subject to all of the terms, conditions, provisions, limitations and exclusions of this 
Plan including, but not limited to, any precertification and referral requirements. 

Contraceptive Devices, Implants and Injectables (other than oral contraceptives that may be covered under Merck’s 

Managed Prescription Drug Program), including diaphragms, IUDs, implants and injectables. 

Dental Expenses are primarily covered through the Dental Plan. For more information, see The Merck Dental Plan 

SPD. Covered dental expenses under the Medical Plan include:  

• Any dental surgery or other dental service performed in a Hospital (inpatient or outpatient) or an ambulatory 
surgical facility, provided the covered person has a condition (e.g., diabetes, heart condition, etc.) that makes 
the provision of those services in that setting Medically Necessary 

• Any restorative or corrective surgery or other dental services in the event of accidental injury to sound natural 
teeth, and 

• Any surgery or other service for the reduction of dislocation or management of temporomandibular joint 
dysfunction (TMJ) provided the service is performed in a Hospital (inpatient or outpatient) or an ambulatory 
surgical facility. However, the TMJ appliance is not covered under the Medical Plan.  

Drug Therapy administered in a doctor’s office or in an outpatient surgical facility or provided by the doctor for in-home 
administration (for example, allergy shots and chemotherapy), unless covered through the Merck Managed Prescription 
Program. Merck-brand drugs administered in these settings are covered at 100%. Note that drugs that are subject to 
the Specialty Pharmacy Program managed by Accredo Health Group, Inc., a subsidiary of Express Scripts and as part 
of the Merck Managed Prescription Drug Program, are generally not covered under the Medical Plan option in which 
you are enrolled. In-home administration is not covered when services are performed by an Out-of-Network provider. 

Durable Medical Equipment. Medically Necessary durable medical equipment may be considered a covered service. 

Examples of covered durable medical equipment may include the following: 

• Apnea monitors 

• Artificial limbs and eyes 

• Casts and splints 

• Trusses, braces, crutches, walkers and canes 

• Rental of oxygen equipment for its administration 
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• Rental of wheelchair or Hospital-type bed 

• Anesthesia and mechanical equipment for therapeutic treatment 

• Rental of durable medical and surgical equipment  

• Glucose monitors and infusion pumps, and 

• Prescribed medical nutrition for the dietary treatment of a disease where the member has either: 

 A permanent non-function or disease of the structures that normally permit food to reach the small bowel, 
or  

 Disease of the small bowel that impairs digestion and absorption of an oral diet, either of which requires 
enteral or parenteral feedings.  

Fertility Benefits. The Medical Plan covers services related to fertility including, but not limited to, the following: 

• Artificial insemination 

• Ovulation induction with menotropins 

• Diagnosis and diagnostic tests 

• Embryo transfer 

• Gamete intrafallopian transfer (GIFT) 

• In vitro fertilization 

• Intracytoplasmic sperm injection 

• Medications 

• Surgery, and 

• Zygote intrafallopian transfer (ZIFT). 

Fertility services will be covered regardless of age, subject to the Fertility Lifetime Maximum. Cryopreservation for Egg, 
Sperm and Embryo is covered for individuals with the diagnosis of cancer, gender dysphoria or accidental injury, as well 
as individuals who are undergoing treatment that is germline toxic. Cryopreservation is subject to the $25,000 Fertility 
Lifetime Maximum. Please note: Elective Cryopreservation for the delay of child bearing is NOT covered. 

Medical benefits for fertility in accordance with the Patient Protection and Affordable Care Act of 2010 are not 

considered essential health benefits under the Medical Plan. Medical benefits for fertility are limited to $25,000 per 

person per lifetime. Prescription drug benefits received through the Managed Prescription Drug Program for fertility are 

separate from the medical benefits limits and are limited to $10,000 per person per lifetime. The prescription drug 

benefit maximum excludes Merck-brand fertility drugs, which do not have a generic equivalent, obtained through your 

pharmacist or Express Scripts PharmacyTM home delivery service, which are covered at 100%. 
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KEY POINT —FERTILITY RULES AS OF JAN. 1, 2011 

Effective Jan. 1, 2011, fertility benefits are limited to a $25,000 medical lifetime maximum per patient; $10,000 

prescription lifetime maximum per patient (excludes Merck-brand fertility drugs, which do not have a generic 

equivalent).  

• If you are a legacy Merck employee who reached the lifetime limit on your fertility benefits under a legacy Merck-

sponsored non-HMO Medical Plan option by Dec. 31, 2010, you are not eligible for future fertility benefits under 

any Merck-sponsored Medical Plan option as of Jan. 1, 2011. You will be able to utilize the Managed 

Prescription Drug Program up to the prescription drug lifetime maximum of $10,000 for non-Merck brand fertility 

drugs. 

• If you are a legacy Merck employee who did not reach the lifetime limit on your fertility benefits under a legacy 

Merck-sponsored non-HMO Medical Plan option as of Dec. 31, 2010, you are eligible for future fertility benefits 

up to the medical lifetime maximum of $25,000 under a Merck Medical Plan option as of Jan. 1, 2011, and you 

are eligible for future fertility benefits under the Managed Prescription Drug Program up to the lifetime maximum 

of $10,000 for non-Merck brand fertility drugs. Any fertility benefits that you received before Dec. 31, 2010 will 

not count toward the fertility Lifetime Benefit Maximums under the Medical Plan and Prescription Drug Program 

that went into effect Jan.1, 2011. 

• If you are a legacy Schering-Plough employee who reached the lifetime limit on your fertility benefits under a 

legacy Schering-Plough sponsored Medical Plan option as of Dec. 31, 2010, you are not eligible for future 

fertility benefits under any Merck-sponsored Medical Plan option as of Jan. 1, 2011. You can utilize the 

Managed Prescription Drug Program up to the lifetime maximum of $10,000 for non-Merck brand fertility drugs 

(if you have not already reached the $10,000 lifetime limit). 

• If you are a legacy Schering-Plough employee who did not reach the lifetime limit on your fertility benefits limit 

under a legacy Schering-Plough sponsored Medical Plan option as of Dec. 31, 2010, you are eligible for future 

fertility benefits up to the lifetime maximum of $25,000 under a Merck Medical option as of Jan. 1, 2011. Any 

fertility benefits that you received before Dec. 31, 2010 will count towards the fertility Lifetime Benefits 

Maximums under the Medical Plan that went into effect Jan. 1, 2011. 

• If you are a legacy Schering-Plough employee who did not reach the lifetime limit for fertility benefits under your 

prescription drug coverage as of Dec. 31, 2010, you are eligible for future fertility benefits under the Managed 

Prescription Drug Program up to the lifetime maximum of $10,000 for non-Merck brand fertility drugs. Any 

fertility benefits that you received before Dec. 31, 2010 count towards the fertility Lifetime Benefits Maximums 

under the Prescription Drug Program that went into effect Jan. 1, 2011. 

Foot Care, including orthopedic shoes and foot orthotics used in the treatment of a condition affecting the foot. Foot 

orthotics refer to devices of rigid construction used to maintain the foot (and its superstructure) in a more efficient 

functional state in both standing (stance) and ambulating (gait) positions. Foot orthotics are covered if they are used to 

control a change in the shape of the foot during growth or to relieve pressure on an injured or inflamed part of the foot. 

Additional orthotics purchased only for your convenience are not covered (see also “What’s Not Covered” for additional 

exclusions). Orthopedic shoes are covered, subject to medical necessity, for children under age 12. For Eligible 

Employees and Covered Dependents age 12 or older, up to one pair of orthopedic shoes is covered per calendar year.  

Gender Confirmation Surgery  will be covered under the Medical Plan in accordance with Merck’s specific policy. 

Examples of covered services and procedures include chest/breast surgeries, voice and communication therapy, 

tracheal shave, liposuction, lipofilling, hair removal, hair implants, and facial bone reconstruction. All services must be 

precertified. In addition, travel and lodging benefits for the patient and one companion are covered if the facility is at 

least 100 miles from the patient’s home, up to $50 per day per person, to a maximum of $100 per day, subject to a 
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$10,000 lifetime maximum. Travel and lodging requires precertification. Contact a Horizon Health Guide Transgender 

Specialist at 877-663-7258 for assistance in meeting the pre-authorization requirements. Also see Transgender Benefits 

under “What’s Covered.” 

Hearing Aids. In accordance with the Patient Protection and Affordable Care Act of 2010, medical benefits for hearing 

aids are not considered essential health benefits under the Medical Plan. Medical benefits for hearing aids are limited to 

$3,000 per person per 36-month period. This means you cannot receive more than $3,000 in medical benefits within 

any 36-month timeframe. The 36-month period is measured each time you incur a covered expense by looking back 

36 months from the date the covered expense was incurred.  

KEY POINT — EXAMPLE OF HOW THE MEDICAL PLAN PAYS BENEFITS FOR HEARING AIDS 

These two examples show how the Medical Plan pays benefits for covered In-Network hearing aid expenses, 

assuming you have met your deductible. Note that In-Network expenses are covered at 80% Coinsurance after the 

Annual Deductible. For covered hearing aid expenses, the Medical Plan’s maximum benefit is $3,000 in any 36-

month period. 

Example 1 

Suppose you incur expenses of $5,000 on June 30, 2019. The Medical Plan will pay 80% of those expenses, up to 

$3,000. In this case, you have reached the 36-month plan maximum, and the Medical Plan will not pay for any 

additional expenses until July 1, 2022.  

Example 2 

Suppose you incur expenses of less than $3,000. Here is an example of how coverage would work: 

• On June 30, 2019, you incur $2,500 in expenses. The Medical Plan pays $2,000, its 80% share of the 
expenses. You will then have $1,000 remaining to use until June 29, 2022. 

• On August 31, 2020, you incur another $1,875 in expenses. The Medical Plan’s 80% share of the 
expenses is $1,500; however, the Medical Plan will pay only $1,000 since with this payment you will reach 
the $3,000 maximum in a 36-month period. The Medical Plan will not pay the remaining $500 because 
those expenses exceed the plan maximum. 

• On August 31, 2022 you incur another $3,125 in expenses. This time the Medical Plan’s 80% share of the 
expenses is $2,500. However, the Medical Plan will look back 36 months (from August 31, 2022 to 
August 31, 2019) to determine how much of the $2,500 it will pay. Because the Medical Plan paid $1,000 in 
connection with the expenses you incurred on August 31, 2020, it will now pay only $2,000. The Medical 
Plan will not pay the remaining $500 because those expenses exceed the plan maximum. 

Note: Dates shown in this example are for illustrative purposes only. The Medical Plan will pay benefits only for 

eligible participants and dependents. 

 
Covered expenses for hearing aids include hearing exams, prescribed hearing aids and hearing aid services as 
described below: 

• Audiometric hearing aid exam and evaluation for a hearing aid prescription 

• Electronic hearing aids, installed in accordance with a prescription written during a covered hearing exam  

• Any other related services necessary to access, select and adjust or fit a hearing aid  

For purposes of the plan, hearing aid means:  

• Any wearable, non-disposable instrument or device designed to aid or make up for impaired human hearing  

• Parts, attachments or accessories  

http://also/
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Call Horizon BCBS for more information. 

High Tech Imaging (Diagnostic Complex Imaging Expenses), including charges made on an outpatient basis by a 

Physician, hospital or a licensed imaging or radiological facility for complex imaging services to diagnose an illness or 

injury or for preoperative testing, such as: 

• CAT scans 

• Magnetic Resonance Imaging (MRI) 

• Nuclear medicine imaging including positron emission tomography (PET) Scans, and 

• Any other outpatient diagnostic imaging service where the recognized charge exceeds $500. 

Home Health Care. As a general rule, the Medical Plan will pay covered medical expenses under home health care to 

the same extent it would have paid for similar services and supplies if you or a Covered Dependent had been 

Hospitalized. Home health care must be administered by a certified home health care agency. Please note that home 

health care must be certified by Horizon BCBS. 

The following services provided by a certified home health care agency are covered: 

• Continuous or part-time nursing care by or under the supervision of a registered nurse 

• Continuous or part-time home health aide services 

• Medical social work, as well as physical, occupational, respiratory and speech therapy 

• Medical supplies, drugs prescribed by a Physician, nutrition services and lab services 

• Rental of durable medical equipment such as a Hospital-type bed, wheelchair, oxygen and suction machines  

• Diagnostic, therapeutic and surgical services performed in a Hospital, a doctor’s office, any other licensed 
health care facility or in the home, and 

• Expenses associated with respite care that is needed if the patient’s family is unable to attend to the patient’s 
needs for a brief interval. Respite care must have been certified by hospice and the Claims Administrator and is 
limited to an aggregate maximum of ten days per calendar year. 

Home Health Care — Skilled Nursing Services 

• Visiting Nurse Care by an R.N. or L.P.N. for skilled nursing services that are Medically Necessary. Visiting 
nursing care means a visit of not more than four hours for the purpose of performing specific skilled (non-
custodial) nursing tasks.  

• Private Duty Nursing by an R.N. or L.P.N. if the person’s condition requires skilled nursing care and visiting 
nursing care is not adequate. Each period of private duty nursing of up to eight hours will be considered one 
private duty nursing shift. Benefits are covered when Medically Necessary and approved by the Claims 
Administrator. 

Hospice Care expenses are covered if you, or a Covered Dependent, are diagnosed by your Physician as terminally ill. 

Hospice care is an alternative to acute care hospitalization with emphasis on relieving pain rather than curing a patient. 

Its purpose is to help the family cope with the physical, psychological, spiritual and social stress associated with the 

illness and loss of a family member. Care can take place in the hospice unit of a Hospital or other health care facilities, 

in a free-standing hospice or in the patient’s home. The Medical Plan will pay covered expenses under hospice care to 

the same extent it would have paid for similar services and supplies had you or a Covered Dependent been 

Hospitalized.  

The “hospice benefit period” begins on the date the patient is diagnosed as terminally ill and continues for six months 

(or longer if a Physician certifies that additional time is necessary). In addition, the hospice benefit period includes a 

one-year family bereavement period following the death of a Covered Dependent. Covered hospice care expenses 
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must be provided by a medically-supervised team of professionals who must work with an independent hospice 

administration. The hospice administration must: 

• Meet the standards of the National Hospice Organization 

• Satisfy any applicable licensing requirements, and 

• Be accredited by the Joint Commission on Accreditation of Hospitals. 

The following expenses are covered when they are part of an approved hospice care program: 

• Unlimited inpatient care in a hospice unit of a health care facility or in a free-standing Hospice (precertification 
is required). Charges for an inpatient hospice stay solely for palliative (pain relief) care will not be considered a 
covered hospice care expense unless your Physician certifies that the stay is Medically Necessary in place of 
hospice care provided at home or on an outpatient basis  

• Home health care services 

• Respite care in the home up to 10 days per calendar year 

• Physician’s services 

• Emotional support services, including assistance in relieving stress, coping with anticipated losses and 
maintaining the patient in the most appropriate environment. Covered Hospice care expenses include charges 
for the professional services of a person having a Master’s degree in social work or a Master’s or PhD in the 
mental health counseling field, for up to one visit per week 

• Bereavement services, including supportive services provided in counseling sessions with Covered 
Dependents following the death of the hospice patient. Covered hospice care expenses include charges for the 
professional services of a certified pastoral counselor, for up to six counseling sessions during the period of 
bereavement. Covered hospice expenses do not include charges for services provided by a certified pastoral 
counselor to a member of the certified pastoral counselor’s congregation, and 

• Special incidental services for the patient, including special dietary requirements and transportation by 
Medically Necessary professional ambulance to and from the nearest inpatient hospice facility. 

Hospice care may be provided either at home or through an accredited hospice care agency. 

Hospital Services and Supplies. Semi-private room and board expenses in a recognized Hospital or approved 

rehabilitative facility. If you stay in a private room because your doctor establishes that isolation is Medically Necessary, 

the Medical Plan covers the private room and board expenses.  

Covered Hospital expenses include (see also “Surgery”): 

• Services of a surgeon 

• Preoperative and postoperative care 

• Administration of anesthesia 

• Ambulance services to the first Hospital where you receive treatment and transfers when Medically Necessary 

• X-rays, laboratory and pathology services 

• Maternity services — professional fees for delivery made by either an obstetrician or a midwife; approved, 
licensed birthing centers (see “Key Point — Women’s Health and Cancer Rights Act and Newborns’ and 
Mothers’ Health Protection Act”) 

• Inpatient prescription drugs 

• Other outpatient services and supplies billed by the Hospital, and 
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• Hospital charges for outpatient services, other than those included as covered Hospital expenses. 

Hospital Alternatives are alternatives to hospitalization that can provide the same quality care in a way that is often 

more convenient and suitable to the patient. The following alternative care facilities are covered: 

• Ambulatory Surgical Centers and Other Outpatient Facilities. Special surgical facilities have been 
established in many parts of the country to allow patients to have surgery and be released within one day. The 
facility must be licensed and accredited by the state. The facility must also be operated under the supervision 
of a Physician, staffed with full-time R.N.s, equipped with diagnostic X-ray and lab facilities (or have a written 
agreement with a Hospital to supply these facilities). The facility must also keep medical records for each 
patient showing diagnosis, operative notes and a discharge summary. In addition, a written agreement must be 
in existence between the facility with a Hospital to provide postoperative confinement if needed and to handle 
complications. 

• Birthing Facilities. These must be licensed by the state. 

• Skilled Nursing Facilities. A facility operated under the supervision of a Physician and staffed with full-time 
nurses. Benefits are covered for up to 120 days per calendar year when Medically Necessary and certified by 
the Claims Administrator. 

KEY POINT — COVERAGE FOR INTERNATIONAL TRAVEL 

If you travel outside of the U.S. on business, out-of-country medical expense coverage will be provided under the 

terms of the Business Travel Accident Plan, as described in the Business Travel Accident Plan Including 

Supplemental Out-Of-Country Medical Expense Coverage SPD. Your travel itinerary will include information about 

whom to contact for help with health benefits during your trip. 

In addition, your Merck PPO medical coverage includes access to doctors and hospitals around the world, so if 

you’re traveling for personal reasons, you also have resources available to you in case you experience a health 

emergency. For information or assistance, contact Horizon BCBS: 

• Online: Visit their Blue Cross Blue Shield Global Core℠ program at www.bcbsglobalcore.com or use the 

Blue Cross Blue Shield Global Core app for Android or iPhone.  

• By phone: Call the Blue Cross Blue Shield Global Core Service Center at 877-663-7258 or call collect at 

804-673-1177, 24 hours a day, seven days a week. 

Laboratory Tests/X-rays 

• Charges for laboratory tests and X-ray examinations (other than those for which benefits are payable as 
covered Hospital and alternative care expenses), and 

• Diagnostic X-rays and laboratory tests (including pre-admission testing). 

Note: Precertification is highly recommended for High Tech imaging. There is no penalty if you fail to precertify your lab 
or radiology services; however, if your care is not Medically Necessary it will not be covered under the Plan. Horizon 
BCBS members should have their providers contact AIM for assistance in determining the best course of treatment, 

tests and precertification required. For more information about AIM, please contact Horizon BCBS at 877‑663‑7258. 

Morbid Obesity Surgical Expenses, including charges made by a Hospital or a Physician for the surgical treatment of 

morbid obesity of a covered person. Coverage includes the following expenses as long as they are incurred within a 

two-year period:  

• One morbid obesity surgical procedure including complications directly related to the surgery 

• Pre-surgical visits 

file:///C:/Users/XDKC59J/AppData/Roaming/Microsoft/Word/bcbsglobalcore.com/
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• Related outpatient services, and 

• One follow-up visit. 

This two-year period begins with the date of the first morbid obesity surgical procedure unless a multi-stage procedure 

is planned. Complications, other than those directly related to the surgery, will be covered under the related medical 

Plan's covered medical expenses, subject to Plan limitations and maximums. 

Nutritional Counseling is covered for chronic disease states in which dietary adjustments have a therapeutic role, 

when prescribed by a physician. Nutritional Counseling is limited to 26 visits per benefit period; however additional visits 

may be approved by Horizon when medically necessary.  

Obesity Treatment, including charges made by a Physician, licensed or certified dietician, nutritionist or Hospital for the 

non-surgical treatment of obesity for the following outpatient weight management services:  

• An initial medical history and physical exam 

• Diagnostic tests given or ordered during the first exam 

• Preventive counseling visits and/or risk factor reduction intervention  

• Nutrition counseling, and 

• Healthy diet counseling visits provided in connection with Hyperlipidemia (high cholesterol) and other known 
risk factors for cardiovascular and diet-related chronic disease. 

For preventive and nutrition counseling visits, Merck follows the Health Care Reform preventive guidelines. For specific 

details on limits, contact Horizon Health Guide.  

Limitations. Unless specified above, not covered under this benefit are charges incurred for:  

• Weight control services including surgical procedures, medical treatments, weight control/loss programs, 
dietary regimens and supplements, food or food supplements, appetite suppressants and other medications; 
exercise programs, exercise or other equipment; and other services and supplies that are primarily intended to 
control weight or treat obesity, including morbid obesity, or for the purpose of weight reduction, regardless of 
the existence of comorbid conditions, except as provided in this SPD  

• Services that are covered to any extent under any other part of this Plan, and 

• Bariatric surgery, unless performed at a Center of Excellence.  

Obstetrical/Gynecological (OB/GYN) Services covered under the Medical Plan include: 

• One routine wellness exam, including Pap Smear (one per calendar year)  

• Mammography screenings — one screening every year; additional screenings are covered if prescribed by 
your Physician as Medically Necessary  

• Follow-up gynecological care 

• Obstetrical care 

• Prenatal care, and 

• Care for gynecological-related problems. 
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KEY POINT — WOMEN’S HEALTH AND CANCER RIGHTS ACT AND NEWBORNS’ AND MOTHERS’ HEALTH 
PROTECTION ACT 

For information about the Women’s Health and Cancer Rights Act of 1998 and the Newborns’ and Mothers’ Health 

Protection Act, go to page 101.  

Physician Services, including care or treatment by a licensed Physician. 

Preventive Care services are covered as determined by the Claims Administrator in accordance with the 

recommendations established by the U.S. Preventive Services Task Force and guidelines established by the American 

Medical Association (AMA), provided they are designated by your Physician as preventive and meet certain guidelines. 

All preventive services to be covered by the Merck Medical Plan pursuant to the Patient Protection and Affordable 

Health Care Act of 2010 will be covered by the Merck Medical Plan with no cost-sharing requirement if services are 

performed by an In-Network provider. For additional information about these preventive services, contact the Claims 

Administrator of your Medical Plan option.  

Covered preventive care services include: 

• Routine doctor visits and examinations, maximum of one routine physical per calendar year, over age six 

• Well-child care visits up to age six, unlimited visits 

• Routine immunizations and inoculations 

• Hearing exam, one exam every 24 months 

• Eye exam, one exam every 24 months 

• Cancer screenings (see “Cancer Screenings”) 

• Cholesterol testing 

• Routine fecal occult blood testing 

• Routine preventive counseling for tobacco and alcohol/drug use and contraceptives 

• Routine sigmoidoscopy and colonoscopy 

• Routine mammograms (see “Obstetrical/Gynecological (OB/GYN) Services”)  

• Routine OB/GYN and Pap (see “Obstetrical/Gynecological (OB/GYN) Services”) 

• Routine prostate specific antigen (PSA) test and digital rectal exam, and 

• Routine Osteoporosis Screening (Bone Mass Density Testing). 

The following services are not considered preventive services: 

• Services which are for diagnosis or treatment of a suspected or identified illness or injury 

• Exams given during your Hospital stay for medical care 

• Services not given by a Physician or under the Physician’s direction, or 

• Psychiatric, psychological, personality or emotional testing or exams. 

Professional Services of a Registered Nurse (R.N.), or a Licensed Practical Nurse (L.P.N.) when an R.N. is 

unavailable. 
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Prosthetic Devices, including charges made for the first internal and external prosthetic devices and specialist 

appliances, whether temporary or permanent, if the device or appliance improves or restores body part function that has 

been lost or damaged by illness, injury or congenital defect. Covered expenses also include instruction and incidental 

supplies need to use a covered prosthetic device. Covered devices include, but are not limited to: 

• An artificial arm, leg, hip, knee or eye 

• Eye lens 

• Cochlear implants 

• An external breast prosthesis and the first bra made solely for use with it after a mastectomy 

• A breast implant after mastectomy 

• Ostomy supplies, urinary catheters and external urinary collection devices 

• Speech generating device 

• A cardiac pacemaker and pacemaker defibrillators, and 

• A durable brace that is custom made for and fitted for you. 

Replacement of a device is included if: 

• The replacement is needed because of a change in your physical condition, or because of normal growth or 

wear and tear 

• It is likely to cost less to buy a new one than to repair the existing one, or 

• The existing one cannot be made serviceable. 

Short-Term Rehabilitation Therapy. Short-term rehabilitation means physical, occupational and speech therapy for a 

limited period based on medical necessity if required to restore a function that was lost due to illness or injury or for the 

treatment of developmental delays, including a diagnosis of autism. Coverage for developmental delays, including 

Applied Behavioral Analysis (ABA), is available for children based on medical necessity, and pre-authorization is 

required. Contact the Claims Administrator for coverage details and precertification requirements. 

Surgery, including inpatient and outpatient Hospital and surgical treatment for an illness or injury. The Medical Plan 

also covers: 

• Bariatric surgery subject to precertification and the Claims Administrator’s policy, and must be performed at a 
Center of Excellence, and 

• Surgery associated with reconstructive surgery following a mastectomy, expenses for reconstructive surgery on 
the other breast to achieve symmetry, the cost of prostheses and the costs for treatment of physical 
complications at any stage of the mastectomy including lymphedemas, as required by federal law (see 
“Women’s Health and Cancer Rights Act”). Normal Plan Deductibles, Coinsurances and Medical Plan 
Out-of-Pocket Maximums will apply.  

Telehealth1 covers visits with a Physician via telecommunication using a computer, tablet or smart phone. Telehealth 

does not provide additional covered services (or benefits) under the Medical Plan. Telehealth is a covered benefit only 

when provided through a Horizon BCBS designated telehealth provider for Merck PPO participants.  

                                                        

1 Telehealth networks are different and less broad then the ordinary networks under the Medical Plan. For example, if you use a virtual visit with your doctor, it may not be considered a 
telehealth service unless they participate in the designated telehealth network. Telehealth services provided by doctors who are not part of the medical plan’s telehealth network will not be 
covered.  



61 

Merck Medical Plan (Employees) SPD Merck Benefits Service Center at Fidelity 

Effective Jan. 1, 2020 800-66-MERCK (800-666-3725) 

Released Oct. 8, 2019 http://netbenefits.com/merck 

Transgender Benefits include a comprehensive range of services and procedures required due to a diagnosis of 

gender dysphoria. Coverage follows guidelines from the World Professional Association of Transgender Health 

(WPATH) and includes GnRH agonists (i.e., hormone/puberty blockers) Gender Confirmation Surgery, other 

masculinization and feminization procedures, and behavioral health related to gender dysphoria. For details and more 

information, contact a Horizon Health Guide at 877-663-7258.  

KEY POINT — TRANSGENDER BENEFITS 

Transgender benefits follow guidelines based on the latest Standards of Care by the World Professional 

Association for Transgender Health (WPATH), available at https://wpath.org/publications/soc. Transgender benefits 

are available to employees and/or their dependents enrolled in the Medical Plan who have a diagnosis of gender 

dysphoria. Because the treatment of gender dysphoria is specialized and limited to a small network of highly-

credentialed physicians and behavioral therapists, gender dysphoria-related services and procedures are covered 

in-network. For more information, contact a Horizon Health Guide Transgender Specialist at 877-663-7258. 

Vision Care services covered under the Medical Plan include: 

• Eye exams when Medically Necessary due to vision impairment as a side effect of prescribed medication 

• Charges for a routine eye exam once every 24 months, and 

• Discounts on eyeglasses and contact lenses. For more information about Horizon BCBS’s Discount Program 
call 877-518-8748 or visit www.horizonblue.com/merck.  

• Contact lenses and eyeglasses are excluded except if the Claims Administrator determines that they are 
Medically Necessary as a prosthetic device following cataract surgery in lieu of intraocular lenses. Coverage, if 
any, is provided in accordance with the applicable clinical policy of the Claims Administrator.  

Voluntary Sterilization covers tubal ligation and vasectomy; reversals are excluded. 

Wigs or hairpieces when prescribed by a Physician for hair loss due to injury, chemotherapy or otherwise provided 

under the clinical policies of the Claims Administrator, up to one wig or hairpiece every two years.   

https://wpath.org/publications/soc
https://wpath.org/publications/soc


62 

Merck Medical Plan (Employees) SPD Merck Benefits Service Center at Fidelity 

Effective Jan. 1, 2020 800-66-MERCK (800-666-3725) 

Released Oct. 8, 2019 http://netbenefits.com/merck 

SERVICES NOT COVERED 

WHAT’S NOT COVERED  
This section provides a list of services and supplies that are not covered by the Medical Plan PPO. Services that are not 

deemed Medically Necessary (other than those for certain specified preventive care) are not covered expenses (these 

include, but are not limited to, services that are deemed maintenance or custodial). In addition, certain services that 

may be deemed Medically Necessary may not be covered expenses. The PPO offers basic plan components including 

prescription drug and behavioral health care benefits. Clinical policies, which may affect coverage determination, are 

determined by the Claims Administrator. 

For additional information regarding what is not covered or to verify coverage of a medical service or device, contact the 

Claims Administrator (Horizon BCBS). 

Please note this section does not apply to the Kaiser Permanente HMO or Health Plan Plus Hawaii HMO. For more 

information on what is covered under these options, contact the Plans directly. 

In general, the following services and supplies are not covered under the Medical Plan options: 

• Services and supplies for which there would be no charge if the employee were not covered under the  
Medical Plan. 

• Charges for expenses incurred while covered under the No Coverage option. 

• Service, treatment or supplies not generally accepted in medical practice for the prevention, diagnosis or 
treatment of an illness or injury. 

• Any charges for care or treatment not recommended and approved by a licensed Physician. 

Additional Medical expenses not covered under the Medical Plan include, but are not limited to: 

• Auto Insurance benefits 

• Expenses where benefits are payable under no-fault automobile insurance policies. 

• Expenses payable under your (or your covered Eligible Dependents’) automobile insurance policy’s personal 
injury policy, whether or not elected by you or your Eligible Dependents. 

Claims submitted more than 24 months after date of service, unless it is shown that it was not reasonably possible 

to furnish the claims within the time limit. 

Cosmetic procedure charges that are not Medically Necessary or are not required because of an accident or disease 

or are not correcting a child’s birth defect that caused a functional disorder. 

Counseling services and treatment for marriage, religious, family, career, social adjustment, pastoral or financial 

problems. 

Court ordered services, including those required as a condition of parole or release. 

Custodial or maintenance care (including chiropractic maintenance therapy). 

Dental work charges, except as listed in “Covered Services.” Oral surgery performed in a dental office, whether dental 

or medical in nature, will not be considered for payment under the Medical Plan.  

Disposable outpatient supplies. Any outpatient disposable supply or device, including sheaths, bags, elastic 

garments, support hose, bandages, bedpans, syringes, blood or urine testing supplies, and other home test kits; and 

splints, neck braces, compresses and other devices not intended for reuse by another patient. 

Educational treatments or treatments provided primarily for research. 
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Excess of plan limits charges for care, whether provided In-Network or Out-of-Network, including: 

• Routine physical exams in excess of one exam every calendar year 

• Routine OB/GYN exams in excess of one exam every calendar year 

• Routine Mammography screenings in excess of one exam every calendar year  

• Eye exams in excess of one every 24 months 

• Hearing exams in excess of one every 24 months, and 

• Charge for bone mass density (office visit and test), fecal occult blood tests and sigmoidoscopy/colonoscopy in 
excess of the guidelines established by the U.S. Preventive Services Task Force. 

Experimental or Investigational drugs, devices, treatments or procedures are not covered unless all of the following 

conditions are met:  

• You have been diagnosed with cancer or a condition likely to cause death within one year or less. 

• Standard therapies have not been effective or are inappropriate. 

• The Claims Administrator determines, based on at least two documents of medical and scientific evidence, that 
you would likely benefit from the treatment. 

• There is an ongoing clinical trial. You are enrolled in a clinical trial that meets these criteria: 

 The drug, device, treatment or procedure to be investigated has been granted investigational new drug 
(IND) or Group c/treatment IND status 

 The clinical trial has passed independent scientific scrutiny and has been approved by an Institutional 
Review Board that will oversee the investigation 

 The clinical trial is sponsored by the National Cancer Institute (NCI) or similar national organization (such 
as the Food & Drug Administration or the Department of Defense) and conforms to the NCI standards 

 The clinical trial is not a single institution or investigator study unless the clinical trial is performed at an 
NCI-designated cancer center, and 

 You are treated in accordance with protocol. 

OR 

 Your doctor has prescribed KEYTRUDA (pembrolizumab) because in the doctor’s opinion it may offer 
some effective therapy and your doctor certifies that it is medically appropriate 

 Standard therapies have not been effective or are inappropriate, and 

 You are not eligible for an ongoing clinical trial or the doctor certifies that clinical trials are not a viable 
option for you, in which case, treatment is covered. 

For the avoidance of doubt, all other Merck-brand drugs used as experimental or investigational treatment are not 
covered unless the conditions described before the word “or” above are satisfied. 

Eyeglasses or contact lenses, including their purchase or fitting, other than discounts offered through the Claims 

Administrators’ vision discount program. 

Eye surgery that is primarily intended to allow you to see better without glasses or contact lenses, including vision-

correcting surgery, such as radial and photo refracture surgery, keratotomy and laser surgery are not covered by the 

Medical Plan.  

Facility charges for care services or supplies provided in: 

• Rest homes 

• Assisted living facilities 
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• Similar institutions serving as an individual’s primary residence or providing primarily custodial care or rest care 

• Health resorts 

• Spas and sanitariums, or 

• Infirmaries at schools, colleges or camps. 

Fertility benefits in excess of the lifetime maximum. In addition, the following specific advanced reproductive treatment 

(ART) and/or artificial insemination (AI) services are not covered, including but not limited to: 

• Any charge for the purchase of donor sperm or incurred by the donor for the storage of sperm 

• Any charge associated with the purchase of donor eggs or for care of the donor required for donor egg 
retrievals or transfer 

• Charges associated with cryopreservation or storage of cryopreserved sperm, eggs or embryos (e.g., charges 
for office, Hospital, ultrasounds, laboratory tests, etc.), except when medically necessary 

• Any charges for the services of, or provided to, a gestational carrier or a surrogate or associated with a 
gestational carrier program or surrogate parenting, in each case, for the purpose of becoming pregnant and 
delivering a child for a Covered Employee or a Covered Dependent as the intended parent 

• Any compensation fees paid to a donor, gestational carrier or surrogate 

• Treatments and medical services provided to eligible members for the purpose of surrogacy under which such 
member will not be a legal parent 

• Treatment and medical services provided to third-party gestational carriers, egg donors and sperm donors 
(provided such individuals are not members on the medical plan) 

• Costs derived from embryo donation, as the embryo is genetically unrelated to the intended parents, and 

• Procedures and expenses related to third party individuals, including medical services, recruitment and 
selection of donors, ovarian stimulation of donors, collection of oocytes from donors, and screening and 
storage of donor oocytes. 

• A gestational carrier is a woman with no genetic connection to the embryo. A surrogate is a woman with a 
genetic connection to the embryo. 

Some services that are not covered under the Medical Plan may be covered under the Adoption/Surrogacy Assistance 
Program. 

Foot orthotics used only for comfort or support or for the treatment of flat feet, pronation, corns, calluses and 

hammertoes. Examples of items not considered as a foot orthotic because they lack rigid construction are: 

• Inner soles (foam rubber, leather, flexible, etc.), and 

• Corn plasters (pads, etc.) and foot padding (adhesive moleskin, etc.). 

Arch supports are not covered for anyone other than for treatment of children with pes cavus, pes planus and pes 

varus. Orthopedic shoes are covered, subject to medical necessity, for children under age 12. For anyone age 12 or 

older, up to one pair of orthopedic shoes is covered per calendar year. 

Foot treatment services, including treatment of corns, calluses or toenails, except the removal of nail roots and 

necessary services in the treatment of metabolic or peripheral-vascular disease. 

Foot treatments services, including treatment of weak, strained, flat, unstable or unbalanced feet, metatarsalgia 

or bunion, except open cutting operations. 

Funeral arrangements and services. 
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Government-operated facility charges. Charges resulting from confinement or treatment in any Hospital or other 

facility owned, operated by or contracted by the United States government, any agency of the government or by a state 

or political subdivision of a state, unless there is an unconditional requirement to pay the charges. 

Health examinations (other than an annual preventive care exam) 

• Required by a third party, including examinations and treatments required to obtain or maintain employment, or 
which an employer is required to provide under a labor agreement 

• Required by any law of a government, securing insurance or school admissions, or professional or other 
licenses 

• Required to travel, attend a school, camp or sporting event or participate in a sport or other recreational activity, 
and 

• Any special medical reports not directly related to treatment except when provided as part of a covered service. 

Hearing aids 

• Expenses in excess of the Plan maximum, and 

• Batteries or cords (these are covered only when supplied with the purchase of a hearing aid). 

(See Prosthetic Devices for information on cochlear implants.) 

Home Health Care Plan services or supplies not included in the Home Health Care Plan, including nursing or home 

health aide services provided outside of the home (such as in conjunction with school, vacation, work or recreational 

activities).  

Home and mobility, any addition or alteration to a home, workplace or other environment, or vehicle and any related 

equipment or device, such as: 

• Purchase or rental of exercise equipment, air purifiers, central or unit air conditioners, water purifiers, 
waterbeds and swimming pools 

• Exercise and training devices, whirlpools, portable whirlpool pumps, sauna baths or massage devices 

• Equipment or supplies to aid sleeping or sitting, including non-Hospital electric and air beds, water beds, 
pillows, sheets, blankets, warming or cooling devices, bed tables and reclining chairs 

• Equipment installed in your home, workplace or other environment, including stair-glides, elevators, wheelchair 
ramps, or equipment to alter air quality, humidity or temperature 

• Other additions or alterations to your home, workplace or other environment, including room additions, changes 
in cabinets, countertops, doorways, lighting, wiring, furniture, communication aids, wireless alert systems or 
home monitoring 

• Services and supplies furnished mainly to provide a surrounding free from exposure that can worsen your 
illness or injury 

• Removal from your home, worksite or other environment of carpeting, hypo-allergenic pillows, mattresses, 
paint, mold, asbestos, fiberglass, dust, pet dander, pests or other potential sources of allergies or illness, and 

• Transportation devices, including stair-climbing wheelchairs, personal transporters, bicycles, automobiles, vans 
or trucks, or alterations to any vehicle or transportation device. 

Home births, any services and supplies related to births occurring in the home or in a place not licensed to perform 

deliveries. 

Hospice Care Services of a certain nature such as: 

• Services and supplies that are not usual, reasonable and necessary for palliative (pain relief) or supportive care 
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of the patient, and  

• More than one visit by the hospice or home health care team or any member of the team in any one day (for a 
description of covered hospice benefits, see “What’s Covered”). 

Legal or financial services or counseling. 

Medicare Parts A or B payable expenses when Medicare is the primary payer of benefits, or would be the primary 

payer of benefits had you and/or your covered Eligible Dependents enrolled in Medicare Parts A and B as soon as 

eligible for Medicare. 

Mental Health treatments, certain types including the following: 

• Treatment of impulse control disorders such as pathological gambling, kleptomania, pedophilia, caffeine or 
nicotine use 

• Treatment in wilderness programs or other similar programs 

• Any services or supplies related to education, training or retraining services or testing, including: special 
education, remedial education, job training and job hardening programs 

• Evaluation or treatment of learning disabilities, communication disorders, behavioral disorders, training or 
cognitive rehabilitation, regardless of the underlying cause  

• Services, treatment and educational testing and training related to behavioral (conduct) problems and learning 
disabilities 

• Other than an annual preventive care exam, any health examinations: 

 Required by a third party, including examinations and treatments required to obtain or maintain 
employment, or which an employer is required to provide under a labor agreement 

 Required by any law of a government, securing insurance or school admissions, or professional or other 
licenses  

 Required to travel, attend a school, camp, or sporting event or participate in a sport or other recreational 
activity, and 

 Any special medical reports not directly related to treatment except when provided as part of a covered 
service.  

• Therapies and tests: Any of the following treatments or procedures: 

 Aromatherapy  

 Biofeedback and bioenergetic therapy  

 Carbon dioxide therapy  

 Chelation therapy (except for heavy metal poisoning) 

 Computer-aided tomography (CAT) scanning of the entire body 

 Educational therapy  

 Gastric irrigation 

 Hair analysis 

 Hyperbaric therapy, except for the treatment of decompression or to promote healing of wounds 

 Hypnosis and hypnotherapy, except when performed by a Physician as a form of anesthesia in connection 
with covered surgery 

 Lovaas therapy  

 Massage therapy  

 Megavitamin therapy  

 Primal therapy  

 Psychodrama  
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 Purging  

 Recreational therapy  

 Rolfing  

 Sensory or auditory integration therapy  

 Sleep therapy, and 

 Thermograms and thermography. 

Miscellaneous charges for services or supplies including: 

• Annual or other charges to be in a Physician’s practice 

• Charges to have preferred access to a Physician’s services such as boutique or concierge Physician practices, 
or 

• Cancelled or missed appointment charges or charges to complete claim forms. 

Personal comfort and convenience items, any service or supply primarily for your convenience and personal comfort 

or that of a third party, including: telephone, television, internet, barber or beauty service or other guest services; 

housekeeping, cooking, cleaning, shopping, monitoring, security or other home services; and travel, transportation, or 

living expenses, rest cures, recreational or diversional therapy. 

Private Hospital room charges in excess of the highest daily rate charged by the Hospital for a semi-private room, 

unless your doctor establishes that isolation is Medically Necessary. 

Reversal of sterilization. 

Service providers, certain types, such as: homemakers, a nurse who ordinarily resides in your home or who is a 

member of your family or your Spouse’s/Domestic Partner’s immediate family, immediate family or a person who lives in 

your home, and volunteers or persons who do not usually charge for their services. 

Surrogacy pregnancy, such as charges for (i) compensation fees paid to a gestational carrier or a surrogate and (ii) 

charges for the services of, or provided to, a gestational carrier or a surrogate or (iii) charges associated with a 

gestational carrier program or surrogate parenting, in each case, for the purpose of becoming pregnant and delivering a 

child for a Covered Employee or a Covered Dependent as the intended parent. A gestational carrier is a woman with no 

genetic connection to the embryo. A surrogate is a woman with a genetic connection to the embryo. See also other 

exclusions under “Fertility benefits.” 

Transportation costs, including ambulance services for routine transportation to receive outpatient or inpatient 

services except as described in the “Covered Services” section. 

Workers’ Compensation. Medical expenses resulting from an accidental bodily injury or sickness arising from the 

treatment of work-related illness or injury. 
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HAWAII HMO 

This section contains information about the Health Plan Hawaii Plus HMO. 

If you are an Eligible Employee residing in Hawaii, you are eligible for the Health Plan Hawaii Plus HMO or you may 

choose the No Coverage option. If you choose the No Coverage option, you will be required to complete a waiver of 

coverage form in compliance with Hawaii state law. You are not eligible to participate in the Merck PPO. 

FOR MORE INFORMATION 
All coverage, limitations and exclusions for the Health Plan Hawaii Plus HMO are listed in the HMO member brochure 

and contract. The member brochure is considered part of this SPD. The HMO will supply you with the written materials 

concerning: 

• The nature of services provided to members 

• Conditions pertaining to eligibility to receive services (other than general conditions pertaining to eligibility for 
participation in the Merck Medical Plan) and circumstances under which services may be denied, and 

• The procedures to be followed in obtaining such services. 

The Health Plan Hawaii Plus HMO generally requires the designation of a primary care provider. You have the right to 

designate any primary care provider who participates in the Health Plan Hawaii Plus HMO network and who is available 

to accept you or your family members. For children, you may designate a pediatrician as the primary care provider.  

You do not need prior authorization from the Health Plan Hawaii Plus HMO or from any other person (including a 

primary care provider) in order to obtain access to obstetrical or gynecological care from a health care professional in 

the Health Plan Hawaii Plus HMO network who specializes in obstetrics or gynecology. The health care professional, 

however, may be required to comply with certain procedures, including obtaining prior authorization for certain services, 

following a pre-approved treatment plan or procedures for making referrals.  

For information on how to select a primary care provider, a list of the participating primary care providers or for more 

information, contact Health Plan Hawaii Plus HMO at 808-948-6372 or visit www.hmsa.com. 

HOW TO FILE A CLAIM  
If you visit a participating HMO provider, you do not have to submit a claim form. You simply pay your Copay at the time 

of service. If you have a medical Emergency and visit a non-participating provider, you or your covered family member 

must notify HMO as soon as possible after the treatment was received.  

Appealing a Claim 

If you believe you are entitled to a benefit, or to a greater amount of benefits under the HMO than the amount you have 

received or are receiving, either in whole or in part, you have the right to file a claim with the applicable Claims 

Administrator. For more information, see “Claims and Appeals.” 
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KAISER PERMANENTE HMO 

This section contains information about the Kaiser Permanente HMO. 

This option is closed to new entrants. Only Eligible Employees who participated in this option on Dec. 31, 2010 and who 

have not thereafter elected a different option available to them are eligible to continue coverage under this option. If you 

are an Eligible Employee covered by the Kaiser Permanente HMO through the Merck Medical Plan, you are eligible to 

continue the Kaiser Permanente HMO, or select another option offered to you. If you choose an option other than the 

Kaiser Permanente HMO, you will not be allowed to select the Kaiser Permanente HMO in the future. 

FOR MORE INFORMATION  
All coverage, limitations and exclusions for the Kaiser Permanente HMO are listed in the Kaiser Permanente HMO 

member brochure and group agreement. The member brochure is considered part of this SPD. The HMO will supply 

you with the written materials concerning: 

• The nature of services provided to members 

• Conditions pertaining to eligibility to receive services (other than general conditions pertaining to eligibility for 
participation in the Merck Medical Plan) and circumstances under which services may be denied, and 

• The procedures to be followed in obtaining such services. 

The Kaiser Permanente HMO generally requires the designation of a primary care provider. You have the right to 

designate any primary care provider who participates in the Kaiser Permanente HMO network and who is available to 

accept you or your family members. For children, you may designate a pediatrician as the primary care provider. 

You do not need prior authorization from the Kaiser Permanente HMO or from any other person (including a primary 

care provider) in order to obtain access to obstetrical or gynecological care from a health care professional in the Kaiser 

Permanente HMO network who specializes in obstetrics or gynecology. The health care professional, however, may be 

required to comply with certain procedures, including obtaining prior authorization for certain services, following a pre-

approved treatment plan, or procedures for making referrals.  

For information on how to select a primary care provider, a list of the participating primary care providers or for more 

information, contact Kaiser Permanente Membership Services at 800-464-4000 or visit www.KP.org.  

HOW TO FILE A CLAIM  
If you visit a participating HMO provider, you do not have to submit a claim form. You simply pay your Copay at the time 

of service. If you have a medical Emergency and visit a non-participating provider, you or your family member must 

notify Kaiser Permanente as soon as reasonably possible after the treatment was received.  

Appealing a Claim 

If you believe you are entitled to a benefit, or to a greater amount of benefits under the HMO than the amount you have 

received or are receiving, either in whole or in part, you have the right to file a claim with the applicable Claims 

Administrator. For more information, see “Claims and Appeals.” 
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MANAGED PRESCRIPTION DRUG PROGRAM 

While you are covered under any option under the Medical Plan, except the No Coverage option, you are covered 

automatically in the Merck Managed Prescription Drug Program. There is no separate charge for this program. It is 

included as part of the cost of the option you select under the Medical Plan. The Merck Managed Prescription Drug 

Program is administered by Express Scripts, the Plan’s Pharmacy Benefit Manager and the Program’s Claims 

Administrator. Shortly after you enroll in the Medical Plan, you will receive a separate prescription drug ID card from 

Express Scripts. 

KEY POINT — MERCK’S $0 COPAY LIST 

Effective Jan. 1, 2016, Merck-brand drugs that have a generic equivalent (with the exception of women’s 

contraceptives) are no longer offered at a $0 Copay. Instead, they will follow the same cost sharing provisions as 

other brand name drugs with a generic equivalent. Note: If the clinical review is approved for a Merck-brand drug, 

the applicable lower coinsurance is not $0 — it is the coinsurance applicable to non-Merck brand drugs without a 

generic equivalent. 

Merck-brand drugs that come off patent during 2020 will remain on the $0 Copay Merck drug listing until  

Jan. 1, 2021.  

 

KEY POINT — 100% COVERAGE FOR WOMEN’S CONTRACEPTIVES 

As a result of health care reform, women’s contraceptives are covered at 100%. Merck will retain the “mail-order 

only” provision for non-Merck women’s contraceptive drugs in the Managed Prescription Drug Program with 

Express Scripts. This means that non-Merck brand contraceptives will be offered at $0 Copay when ordered 

through Express Scripts Pharmacy™ home delivery service (mail order) only.  

 

KEY POINT — 100% COVERAGE FOR CERTAIN BREAST CANCER PREVENTIVE DRUGS 

As a result of health care reform, effective Jan. 1, 2015, the following drugs are covered at 100% for female patients 

who are at least age 35: 

• Tamoxifen (generic only) 

• Raloxifen (generic only) 

• Soltomax (brand; no generic available) 

 

KEY POINT — TRANSGENDER HORMONE THERAPY DRUGS 

• Drugs used for transgender hormone therapy are covered under the pharmacy benefit.   

• Some medications may require a coverage management review. 

• To check whether a drug is covered, subject to prior authorization or other coverage review processes, call 

Express Scripts’ Member Services at 800-RX-MERCK (800-796-3725). To obtain prior authorization, you, your 

doctor or your pharmacist must call Express Scripts at 800-753-2851. 
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ABOUT THE MANAGED PRESCRIPTION DRUG PROGRAM 
The Managed Prescription Drug Program provides you and your Covered Dependents with coverage for certain 

Medically Necessary outpatient drugs that are prescribed by a licensed prescriber. Drugs provided inpatient are not 

covered under the Managed Prescription Drug Program but may be covered under the Medical Plan option in which you 

are enrolled. Drugs provided outpatient that are administered in an ambulatory facility or doctor’s office or provided by a 

doctor for use at home are not covered under the Managed Prescription Drug Program (but may be covered under the 

Medical Plan option in which you are enrolled) except as follows: 

• They are subject to the Specialty Pharmacy Program managed by Accredo Health Group, Inc., a subsidiary of 
Express Scripts1  

• They are picked up at a retail pharmacy and delivered to the provider for administration2, or 

• They are mail-ordered and delivered to the provider’s office or your home — ordered by you or on your behalf 
— for administration in the provider’s office2. 

Drugs that are subject to the Specialty Pharmacy Program are generally not covered under the Medical Plan option in 

which you are enrolled. Your cost for prescription drugs depends on the type of medication (Merck-brand, generic, 

non-Merck brand when generic is not available or brand drug if a generic is available). Specialty drugs must be filled 

through Accredo, Express Scripts’ specialty pharmacy, or they will not be covered under the plan. 

KEY POINT — BRAND DRUGS 

The amount you pay for certain brand-name prescription drugs, when a generic equivalent is available, is subject to 

the provisions of the Managed Prescription Drug Program, managed by Express Scripts. 

There may be rare instances where a member has an adverse reaction, allergy or sensitivity to the generic 

equivalent, or there may be another medical reason the generic drug cannot be used. In such case, the member or 

Physician may submit a request for a clinical coverage review to the clinical review department of Express Scripts. 

The clinical review staff will reach out to the Physician for the information necessary to determine if the brand drug 

can be covered at the lower Coinsurance level that is applicable to brand drugs that do not have a generic 

equivalent. If Express Scripts denies the claim for use of the brand medication at the lower Coinsurance, the 

participant may appeal this denial in accordance with the Medical Plan’s claim procedures. 

There are three ways to purchase outpatient prescription drugs: 

• At an Express Scripts participating retail pharmacy 

• Through the Express Scripts Pharmacy™ home delivery service (within the U.S. only), and 

• At a non-participating retail pharmacy. 

  

                                                        

1 See the section “Express Scripts’ Specialty Pharmacy Program” for coverage details. 

2 Please note that these drugs will still be subject to the applicable prescription benefit cost sharing under the Managed Prescription Drug Program and may also be subject to a fee for 
administration by the provider. The administration fee is not covered under the Managed Prescription Drug Program but under certain circumstances may be covered under the Medical Plan 
option in which the patient is enrolled. 
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MANAGED PRESCRIPTION DRUG PROGRAM AT A GLANCE 
The following chart summarizes prescription drug costs for 2020. Please note that all the medical options (except the 

No Coverage option) under the Merck Medical Plan offer the same prescription drug coverage through Express Scripts, 

the Plan’s pharmacy benefit manager. 

 Participating Retail Pharmacies 

up to a 30-Day Supply1,2 

Express Scripts PharmacyTM 

(Home Delivery Service),  

Accredo or Smart90 Retail  

up to a 90-Day Supply3 

Annual Out-of-Pocket Maximum4 

(individual/family maximum) 

$1,500/$3,000 

(combined retail and home delivery service) 

Non-Diabetic Medications 

Generic Drugs $10 $20 

Brand Drugs when generic 

equivalent is NOT available 

• Merck-Brand Drugs 

• Non-Merck Brand Drugs 

 

 

$0 

20% of discounted price, up to $50 

maximum (per prescription) 

 

 

$0 

20% of discounted price, up to $100 

maximum (per prescription) 

Brand Drugs when a generic 

equivalent is available 

• Merck/Non-Merck Brand Drugs 

 

 

40% of discounted price, up to $100 

maximum (per prescription) 

 

 

40% of discounted price, up to $200 

maximum (per prescription) 

Diabetic Medications and Supplies 

Generic and Merck-Brand Diabetes 

Medications and Supplies 

$0 $0 

Non-Merck Brand Diabetes Drugs 

and Supplies 

$10 $20 

Features  

When to Use For short-term, immediate medication 

needs 

• Express Scripts Pharmacy Home 

Delivery Service/Smart90: For long-

term, maintenance prescriptions 

• Accredo: For specialty medications 

(home delivery only) 

Claim Forms Not applicable when you use your ID 

card at a participating pharmacy 

You must file a claim if you do not  

present your ID card or if you use  

a non-participating pharmacy 

Not applicable 

                                                        

1 Certain prescription medications are covered only by home delivery service through Express Scripts Pharmacy™ or Accredo, a subsidiary of Express Scripts. 

2 Prescriptions filled at non-participating pharmacies will be reimbursed based on the network-negotiated price of the medication, minus the applicable Copay and/or Coinsurance. Employees 
are responsible for any drug costs in excess of network-negotiated fees. Any costs in excess of network-negotiated fees do not count toward the Prescription Drug Out-of-Pocket Maximum 
limit. 

3 Male erectile dysfunction medications (MEDs) are covered only by home delivery service through Express Scripts Pharmacy. Merck-brand oral contraceptives, including those with a generic 
equivalent, may be filled at a participating retail pharmacy at a $0 Copay. 

4 Other than non-Merck brand fertility medications.  
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KEY POINT — BRAND NAME AND GENERIC BRAND DRUGS 

Brand-name (prescription drug). A drug protected by a patent issued to the original innovator or marketer. The 

patent prohibits the manufacture of the drug by other companies as long as the patent remains in effect. 

Generic Brand (prescription drug). A drug that is equal in therapeutic power to the brand-name original because 

they contain identical active ingredients at the same doses.  Fillers and dyes may vary. 

 

KEY POINT — REDUCED COSTS FOR DIABETES MEDICATIONS AND SUPPLIES 

In order to encourage diabetics to follow their treatment plan, all generic and Merck-brand diabetes medications 

and supplies, as well as Merck-brand drugs, will be provided at no cost to you. In addition, the cost for non-Merck 

brand diabetic drugs and supplies will be reduced to the generic Copay rate ($10 at retail pharmacies for a 30-day 

supply; $20 at home delivery for a 90-day supply). 

HOW TO GET YOUR PRESCRIPTION FILLED 

Participating Pharmacies 

Most of the retail pharmacies in the United States participate in the Express Scripts network. These pharmacies agree 

to accept lower negotiated fees. You can call Express Scripts at 800-RX-MERCK (800-796-3725) or go online at 

www.Express-Scripts.com to find a network pharmacy near you or to find out if your current pharmacy is in the 

network.  

When you need a prescription filled, simply present your Express Scripts ID card at a participating pharmacy and pay 

the applicable cost-sharing amount. (The Express Scripts ID card is separate from your Medical Plan option ID card.) 

You may purchase up to a 30-day supply of covered medication. The participating pharmacy will handle the claim for 

you.  

Non-Participating Pharmacies 

If you choose to have a prescription filled at a pharmacy that does not participate in Express Scripts’ network (a 

non-participating pharmacy), you must pay 100% of the pharmacy’s regular charge at the time you receive your 

medication. You then file a claim for reimbursement. If you use a non-participating pharmacy, you may receive more 

than a 30-day supply of medication, but Express Scripts will only reimburse you for a 30-day supply. 

You will be reimbursed based on the network negotiated price of your covered medication offered by participating 

pharmacies minus the applicable Copay and/or Coinsurance. You are responsible for any drug costs in excess of 

network-negotiated fees. Any costs in excess of network-negotiated fees at a non-participating pharmacy do not count 

toward the Prescription Drug Out-of-Pocket Maximum limit. Your reimbursement check will be mailed approximately two 

weeks after the date your claim is received. 
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How to File a Claim for Non-Participating Pharmacy Benefits 

Complete a Direct Claim Reimbursement Form and submit it together with a receipt for the medication to: 

Express Scripts 

P.O. Box 14711 

Lexington, KY 40512 

Claim Forms are available on Express Scripts’ website at www.Express-Scripts.com or by calling Express Scripts’ 

Member Services at 800-RX-MERCK (800-796-3725). You can also submit your direct claim via www.Express-

Scripts.com.You must file a claim within one year of when the prescription for which you are filing a claim was written 

by the Physician, unless you can show that it was not reasonably possible to submit the claim within the time limit. If 

your claim for benefits is denied, in whole or in part, you or your authorized representative may appeal the denial. For 

more information on appealing a denied claim, see “Claims and Appeals” in the “Administrative Information” section of 

this SPD. 

Home Delivery Service and Smart90 Retail 

If you require maintenance medications or have an ongoing condition, you have a choice of how to purchase 

prescription drugs. You may order up to a 90-day supply of your medication at a time. 

Home Delivery Service 

Through the Express Scripts Pharmacy, you can have prescriptions sent to your home, which can help you save both 

time and money. In addition, certain medications are covered only through the Express Scripts Pharmacy (See 

“Covered Medications and Supplies.”) 

The Express Scripts Pharmacy is not available outside the United States.  

To order a prescription by mail: 

• Obtain a prescription for ongoing medication — for up to a 90-day supply, plus refills. 

• Complete the Patient Information section of the Express Scripts Order Form, available through the Benefits 
Service Center or Express Scripts website at www.Express-Scripts.com. This information alerts the mail 
order pharmacy to any potential drug interactions. Your Patient Profile and prescription history are strictly 
confidential. 

• Mail your original prescriptions or refill slips together with the completed Express Scripts Order Form and 
applicable payment to: 

Express Scripts 

Home Delivery Service 

P.O. Box 66577 

St. Louis, MO 63166-6577 

If you mail more than one prescription in the same envelope, be sure to include one payment for each. Express Scripts 

will promptly process your order and send your medications to your door within approximately 14 days through U.S. 

mail or United Parcel Service (UPS), along with instructions for refills. 

How to Order Refills 

• To order by phone, call 800-796-3725 to use the automated system. Be sure to have your member ID number 
(shown on your ID card) and refill slip with the prescription information ready. 

• To order online, log on to www.Express-Scripts.com and have your member ID and a prescription number 
available. (If you are a first-time visitor to the site, please take a moment to register.) 
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• Express Scripts will process your order and send your medications to your home via U.S. mail or UPS, along 
with instructions for refills. 

 

KEY POINT — LARGER PRESCRIPTION SUPPLIES FOR SPECIAL CIRCUMSTANCES 

Express Scripts, in its discretion, may authorize prescriptions in excess of the 30-day or 90-day supply under 

certain special circumstances, such as extended travel outside the U.S., provided you have a Physician’s written 

prescription. 

For more information or to request an extended supply, contact Express Scripts at 800-RX-MERCK  

(800-796-3725). 

 

KEY POINT — EXPRESS SCRIPTS’ REVIEW PROCESS 

Express Scripts continually monitors new prescription drugs and reviews new clinical studies. Therefore, this list of 

covered drugs, non-covered drugs and coverage management programs and processes is subject to change. As 

new drugs become available, they will be considered for coverage under the Managed Prescription Drug Program 

as they are introduced. Merck will review recommendations by Express Scripts to determine possible coverage as 

well as any coverage limitations or restrictions.  

Smart90 Retail Program Through CVS or Walgreens 

You also have the option to purchase 90-day prescriptions of eligible maintenance medications (prescription drugs that 

treat an ongoing condition) at any CVS or Walgreens retail pharmacy that participates in the Smart90 network. This 

program enables you to obtain a 90-day supply at a retail pharmacy for the same low Coinsurance as the home delivery 

program. Note that certain medications are covered only through the Express Scripts Pharmacy. (See “Covered 

Medications and Supplies.”) 

EXPRESS SCRIPTS’ PRESCRIPTION DRUG MANAGEMENT PROGRAMS 

Prior Authorization Program 

Prior authorization monitors both cost and safety. If a pharmacist tells a member that a prescription requires prior 

authorization, Express Scripts will need to communicate with the doctor to be sure that the medicine is right and will 

verify that the Plan covers the drug. This is similar to when a healthcare plan authorizes a medical procedure in 

advance. 

When a prescription requires prior authorization, the doctor can call Express Scripts or prescribe a different medicine 

that is covered by the Plan. Only doctors can give Express Scripts the information needed to determine if the drug may 

be covered. Express Scripts answers its prior authorization phone lines 24/7, and a determination can be made right 

away. If the medicine is covered, the member will pay the normal copay. If the medication is not covered but the 

member wants to take it, the member will pay the full price of the medicine. 
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KEY POINT — LIST OF DRUGS REQUIRING PRIOR AUTHORIZATION IS SUBJECT TO CHANGE 

The list of medications that require prior authorization is subject to change. To confirm if a drug is covered, subject 

to dispensing limits, age limits or other coverage review processes, call Express Scripts’ Member Services at 

800-RX MERCK (800-796-3725). 

The following list of drug classes and medications will be subject to the Prior Authorization Program. Note: This list of 

drug classes and medications that require prior authorization is subject to change and not exhaustive. To check whether 

a drug is covered, subject to prior authorization or other coverage review processes, call Express Scripts’ Member 

Services at 800-RX-MERCK (800-796-3725). To obtain prior authorization, you, your doctor or your pharmacist must 

call Express Scripts at 800-753-2851. 

• Alpha1 Proteinase Inhibitors (e.g., Prolastin, Prolastin C, Aralast, Glassia, Zemaira, etc.) 

• Anabolic steroids and androgens (e.g. Androderm, Androgel, Aveed, Deletestryl, testosterone) 

• Anorexiants and anti-obesity medication (e.g. Adipex, Belviq, Contrave, Phentermine, Qysmia, Saxendra, etc.) 

• Antinarcoleptic agents (e.g., Provigil, Nuvigil, Xyrem, etc.) 

• Asthma (e.g. Cinqair, Dupixent, Fasenra, Nucala, Xolair, etc.) 

• CNS stimulants/amphetamines (e.g., Ritalin, Focalin, Adderall, etc.) 

• Dermatological Agents (e.g., Protopic, Tazarotene products, Tretinoin products, Dupixient, Protopic, etc.) 

• Erythroid stimulants (e.g., Epogen, Procrit and Aranesp, etc.) 

• Gonadotropin Releasing Hormone (e.g. Eligard, Leuprolide, Lupron,Tripodur, etc.) 

• Growth hormones (e.g., Genotropin, Humatrope, Increlex, Norditropin, Omnitrope, Zorbitive, etc.) 

• Hyaluronic Acid Derivatives (i.e., Euflexxa, Hyalgan, Synvisc, Synvisc-One, Gel-One, Supartz, Orthovisc, etc.) 

• Immune Globulin (IVIG) Agents (e.g., Hizentra, Privigen, Vivaglobin, etc.) 

• Inflammatory Condition agents (e.g., Actemra. Cosentyx, Enbrel, Humira, Otezla, Simponi, Stelara, etc.) 

• Interferon agents (e.g., Actimmune, Intron A, Peg-Intron, etc.) 

• Macular Degeneration (i.e., Eylea, Lucentis, Macugen. Etc.) 

• Multiple sclerosis medications (e.g., Ampyra, Avonex, Betaseron, Copaxone, etc.) 

• Myeloid stimulants (e.g., Neupogen, Zarxio, Leukine, Neulasta, etc.) 

• Osteoporosis (e.g. Boniva injection, Prolia, Reclast, etc.) 

• Pain medications (e.g., Actiq, Fentora, Lidoderm Patch, Oxycontin, Solaraze etc.) 

• Pulmonary arterial hypertension agents (e.g., Adempas, Opsumit, Retatio, Adcira, etc.) 

• Tetracyclines (i.e., Solodyn) 
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KEY POINT — CERTAIN COMPOUND DRUGS NO LONGER COVERED 

Effective Jan. 1, 2016, the Managed Prescription Drug Program no longer covers prescriptions for most Compound 

Medications and some medications provided in the form of a pain patch unless your doctor contacts and receives 

approval from Express Scripts. Your doctor can initiate a coverage review with Express Scripts by calling 

800-417-1764. If you use a Compound Medication and your doctor has not called Express Scripts and received 

prior authorization, you will be responsible for the full cost of the medication. 

The U.S. Food and Drug Administration (FDA) defines a Compound Medication as one that requires a licensed 

pharmacist to combine, mix or alter the ingredients of a medication when filling a prescription. The FDA does not 

verify the quantity, safety and/or effectiveness of Compound Medications. 

Managed Rx Program 

Certain medications are not covered unless you receive prior authorization. The Managed Rx Program may contact 

your Physician and/or pharmacist to ensure that a prescribed drug is being used in a clinically appropriate way or your 

doctor can prescribe a different medication that is covered by the Plan. And, Express Scripts may offer 

recommendations and place limits on current and future prescriptions of these medications. 

The following list of drug classes and medications will be subject to the Managed Rx Program. Note: This list of drug 

classes and medications that require prior authorization is subject to change and not exhaustive. To check whether a 

drug is covered, subject to prior authorization, subject to dispensing limits, age limits or other coverage review 

processes, call Express Scripts’ Member Services at 800-RX-MERCK (800-796-3725). To obtain prior authorization, 

you, your doctor or your pharmacist must call Express Scripts at 800-753-2851. 

• Absorica 

• Beta Blockers  

• Expendable drugs 

• Gabapentin 

• Interleukin (IL)-5 Antagonist (e.g. Cinqair) 

• Long-acting opioids (e.g., Avinza, Duragesic, MS Contin, Oxycontin, etc.) 

• Male erectile dysfunction medications (e.g., Viagra®, Muse®, Edex®, Cialis®, Caverject®.). Prescriptions must be 
filled through the Express Scripts Pharmacy home delivery service 

• Market Events (e.g., Alcortin A, Auvi-Q, Endari, Epi-Pen, Gocovri, Niacor, Novacort, Osmolex, Treximet, 
Viagra, etc.) 

• Metformin (generic) 

• NSAID (generic) 

• Ophthalmic Antiallergy 

• Ophthalmic Prostaglandins 

• Pain relief medications (e.g., Actiq®, Avinza, Fentora®, Exalgo, Kadian, Nucynta, Ultram) 

• Plaque psoriasis (e.g., Enbrel®/Humira®) 

• PPI (generic) 
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• Short-acting opioids limited to a 7-day supply on initial prescription (e.g., Nucynta, Percocet, Ultram, Vicodin, 
etc.) 

• Sleep aids and hypnotic medications (e.g., Ambien®, Belsomra, Sonata®) 

• Topical acne (generic) 

• Topical antifungal (generic) 

• Topical Doxepin 

• Topiramate, and 

• Uloric. 

Drug Quantity Management Program 

Drug Quantity Management (DQM) makes sure that members are getting the right amount of medication and that it’s 

prescribed in the most efficient way. For example, the doctor may say, “take two 20mg pills each morning.” If that 

medication is also available in 40mg pills, Express Scripts will contact the doctor about prescribing one 40mg pill a day 

instead of two 20mg pills. In addition, if the doctor writes the original prescription for 30 pills (a 15-day supply), the new 

prescription for 30 pills will last a full month — and the members will have just one copayment, not two. 

DQM also makes sure that a member’s prescriptions don’t exceed the amount of medication that the Plan covers. If the 

prescription is for too large a quantity, the pharmacist can fill the prescription for the amount that the Plan covers or 

contact the doctor to discuss other options, such as increasing the strength or getting a prior authorization for the 

quantity originally prescribed. 

The following list of drug classes and medications will be subject to the Drug Quantity Management Program. Note: The 

list of drug classes and medications that require dispensing limits is subject to change. To check whether a drug is 

subject to dispensing limits or other coverage review processes, call Express Scripts’ Member Services at 

800-RX-MERCK (800-796-3725). To obtain prior authorization, you, your doctor or your pharmacist must call Express 

Scripts at 800-753-2851.  

• Allergies 

• Anaphylaxis 

• Anti-Fungal 

• Anti-Infective 

• Anti-Influenza 

• Asthma/COPD/Respiratory Conditions 

• Benzodiazepines 

• Birth Control (Contraceptives) 

• Blood Cell Deficiency 

• Bone Conditions 

• Depression 

• Diabetes 

• Duragesic (fentanyl) transdermal patches 

• Endocrine Disorders 
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• Eye Conditions 

• Fertility 

• Gabapentin 

• Heart Failure 

• Hepatitis C 

• High Blood Cholesterol 

• High Blood Pressure 

• Hormone Supplementation 

• Impotence 

• Inflammatory Conditions 

• Mental/Neurological Disorders 

• Migraine Headaches 

• Morphine Equivalent Dose (MED) edit > 200mg 

• Multiple Sclerosis 

• Muscle Relaxants 

• Nausea/Vomiting 

• Overactive Bladder 

• Pain 

• Pulmonary Hypertension 

• Sleep Disorders 

• Topical Inflammatory Conditions 

• Topical Pain 

• Ulcer, and 

• Wounds. 

Express Scripts’ Specialty Pharmacy Managed by Accredo Health Group, Inc. 

Accredo Health Group, Inc.’s staff is dedicated to providing comprehensive support for members who use specialty 

medications and their prescribing Physicians. The Specialty Pharmacy staff consists of patient care representatives, 

pharmacists and nurses, all of whom are specifically trained to provide services and support to patients on specialty 

medications to: 

• Promote the safe and effective use of specialty medications  

• Provide patients with therapeutic-centric training, education and clinical support, across both specialty and 
traditional medications  

• Provide Physicians with evidence-based practice guidelines and actionable patient information 
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• Ensure coverage is consistent with Plan provisions, and 

• Encourage patient adherence and persistence. 

The clinical services offered through Accredo, a subsidiary of Express Scripts, are designed to support the Physician’s 

therapy regimen and any coordination being conducted by health plan case managers. The majority of medications 

administered or obtained through a Physician’s office must be pre-ordered by your Physician from Accredo. All specialty 

medications should be initiated by calling Accredo at 800-922-8279. 

Specialty drugs include, but are not limited to, medications used to treat the following conditions: 

• Blood modifying agents (e.g., Epogen, Procrit) 

• Growth hormones and related disorders (e.g., Genotropin, Humatrope, Increlex, Zorbitive) 

• Hemophilia and related bleeding disorders (e.g., Advate, Alphanate, Benefix, Hemophil, Humate-P) 

• Hepatitis C medications (e.g., Zepatier, Viekira Pak) 

• Immune deficiency medication — Actimmune 

• Multiple sclerosis medications (e.g., Avonex, Betaseron, Copaxone) 

• Oral oncology agents (e.g., Gleevec, Temodar, Xeloda)  

• Psoriasis medication (e.g., Stelara) 

• Pulmonary disorders (e.g., Pulmozyme, Tobi) 

• Pulmonary hypertension medication (e.g., Tracleer, Letairis), and 

• Rheumatoid arthritis agents (e.g., Enbrel, Humira). 

Prescriptions are express-delivered to the location of choice (home, Physician’s office, vacation destination, etc.). The 

Specialty Drug Program also provides claims assistance and access to pharmacists for information. To fill a prescription 

for a specialty medication, or if you have questions regarding the Specialty Program, please contact Accredo at 

800-922-8279. Drugs that are subject to the Specialty Pharmacy Program are not generally covered under the Medical 

Plan option in which you are enrolled. 

Specialty Drug 

Specialty medications are drugs that are used to treat complex conditions, such as cancer, growth hormone deficiency, 

hemophilia, hepatitis C, immune deficiency, multiple sclerosis and rheumatoid arthritis. Express Scripts’ dedicated 

specialty pharmacy, Accredo Health Group, Inc., is composed of therapy-specific teams that provide an enhanced level 

of personalized service to patients with special therapy needs. Whether they’re administered by a health care 

professional, self-injected or taken by mouth, specialty medications require an enhanced level of service. By ordering 

your specialty medications through Accredo, you can receive: 

• Toll-free access to specialty-trained pharmacists and nurses 24/7 

• Expedited, scheduled delivery of your medications at no additional charge 

• Necessary supplies, such as needles and syringes, provided with your medications 

• Safety checks to help prevent potential drug interactions 

• Refill reminders, and 

• Health and safety monitoring. 
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KEY POINT — SPECIALTY MEDICATIONS ONLY AVAILABLE THROUGH HOME DELIVERY SERVICE 

Certain specialty medications are only available through home delivery service through Accredo Health Group, Inc., 

Express Scripts’ specialty pharmacy. If you are taking a specialty medication, contact Accredo at 800-922-8279 for 

details.  

For more information about Accredo or to order your specialty medications, please call 800-922-8279.  

COVERED MEDICATIONS AND SUPPLIES 
The following prescription drugs are covered under the Managed Prescription Drug Program: 

• All injectable vaccines, subject to FDA label requirements for use 

• Anti-smoking aids requiring a prescription, including over-the-counter anti-smoking aids when written on a 
prescription by your prescriber are covered at 100%  

• Certain breast cancer preventive drugs covered at 100% for female patients who are at least age 35 pursuant 
to the Patient Protection and Affordable Care Act of 2010 (Tamoxifen and Raloxifen (generic only) and 
Soltomax (brand, no generic available)) 

• Certain over-the-counter medications that are considered preventive and are required to be covered at 100% 
pursuant to the Patient Protection and Affordable Care Act of 2010  

• Contraceptives (prescriptions must be filled through the Express Scripts Pharmacy (home delivery) unless the 
contraceptive is a Merck-brand drug)  

• Emergency contraceptives 

• Federal legend vitamins (i.e., vitamins that require a prescription) 

• Fluoride vitamins for children through age 16 

• Inhaler assisted devices 

• Insulin 

• Medication for which prior authorization is required and obtained. 

• Needles and syringes 

• Ostomy supplies 

• Over-the-counter diabetes supplies (except insulin pumps) 

• Prescribed federal legend drugs (other than those identified as not covered)1 

• Prescribed injectable drugs (other than those identified as not covered) 

• State restricted drugs 

• Retin-A® covered up to age 35 

• Tussi-Organidin® DM NR with medical necessity, and 

• Vaccines. 

                                                        

1 There is limited coverage for prescriptions filled outside of the U.S. Retirees and Eligible Employees and their Covered Dependents who are living or traveling outside the U.S. and who fill a 
prescription outside the U.S. should contact Express Scripts for information pertaining to applicable coverage and claims submission. 
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For specific drug coverage and to determine the applicable payment associated with a prescription drug, contact 

Express Scripts at www.Express-Scripts.com or call 800-RX-MERCK (800-796-3725). 

MEDICATIONS AND SUPPLIES THAT ARE NOT COVERED 
The following prescription drugs are not covered under the Managed Prescription Drug Program: 

• All injectable vaccines administered outside of FDA label requirements for use 

• Anti-smoking aids that are not dispensed at a pharmacy from a written prescription by your prescriber  

• Any prescription filled before the patient’s prior-filled 30-day or 90-day supply of medication is scheduled to be 
exhausted unless special circumstances exist and are authorized by Express Scripts  

• Any prescription refilled in excess of the number of refills specified by the Physician, or any prescription or refill 
dispensed after one year from the Physician’s original order 

• Contraceptives filled at retail unless the contraceptive is a Merck-brand drug 

• Cosamine® DS 

• Dental fluoride products  

• Drugs labeled “Caution — limited by federal law to investigational use,” or Experimental drugs, even though a 
charge is made to the individual 

• Drugs whose sole purpose is to stimulate hair growth 

• Fluoride vitamins for children age 17 and over 

• Immunizing agents, biological blood or blood plasma 

• Limbrel® 

• Medications for which prior authorization is required and not obtained 

• Medication for which the cost is recoverable under any Workers’ Compensation or Occupational Disease Law 
or any state or government agency, or medication furnished by any other drug or medical service for which no 
charge is made to the participant 

• Medication that is taken by or administered to an individual, in whole or in part, while a patient in a licensed 
Hospital, rest home, sanitarium, extended care facility, skilled nursing facility, convalescent Hospital, nursing 
home or similar institution that operates on its premises or allows to be operated on its premises, or a facility for 
dispensing pharmaceuticals 

• Medication that is taken or administered in an ambulatory surgical facility or in a doctor’s office or is provided by 
a doctor for use at home 

• Mifeprex® 

• Most Compound Medications, unless your doctor contacts and receives approval from Express Scripts  

• Non-federal legend drugs 

• Over-the-counter medications that are not considered preventive and are not required to be covered at 100% 
pursuant to the Patient Protection and Affordable Care Act of 2010  

• Therapeutic devices or appliances, and 

• Zestril® or Zestoretic® (Merck’s identical products, PRINIVIL® and PRINZIDE®, are covered). 
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Please note that outpatient drugs and supplies that are not covered under the Managed Prescription Drug Program are 

generally not covered under the Medical Plan option in which you are enrolled. 

CLAIMS AND APPEALS 
If you, your beneficiary or your authorized representative feels that Express Scripts has made an error concerning your 

benefits, you, your beneficiary or your authorized representative has the right to request reconsideration under the Plan 

in accordance with the following procedure. For more information, see “Claims and Appeals” on page 104. 
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BEHAVIORAL HEALTH 

Horizon Behavioral Health administers behavioral health care benefits if you are enrolled in the Merck PPO. For In-

Network providers and additional information, visit www.horizonblue.com/merck (or call 877-663-7258). 

Representatives are available Monday through Friday between 8:00 a.m. and 8:00 p.m. (all time zones).  

How Behavioral Health Works 

The Behavioral Health Care program uses the Horizon BCBS provider network. When you select In-Network providers, 

your claims are filed by the provider and your cost is generally lower. Each time you need care, you can choose to see 

a provider who does not participate in the network. However, if you use an Out-of-Network provider, you usually pay 

more for treatment and you may also be responsible for submitting your own claims and for amounts in excess of R&C 

Limits. 

Before seeing a provider, contact Horizon BCBS (877-663-7258 or www.horizonblue.com/merck) to see if the 

provider participates in the network.  

Please note that all treatments for behavioral health and substance abuse must be Medically Necessary to be covered 

under the Plan. The Medical Plan will not pay benefits (In-Network or Out-of-Network) if the applicable Claims 

Administrator determines that treatment is not Medically Necessary. If you obtain care Out-of-Network, R&C Limits 

apply.  

Please refer to the applicable “at a Glance” chart for information regarding Deductibles, Coinsurance and Out-of-Pocket 

Maximums applicable to behavioral health care benefits under the Merck PPO.  

In Case of an Emergency 

If you or a Covered Dependent has a behavioral health Emergency, you should call 911 or immediately go to the 

nearest emergency room. You or your representative should contact Horizon Behavioral Health within 24 hours of 

admission to the emergency room.  

KEY POINT — INPATIENT PRECERTIFICATION 

Certain services, such as inpatient stays, require precertification by your provider. Precertification is a process that 

helps you and your Physician determine whether the services being recommended are covered expenses under the 

Plan. It also allows the administrator (Horizon Behavioral Health) to help your provider coordinate your transition 

from an inpatient setting to an outpatient setting (called discharge planning), and to register you for specialized 

programs or case management when appropriate. 

You do not need to precertify services provided by an In-Network provider. In-Network providers will be responsible 

for obtaining necessary precertification for you. Since precertification is the provider’s responsibility, there is no 

additional Medical Plan out-of-pocket cost to you as a result of an In-Network provider’s failure to precertify 

services. 

When you go to an Out-of-Network provider, it is your responsibility to obtain precertification from the administrator 

(Horizon Behavioral Health). There is no penalty if you fail to precertify. However, if your care is not Medically 

Necessity it will not be covered under the Plan. 
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Behavioral Health Covered Services 

The Plan covers Medically Necessary services and supplies needed for mental health and substance abuse care. 

Services and supplies that are not deemed Medically Necessary, as determined by Horizon BCBS, are not covered 

expenses. In addition, certain services and supplies that may be deemed Medically Necessary may not be covered 

expenses. Determinations of Medically Necessary services and supplies are made by Horizon BCBS as Plan 

Administrator, and Horizon Behavioral Health, in its sole discretion, will make such determinations (which are final and 

binding). See “Behavioral Health Services Not Covered” below or contact Horizon Behavioral Health directly for more 

details. 

The plan covers: 

Mental Health and Substance Abuse Outpatient Services that are provided in an outpatient provider’s office or 

center, where a patient can seek brief periods of treatment for diagnosable mental health or substance abuse conditions 

but where the patient is not confined to a Hospital bed or receiving inpatient services. Intensive outpatient care and 

partial hospitalization are considered outpatient services and are subject to the medical necessity review process.  

Mental Health and Substance Abuse Inpatient Care for diagnosable mental health or substance abuse conditions 

that consist of more intensive types of treatment, including acute inpatient and residential treatment, are considered 

inpatient treatment modalities, that are more intensive than outpatient care, and therefore, fall under the inpatient 

benefit claims adjudication and medical necessity review process. All Inpatient care, whether In-Network or 

Out-of-Network, must be precertified by Horizon Behavioral Health and undergo medical necessity review.  

Behavioral Health Services Not Covered 

This section provides a list of services and supplies that are not covered by the Plan. Services that are not deemed 

Medically Necessary, as determined by Horizon Behavioral Health, are not covered expenses. These include, but are 

not limited to, services that are deemed maintenance or custodial. In addition, certain services that may be deemed 

Medically Necessary may not be covered expenses. To verify coverage of a medical service or device, contact Horizon 

Behavioral Health. 

Some types of treatment are not covered, including, but not limited to: 

• Custodial care, educational rehabilitation or treatment of learning disabilities, regardless of the setting in which 

the services are provided 

• State Hospital treatment, except when determined by Horizon Behavioral Health to be Medically Necessary  

• Treatment for personal or professional growth, development, training or professional certification  

• Evaluations, consultations or therapy for educational or professional training or for investigational purposes 

relating to employment  

• Treatment in wilderness programs or other similar programs 

• Psychiatric or psychological examinations, testing or treatments that Horizon Behavioral Health determines are 

not Medically Necessary, but may be required for purposes of obtaining or maintaining employment or medical 

coverage related to judicial or administrative proceedings  

• Academic education during residential treatment 

• Any testing, therapy, service, supply, or treatment which does not meet national standards for mental health 

professional practice, or which have not been found to be efficacious or beneficial by one or more of the Plans 

or its designees or authorized management entity’s clinical quality or review committees based on a review of 

peer reviewed literature and clinical information available. Examples may include Erhard/The Forum, primal 

therapy, bioenergetic therapy and crystal healing therapy. 

• Experimental or investigative testing, therapy, service, supply, or treatment, defined as an unproven therapy or 

treatment which may or may not be superior to a current “gold standard” therapy and that meets one or more of 

the following criteria: 
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 Not generally accepted by the medical community as effective and proven 

 Not recognized by professional medical organizations as conforming to accepted medical practice  

 Not approved by the FDA or other requisite government body 

 In clinical trials or need further study, or 

 Rarely used, novel, or unknown and lacking authoritative evidence of safety and efficacy.  

• Court-ordered psychiatric or substance abuse treatment, unless Horizon Behavioral Health determines that 

such services are Medically Necessary for the treatment of a condition included in The Diagnostic and 

Statistical Manual of Mental Disorders according to established clinical criteria and clinical policies of the Plan 

• Psychological testing, except when conducted for purposes of diagnosing a mental disorder or when rendered 

in connection with treatment of the mental disorder (all psychological testing requires preauthorization by 

Horizon Behavioral Health) 

• Services to treat conditions that are identified by The Diagnostic and Statistical Manual of Mental Disorders as 

not being attributable to a mental disorder (i.e., V Codes)  

• Any testing, therapy, service, supply, or treatment of organic disorders, dementia and primary neurologic/ 

neurodevelopment/neurocognitive disorders, except for associated treatable and acute behavioral 

manifestations  

• Marriage counseling, except when rendered in connection with a The Diagnostic and Statistical Manual of 

Mental Disorders mental disorder 

• Treatment of stress, except when rendered in connection with a The Diagnostic and Statistical Manual of 

Mental Disorders mental disorder 

• Treatment for smoking cessation, weight reduction, obesity, stammering or stuttering 

• Aversion therapy 

• Treatment for chronic pain, except when rendered in connection with treatment of a The Diagnostic and 

Statistical Manual of Mental Disorders mental disorder 

• Treatment or consultations provided via telephone, electronic transmission, or other non-in-person modalities, 

except for those services provided through Telehealth and 2nd.MD. 

• Services, treatment or supplies provided as a result of any Workers’ Compensation law or similar legislation, or 

obtained through, or required by, any governmental agency or program, whether federal, state or any 

subdivision thereof, or caused by the conduct or omission of a third party for which you or your dependent has 

a claim for damages or relief, unless you provide Horizon Behavioral Health with a lien against the claim for 

damages or relief in a form and manner satisfactory to Horizon Behavioral Health 

• Treatment or consultations provided by the patient’s parents, siblings, children, current or former Spouse or 

live-in partner 

• Prometa 

• Hypnosis 

• Vagus Nerve Stimulation 

• Biofeedback, except for the primary treatment of anxiety disorders 

• Transcranial Magnetic Stimulation 

• Applied Behavioral Analysis (ABA), unless services have been pre-authorized, are for an Eligible Employee or 

Covered Dependent with a diagnosis of autism spectrum disorder and services meet medical necessity as 

deemed by the health plan’s clinical policy. In addition, services for ABA must be rendered by a provider who is 

both licensed and certified to provide pre-approved ABA services. Services that do not meet the criteria or 

those that are deemed not Medically Necessary will not be covered, and 

• Therapies for the treatment of delays in development, unless resulting from acute illness or injury, or congenital 

defects amenable to surgical repair (such as cleft lip/palate), or otherwise specified are not covered. Examples 

of non-covered diagnoses include Down Syndrome and Cerebral Palsy, as they are considered both 

developmental and/or chronic in nature.  
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IMPORTANT INFORMATION ABOUT THE PLAN 

ADMINISTRATIVE INFORMATION 
This section contains information on the administration and funding for the Medical Plan, as well as your rights as a 

Medical Plan participant. While you may not need this information for day-to-day participation in the Medical Plan, you 

should read through this section. It is important for you to understand your rights, the procedures you need to follow and 

the appropriate contacts you may need in certain situations.  

Coordination of Benefits 

If you or your Eligible Dependents are covered by the Medical Plan and certain other types of coverage, the Medical 

Plan will coordinate your benefits with other coverage. The Medical Plan coordinates benefits with these types of 

coverage: 

• Group insurance (e.g., group coverage sponsored by another employer, a college, an association, etc.) 

whether the coverage: 

 Pays benefits on an insured or uninsured basis, or 

 Provides benefits on a prepaid or managed care basis (e.g., PPO) or an indemnity basis 

• Coverage for students that is sponsored by, or provided through, a school or other educational institution, 

except for accident-type coverage for grammar and high school students 

• No fault auto insurance, and 

• Medicare. 

If you have a medical expense that is covered by two or more plans: 

• One plan, the primary plan, will pay your claim first, and 

• The other plan(s), the secondary plan(s), may then pay some of the difference between what the primary plan 

paid and the total covered expenses. 

Keep in mind that in most cases, you and your Covered Dependents will not receive 100% reimbursement for expenses 

when you have two or more coverages. 

If the primary plan covers a certain service or supply at the same level as the secondary plan, the secondary plan may 

not pay any additional benefits for that service or supply. As a result, it may not be to your advantage to be covered by 

two medical plans. For example, if your Spouse/Domestic Partner is covered under your Spouse’s/Domestic Partner’s 

employer’s plan and as a Covered Dependent under the Medical Plan, the Medical Plan is secondary. If your 

Spouse/Domestic Partner submits expenses to the Medical Plan, and the amount payable by the Medical Plan is less 

than or equal to what your Spouse’s/ Domestic Partner’s plan would have paid, the Medical Plan will pay nothing. 

KEY POINT — MAXIMUM BENEFIT PAID WHEN COORDINATING COVERAGE 

The Medical Plan never pays more than the amount that, when added to the amount paid by the primary coverage, 

equals the amount the Medical Plan would have paid had it been the primary plan. 
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Coverage Under Another Family Member’s Plan 

Eligible Employees may choose the No Coverage option. However, if you choose the No Coverage option because you 

intend to enroll in alternate coverage (such as a dependent through your parent’s or Spouse’s/Domestic Partner’s 

employer), be sure to check the rules of the other plan in advance. Some employers will not allow an employee to cover 

a Spouse/Domestic Partner or dependent child if the Spouse/Domestic Partner or dependent child can obtain coverage 

through that person’s own employer.  

Coordinating Benefits in General 

The Medical Plan coordinates benefits with other coverage in accordance with the rules of the National Association of 

Insurance Companies. Following are some examples of those rules: 

• The plan that covers you as an employee pays first, and the plan that covers you as a dependent or COBRA 

participant pays second. 

• If Dependent Children are covered by both parents, the “birthday rule” applies, unless the parents are divorced 

or separated. Under the “birthday rule,” the plan of the parent whose birthday falls earlier in the year pays first. 

• If children of separated or divorced parents are covered by the plans of both parents, the plan of the parent with 

custody pays first. The plan of the parent without custody pays next. 

• The plan that covers you as an active employee pays first, and the plan that covers you as a Retiree pays 

second. 

• Automobile insurance coverage will always pay first, including for states that allow the selection of private 

medical coverage over automatic medical coverage (e.g., New Jersey). 

A court may establish financial responsibility for all medical care of a Covered Dependent. In that case, the plan of the 

parent assigned financial responsibility will pay benefits first without regard to these rules. 

Coordinating Benefits When Another Managed Care Plan Is Primary 

If you elected the Merck PPO (including if you are seeking benefits under the Behavioral Health Care Program): 

If the primary plan was paid on an In-Network basis (i.e., the member followed that plan’s requirements for In-Network 

coverage under that plan), then the Medical Plan will pay an amount which, when added to the amount paid by the 

primary plan, equals the amount the Medical Plan would have paid had it been primary on an In-Network basis. If the 

primary plan paid on an Out-of-Network basis, the Medical Plan would pay an amount which, when added to the 

amount paid by the primary plan, equals the amount the Medical Plan would have paid had it been primary on an Out-

of-Network basis.  

Coordinating Benefits with No Fault Automobile Insurance 

Even if the Medical Plan is your primary or secondary plan, in states with no fault automobile insurance, the automobile 

insurance carrier is the primary insurance for injuries resulting from an automobile accident. In no fault states, all 

medical expenses related to an automobile accident must be submitted to the automobile insurance carrier first. The 

Medical Plan will pay covered expenses not payable under the no fault automobile insurance according to the 

coordination of benefit rules discussed above. Then, you can submit claims under another plan, such as your Spouse’s 

employer’s plan, for any expenses not paid by the Medical Plan. Depending on the coordination of benefit provisions of 

the other plan, you may or may not receive additional benefits. Note: However, that in states where personal injury 

coverage is available under an automobile insurance policy (e.g., New Jersey), the Medical Plan will assume that you 

and your Covered Dependents elected such personal injury coverage. As a result, the Medical Plan will not pay 

expenses payable under such coverage, whether or not such coverage was actually elected. 
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Coordinating Benefits with Medicare 

The Medical Plan coordinates with Medicare as primary whenever it is legally permitted to do so. Generally, you 

become eligible for Medicare coverage on the 1st of the month that precedes your 65th birthday (e.g., if your birthday is 

March 15, you are eligible for Medicare coverage on March 1). If your birthday falls on the first of the month, you will be 

eligible for Medicare coverage the first of the prior month (e.g., if your birthday is March 1, you are eligible for Medicare 

coverage Feb. 1). If you are or become disabled and receive Social Security Disability Income (SSDI) benefits 

(generally 29 months after you become disabled OR 24 months from the date you begin receiving SSDI payments), you 

are eligible for Medicare. As long as you remain an active employee receiving a salary from Merck, the Medical Plan 

pays benefits first — before Medicare, unless you are not active due to disability. If you are not an active employee due 

to disability (or otherwise) for at least six months, or terminate employment (including retirement), and if you are eligible 

for medical coverage under the Medical Plan, then Medicare becomes the primary plan and all bills should be submitted 

to Medicare first. 

Note: If you are an LTD Employee and have been out on disability leave for at least six months, you are not considered 

an active employee. Once you are eligible for Medicare for any reason (e.g., due to disability), Medicare becomes the 

primary payer for you and your Covered Dependents who qualify for Medicare and the Medical Plan is the secondary 

payer. In this case, the Medical Plan will coordinate benefits with Medicare. 

Also note that if you or your Covered Dependents are continuing coverage under COBRA or otherwise, including any 

subsidized coverage that may be provided to you as part of a severance package or continuation coverage under 

COBRA (or otherwise) provided to your surviving Eligible Dependents, and you or your Covered Dependents are or 

become eligible for Medicare and the coverage under COBRA is not otherwise terminated as permitted by law, 

Medicare becomes the primary payer for you and your Covered Dependents who qualify for Medicare and the Medical 

Plan is the secondary payer. In this case, the Medical Plan will coordinate benefits with Medicare. 

All of the Medical Plan options available to you require you and your Covered Dependents who are eligible for Medicare 

to enroll in Medicare — Parts A and B — when you are first eligible. The Medical Plan options will coordinate coverage 

with Medicare Parts A and B, even if you fail to enroll. Accordingly, to avoid a gap in coverage and also ensure you are 

not subject to Medicare late enrollment penalties you should make sure to enroll in Medicare. While participation in 

Medicare Parts A and B is required, participation in Medicare Part D prescription drug coverage is voluntary and the 

Company does not require that you or your Covered Dependents sign up for Medicare Part D. 

The same holds true for your other Covered Dependents if they have no other group insurance coverage. If your 

Spouse and/or Covered Dependents are eligible for Medicare, the Medical Plan pays benefits primary before Medicare 

as long as you remain an active employee. After you retire or are not an active employee, Medicare becomes the 

primary plan for your Spouse and other Covered Dependents — even if you are not covered by Medicare. Different 

rules apply if your Spouse or other Covered Dependent has group insurance coverage. 

Different rules also apply if your Covered Dependent is a Domestic Partner. Medicare does not recognize a Domestic 

Partner relationship. Medicare allows an employer plan to coordinate with Medicare as primary payor for a Covered 

Dependent who is a Medicare-eligible Domestic Partner whether the employee is active or inactive. If your Covered 

Dependent is a Domestic Partner who is Medicare-eligible for any reason (e.g., due to age or disability), the Medical 

Plan will coordinate with Medicare Parts A and B as the primary payor (and the Medical Plan as the secondary payor) 

whether you are an active or inactive employee and regardless of your Medicare status. Your Domestic Partner needs 

to sign up for Medicare Parts A and B as soon as the Domestic Partner is eligible because the Medical Plan will 

coordinate with Medicare coverage, even if your Domestic Partner does not enroll in Medicare. Your Domestic Partner 

should enroll in Medicare as soon as he or she is eligible to avoid a gap in coverage and Medicare late enrollment 

penalties.  

If you or an Eligible Dependent becomes eligible for Medicare coverage under circumstances where Medicare is 

primary, the Medical Plan will assume full Medicare Parts A and B coverage has been elected as soon as you or your 

Covered Dependents are eligible for Medicare coverage. Should you or your dependent elect anything other than full 
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Medicare Parts A and B coverage, the Medical Plan will reduce benefits to reflect whatever Medicare would have paid 

had you elected the full Medicare Parts A and B coverage.  

Note that you are responsible for paying the premium required by Medicare to Medicare in addition to any contribution 

you are required to pay to Merck to continue your coverage under the Medical Plan.  

For purposes of the Plan, it is assumed that your doctor accepts Medicare payments. When a doctor opts out of 

Medicare, the Plan continues to pay benefits as if the doctor accepts Medicare payments. If your doctor has opted out 

of Medicare, you will not receive reimbursement from the Plan for charges that would have been covered by Medicare. 

You are eligible for Medicare if you: 

• Are age 65 or over 

• Suffer from end-stage renal disease for 30 months or more, or 

• Have been receiving Social Security Disability Insurance benefits for two or more years. 

Medicare B Reimbursement 

The Company does not provide Medicare Part B reimbursements. The Company does not reimburse Part B premiums 

for Covered Dependents.  

Recovery Provisions 

The Claims Administrator can exchange benefit information with other employers, administrators and insurers to 

determine responsibility for benefits between the Medical Plan and other coverage. 

Overpayment of Benefits 

The Claims Administrator has the right to recover any overpayment or make adjustments to the payment of future 

claims to meet the coordination of benefit provisions or otherwise. 

Subrogation and Right of Recovery Provision 

The provisions of this section apply to all current or former Plan participants and also to the parents, guardians or other 

representatives of a dependent child who incurs claims and is or has been covered by the Plan. The Plan's right to 

recover (whether by subrogation or reimbursement) shall apply to the personal representative of your estate, your 

decedents, minors, and incompetent or disabled persons. "You" or "your" includes anyone on whose behalf the Plan 

pays benefits. No adult covered person hereunder may assign any rights that it may have to recover medical expenses 

from any tortfeasor or other person or entity to any minor child or children of said adult covered person without the prior 

express written consent of the Plan. 

The Plan's right of subrogation or reimbursement, as set forth below, extends to all insurance coverage available to you 

due to an injury, illness or condition for which the Plan has paid medical claims (including, but not limited to, liability 

coverage, uninsured motorist coverage, underinsured motorist coverage, personal umbrella coverage, medical 

payments coverage, workers' compensation coverage, no-fault automobile coverage or any first party insurance 

coverage). 

Your Medical Plan is always secondary to automobile no-fault coverage, personal injury protection coverage or medical 

payments coverage. 

No disbursement of any settlement proceeds or other recovery funds from any insurance coverage or other source will 

be made until the Medical Plan’s subrogation and reimbursement interests are fully satisfied. 
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Subrogation 

The right of subrogation means the Plan is entitled to pursue any claims that you may have in order to recover the 

benefits paid by the Plan. Immediately upon paying or providing any benefit under the Plan, the Plan shall be 

subrogated to (stand in the place of) all rights of recovery with respect to any claim or potential claim against any party, 

due to an injury, illness or condition to the full extent of benefits provided or to be provided by the Plan. The Plan may 

assert a claim or file suit in your name and take appropriate action to assert its subrogation claim, with or without your 

consent. The Plan is not required to pay you part of any recovery it may obtain, even if it files suit in your name. 

Reimbursement 

If you receive any payment as a result of an injury, illness or condition, you agree to reimburse the Plan first from such 

payment for all amounts the Plan has paid and will pay as a result of that injury, illness or condition, up to and including 

the full amount of your recovery. 

Constructive Trust 

By accepting benefits (whether the payment of such benefits is made to you or made on your behalf to any provider) 

you agree that if you receive any payment as a result of an injury, illness or condition, you will serve as a constructive 

trustee over those funds. Failure to hold such funds in trust will be deemed a breach of your fiduciary duty to the Plan. 

No disbursement of any settlement proceeds or other recovery funds from any insurance coverage or other source will 

be made until the Medical Plan’s subrogation and reimbursement interest are fully satisfied. 

Lien Rights 

Further, the Plan will automatically have a lien to the extent of benefits paid by the Plan for the treatment of the illness, 

injury or condition upon any recovery whether by settlement, judgment or otherwise, related to treatment for any 

illness, injury or condition for which the Plan paid benefits. The lien may be enforced against any party who possesses 

funds or proceeds representing the amount of benefits paid by the Plan including, but not limited to, you, your 

representative or agent, and/or any other source that possessed or will possess funds representing the amount of 

benefits paid by the Plan. 

Assignment 

In order to secure the Plan's recovery rights, you agree to assign to the Plan any benefits or claims or rights of recovery 

you have under any automobile policy or other coverage, to the full extent of the Plan's subrogation and reimbursement 

claims. This assignment allows the Plan to pursue any claim you may have, whether or not you choose to pursue the 

claim. 

First-Priority Claim 

By accepting benefits from the Plan, you acknowledge that the Plan’s recovery rights are a first priority claim and are to 

be repaid to the Plan before you receive any recovery for your damages. The Plan shall be entitled to full 

reimbursement on a first-dollar basis from any payments, even if such payment to the Plan will result in a recovery that 

is insufficient to make you whole or to compensate you in part or in whole for the damages sustained. The Plan is not 

required to participate in or pay your court costs or attorney fees to any attorney you hire to pursue your damage claim. 

Applicability to All Settlements and Judgments 

The terms of this entire subrogation and right of recovery provision shall apply and the Plan is entitled to full recovery 

regardless of whether any liability for payment is admitted and regardless of whether the settlement or judgment 

identifies the medical benefits the Plan provided or purports to allocate any portion of such settlement or judgment to 

payment of expenses other than medical expenses. The Plan is entitled to recover from any and all settlements or 
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judgments, even those designated as pain and suffering, non-economic damages, and/or general damages only. The 

Plan's claim will not be reduced due to your own negligence. 

Cooperation 

You agree to cooperate fully with the Plan’s efforts to recover benefits paid. It is your duty to notify the Plan within 

30 days of the date when any notice is given to any party, including an insurance company or attorney, of your intention 

to pursue or investigate a claim to recover damages or obtain compensation due to your injury, illness or condition. You 

and your agents agree to provide the Plan or its representatives notice of any recovery you or your agents obtain prior 

to receipt of such recovery funds or within five days if no notice was given prior to receipt. Further, you and your agents 

agree to provide notice prior to any disbursement of settlement or any other recovery funds obtained. You and your 

agents shall provide all information requested by the Plan, the Claims Administrator or its representative including, but 

not limited to, completing and submitting any applications or other forms or statements as the Plan may reasonably 

request and all documents related to or filed in personal injury litigation. Failure to provide this information, failure to 

assist the Plan in pursuit of its subrogation rights, or failure to reimburse the Plan from any settlement or recovery you 

receive may result in the offset of future benefit payments until the Plan is reimbursed in full or the institution of court 

proceedings against you. 

You shall do nothing to prejudice the Plan’s subrogation or recovery interest or to prejudice the Plan’s ability to enforce 

the terms of this Plan provision. This includes, but is not limited to, refraining from making any settlement or recovery 

that attempts to reduce or exclude the full cost of all benefits provided by the Plan or disbursement of any settlement 

proceeds or other recovery prior to fully satisfying the Medical Plan’s subrogation and reimbursement interest.  

You acknowledge that the Plan has the right to conduct an investigation regarding the injury, illness or condition to 

identify potential sources of recovery. The Plan reserves the right to notify all parties and his/ her agents of its lien. 

Agents include, but are not limited to, insurance companies and attorneys. 

You acknowledge that the Plan has notified you that it has the right pursuant to the Health Insurance Portability & 

Accountability Act ("HIPAA"), 42 U.S.C. Section 1301 et seq, to share your personal health information in exercising its 

subrogation and reimbursement rights. 

Interpretation 

In the event that any claim is made that any part of this subrogation and right of recovery provision is ambiguous or 

questions arise concerning the meaning or intent of any of its terms, the Claims Administrator for the Plan shall have the 

sole authority and discretion to resolve all disputes regarding the interpretation of this provision. 

Jurisdiction 

By accepting benefits from the Plan, you agree that any court proceeding with respect to this provision may be brought 

in any court of competent jurisdiction as the Plan may elect. By accepting such benefits, you hereby submit to each 

such jurisdiction, waiving whatever rights may correspond by reason of your present or future domicile. By accepting 

such benefits, you also agree to pay all attorneys' fees the Plan incurs in successful attempts to recover amounts the 

Plan is entitled to under this section. 

COBRA 

A federal law, the Consolidated Omnibus Budget Reconciliation Act (COBRA) requires that the Medical Plan offer 

Covered Employees and their Eligible Dependents the opportunity for a temporary extension of health coverage (called 

COBRA coverage) at group rates in certain instances where coverage under the Plan would otherwise end (qualifying 

events). The following information is intended to inform you of your rights and obligations under COBRA. 
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Please note that although existing federal law does not extend COBRA coverage rights to your Domestic Partner and 

his or her Covered Dependent Children, the Plan Sponsor offers continuation of medical coverage in certain cases. For 

continuation of coverage options available to covered Domestic Partners, see “Continuation of Health Care Coverage 

for Domestic Partners” for more information. 

KEY POINT — HEALTH INSURANCE MARKETPLACE AS AN ALTERNATIVE TO COBRA 

You may have other options available to you when you lose group health coverage. For example, you may be 

eligible to buy individual medical coverage (but not dental, vision or health care FSA coverage) through the Health 

Insurance Marketplace. By enrolling in coverage through the Marketplace, you may qualify for lower costs on your 

monthly medical coverage premiums and lower out-of-pocket costs for medical care. Additionally, you may qualify 

for a 30-day special enrollment period for another group health plan for which you are eligible (such as a Spouse’s 

plan), even if that plan doesn’t generally accept late enrollees.  

For more information about the Marketplace, visit www.healthcare.gov.  

You do not have to show that you are insurable to choose COBRA coverage. However, you will have to pay the entire 

contribution for your COBRA coverage plus a 2% administrative fee. There is a 30-day grace period for the payment of 

the regularly scheduled contribution (other than the initial contribution which must be paid by its due date). You should 

be aware that in some of the situations outlined in this SPD, the Plan Sponsor automatically extends coverage at no 

cost to you or your Covered Dependents for a period after coverage under the Medical Plan would otherwise end (e.g., 

coverage provided to surviving Covered Dependents under certain circumstances, coverage provided as part of a 

separation package, etc.). If your employment ended before Jan. 1, 2020, this coverage is included in the period for 

which you or your Covered Dependents may be eligible for continuation coverage under COBRA. If your employment 

ends on or after Jan. 1, 2020, this coverage is not included in the period for which you or your Covered Dependents 

may be eligible for continuation coverage under COBRA. Your eligibility for COBRA coverage begins at the end of your 

benefits continuation period offered by the Company. 

KEY POINT — YOUR COVERAGE OPTION UNDER COBRA  

When you elect COBRA, you are only able to continue the Medical Plan option in which you are enrolled, unless the 

option is no longer available to you (e.g., you moved). You can make a change during the next annual enrollment 

period for coverage effective the following Jan. 1, or you may make a mid-year change if you experience a Life Event 

that allows you to make a Permitted Plan Change. 

Who May Elect COBRA Coverage 

If you are an Eligible Employee covered by the Medical Plan on the day before the qualifying event, you are a 

Qualified Beneficiary and have a right to choose COBRA coverage if you lose your Medical Plan coverage because of a 

reduction in your hours of employment or the termination of your employment (for reasons other than gross misconduct 

on your part). An end of employment or reduction in hours that results in the loss of Medical Plan coverage is a 

qualifying event under COBRA. Even if you do not lose your coverage completely, a reduction in hours is a qualifying 

event if it results in an increase in the cost of your Plan coverage. Special rules may apply if you are offered other 

medical coverage as an alternative to COBRA coverage. For more information, contact the Benefits Service Center.  
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If you are the Spouse of an Eligible Employee and are covered by the Merck Medical Plan as a Covered Dependent 

on the day before a qualifying event, you are a Qualified Beneficiary and have the right to choose COBRA coverage for 

yourself if you lose coverage under the Merck Medical Plan for any of the following reasons (qualifying events):  

• The death of your Spouse 

• The termination of your Spouse’s employment (for reasons other than gross misconduct) or reduction in your 
Spouse’s hours of employment 

• Divorce or legal separation from your Spouse (in states where legal separation equals divorce), or  

• Your Spouse becoming enrolled in Medicare.  

If you are an Eligible Dependent Child of an Eligible Employee and were covered by the Plan on the day before the 

qualifying event, you also are a Qualified Beneficiary and have the right to COBRA coverage if your coverage under the 

Merck Medical Plan is lost for any of the following five reasons (qualifying events):  

1. The death of the employee 

2. The termination of the employee’s employment (for reasons other than gross misconduct) or reduction in the 
employee’s hours of employment 

3. The divorce or legal separation (in states where legal separation equals divorce) of the employee or Retiree 

4. The employee becoming enrolled in Medicare, or 

5. The dependent ceasing to be eligible for coverage under the Plan. 

If you have a newborn or newly adopted child during your COBRA coverage period and you are an Eligible 

Employee who elected COBRA, the new child will have an independent right to elect COBRA coverage. To elect this 

coverage, the COBRA Administrator must be notified by phone, online or in writing within 31 days after the new child’s 

birth or adoption, or the date the Covered Employee becomes legally obligated to provide support for the child in 

anticipation of adoption. If the COBRA Administrator is not notified within the 31-day period, then the new child will not 

be offered the option to elect COBRA coverage.  

If you have taken a leave of absence under the Family and Medical Leave Act (FMLA) and you do not return to 

work at the end of your FMLA leave, you may elect COBRA coverage. In this situation, you will experience a qualifying 

event on the last day of your FMLA leave, which is the earliest of: 

• When you unequivocally inform the Employer that you are not returning at the end of the leave 

• The end of the leave, assuming you do not return, or 

• When the FMLA entitlement ends. 

For purposes of an FMLA leave, you will be eligible for COBRA coverage only if: 

• You or your Eligible Dependents are covered by the Merck Medical Plan on the day before your FMLA leave 
begins 

• You do not return to employment at the end of the FMLA leave, and 

• You or your Covered Dependents lose coverage under the Merck Medical Plan before the end of what would 
be the maximum COBRA continuation period. 

If you are illegally denied medical care coverage, you may elect COBRA coverage after what would have been a 

qualifying event. 

If you, your Spouse or other Eligible Dependents lose coverage in anticipation of a qualifying event described 

earlier, then that individual is a Qualified Beneficiary and may elect to receive COBRA coverage. This may occur, for 

example, if you eliminate a Spouse’s coverage in anticipation of divorce or separation, or if the Employer ends your 

coverage in the Medical Plan in anticipation of your end of employment. 
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KEY POINT — IN THE EVENT OF YOUR DEATH 

If you die before Jan. 1, 2017, while you are a participant in the Medical Plan:  

• Your Covered Dependents may be eligible to continue to receive medical coverage under the Plan. This 

coverage runs concurrent with COBRA coverage. For information, see “Coverage for Dependents Who 

Were Covered Dependents Upon the Date of Death — Eligible Employees Who Died Before Jan. 1, 2017.” 

If you die on or after Jan. 1, 2017, while you are a participant in the Medical Plan: 

• Your surviving Covered Dependents on the date of your death are eligible to continue coverage under  

the Medical Plan as described in “Coverage for Dependents — Eligible Employees Who Die on or After 

Jan. 1, 2017.” 

Your Duties Under the Law 

You or your Covered Dependent has the responsibility of informing the Benefits Service Center (the COBRA 

Administrator) of a divorce, legal separation or a child losing dependent status under the Medical Plan. This notice must 

be provided within 60 days from the date of the divorce, legal separation or a child losing dependent status (or, if later, 

the date coverage would normally be lost because of the event). If you, or a Covered Dependent, fail to provide this 

notice to the Plan Administrator during this 60-day notice period, any Covered Dependent who loses coverage will not 

be offered the option to elect COBRA coverage.  

To notify the Plan Administrator of a Covered Dependent losing coverage due to divorce, legal separation or a child 

losing dependent status, contact the Benefits Service Center online or by phone.  

For your Spouse and each child, the following information is required to enroll in COBRA coverage: 

• Full name 

• Mailing address 

• Date of birth 

• Relationship to you, and 

• Social Security number. 

Once you or your Covered Dependent has notified the Benefits Service Center of the event resulting in the loss of 

coverage, COBRA information and an election form for continuation coverage will be mailed within 44 days by the 

COBRA Administrator. After you receive the information and election form, you and your Covered Dependents then 

have 60 days from the date coverage ends or the date this information package is mailed to you (whichever is later) to 

accept or decline continuation coverage. 

If you or your Covered Dependents fail to notify the Benefits Service Center of a divorce, legal separation or a child 

losing dependent status and any claims are mistakenly paid for expenses incurred after the date coverage would 

normally be lost due to the event, then you and your Covered Dependents will be required to reimburse the Plan for any 

claims mistakenly paid. 
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KEY POINT — IF YOU MOVE 

To ensure that you receive the most up-to-date benefits information — and have access to appropriate coverage 

options — you must notify the Benefits Service Center any time you have a change in address.  

Merck’s Duties Under the Law 

The Employer will cause the COBRA Administrator to notify Qualified Beneficiaries of the right to elect continued 

coverage automatically (without any action required by you or a Covered Dependent) if any of the following events 

occur that result in a loss of coverage:  

• Your death 

• Termination of employment (for reasons other than gross misconduct) or reduction in hours, or 

• If you lose benefits because of entitlement to Medicare. 

Electing COBRA Coverage 

Time Period for Elections 

Under the law, a Qualified Beneficiary must elect COBRA coverage within 60 days from the date the Qualified 

Beneficiary would lose coverage because of one of the events described earlier, or, if later, 60 days after the COBRA 

Administrator provides the Qualified Beneficiary with notice of the right to elect COBRA coverage. A third party, such as 

a health care provider, also may elect and pay for coverage on behalf of a Qualified Beneficiary. If COBRA coverage is 

not elected within the time period described above, the Qualified Beneficiary will lose the right to elect COBRA 

coverage. 

A Qualified Beneficiary may change or revoke an election to receive COBRA coverage until the election period expires. 

If a Qualified Beneficiary waives COBRA coverage prior to the end of the election period, the Qualified Beneficiary will 

be permitted to revoke the waiver and elect coverage at any time before the election period ends. In that case, COBRA 

coverage shall begin with the date the waiver is revoked, which will be considered the COBRA election date. 

Separate Elections 

Each Qualified Beneficiary has an independent election right to elect COBRA coverage. For example, if there is a 

choice among types of coverage under the Plan, each Qualified Beneficiary who is eligible for COBRA coverage is 

entitled to make a separate election among the types of coverage. Thus, a Spouse or Dependent Child is entitled to 

elect COBRA coverage even if you do not make that election. Similarly, a Spouse or dependent child may elect different 

coverage from the coverage you elect. 

Types of Coverage You Will Receive and Changes to Coverage 

If you choose COBRA coverage, the Company is required to give you coverage that is identical to the coverage 

provided under the Plan to similarly situated non-COBRA beneficiaries/Retirees or Covered Dependents. If the 

coverage for similarly situated non-COBRA beneficiaries/Retirees or Covered Dependents is modified, your coverage 

will be modified in the same manner. “Similarly situated non-COBRA beneficiaries” means the individuals receiving 

coverage under the Plan who are receiving coverage for a reason other than due to the rights under COBRA and who, 

based on all the facts and circumstances, are most similarly situated to the situation of the Qualified Beneficiary 

immediately before the qualifying event. 

As a Qualified Beneficiary, you will have the same opportunity to change your benefit elections as similarly situated non-

COBRA beneficiaries. This means that you will be eligible to participate in the Plan’s annual enrollment and you are 
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subject to the Plan’s rules regarding mid-year changes. You also have the same right as active Eligible Employees to 

enroll Eligible Dependents. 

If the Company discontinues the Plan or benefit option you elected as COBRA coverage, you may be entitled to receive 

different coverage from the Company. In addition, if you move out of a network service area for your coverage option, 

the Company must offer you coverage available to other employees of an Employer in the new geographic area (or 

coverage available to employees of related companies, if there are no employees of an Employer in the area). If there is 

no other coverage available for that area, then the Company must offer you other existing coverage that may extend to 

that area. 

Duration of COBRA Coverage 

End of Employment or Reduction in Hours 

The law requires that you be afforded the opportunity to purchase COBRA coverage for 18 months following a 

qualifying event that is a termination of employment or reduction in hours. For purposes of this rule, a qualifying event 

includes an increase in the cost of coverage following your end of employment or reduction in hours.  

If you experience an end of employment or reduction in hours following Medicare enrollment, however, your Covered 

Dependents who are Qualified Beneficiaries may elect COBRA for up to 36 months from the date of Medicare 

enrollment or 18 months from the employee’s termination or reduction in hours, whichever is greater. 

Other Qualifying Events 

A period of up to 36 months of coverage applies to Covered Dependents who are Qualified Beneficiaries who 

experience qualifying events other than due to your termination of employment or reduction in hours. This longer period 

applies to a loss of coverage due to: 

• Your death 

• Divorce or legal separation of you and your Spouse (in states where legal separation is recognized) 

• If you lose benefits because of entitlement to Medicare (your Covered Dependents may elect COBRA coverage 
for up to 36 months from the date you became enrolled in Medicare), or 

• Your Eligible Dependent becoming no longer eligible for coverage under the Medical Plan. 

Second Qualifying Events 

A period of up to 36 months also applies if one of these qualifying events occurs during the initial 18-month COBRA 

period described above, or during a 29-month COBRA period applicable to disabilities, described below. These events 

can result in an extension of an 18-month COBRA period to 36 months from the date of your end of employment or 

reduction in hours. You must notify the COBRA Administrator within 60 days of the second qualifying event in order to 

be eligible for the 36-month COBRA period. 

Special Rules for Disability 

The initial 18 months of COBRA coverage due to end of employment or reduction in hours may be extended to 

29 months if you or a Covered Dependent is disabled (for Social Security disability purposes) at any time during the first 

60 days of COBRA coverage, as determined by the Social Security Administration. This 11-month extension is available 

to all Covered Dependents who are Qualified Beneficiaries due to termination of employment or reduction in hours, 

even those who are not disabled. It also applies to children born to, or adopted by, you after the initial qualifying event, 

who are determined to be disabled within the first 60 days of being covered under COBRA.  

To benefit from the 11-month disability extension, you or a Covered Dependent must provide the COBRA Administrator 

with a copy of the determination by the Social Security Administration that you or a Covered Dependent who is a 

Qualified Beneficiary was disabled during the 60-day period after your termination of employment or reduction in hours. 
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You must provide this notice to the COBRA Administrator within 60 days of the later of the date (a) such determination 

is made, (b) the qualifying event date or (c) the loss of Plan coverage and before the end of the original 18-month 

COBRA coverage period.  

If, during the COBRA coverage period, the Social Security Administration determines that you or a Covered Dependent 

is no longer disabled, the individual must inform the Plan Administrator of this new determination within 30 days after 

the date it is made.  

If you or a Covered Dependent is disabled and another qualifying event occurs within the 29-month COBRA period, 

then the COBRA coverage period is 36 months after the termination of employment or reduction in hours.  

Early Termination of COBRA Coverage 

The law provides that your COBRA coverage may be cut short prior to the expiration of the 18-month, 29-month or 

36-month period for any of the following five reasons: 

1. The Company (and its affiliates) no longer provides group health coverage to any of its employees. 

2. The contribution for COBRA coverage is not paid within 30 days of the due date, or the initial contribution is 
not paid within 45 days after the initial election. 

3. The Qualified Beneficiary becomes entitled to Medicare after the date COBRA is elected. (COBRA coverage 
ends only for the person entitled to Medicare.) The Qualified Beneficiary must enroll in Medicare Parts A and 
B when first eligible in order to avoid a gap in coverage and Medicare late enrollment penalty. 

4. Coverage has been extended for up to 29 months due to disability and there has been a final determination 
that the individual is no longer disabled. (Coverage for all Qualified Beneficiaries who received the extension 
due to disability may end as of the first day of the month that is more than 30 days after such final 
determination, provided that the termination date is after the end of the initial 18-month period of COBRA 
coverage.) 

5. The Qualified Beneficiary becomes covered — after the date COBRA is elected — under another group 
health plan.  

If your COBRA coverage ends before the maximum period of coverage expires, you will receive a notice regarding the 

termination of COBRA coverage. 

COBRA coverage is provided subject to your eligibility for such coverage. The Plan Administrator reserves the right to 

terminate your coverage retroactively in the event it is determined that you are ineligible for COBRA. 

Paying for COBRA Coverage 

You do not have to show that you are insurable to choose COBRA coverage. However, under the law, you may be 

required to pay the full amount of the cost of covering an active employee (and his or her Covered Dependents, if 

applicable), plus a 2% administrative fee (for a total of 102% of the cost of coverage). If your coverage is extended from 

18 to 29 months for disability, you may be required to pay up to 150% of the cost of covering an active employee (and 

his or her Eligible Dependents, as applicable) beginning with the 19th month of COBRA coverage, provided that the 

disabled individual is one of the individuals that elected the disability extension. The cost of group health coverage 

periodically changes. If you elect COBRA coverage, the COBRA Administrator will notify you of any changes in the cost. 

COBRA coverage will not take effect until you elect COBRA and make the required payment. You have an initial 

grace period of 45 days from the date of your election, to make the first contribution payment. Thereafter, payments for 

COBRA coverage are due by the first day of each month to which the payments apply (payments must be postmarked 

on or before the end of the 30-day grace period). If you pay part but not all of the contribution, and the amount you paid 

is not significantly less than the full amount due, then the COBRA Administrator may inform you of the amount of the 

underpayment and allow you a reasonable period of time to pay the outstanding amount due (such as 30 days). 
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If you do not make payments on a timely basis as described above, COBRA coverage will terminate as of the last day 

of the month for which you made timely payment.  

Your COBRA contributions may change in certain circumstances, for example, if the COBRA Administrator has been 

charging you less than the maximum permissible amount, if you add Eligible Dependents or drop Covered Dependents 

as permitted under the Plans, or in the case of a disability extension described above.  

COBRA Administration/Notices 

If you have any questions about COBRA coverage or the application of the law, please contact the COBRA 

Administrator at the address listed below. Also, if your marital or Domestic Partnership status has changed, or you or 

your Covered Dependents have changed addresses, or a Covered Dependent Child ceases to be eligible for coverage 

under the terms of the Plan, you must notify the COBRA Administrator in writing immediately, as provided in this 

section, at the address listed below. Fidelity Investments is the COBRA Administrator. If you have questions about your 

COBRA rights, call the Benefits Service Center.  

All notices and other communications regarding COBRA and the Merck Medical Plan should be directed to the following 

address: 

Merck Benefits Service Center 

P.O. Box 770001 

Cincinnati, OH 45277-0020 

Medicare and COBRA 

If your (or your Covered Dependent’s) coverage continues under COBRA (including under any subsidized COBRA 

which may be provided to you as part of a separation benefit) and you or your Covered Dependents are or become 

Medicare-eligible and the coverage under COBRA is not otherwise terminated as permitted by law, the Plan will pay 

secondary and Medicare will be primary for the individual who is Medicare-eligible. The individual who is Medicare-

eligible must enroll in Medicare when first eligible to avoid a gap in coverage and Medicare late enrollment penalty. The 

Plan will assume full Medicare Parts A and B coverage has been elected as soon as you or your Covered Dependents 

are eligible for Medicare coverage. Should you or your Covered Dependents elect anything other than full Medicare 

Parts A and B coverage, the Plan will reduce benefits to reflect whatever Medicare would have paid had you elected the 

full Medicare Parts A and B coverage. There is no reduction to the contribution that you are required to pay to continue 

coverage under COBRA if you and/or your Covered Dependents are enrolled in Medicare. See the “Coordinating 

Benefits with Medicare” section of this SPD for more information.  

COBRA and Retiree Medical 

If you and/or your Covered Dependents are eligible to continue coverage under COBRA under the Medical Plan and are 

also eligible for group retiree medical coverage under the Merck Retiree Medical Plan or are eligible to participate in the 

Merck Retiree Health Reimbursement Account Plan, you cannot participate in both COBRA and retiree coverage at the 

same time. If you want to participate in retiree coverage, you must waive your medical coverage under COBRA. 
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Continuation of Health Care Coverage for Domestic Partners 

Although existing federal law does not extend rights to COBRA coverage to your Domestic Partner and his or her 

Covered Dependent Children, the Plan Sponsor offers continuation of medical coverage in certain cases. Your 

Domestic Partner and his or her Covered Dependent Children will be eligible to elect and pay for continuation of 

coverage if their benefits are lost under certain circumstances. And, just like COBRA benefits, this continuation of 

coverage: 

• Is available for a maximum of 18, 29 or 36 months, and 

• Must be paid for on a monthly basis — with contributions based on the full cost of coverage, plus 2% for 
administrative costs. 

Continuation of coverage benefits generally follows the same rules as COBRA. The Continuation of Medical Coverage 

Summary for Domestic Partners chart below summarizes the events that trigger continuation of coverage benefits for 

your Domestic Partner and/or his or her Covered Dependent Children. 

For purposes of these COBRA-like benefits, your Domestic Partner and his or her eligible Dependent Children who lose 

medical coverage as a result of certain events (listed in the Continuation of Medical Coverage Summary for Domestic 

Partners chart) will be treated as if they were Qualified Beneficiaries. 

To be eligible for continuation of coverage, you must notify the Benefits Service Center within 60 days of certain events, 

as shown in the chart below, and you must follow the enrollment instructions (and the enrollment timeframes) provided 

by the Benefits Service Center. You and/or your Covered Dependents will not be eligible for continuation of coverage 

benefits if the Benefits Service Center is not notified within the 60-day period or if you do not enroll for continuation 

coverage in accordance with the instructions and timeframe required by the Benefits Service Center. 

Continuation of Medical Coverage Summary for Domestic Partners 

You must notify the Benefits Service Center within 60 days of these events for your Domestic Partner and/or his or her 

Covered Dependent Children to be eligible for continuation of coverage benefits: 

Event Domestic Partner Employee’s/Domestic Partner’s Covered 

Dependent Children 

MAXIMUM CONTINUATION OF COVERAGE PERIOD 

Employee terminates employment for any 
reason (except gross misconduct)  

18 months1 18 months1 

Employee dies 36 months 36 months 

Domestic Partnership ends  36 months 36 months 

Disabled employee becomes entitled to 
Medicare (and dependents lose coverage)  

36 months 36 months 

Child is no longer an Eligible Dependent under 
the Company’s Plans 

Not applicable 36 months 

                                                        

1 May be extended to 29 months if your Covered Dependent is determined — by Social Security — to be disabled at any time within the first 60 days of continuation of coverage. 
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Your Rights Under Newborns’ and Mothers’ Health Protection Act 

The Newborns’ and Mothers’ Health Protection Act (NMHPA) provides that group health plans and health insurance 

issuers generally may not, under federal law, restrict benefits for any Hospital length of stay in connection with childbirth 

for the mother or newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours following a 

Cesarean section. However, federal law generally does not prohibit the mother’s or newborn’s attending provider, after 

consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours, as 

applicable). In any case, plans and issuers may not, under federal law, require that the provider obtain authorization 

from the Plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours). 

Your Rights Under Women’s Health and Cancer Rights Act 

The Women’s Health and Cancer Rights Act (WHCRA) requires that all group health plans that provide medical and 

surgical benefits with respect to a mastectomy provide coverage for: 

• Reconstruction of the breast on which the mastectomy has been performed 

• Surgery and reconstruction of the other breast to produce a symmetrical appearance, and 

• Prostheses and treatment of physical complications of all stages of mastectomy, including lymphedema. 

These services must be provided in a manner determined in consultation with the attending Physician and the patient. 

This coverage may be subject to Annual Deductibles, Copays and Coinsurance provisions applicable to other such 

medical and surgical benefits provided under the applicable medical option. Please refer to the applicable “at a Glance” 

chart for information regarding Deductibles, Copays and Coinsurance under the Merck Medical Plan option in which you 

are enrolled. If you would like more information on the Women’s Health and Cancer Rights Act benefits, call the 

Benefits Service Center. 

Your Rights Under USERRA 

The Medical Plan is subject to the “continuation coverage” requirements of the Uniformed Services Employment and 

Reemployment Rights Act of 1994 (“USERRA”) and will be administered in accordance with USERRA and the military 

leave rules established by the Plan Administrator. As a result, you will be entitled to continue coverage for yourself and 

your Eligible Dependents under the Medical Plan during your military leave while you are an employee of an Employer 

for at least a period of twenty-four (24) months. You do not need to take any action to continue coverage under the 

Medical Plan for yourself and your Covered Dependents when you begin your military leave. However, if you want to 

drop or otherwise change your coverage under the Medical Plan when you begin your military leave, you must contact 

the Benefits Service Center within 30 days after your leave begins. If you do not contact the Benefits Service Center 

within that 30-day period, your coverage under the Medical Plan will continue as described below. 

If you are eligible to continue to receive Base Pay from the Employer during your military leave, coverage will 

continue in accordance with the Medical Plan’s terms and conditions applicable to an employee on a paid leave of 

absence. Employee contributions at the active employee rate will continue to be deducted from your pay; to the extent 

your pay is insufficient to pay the required contributions, unpaid contributions will be accumulated and be payable by 

you when you return to active employee status. You may drop or otherwise change your coverage during your military 

leave only during annual enrollment (for coverage changes effective the following Jan. 1) or mid-year if you have a life 

event that allows you to make a Permitted Plan Change and you timely notify the Benefits Service Center. 

If you are not eligible to continue to receive Base Pay from the Employer during your military leave, coverage will 

continue while you are an employee of an Employer in accordance with the Medical Plan’s terms and conditions 

applicable to an employee on an unpaid leave of absence. You will receive a monthly invoice directly from the Benefit 

Service Center showing the amount of your employee contribution at the active employee rate required to continue 
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coverage. If you do not pay the required monthly employee contribution in the time and manner specified on the invoice, 

coverage will terminate as of the last day of the month for which employee contributions have been timely received. You 

will not thereafter be eligible to enroll for coverage until the next annual enrollment period (for coverage effective the 

following Jan. 1) or mid-year if you have a Life Event that allows you to make a Permitted Plan Change and you timely 

notify the Benefits Service Center. 

If you elect not to continue coverage during a paid or unpaid military leave, you will be entitled to reinstatement of 

coverage upon your return to active employee status. Coverage provided under USERRA will run concurrently with any 

coverage provided under COBRA. For more information regarding your rights during a military leave contact the 

Benefits Service Center or refer to Merck’s Military Leave Policy, available on Sync or by request to the Merck My 

Support Center.  

Your Rights Under ERISA 

As a participant in the Merck Medical Plan, you are entitled to certain rights and protections under the Employee 

Retirement Income Security Act of 1974 (“ERISA”). ERISA provides that all Plan participants will be entitled to the 

following. 

Receive Information About Your Plan and Benefits  

Examine, without charge, at the Plan Administrator’s office and at other specified locations, such as worksites and union 

halls, all documents governing the Merck Medical Plan, including insurance contracts and collective bargaining 

agreements, and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the U.S. Department of 

Labor and available at the Public Disclosure Room of the Employee Benefits Security Administration.  

Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of the Plan, 

including insurance contracts and collective bargaining agreements, and copies of the latest annual report (Form 5500 

Series) and updated SPD. The administrator may charge a reasonable fee for the copies.  

Receive a summary of the Plan’s annual financial report. The Plan Administrator is required by law to furnish each 

participant with a copy of this summary annual report.  

Continue Group Health Care 

Continue health care coverage for yourself, your Spouse or Covered Dependents if there is a loss of coverage under 

the Plan as a result of a qualifying event. You, your Spouse or Covered Dependents may have to pay for such 

coverage. Review this SPD and the documents governing the Plan on the rules governing your COBRA continuation 

coverage rights.  

Prudent Actions by Plan Fiduciaries  

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are responsible for the 

operation of the employee benefit plan. The people who operate your Plan, called “fiduciaries” of the Plan, have a duty 

to do so prudently and in the interest of you and other Plan participants and beneficiaries. No one, including your 

employer, your union, or any other person, may fire you or otherwise discriminate against you in any way to prevent you 

from obtaining a welfare benefit or exercising your rights under ERISA.  

Enforcing Your Rights  

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this was done, 

to obtain copies of documents relating to the decision without charge and to appeal any denial, all within certain time 

schedules. For more information, see “Claims and Appeals.” 
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Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of Plan 

documents or the latest annual report from the Plan and do not receive them within 30 days, you may file suit in a 

federal court. In such a case, the court may require the Plan Administrator to provide the materials and pay you a fine 

that accrues on a daily basis (based on amounts set by the Department of Labor) from the time the materials were due 

to you until you receive the materials, unless the materials were not sent because of reasons beyond the control of the 

Plan Administrator. 

If you have a claim for benefits that is denied or ignored, in whole or in part, you may file suit in a state or federal court  

after you exhaust your administrative remedies described above (for more information, see “Claims and Appeals”). In 

addition, if you disagree with the Plan’s decision or lack thereof concerning the qualified status of a medical child 

support order, you may file suit in federal court. If it should happen that the 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. The court will decide who should pay court costs and legal fees. If you are 

successful, the court may order the person you have sued to pay these costs and fees. If you lose, the court may order 

you to pay these costs and fees, for example, if it finds your claim is frivolous.  

Assistance with Your Questions  

If you have any questions about the Merck Medical Plan, you should contact the Plan Administrator. If you have any 

questions about this statement or about your rights under ERISA, or if you need assistance in obtaining documents from 

the Plan Administrator, you should contact the nearest office of the Employee Benefits Security Administration, U.S. 

Department of Labor, listed in your telephone directory or the Division of Technical Assistance of the Employee Benefits 

Security Administration at: 

Division of Technical Assistance/Employee Benefits Security Administration 

U.S. Department of Labor 

200 Constitution Avenue, N.W. 

Washington, DC 20210 

You may also obtain certain publications about your rights and responsibilities under ERISA by calling the publications 

hotline of the Employee Benefits Security Administration at 866-444-3272 or accessing their website at 

www.dol.gov/ebsa. 
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CLAIMS AND APPEALS 

How to File a Claim 

In-Network Care 

If you receive care from an In-Network provider, either inpatient or outpatient, you do not have to file any claims. Your 

In-Network provider bills the Medical Plan directly for its share of the cost of your care. Subsequently, your In-Network 

provider bills you for your remaining share of the cost of your care (e.g., Deductible and Coinsurance). 

Out-of-Network Care 

When you receive care from an Out-of-Network provider you generally pay for services up front and then file a claim for 

reimbursement for the share of the cost covered by the Medical Plan.  

For instructions on how to file a claim under the Managed Prescription Drug Program, see “How to File a Claim for Non-

Participating Pharmacy Benefits.” 

Inpatient 

Claim forms are available online at http://netbenefits.com/merck or on Sync > About Me. Hard copies are available by 

calling the Benefits Service Center. Horizon BCBS is the claims payer for inpatient Out-of-Network claims, which are 

submitted to Horizon BCBS for payment. 

Outpatient 

Claim forms are available online at http://netbenefits.com/merck or on Sync > About Me. Hard copies are available by 

calling the Benefits Service Center. Complete the claim form and send it together with an itemized bill from your 

provider to: 

Merck Dedicated Service Team 

Horizon BCBS 

P.O. Box 18 

Newark, NJ 07101-0018 

Appealing a Claim 

If you or your Covered Dependent or authorized representative feels that the Claims Administrator has made an error 

concerning your benefits, you, your Covered Dependent or authorized representative has the right to request 

reconsideration under the Plan in accordance with the following procedure. Please note that all requests for 

reconsideration will be submitted in writing to the Claims Administrator. See “Contact Information for Written Appeals” 

for address information.  

For this purpose, an “adverse benefit determination” will mean a denial, reduction, or termination of, or a failure to 

provide or make payment in whole or in part (a “denial”) for a benefit, including where such denial is based on a 

determination of a participant’s or beneficiary’s eligibility to participate in a plan. An adverse benefit determination also 

means a claim denial based on a utilization review or a determination that a treatment is Experimental or Investigational 

or not Medically Necessary or appropriate or a retroactive termination of coverage due to fraud or intentional 

misconduct (a “rescission”).  

Upon receipt of a claim denial, you may request information regarding any diagnosis codes and treatment codes 

applicable to your claim and their corresponding meaning. Upon such a request, the diagnosis and treatment codes and 



105 

Merck Medical Plan (Employees) SPD Merck Benefits Service Center at Fidelity 

Effective Jan. 1, 2020 800-66-MERCK (800-666-3725) 

Released Oct. 8, 2019 http://netbenefits.com/merck 

their meaning will be provided as soon as possible, but will not be considered a request for review of an adverse benefit 

determination or a request for external review. 

Initial Claim 

The Claims Administrator is responsible for evaluating all benefit claims. The Claims Administrator will review your claim 

in accordance with its standard claims procedures, as required by ERISA. The Claims Administrator has the right to 

secure independent medical advice and to require other evidence as it deems necessary in order to decide the status of 

your claim. 

There are four categories of claims: urgent health claims, pre-service health claims, post-service health claims and 

concurrent health claims. Each category has different claims procedures. For many of these procedures, your health 

care provider may work directly with the Claims Administrator. 

“Urgent” health claims. These are claims that if not processed quickly (within 72 hours), the life or health of the patient 

is jeopardized. The Claims Administrator will notify you or your doctor of the Plan’s decision no later than 72 hours after 

your claim is received, unless you fail to provide sufficient information to determine whether, or to what extent, benefits 

are covered or payable under the Plan. 

“Pre-service” health claims. These are claims that must be decided before a patient will be allowed access to health 

care (for example, pre-authorization requests or referrals). The Claims Administrator will notify you or your doctor of the 

decision no later than 15 days after your claim is received. This 15-day period may be extended by another 15 days in 

certain circumstances. 

“Post-service” health claims. These are claims involving the payment or reimbursement of costs for care that has 

already been provided. For non-urgent, post-service health claims, the Claims Administrator has up to 30 days to 

evaluate and respond to claims for benefits. The 30-day period begins on the date the claim is first filed. This 30-day 

period may be extended by 15 days, in certain circumstances. 

“Concurrent” health claims. These are claims for which the Claims Administrator has previously approved a course of 

treatment over a period of time or for a specific number of treatments, and the Plan later reduces or terminates 

coverage for those treatments. Concurrent care claims may fall under any of the above three categories, depending on 

when the appeal is made. However, the Plan must give you enough advance notice to appeal the claim before a 

concurrent care decision takes effect. 

If Your Claim Is Denied 

If the Claims Administrator does not fully agree with your claim, you will receive an “adverse benefit determination.” For 

this purpose, an “adverse benefit determination” will mean a denial, reduction, or termination of, or a failure to provide or 

make payment in whole or in part (a “denial”) for a benefit, including where such denial is based on a determination of a 

participant’s or beneficiary’s eligibility to participate in a plan. An adverse benefit determination also means a claim 

denial based on a utilization review or a determination that a treatment is Experimental, Investigational or not Medically 

Necessary or appropriate or a retroactive termination of coverage due to fraud or intentional misconduct (a “rescission”).  

You will receive notice of a denial, which will include: 

• Information sufficient to identify the claim involved, including the date of service, identification of the health care 
provider, the claim amount (if applicable); a statement indicating that the diagnosis codes, treatment codes and 
their corresponding meaning are available upon request  

• The specific reasons for the denial, including the applicable denial code and its meaning 

• If applicable, a description of the standard used by the Plan to deny the claim  

• A reference to the specific Plan provisions on which the denial is based  

• A description of any additional material or information needed to reconsider the claim and an explanation of 
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why such material or information is necessary  

• A description of the Plan’s internal and external review procedures, including the time limits applicable to such 
procedures; and contact information for any applicable office of health insurance consumer assistance or 
ombudsman that will assist you with such procedures  

• A statement of your right to bring a civil action under Section 502(a) of ERISA following a denial on review 

• Any internal rules, guidelines, protocols or other similar criteria that were used for the basis of the denial, either 
the specific rule, guideline, protocol or criterion, or a statement that a copy of such information will be made 
available free of charge to you upon request  

• For a denial based on medical necessity or an Experimental treatment or other similar exclusion or limit, an 
explanation of the scientific or clinical judgment used in the decision, applying the terms of the Plan to your 
medical circumstances, or a statement that such explanation will be provided free of charge upon request, and  

• For a denial involving urgent care, a description of the expedited review process applicable to such claims. 
Also, in the case of denial concerning a claim involving urgent care, the information set out in this section may 
be provided orally within the timeframes provided in the section above entitled “Urgent health claims.” If an oral 
notice is provided, a written notification that meets all the requirements of this section will be furnished within 
three days of the oral notice.  

Level One Appeal of a Claim 

If your claim for benefits is denied, in whole or in part, you or your authorized representative may appeal the denial 

within 180 days of the receipt of the written or electronic notice of denial. If you choose to appeal your claim, your 

appeal should be in writing and should explain why you believe the claim should be paid. See “Contact Information for 

Written Appeals.” 

Upon your request, you will have access to, and the right to obtain copies of, all documents, records and information 

relevant to your claim free of charge. You also have the right to receive any additional evidence used to evaluate your 

claim or any additional rationale applied to your claim. If the Plan receives any additional evidence regarding your claim 

or applies a new rationale, you will be provided with the additional evidence and the rationale and given an opportunity 

to respond before the final claim determination is issued.  

You may submit with your appeal any written comments, documents, records and any other information relating to your 

claim, even if you didn’t include that information with your original claim. See “Contact Information for Written Appeals.” 

Reviewers must take all the information into account, even if it was not submitted or considered in the initial decision. 

The review will not afford any deference to the initial claim determination. 

A qualified individual who was not involved in the previous claim determination (and is not that person’s subordinate) 

will decide your appeal. If your appeal involves a medical judgment — including whether a treatment, drug or other item 

is Experimental, Investigational or not Medically Necessary or appropriate — the review will be done in consultation with 

a health care professional who has appropriate training and experience in the relevant field of medicine involved in the 

medical judgment, who was not consulted in connection with the previous adverse claim determination and who is not 

that person’s subordinate. 

After receiving your appeal, the Claims Administrator will provide notice of its decision within the following timeframes: 

• Urgent care appeals. You or your authorized representative should contact the Claims Administrator as soon 
as possible. You can request an expedited appeal process orally or in writing. In this case, all necessary 
information, including the Claims Administrator’s benefits determination on review, shall be relayed to you or 
your representative by telephone, fax or other similarly expeditious method. The Claims Administrator will 
provide notice of the appeal decision as soon as possible, taking into account the seriousness of your 
condition, but no later than 72 hours after receipt of your appeal. 

• Pre-service appeals. The Claims Administrator will provide notice of the appeal within 15 days following receipt 
of your appeal. 
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• Post-service appeals. The Claims Administrator will provide notice of the appeal decision within 30 days 
following receipt of your appeal. 

You will receive written or electronic notification of the determination of your appeal. If the claim on appeal is denied in 

whole or in part, the notice will include: 

• Information sufficient to identify the claim involved, including the date of service, identification of the health care 
provider, the claim amount (if applicable); a statement indicating that the diagnosis codes, treatment codes and 
their corresponding meaning are available upon request 

• The specific reasons for the denial, including the applicable denial code and its meaning 

• If applicable, a description of the standard used by the Plan to deny the claim 

• A reference to the specific Plan provisions on which the denial is based  

• A description of any additional material or information needed to reconsider the claim and an explanation of 
why such material or information is necessary  

• A description of the Plan’s internal and external review procedures, including the time limits applicable to such 
procedures and contact information for any applicable office of health insurance consumer assistance or 
ombudsman that will assist you with such procedures  

• A statement of your right to bring a civil action under Section 502(a) of ERISA following a denial on review 

• Any internal rules, guidelines, protocols or other similar criteria that were used for the basis of the denial, either 
the specific rule, guideline, protocol or criterion, or a statement that a copy of such information will be made 
available free of charge to you upon request  

• For a denial based on medical necessity or an Experimental treatment or other similar exclusion or limit, an 
explanation of the scientific or clinical judgment used in the decision, applying the terms of the Plan to your 
medical circumstances, or a statement that such explanation will be provided free of charge upon request, and  

• For a denial involving urgent care, a description of the expedited review process applicable to such claims. 
Also, in the case of denial concerning a claim involving urgent care, the information set out in this section may 
be provided orally within the timeframes provided in the section above entitled “Urgent health claims.” If an oral 
notice is provided, a written notification that meets all the requirements of this section will be furnished within 
three days of the oral notice.  

Level Two Appeal of a Claim 

If the Claims Administrator upholds an adverse benefit determination at the first level of appeal, you or your authorized 

representative must file a level two appeal for pre-service and post-service claims. Medical benefit appeals must be 

submitted within 60 calendar days following the receipt of notice of a level one appeal, or 90 days for Express Scripts 

appeals. 

A level two appeal of an adverse benefit determination of a pre-service health claim, or a post-service health claim shall 

be provided by Horizon BCBS personnel not involved in making an adverse benefit determination. 

Pre-Service Level Two Appeals. (May include concurrent care claim reduction or termination.) The Claims Administrator 

shall issue a decision within 15 calendar days of receipt of the request for the level two appeal. 

Post-Service Level Two Appeals. The Claims Administrator shall issue a decision within 30 calendar days of receipt of 

the request for a level two appeal. 

The decision on the second level appeal will comply with the requirements listed above for the first level of appeal 

determination. If you do not agree with the final determination on review, you have the right to bring a civil action, if 

applicable. 
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Exhaustion of Process 

You must exhaust the applicable level one and level two processes of the appeal procedure regarding an alleged 

breach of the policy terms by the Claims Administrator; or any matter within the scope of the appeals procedure before 

you commence any: 

• Litigation 

• Arbitration, or 

• Administrative proceeding. 

Any suit or proceeding brought against the Medical Plan must be brought within two years of the date of the final 

determination on the claim.  

External Review 

The Claims Administrator may deny a claim because it determines that the care is not appropriate, Medically Necessary 

or that a service or treatment is Experimental or Investigational in nature. In either of these situations, you may request 

an external review if you or your provider disagrees with the Claims Administrator’s decision. An external review is a 

review by an independent Physician, selected by an External Review Organization, who has expertise in the problem or 

question involved. 

To request an external review, the following requirements must be met:  

• You have received notice of the denial of a claim by the Claims Administrator  

• Your claim was denied because the Claims Administrator determined that the care was not necessary, 
appropriate or effective or was Experimental or Investigational or your claim was denied due to a rescission of 
coverage, and 

• You have exhausted the applicable internal appeal processes or the process is deemed exhausted due to the 
failure of the plan to adjudicate your claim in accordance with the procedures set forth herein where such 
failure is not de-minimis. 

The claim denial letter you receive from the Claims Administrator will describe the process to follow if you wish to 

pursue an external review, including a copy of the Request for External Review Form. 

You must submit the Request for External Review Form to the Claims Administrator within 120 calendar days of the 

date you received the final claim denial letter. You also must include a copy of the final claim denial letter and all other 

pertinent information that supports your request. 

The Claims Administrator will contact the External Review Organization that will conduct the review of your claim. The 

External Review Organization will select an independent Physician with appropriate expertise to perform the review. In 

making a decision, the external reviewer may consider any appropriate credible information that you send along with the 

Request for External Review Form and will follow the Claims Administrator's contractual documents and plan criteria 

governing the benefits. You will be notified of the decision of the External Review Organization usually within 

45 calendar days of the Claims Administrator’s receipt of your request form and all necessary information. A quicker 

review is possible if your Physician certifies (by telephone or on a separate Request for External Review Form) that a 

delay in receiving the service would endanger your health. Expedited reviews are decided within 72 hours after the 

Claims Administrator receives the request. 

The Claims Administrator, the Company and the Health Plan will abide by the decision of the External Review 

Organization, except where the Claims Administrator can show conflict of interest, bias or fraud. 

You are responsible for the cost of compiling and sending the information that you wish to be reviewed by the External 

Review Organization to the Claims Administrator. The Claims Administrator is responsible for the cost of sending this 

information to the External Review Organization and for the cost of the external review. 
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For more information about the Claims Administrator’s External Review process, call the toll-free Customer Service 

telephone number shown on your ID card. 

Claims and Appeals for Eligibility to Participate in the Merck Medical Plan 

If you, your beneficiary or your authorized representative feels that an error has been made concerning your eligibility to 

participate in the Plan (e.g., your eligibility to elect a particular coverage option, Coverage Tier, add a dependent, etc.), 

you, your beneficiary or your authorized representative may request reconsideration under the Plan. All requests for 

reconsideration shall be submitted in writing to the Plan Administrator at the following address:  

Merck Sharp & Dohme Corp.  

Attn: Plan Administrator (GSA-HTR)  

c/o Merck Benefits Service Center at Fidelity 

P.O. Box 770003 

Cincinnati, OH 45277-0065 

Express mail address: 

Merck Sharp & Dohme Corp.  

Attn: Plan Administrator (GSA-HTR)  

c/o Merck Benefits Service Center at Fidelity 

Mail zone KC1F-L 

100 Crosby Parkway 

Covington, KY 41015 

The Plan Administrator will review your claim and respond to you with a determination. The decision of the Plan 

Administrator is final and binding. 

If your claim for eligibility involves whether an incapacitated child is eligible to participate in the Plan as an Eligible 

Dependent, you need to follow the claims and appeals procedure for the Medical Plan option in which you are enrolled. 

Please note that all requests for reconsideration regarding participation by the incapacitated child must be submitted in 

writing to the Claims Administrator for the option in which you are enrolled. See “Contact Information for Written 

Appeals” for address information.  
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Contact Information for Written Appeals 

The following chart lists the appeals address for each of the available Merck Medical Plan PPO and/or benefit features 

of the Plan. For the HMO options, refer to your certificate of coverage. 

If a Claim Is Denied Send Your Written Appeal to: 

Benefit Appeals 

Merck PPO Claims Administrator and fiduciary for the Medical Plan: 

Merck Dedicated Service Team 
Horizon BCBS 
P.O. Box 18 
Newark, NJ 07101-0018 

Eligibility Appeals  

For All Plan options Plan Administrator for the Medical Plan: 

Merck Sharp & Dohme Corp.  
Attn: Plan Administrator (GSA-HTR)  
c/o Merck Benefits Service Center at Fidelity 
P.O. Box 770003 
Cincinnati, OH 45277-0065 

Express mail address: 

Merck Sharp & Dohme Corp.  
Attn: Plan Administrator (GSA-HTR)  
c/o Merck Benefits Service Center at Fidelity 
Mail zone KC1F-L 
100 Crosby Parkway 
Covington, KY 41015 

Medical Precertification Appeals  

Merck PPO  Claims Administrator and fiduciary for the Medical Plan: 

Merck Dedicated Service Team 
Horizon BCBS 
P.O. Box 18 
Newark, NJ 07101-0018 

Behavioral Health Care Appeals (including behavioral health precertification) 

Merck PPO  Horizon BCBSNJ 
Horizon Behavioral Health 
103 Eisenhower Parkway, Suite 120 
Roseland, NJ 07068 
Attn: Clinical Appeals 

Managed Prescription Drug Appeals 

Managed Prescription Drug Program Claims Administrator and fiduciary for the Managed Prescription Drug Program: 

Express Scripts  
Benefit Appeals Unit 
8111 Royal Ridge Parkway 
Irving, TX 75063 
Attn: Clinical Appeals 
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Plan Disclosure Information 

Employer/Sponsor  

Merck Sharp & Dohme Corp. sponsors the Merck Medical, Dental, Life Insurance and Long Term Disability Plan. The 

employer identification number assigned to Merck Sharp & Dohme Corp by the IRS is #22-1261880.  

The address and phone number for Merck Sharp & Dohme Corp. is: 

Merck Sharp & Dohme Corp. 

Attn: Plan Administrator (GSA-HTR)  

c/o Merck Benefits Service Center at Fidelity 

P.O. Box 770003 

Cincinnati, OH 45277-0065 

Express mail address: 

Merck Sharp & Dohme Corp.  

Attn: Plan Administrator (GSA-HTR)  

c/o Merck Benefits Service Center at Fidelity 

Mail zone KC1F-L 

100 Crosby Parkway 

Covington, KY 41015 

Telephone: 866-MERCK-HD (866-637-2543) 

For U.S. employees calling from outside of the United States: +1-908-423-HELP (+1-908-423-4357) 

Plan Administrator/Claims Administrator 

The Plan Administrator for the Merck Medical, Dental, Life Insurance and Long Term Disability Plan is Merck Sharp & 

Dohme Corp. Administration of the Merck Medical, Dental, Life Insurance and Long Term Disability Plan is the 

responsibility of the Plan Administrator. The Claims Administrators determine eligibility for Medical benefits under the 

Merck Medical, Dental, Life Insurance and Long Term Disability Plan in accordance with the official plan documents. 

For the list of Claims Administrators, see the “Plan Funding and Administration chart.”  

The Plan Administrator has the exclusive discretion to construe and interpret the terms of the Medical Plan as follows: 

• To adopt such rules for the administration of the Plan as it considers desirable 

• To make factual determinations, interpret and construe the Plan, correct defects, supply omissions and 
reconcile inconsistencies to the extent necessary to effectuate the Plan, resolve all questions arising in the 
administration, interpretation and application of the Plan, and such action will be conclusive upon the Company, 
the Plan, participants, employees, their dependents and beneficiaries 

• To decide all questions of eligibility and participation 

• To prescribe procedures and election forms to be followed by participants to make elections to this Plan 

• To accept, modify or reject elections under the Plan 

• To authorize disbursements on behalf of the Plan 

• To prepare and distribute to participants information explaining the Plan and the benefits available hereunder in 
such a manner as the Plan Administrator deems appropriate 

• To settle any lawsuit against the Plan or Plan Administrator, and 
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• To request and receive from all participants such information as the Plan Administrator will from time to time 
determine to be necessary for the proper administration of the Plan. 

The Plan Administrator has reserved the right to delegate all or any portion of its authority described above to a 

representative. The Plan Administrator has delegated all of its authority described above with respect to authorizing 

disbursements for claims, adjudicating claims and appeals for benefits (and handling any resulting lawsuits) under the 

Medical Plan to the Claims Administrators. That means that the Claims Administrator has the sole authority to 

determine such matters under the Plan and the Plan Administrator will not and cannot substitute its judgment for that of 

the Claims Administrators on such matters. It also means the Claims Administrator has all of the discretion described 

above to the extent it relates to the Claims Administrator’s duties under the Medical Plan, for example regarding 

eligibility for benefits, according to the broad discretion set forth above.  

The amounts paid to the Claims Administrator by the Company and the Plan are designed to, and do, ensure that the 

Claims Administrator is not subject to influence by the Plan Sponsor or its subsidiaries, including but not limited to 

financial influence, as the Claims Administrator acts as a fiduciary for the Plan and the Plan participants. The Plan 

Sponsor designed this structure to ensure that any court reviewing determinations made by the Claims Administrator 

will defer to the Claims Administrator’s decisions unless the court finds that the determination was both arbitrary and 

capricious, a highly deferential standard.  

Contact the Plan Administrator if you have any questions about the Medical Plan other than routine questions or 

questions about the filing or status of claims under the Plan. For routine questions, call the Benefits Service Center. For 

questions about the filing status of claims, contact the Claims Administrator at the address listed in “Contact Information 

for Written Appeals.”  

Agent for Service of Legal Process 

If, for any reason, you want to seek legal action against the Medical Plan, you can serve legal process on Merck Sharp 

& Dohme Corp. by directing such service to the following address: 

Merck Sharp & Dohme Corp. 

Attn: Benefits and Executive Compensation Legal Group 

2000 Galloping Hill Road 

Bldg. K-1, 3rd Floor 

Kenilworth, NJ 07033 

Service of legal process may also be made upon the Plan Administrator or the trustee. 

Plan Funding and Administration 

The Medical Plan is funded and administered through various sources. The Medical Plan is financed by contributions 

from the Employer (and/or certain of its affiliates) and participating Eligible Employees and certain other participants in 

the plan such as surviving dependents, COBRA participants, etc. Funds may be held in a trust and used to pay benefits, 

insurance premiums and certain Medical Plan expenses. Medical Plan expenses are paid from the trust unless 

otherwise paid by the Plan Sponsor or its affiliates from the general assets.  

The trustee is: 

The Bank of New York Mellon Corporation  

AIM 102-1200  

One Wall Street  

New York, NY 10286  

Merck & Co., Inc. is responsible for the funding policy of the trusts and for determining the amount of contributions. The 

trusts are intended to be tax-exempt under the Internal Revenue Code of 1986, as amended. Merck & Co, Inc. or its 

subsidiaries may fund additional benefits through the trust(s) at a later time. If a trust is terminated, the assets in the 
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trust will be used to pay all existing liabilities. Any remaining assets may then be used to provide other benefits for 

employees in accordance with Internal Revenue Code guidelines. 

In the case of certain highly compensated employees, a portion of benefits payable under the Medical Plan may be paid 

out of the general assets of the Company. 

Plan Funding and Administration Chart 

Official Plan 
Name and 
Plan Type 

Plan 
Number 

Benefits Type Claims 
Administrator 

Type of 
Administration 

Insured or 
Self-Insured 

The Merck 
Medical, Dental, 
Life Insurance 
and Long Term 
Disability Plan 

 

Plan type: 

Employee 
welfare program 
providing group 
medical 
coverage 

502 Merck PPO Horizon BCBS Contract 
Administration 

Self-insured by 
the Company1 

Health Plan Plus Hawaii HMO HMSA Insured 
Administration 

Insured by 
HMSA 

Kaiser Permanente HMO (Plan 502 
only) 

Kaiser 
Permanente 

Insured 
Administration 

Insured by 
Kaiser 
Permanente 

COBRA Fidelity 
Investments 
(Benefits Service 
Center) 

Contract 
Administration 

N/A 

Managed Prescription Drug Program  

 

Express Scripts  Contract 
Administration 

Self-insured by 
the Company1 

Behavioral Health Care Program for 
Employees enrolled in the  
Merck PPO  

Horizon 
Behavioral 
Health 

Contract 
Administration 

Self-insured by 
the Company1 

No Right to Employment 

Nothing in this SPD represents or is considered an employment contract, and neither the existence of the Medical Plan 

nor any statements made by or on behalf of an Employer shall be construed to create any promise or contractual right 

to employment or to the benefits of employment. The Employer or you may terminate the employment relationship 

without notice at any time and for any reason. 

Plan Amendment or Termination 

The Plan Sponsor reserves the right to amend the Medical Plan in whole or in part or to completely discontinue the 

Medical Plan or any benefits or eligibility for any benefits at any time. However, following a “change in control,” as 

defined in the Merck & Co., Inc. Change in Control Separation Benefits Plan (“the Separation Benefits Plan”), certain 

limitations apply to the ability of Merck & Co., Inc., or its subsidiaries to amend or terminate the Medical Plan. 

Amendments may be retroactive; however, no amendment or termination shall reduce the amount of any benefit 

otherwise payable under the Medical Plan for charges incurred prior to the effective date of such amendment or 

termination. 

The Medical Plan is not and cannot be amended by any verbal representation. 

                                                        

1 These benefits are self-insured by the Plan Sponsor (and certain affiliates of the Plan Sponsor) and are governed by and subject to the Employee Retirement Income Security Act of 1974 
(ERISA), as amended (see “Your Rights Under ERISA”). State insurance law does not apply to these benefits. As a result, state-mandated benefits do not apply to these benefits. 
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If a benefit is terminated and surplus Plan assets, as determined under ERISA, remain after all liabilities have been 

paid, such surplus shall revert to the Company to the extent permitted under applicable law, unless otherwise stated in 

the applicable Plan document. If a benefit is terminated and amounts remain which are not ERISA Plan assets, such 

surplus shall revert to the Plan Sponsor. 

For two years following a “change in control” (as defined in the Separation Benefits Plan) the material terms of the 

Medical Plan (including terms relating to eligibility, benefit calculation, benefit accrual, cost to participants, subsidies and 

rates of employee contributions) may not be modified in a manner that is materially adverse to Covered Employees and 

Covered Dependents in the Plan immediately before the “change in control.” During that two-year period, the Company 

will pay the legal fees and expenses of any participant that prevails on his or her claim for relief in an action regarding 

an impermissible amendment (other than ordinary claims for benefits).  

Plan Documents 

This SPD is intended as merely a summary of the official Plan documents and should be retained as part of your 

permanent records. It does not describe every Plan or program provision in full detail and it does not alter the Plan or 

program or any legal instrument related to the Plan’s or program’s creation, operations, funding or benefit payment 

obligations. Every effort has been made to ensure that this SPD accurately reflects relevant Plan or program provisions 

currently in effect. However, the Plan or program documents, which may include insurance contracts and other written 

agreements with service providers (each of which are held on file with the Company) will govern in the event of any 

conflict between those documents and this SPD, any verbal representation, or with respect to any provision not 

discussed in this SPD.  

Plan Year 

The Plan Year for the Medical Plan begins on Jan. 1 and ends on Dec. 31 of each year. The financial records of the 

Medical Plan are kept on a calendar-year basis. 

Rescission 

The Plan Administrator may retroactively terminate your Plan coverage, or the coverage of your Covered Dependent, as 

applicable, if you or your Covered Dependents fraudulently or intentionally misrepresent any fact material to the Plan, 

including but not limited to enrollment information, including dependent data, or benefit claims. The Plan Administrator 

may terminate your coverage and/or the coverage of your Covered Dependents if you provide false or misleading 

information material to the Plan. 
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GLOSSARY 

This section defines key words that are frequently used in the SPD. These terms are capitalized throughout the SPD.  

After-Tax — Contributions for benefits coverage that are deducted from an employee’s pay after federal and certain 

state income and employment taxes are deducted. 

Annual Deductible — See definition of Deductible. 

Applied Behavior Analysis — An education service that includes a process of interventions to systematically change 

behavior and create an observable improvement in behavior. See the “Covered Services” and “Services Not Covered” 

sections for details. 

Base Pay — Your annual rate of compensation before any Before-Tax deductions, excluding bonuses, overtime, shift 

differential, incentives, lump-sum merit increases, non-recurring incentives, commissions and sales cash incentives, 

and other forms of special compensation or other extra pay as determined by the Company in its sole discretion. For 

employees of covered collective bargaining units, Base Pay includes cost of living adjustments (COLA). For Regular 

Part-Time Employees, Base Pay reflects your regularly scheduled hours. For example, if the annual pay for the position 

is $100,000 for a 40-hour work week, if your regularly scheduled hours are 24 hours per week, your Base Pay is 

$60,000. 

Before-Tax — Contributions for benefits coverage that are deducted from an employee’s pay before federal and certain 

state income and employment taxes are deducted. 

Behavioral Health Claims Administrator — For the Merck PPO, the Behavioral Health Claims Administrator is 

Horizon Behavioral Health.  

Casual Employee — A person who may be called by an Employer at any time for employment in the U.S. on a 

non-scheduled and non-recurring basis, and becomes an employee of an Employer only after reporting to work for the 

period of time during which the person is working and who is not classified as a Regular Full-Time Employee, Regular 

Part-Time Employee or a Merck Temporary Employee in the Company’s employee database. 

Center of Excellence — A facility designated by Horizon BCBS to treat transplants, bariatric surgery and other specific 

complex conditions. For Horizon BCBS, Blue Distinction Centers or Blue Distinction Centers+ are considered Centers of 

Excellence. 

Claims Administrator — Depends on the option under which you are covered; see the “Plan Funding and 

Administration Chart.”  

COBRA Administrator — Merck Benefits Service Center administered by Fidelity Investments.  

Coinsurance — The percentage of covered expenses that you are required to pay after you have met your Deductible. 

Company — Merck & Co., Inc. and its wholly owned subsidiaries. 

Compound Medication — Requires a licensed pharmacist to combine, mix or alter the ingredients of a medication 

when filling a prescription. The FDA does not verify the quality, safety and/or effectiveness of Compound Medications. 

Copay — A flat-dollar amount that you pay for certain services when you use a participating network provider. 

Coverage Tiers — Individually and collectively, the following levels of coverage: 

• Employee Only 

• Employee + Spouse/Domestic Partner 

• Employee + Child(ren), and 
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• Employee + Spouse/Domestic Partner + Child(ren). 

Covered Dependents — Your Eligible Dependents whom you have enrolled for coverage under the Medical Plan in the 

time and manner specified by the Plan Administrator. See “Eligible Dependents” in the “About Medical Coverage” 

section of this SPD. 

Covered Employees — Eligible Employees who have enrolled for coverage under the Medical Plan in the time and 

manner specified by the Plan Administrator.  

Deductible — 

Annual Deductible.  

The amount of money you pay each year before the Medical Plan begins to pay benefits for covered medical expenses 

for you and your Covered Dependents. Amounts that are higher than Reasonable and Customary (R&C) Limits and 

non-covered expenses do not count toward your Annual Deductible. There are two types of Annual Deductibles: 

individual and family. The Individual and Family Deductibles are based on the option you elect under the Medical Plan. 

See the "at a Glance" charts in each Medical Plan option section for specific details.  

Under the Merck PPO, there are different Deductibles for In-Network and Out-of-Network expenses. Your 

Out-of-Network expenses will be credited toward both your Out-of-Network and In-Network Deductible. Your In-Network 

expenses will be credited toward both your In-Network and Out-of-Network Deductible.  

The Annual Deductible does not apply to certain preventive services covered under the Medical Plan, whether 

In-Network or Out-of-Network. Age and other restrictions apply. 

Individual Deductible.  

The amount of money you and each Covered Dependent pay each year before the Medical Plan begins to pay benefits 

for covered medical expenses for that covered family member. Once a covered family member has met his or her 

Individual Deductible, the Medical Plan pays the Coinsurance percentage of the cost of most covered medical 

expenses, and you pay the rest. 

Family Deductible.  

A ceiling on what a family contributes toward the Deductible. If a number of covered family members’ expenses add up 

to the Family Deductible, then the Individual Deductibles are deemed “satisfied” for all covered family members for the 

year. Once you meet the Family Deductible, all other expenses for any covered family member will be paid by the 

Medical Plan based on the option you select. However, if one person in the family reaches the Individual Deductible, 

then the Medical Plan will start to pay the Coinsurance for that person’s covered expenses. 

KEY POINT — EXAMPLE OF HOW THE FAMILY DEDUCTIBLE IS MET 

Let’s say that your family of three chooses the Merck PPO. Under that option, your In-Network Individual Deductible 

is $500, and your In-Network Family Deductible is $1,000. Assume that your In-Network covered expenses equal 

$400, your Spouse’s/Domestic Partner’s equal $400 and your child’s equal $300 — totaling $1,100. No one has 

met the $500 Individual Deductible, but together you have met the $1,000 Family Deductible. Therefore, the 

Medical Plan will pay 80% of eligible In-Network covered expenses for all covered family members for the 

remainder of the calendar year.  

Dependent Children — See Eligible Dependents. 

Domestic Partner/Domestic Partnership — Two people in a Spouse-like relationship who share an ongoing, 

exclusive, emotionally committed relationship (and intend to do so indefinitely) and meet all of the following criteria: 

• Are at least age 18 and mentally competent to enter into a legal contract 
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• Are not related by blood or adoption to a degree closer than permitted by state law for marriage 

• Are not married to another person under statutory or common law of the United States nor in a domestic 
partnership with another person 

• Are jointly responsible for each other’s welfare, financial and other obligations, and 

• Reside together in the same household — and have done so for at least 12 months.  

Eligible Dependents —  

• Your Spouse or Domestic Partner — If your Spouse/Domestic Partner is a Non-Eligible Union Employee, then 
your Spouse/Domestic Partner does not qualify as a dependent.  

• Your Dependent Children up to the end of the month in which they reach age 26. Dependent Children mean 
your: 

 Biological children 

 Stepchildren, including your Spouse’s/Domestic Partner’s biological children, foster children, legally 
adopted children and children for whom your Spouse/Domestic Partner is legal guardian, in each case who 
are not also your biological children, foster children, legally adopted children and children for whom you are 
legal guardian 

 Foster children 

 Legally adopted children (eligibility begins on the date of placement for adoption or commencement of legal 
obligation to provide support in anticipation of adoption) 

 Children for whom you are legal guardian, and  

 Children for whom coverage is required by a Qualified Medical Child Support Order (QMCSO). 

While coverage is extended to your children through the last day of the month they reach age 26, your child’s  

Spouse/Domestic Partner or your child’s children are not your Eligible Dependents, unless they would otherwise meet 

the definition of Eligible Dependents. 

If you or your Spouse/Domestic Partner (or your former Spouse/Domestic Partner or his or her Spouse/Domestic 

Partner) work (or worked) for the Company, special provisions apply. See “Merck Couples.” 

If You Have a Child with a Disability 

If your dependent child is physically or mentally disabled, coverage for the child may continue beyond age 26, provided 

the child’s disability begins before the date the child reaches the age at which coverage would otherwise end. You will 

need to provide proof of your child’s disability to the Claims Administrator at least 60 days before the date coverage is 

scheduled to end and annually thereafter. To continue coverage, the Claims Administrator also reserves the right to 

have a Physician of its choice examine your child once a year. For more information on how to contact the Claims 

Administrator, see the “Administrative Information” section. 

Qualified Medical Child Support Order 

If a Qualified Medical Child Support Order (QMCSO) requires you to provide coverage, Dependent Children may also 

include children for who you do not provide financial support. You may obtain a copy of the Plan Administrator’s 

procedures governing QMCSO determinations, free of charge, by contacting the Benefits Service Center.  

Spouses/Domestic Partners Who Work for Merck 

If you or your Spouse/Domestic Partner (or your former Spouse/ Domestic Partner or his or her Spouse/Domestic 

Partner) work (or worked) for an Employer, special provisions apply when enrolling Eligible Dependents for coverage. 

See “Merck Couples Enrollment Rules.”  
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KEY POINT — SPOUSE AND CHILDREN OF COVERED CHILDREN ARE NOT ELIGIBLE FOR COVERAGE 

While coverage is extended to your children up to age 26, this coverage does not extend to your child’s 

Spouse/Domestic Partner or your child’s children, unless they would otherwise meet the definition of Eligible 

Dependents. 

Eligible Employees — Regular Full-Time Employees, Regular Part-Time Employees, Merck Temporary Employees, 

Eligible Union Employees, U.S. Territory Employees and LTD Employees, in each case, who are not Excluded 

Employees or Excluded Persons. 

Eligible Union Employees — All U.S.-based employees of an Employer who are members of a collective bargaining 

unit identified in Exhibit A. 

Emergency — A medical condition manifesting itself by acute symptoms of sufficient severity that a prudent layperson, 

who possesses an average knowledge of health and medicine, could reasonably expect the absence of immediate 

attention could result in:  

• Placing the health of the individual (or, with respect to a pregnant woman, the health of the woman or her 
unborn child) in serious jeopardy  

• Serious impairment to bodily functions, or  

• Serious dysfunction of a bodily organ. 

Emergencies include, but are not limited to: 

• Severe pain  

• Psychiatric disturbances, and/or  

• Symptoms of substance abuse. 

With respect to a pregnant woman who is having contractions, an Emergency exists where:  

• There is inadequate time to effect a safe transfer to another Hospital before delivery, or 

• The transfer may pose a threat to the health or safety of the woman or the unborn child.  

Specific examples of Emergencies include but are not limited to heart attacks, strokes, convulsions, severe burns, 

obvious bone fractures, wounds requiring sutures, poisoning and loss of consciousness. 

Employer — The wholly owned U.S. subsidiaries of Merck & Co., Inc. other than the following entities which are 

excluded: Antelliq Corporation, Comsort, Inc., HMR Weight Management Services Corp., ILÚM Health Solutions, LLC 

and Merck Global Health Innovation Fund, LLC and each of their subsidiaries. 

ERISA — Employee Retirement Income Security Act of 1974, as amended. 

Excluded Employees — Casual Employees, U.S. Expatriates (other than those who are U.S. Territory Employees)1, 

Intern/Graduate/Cooperative Student Associates, Non-Eligible Union Employees, employees of Antelliq Corporation,  

Comsort, Inc., HMR Weight Management Services Corp., ILÚM Health Solutions, LLC and Merck Global Health 

Innovation Fund, LLC and each of their subsidiaries, and employees based outside the U.S. on assignment outside 

their home country but in the U.S. (other than U.S. Territory Employees)1. 

                                                        

1 U.S. Expatriates (other than those who are U.S. Territory Employees) and employees based outside the U.S. on assignment outside their home country but in the U.S. (other than U.S. 
Territory Employees) are not eligible for the medical coverage under the Medical Plan described in this SPD. However, they are eligible for medical coverage under the Merck Medical, 
Dental, Life Insurance and Long Term Disability Plan through a program insured by Cigna Global Health Benefits. 
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Excluded Persons — A person who is an independent contractor, or agrees or has agreed to be an independent 

contractor, or has any agreement or understanding with an Employer, or any of its affiliates, not to be an employee or 

an Eligible Employee, even if previously an employee or Eligible Employee or is employed by a temporary or other 

employment agency, regardless of the amount of control, supervision or training provided by an Employer or its 

affiliates, or is a “leased employee” as defined under section 414(n) of the Internal Revenue Code of 1986, as 

amended. An Excluded Person is not eligible to participate in the Medical Plan even if a court, agency or other authority 

rules that this person is a common-law employee of an Employer or its affiliates. 

Experimental or Investigational — A drug, device, procedure or treatment will be determined to be experimental or 

investigational if:  

• There are insufficient outcomes data available from controlled clinical trials published in the peer-reviewed 
literature to substantiate its safety and effectiveness for the illness or injury involved 

• Approval required by the FDA has not been granted for marketing 

• A recognized national medical or dental society or regulatory agency has determined, in writing, that it is 
Experimental or Investigational, or for research purposes 

• It is a type of drug, device or treatment that is the subject of a Phase I or Phase II clinical trial or the 
experimental or research arm of a Phase III clinical trial, using the definition of “phases” indicated in regulations 
and other official actions and publications of the FDA and Department of Health and Human Services, or  

• The written protocol or protocols used by the treating facility, or the protocol or protocols of any other facility 
studying substantially the same drug, device, procedure, or treatment, or the written informed consent used by 
the treating facility or by another facility studying the same drug, device, procedure, or treatment states that it is 
Experimental or Investigational, or for research purposes. 

External Review Organization — An independent review organization contracted with the Claims Administrator to 

choose an independent Physician review (or reviewers, if necessary or required by applicable law) to examine a case. 

Hospital — An institution that is engaged primarily in providing medical care and treatment of ill and injured persons on 

an inpatient basis at the patient’s expense and that fully meets one of the following three tests: 

• It is accredited as a Hospital by the Joint Commission on the Accreditation of Healthcare Organizations 

• It is approved by Medicare as a Hospital, or 

• It meets all of the following tests: 

 It maintains on-the-premises diagnostic and therapeutic facilities for surgical and medical diagnosis and 
treatment of ill and injured persons by, or under the supervision of, a staff of duly qualified Physicians 

 It continuously provides on-the-premises 24-hour-a-day nursing services by, or under the supervision of, 
registered graduate nurses (R.N.s), and 

 It is operated continuously with organized facilities for operative surgery on the premises. 

Infotype 35 — A unit of information contained in the Merck & Co., Inc. Human Resources employee data system which 

reflects your legacy company designation as determined by the Plan Administrator in its sole discretion. 

Initial Enrollment Period — The 30-day period that starts when you are hired, rehired or transferred (if you qualify as a 

Transferred Employee), as applicable; or the date of the cover letter provided in your enrollment materials from the 

Benefits Service Center, whichever is later. 

In-Network — A provider, or the covered services and supplies provided by a provider, who has an agreement with the 

Claims Administrator, for the coverage option in which you are enrolled under the Plan, for the applicable benefit to 

furnish covered services or supplies. 
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Intern/Graduate/Cooperative Student Associate — A student hired by an Employer as a participant in the Company 

Intern/Graduate/Cooperative Associate Program. The student must be designated as a participant in that program at 

least annually by the Company.  

Legacy Merck LTD Employee — An LTD Employee who is coded in the employee database of Merck & Co., Inc. 

under Infotype 35 with a blank indicator or as S6 Legacy Inspire.  

Legacy OBS LTD Employee — An LTD Employee who is coded in the employee database of Merck & Co., Inc. as S1 

Legacy Organon, S2 Legacy Intervet or S3 Legacy Nobilon under Infotype 35. 

Legacy Schering-Plough LTD Employee — An LTD Employee who is coded in the employee database of Merck & 

Co., Inc. as S5 Legacy Schering-Plough under Infotype 35 or who is a Legacy OBS LTD Employee. 

Life Event — Certain events in your life that may allow you to change some of your benefit choices or coverage levels 

during the year (e.g., marriage, divorce, birth or adoption of a child, etc.). For more information about Life Events — and 

Permitted Plan Changes — see “When Life Changes” in the “About Medical Coverage” section of this SPD or contact 

the Benefits Service Center. 

Lifetime Benefit Maximum — The maximum amount of benefits you and your Covered Dependents can receive under 

the Medical Plan. The Medical Plan options do not have Lifetime Benefit Maximums other than for fertility-related 

medical and pharmacy services. 

Localized Employees — Former U.S.-based1 employees of the wholly owned U.S. subsidiaries of Merck & Co., Inc. 

(excluding Antelliq Corporation, Comsort, Inc., HMR Weight Management Services Corp., ILÚM Health Solutions, LLC 

and Merck Global Health Innovation Fund, LLC and each of their subsidiaries) who are employed outside the U.S. by 

Merck & Co., Inc. or its wholly owned subsidiaries as local employees either at the end of their assignment as a U.S. 

Expatriate or due to a one-way transfer from the U.S. who are not Excluded Persons and who are participants in the 

Retirement Plan for Salaried Employees of MSD, the Retirement Plan for Hourly Employees of MSD, the Legacy 

Schering Retirement Plan or the Retirement Account Plan for the Organon BioSciences U.S. Affiliates, or any successor 

to such plans. 

LTD Benefits — Income replacement benefits provided under the Merck Medical, Dental, Life Insurance and Long 

Term Disability Plan.  

LTD Employee — An employee who is receiving LTD Benefits who on the day that employee became eligible for LTD 

Benefits was considered by an Employer to be a Regular Full-Time Employee, Regular Part-Time Employee, Eligible 

Union Employee, Merck Temporary Employee or a U.S. Expatriate and not an Excluded Employee or an Excluded 

Person. LTD Employees shall be eligible for coverage as described in this SPD, but eligibility for this coverage may be 

amended by Merck at any time. For the avoidance of doubt, an LTD Employee shall no longer be considered an LTD 

Employee in the event the LTD Employee’s employment with the Company is terminated for any reason. 

Medical Plan/Merck Medical Plan — The medical benefits, including prescription drug and behavioral health care 

benefits, provided to Eligible Employees under the Merck Medical, Dental, Life Insurance and Long Term Disability 

Plan. 

Medically Necessary — A service or supply is Medically Necessary if it is: 

• Reasonably required for the treatment or management of the medical condition 

• Commonly and customarily recognized by Physicians as appropriate treatment or management of the medical 
condition, and 

• Other than educational or Experimental in nature. 

                                                        

1 U.S.-based excludes employees based in U.S. territories (e.g., Puerto Rico, Guam, U.S. Virgin Islands). 
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A Hospital confinement is Medically Necessary if: 

• The medical condition requires confinement, and 

• Safe and effective treatment cannot be provided on an outpatient basis. 

The Claims Administrator has the final authority for determining medical necessity and may use its clinical policies 

(which are incorporated into this SPD by reference) to determine medical necessity. 

Merck Group Retiree Medical Plan — The group retiree medical coverage component of the Merck Retiree Medical 

Plan, which applies to eligible Retirees and their Eligible Dependents who are not yet age 65 or not Medicare-eligible as 

described in the Merck Group Retiree Medical Plan SPD. 

Merck Retiree Health Reimbursement Account — The health reimbursement account component of the Merck 

Retiree Medical Plan, which applies to subsidy-eligible Retirees and their Eligible Dependents who are age 65 or older 

and Medicare-eligible as described in the Merck Retiree Health Reimbursement Account SPD. 

Merck Retiree Medical Plan — The Merck Retiree Medical Plan, which consists of the Merck Group Retiree Medical 

Plan and the Merck Retiree Health Reimbursement Account. 

Merck — Merck & Co., Inc. and its wholly owned subsidiaries. 

Merck-brand drug — Those drugs identified by the Plan Sponsor to Express Scripts as Merck prescriptions eligible for 

$0 Copay (except for when a generic is equivalent), subject to change from time to time at the Plan Sponsor’s 

discretion. 

Merck PPO Out-of-Pocket Maximum — The most that you and your Covered Dependents are required to pay for 

expenses covered by the PPO in a year after your Deductibles have been met. The Merck PPO maximum is calculated 

using your Base Pay as of the Nov. 1 immediately before the beginning of the given calendar year. The Out-of-Pocket 

Maximum protects you against paying extraordinary medical bills in a given year. Certain expenses are not credited 

toward your Merck PPO Out-of-Pocket Maximum including: 

• Expenses for services and supplies not covered by the Medical Plan, and 

• Charges in excess of Reasonable and Customary(R&C) Limits.  

Under the Merck PPO, there are different Out-of-Pocket Maximums for In-Network and Out-of-Network expenses. Your 

Out-of-Network expenses will be credited toward both your Out-of-Network and In-Network Out-of-Pocket Maximums. 

Your In-Network expenses will be credited toward both your In-Network and Out-of-Network Out-of-Pocket Maximums. 

If your covered expenses under the Merck PPO reach the Out-of-Pocket Maximum, the Medical Plan pays 100% of any 

additional covered expenses for the rest of the calendar year. If an individual in the family reaches the Out-of-Pocket 

Maximum, then the Medical Plan will pay 100% of any additional covered expenses for that individual even if the Family 

Out-of-Pocket Maximum has not been met and the individual is enrolled in family coverage. 

Merck Temporary Employee — An employee hired and paid by an Employer (rather than an agency) for a specific 

position in the United States for a designated length of time which is normally not more than 24 consecutive months in 

duration, who is committed to leave the Employer at the end of that time who is not classified as a Regular Full-Time 

Employee, Regular Part-Time Employee or Casual Employee in the Company’s employee data and who is not an 

Excluded Employee or an Excluded Person. 

Non-Eligible Union Employee — An employee of the Company who is a member of the United Steelworkers Union 

Local 10-00086.  

Non-Merck brand Drug — Those drugs identified by the Plan Sponsor to Express Scripts as non-Merck prescriptions 

not eligible for $0 Copay, subject to change from time to time at the Plan Sponsor’s discretion. 
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Out-of-Network — A provider, or the services and supplies provided by a provider, who does not have an agreement 

with the Claims Administrator, for the coverage option in which you are enrolled, for the applicable benefit to provide 

covered services or supplies. 

Out-of-Pocket Maximum — See either the Merck PPO Out-of-Pocket Maximum or the Prescription Drug Out-of-Pocket 

Maximum. 

Parent Company — Merck & Co., Inc. 

Patient Protection and Affordable Care Act (PPACA) — A federal statute signed into law by President Barack 

Obama in March 2010 with the goal of health care reform. The legislation includes provisions for extending insurance 

coverage to many uninsured Americans and improving benefits provided by employers (such as increasing coverage for 

preventive services and eliminating certain dollar limits on benefits.) 

Permitted Plan Change — Changes in benefit choices or coverage levels during the year that are consistent with a 

Life Event and comply with applicable regulations under the Internal Revenue Code and the guidelines established by 

the Plan Administrator (subject to periodic change). For more information about Permitted Plan Changes — and related 

Life Events — see “When Life Changes” in the “About Medical Coverage” section of this SPD or contact the Benefits 

Service Center.  

Physician — Legally qualified as one of the following: 

• Doctor of Medicine (M.D.) 

• Doctor of Chiropody (D.P.M., D.S.C.) 

• Doctor of Chiropractic (D.C.) 

• Doctor of Dental Surgery (D.D.S.) 

• Doctor of Medical Dentistry (D.M.D.) 

• Doctor of Osteopathy (D.O.), or 

• Doctor of Podiatry (D.P.M.). 

Plan — See definition of Medical Plan. 

Plan Administrator — Merck Sharp & Dohme Corp. or its delegate. 

Plan Sponsor — Merck Sharp & Dohme Corp. 

Plan Year — The calendar year, Jan. 1 through Dec. 31, on which the records of the Plan are kept. 

Prescription Drug Out-of-Pocket Maximum — The most that you and your Covered Dependents are required to pay 

for Prescription Drug Program expenses in the Plan Year after your prescription Deductibles have been met. The 

Out-of-Pocket Maximum protects you against paying extraordinary prescription drug bills in a given calendar year. The 

Prescription Drug Program has an Out-of-Pocket Maximum of $1,500 per member, $3,000 family maximum. If a 

member’s covered expenses under the Prescription Drug Program reach $1,500, the Prescription Drug Program pays 

100% of any additional covered expenses for the rest of the calendar year.  

Qualified Beneficiary — For the purposes of COBRA: 

• An employee, former employee and his or her associated Spouse and Eligible Dependents who are eligible  
for continuation coverage under COBRA because of their status on the day before a qualifying event, and 

• An individual covered by a group health plan, or a dependent of such an individual, as of the day before a 
qualifying event takes place. 
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Qualified Medical Child Support Order (QMCSO) — Any judgment, decree or order issued (including a settlement 

established under state law, which has the force and effect of law in that state) that creates, recognizes or assigns to a 

child the right to receive benefits for which you are eligible under the Medical Plan and that the Plan Administrator 

determines to be qualified under applicable law. 

Reasonable and Customary (R&C) Limit — An amount determined by the Claims Administrator, in accordance with 

its internal processes and procedures, taking into account all pertinent factors including:  

• The complexity of the service  

• The range of services provided, and  

• The geographic area where the provider is located.  

How R&C is calculated varies depending on which plan option you are enrolled in. Contact your Claims Administrator 

for more details.  

If your doctor has recommended a surgical or diagnostic procedure, you can call the Horizon BCBS Customer Service 

line at 877-663-7258 to see if the fee to be charged is more than the R&C Limit. If it is more, Horizon BCBS will give you 

the R&C Limit so that you can discuss the reasonableness of the fee with your doctor in advance. If it is less, Horizon 

BCBS will confirm that the fee to be charged is less than the R&C Limit, but will not disclose the R&C Limit. When you 

call Horizon BCBS, you will need the name and description of the procedure, the “procedure code” and the fee, all of 

which your doctor can provide.  

Regular Full-Time Employee — An employee employed by an Employer in the United States on a scheduled basis for 

a normal work week, who is not classified as a Regular Part-Time Employee, a Merck Temporary Employee or a Casual 

Employee in the Company’s employee database and who is not an Excluded Employee or an Excluded Person. 

Regular Part-Time Employee — An employee employed by an Employer in the United States on a scheduled basis for 

less than the number of regularly scheduled hours for his or her site who is not classified as a Regular Part-Time 

Employee, Merck Temporary Employee or Casual Employee in the Company’s employee database and who is not an 

Excluded Employee or an Excluded Person. 

Retiree — An Eligible Employee, Non-Eligible Union Employee or Localized Employee who when employment ends (or 

ended), satisfies the age, service and other requirements to be eligible for subsidized or unsubsidized group retiree 

medical benefits under the Merck Group Retiree Medical Plan or to participate in the Merck Retiree Health 

Reimbursement Account under the Merck Retiree Medical Plan. A more complete definition is provided in the Merck 

Group Retiree Medical Plan SPD and the Merck Retiree Health Reimbursement Account SPD. 

Spouse — The person recognized as your legal spouse under statutory or common law of the United States. 

Surviving Eligible Dependents — The Eligible Dependents of an Eligible Employee on the Eligible Employee’s date of 

death. 

Surviving Covered Dependents — The Surviving Eligible Dependents who are Covered Dependents of a Covered 

Employee on the Covered Employee’s date of death. 

Tax-Qualified Domestic Partner — A Domestic Partner who qualifies as the Eligible Employee’s dependent under 

federal income tax rules. 

Transfer Date — The date a Transferred Employee becomes a Regular Full-Time Employee or a Regular Part-Time 

Employee. 

Transferred Employee — An employee of Merck & Co., Inc. (or its subsidiaries) who transfers to a position as an 

Eligible Employee, and who on the day before was not an Eligible Employee. 

U.S. Expatriate — A U.S. citizen or individual with U.S. Permanent Resident status who is employed by a foreign 

subsidiary of the Parent, as a foreign service employee, provided that the individual has not elected coverage under any 



124 

Merck Medical Plan (Employees) SPD Merck Benefits Service Center at Fidelity 

Effective Jan. 1, 2020 800-66-MERCK (800-666-3725) 

Released Oct. 8, 2019 http://netbenefits.com/merck 

retirement plan of the foreign subsidiary if the subsidiary is covered by an agreement entered into by Parent (or one of 

its subsidiaries), under Section 3121(l) of the Internal Revenue Code (dealing with Social Security benefits) and who is 

not an Excluded Person. 

U.S. Territory Employees — U.S. Expatriates who are on assignment in a U.S. territory (such as Puerto Rico, Guam, 

the U.S. Virgin Islands, etc.) and employees of the Company who are resident in a U.S. territory who are on assignment 

in the U.S. and certain other employees of the Company on assignment outside of their home country, in each case, 

whom Cigna Global Health Benefits determines in their sole and absolute discretion would be eligible for medical 

coverage on or after Jan. 1, 2015 under the portion of the Merck Medical, Dental, Life Insurance and Long Term 

Disability Plan insured by Cigna Global Health Benefits except that the provision of such coverage to such employees 

would subject the coverage to the non-expatriate provisions of PPACA. 
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EXHIBIT A 

This section lists the collective bargaining units whose members are eligible to participate in medical benefits under the 

Merck Medical, Dental, Life Insurance and Long Term Disability Plan as described in this SPD. 

• International Association of Machinists and Aerospace Workers, District 15, Lodge 315 (Summit, 
Kenilworth/Union, New Jersey) 

• International Chemical Workers Union Council of the United Food and Commercial Workers Union, Local 
194-C (Memphis, TN) (only with respect to employees receiving LTD Benefits as of the date of the closing of 
the sale of Merck’s consumer care business to Bayer AG) 

• International Brotherhood of Teamsters, Local 107 (West Point, PA) 

• United Steelworkers Union, Local 4-575 (Rahway, NJ) 

• International Chemical Workers Union Council of the United Food and Commercial Workers Union, Local 94C 
(Elkton, VA) 

• Mid-Atlantic Regional Joint Board, Workers United, Local 1398 (Elkton, VA) 

• The Office and Professional Employees International Union, Local 1937, AFL-CIO, CLC (West Point, PA) 

• United Steelworkers, Local 10-580 (Danville, PA) 

• International Union of Operating Engineers, Local 68 (Rahway, NJ) 

• United Steelworkers Local Union 10-00086 (West Point, PA) (only with respect to (a) “LTD-like” benefits for 
certain disability retirees who retired before Jan. 1, 2018, and their eligible surviving dependents and (b) 
survivor benefits for Eligible Employees who died before Jan. 1, 2018) 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The information contained herein has been provided by Merck & Co., Inc. and is solely the responsibility of  

Merck & Co., Inc. (and its subsidiaries). 
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