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Introduction
A Rewards Package to Fit Your Lifestyle
Welcome to Freescale Rewards, a competitive benefits package for Freescale retirees
and Terminated Disabled Participants (TDPs). Benefits for retirees/TDPs and their
dependents include health care plans and retirement savings investment options.
This book is designed to provide you with useful information that helps you understand
the benefits available to you and your eligible dependents.

About This Book
You have many benefits available to you through the Freescale Semiconductor, Inc.
Post-Employment Health Plan, depending on your status as a retiree or Terminated
Disabled Participant (TDP). You also may have investment and distribution options
through the Freescale Semiconductor, Inc. 401(k) Retirement Savings Plan. If you are a
TDP (or were disabled and receiving Long-Term Disability Plan benefits at the time of
your retirement), you may have some life insurance and disability benefits as well. This
book provides you with useful information to help you make decisions and take full
advantage of the benefits available to you as a Freescale retiree/TDP.
This is your official Summary Plan Description (SPD) for the portion of your Freescale
post-employment rewards package that requires an SPD under the Employee
Retirement Income Security Act (ERISA): the Freescale Semiconductor, Inc. PostEmployment Health Plan and the Freescale Semiconductor, Inc. 401(k) Retirement
Savings Plan.

If You Are a Terminated Disabled Participant (TDP)
There are some differences in the Post-Employment Health Plan between the retiree and
TDP provisions. Watch for shaded boxes like this one throughout for important
information that is provided specifically for TDPs. If you have any questions, call
Freescale Rewards Customer Service at 888-375-2367 (888-FSL-BENS).
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This document is divided into the following sections:
•

Participation includes information about who is eligible, how to enroll, when
coverage begins, when you can make changes as well as when coverage ends.
You will also find information about continuing some coverage under the
Consolidated Omnibus Budget Reconciliation Act (COBRA);

•

Health and Wellness includes:
-

Medical coverage, including behavioral health and prescription drug;

-

Wellness Programs/Activity Center;

-

Dental coverage; and

-

Vision coverage;

•

Disability income, for TDPs;

•

Life insurance benefits, for TDPs;

•

Savings and Wealth includes information about your distribution and investment
options;

•

A claims and appeals section, including information about how benefits are
coordinated, your privacy rights.

•

A plan information section with other important information and your ERISA
rights.

•

A definitions section with explanations of commonly used terms and phrases.

•

An index to help you put your finger on the exact information you need.

•

A handy contact information reference, conveniently located at the back of the
book, of telephone numbers, websites and other resources available for
additional benefit Claims and appeals information.

Each section includes, as applicable:
•

Explanations of the benefit Plans, with helpful charts and tables;

•

Tips on getting the most from your benefits; and

•

Important facts, dates and deadlines.

Throughout the book, you will see references to where you can find additional
information through various websites, toll-free numbers, addresses and other helpful
sources. These are great tools to get the latest rewards news.
Keep this book handy and refer to it often as your resource for information on the many
benefits of the Freescale Post-Employment package.
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Freescale Post-Employment Health Plan Benefits
The chart below lists the various Plans available to Freescale retirees and TDPs.
In this chart, an eligible dependent is your dependent who, on your last day of
employment, was eligible for coverage under the corresponding plan for active
employees (e.g., the Employee Medical Plan corresponds to the Post-Employment
Medical Plan), but who was not necessarily covered by that Plan.
Plan/Program

What It Is

Who Is Eligible
Retiree

TDP

Post-Employment
Medical Plan
Include Behavioral
Health Benefits

Freescale medical
coverage, with
multiple coverage
options

You and your eligible
dependents, if you
enroll yourself and your
dependents

You and your eligible
dependents, up to your
or your dependents
65th birthday, if you
enroll yourself and your
dependents them when
you first become a TDP

Health Net Health
Maintenance
Organization
(HMO)

HMO option in the
Post-Employment
Medical Plan with an
agreement to provide
services in the
Phoenix area. Service
includes medical,
behavioral health and
prescription drug
coverage

You and your eligible
dependents, up to your
or your dependent’s
65th birthday, if
enrolled in the PostEmployment Health
Plan, and if you live in
the Phoenix area

You and your eligible
dependents, your or
your dependent’s 65th
birthday, if enrolled in
the Post-Employment
Health Plan, and if you
live in the Phoenix area

Post-Employment
Prescription Drug
Program
Included as part of
Post-Employment
Medical Plan

Program through
which you purchase
prescription drugs
through approved
retail and mail order
network pharmacies

You and your eligible
dependents, your or
your dependent’s 65th
birthday, if enrolled in
the Post-Employment
Health Plan

You and your eligible
dependents, your or
your dependent’s 65th
birthday, if enrolled in
the Post-Employment
Health Plan

Humana Group
Medicare
Advantage Plan
Offerings
Grandfathered
Non-grandfathered

Health insurance
plans offered as part
of the PostEmployment Health
Plan, for retirees and
their dependents who
are age 65 and older

You and your eligible
dependents, age 65
and older, if you enroll
yourself and your
dependents in the PostEmployment Health
Plan

Not available to TDPs
or their dependents

Wellness
Programs/Activity
Center

Onsite Freescale
Activity Centers
designed to give
Freescale retirees the
opportunity to be
active and healthy

You and your
spouse/domestic
partner, if you enroll
yourself and pay the
required fees

Not available to TDPs
or their dependents

Introduction

iii

Plan/Program

What It Is

Who Is Eligible
Retiree

TDP

Post-Employment
Dental Plan

Plan that provides
coverage for
preventive and
diagnostic dental
services, dental
treatment, orthodontia
and other covered
treatment

You and your eligible
dependents, your or
your dependent’s 65th
birthday, if enrolled in
the Post-Employment
Health Plan

You and your eligible
dependents, your or
your dependent’s 65th
birthday, if you enroll
yourself and them when
you first become a TDP

Post-Employment
Vision Plan

Plan provides
coverage for routine
vision care services,
including vision
examinations,
eyeglasses and
contact lenses

You and your eligible
dependents, your or
your dependent’s 65th
birthday, if enrolled in
the Post-Employment
Health Plan

You and your eligible
dependents, your or
your dependent’s 65th
birthday, if you enroll
yourself and them when
you first become a TDP

Disability Income
Plan

Income replacement
plan for those who are
disabled

You, if you were eligible
for and receiving
benefits under
Freescale’s Disability
Income Plan at the time
of your retirement, for
as long as you remain
disabled and eligible to
receive long-term
disability benefits

You, as a TDP, for as
long as you remain
disabled and eligible to
receive long-term
disability benefits

Life Insurance
Benefits

Payment by Freescale
of your Basic and
Supplemental Life
Insurance premiums

You, if you were eligible
for and receiving longterm disability benefits
at the time you retired,
for as long as you
remain disabled and
eligible to receive longterm disability benefits

You, if you separated
employment under the
Medical Leave of
Absence Policy, while
receiving long-term
disability benefits, while
you remain disabled
and eligible to receive
disability benefits
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Freescale 2013 Post-Employment Plan Summary Plan Description
This Summary Plan Description represents general information regarding provisions of
the Freescale Post-Employment Plans. You should not rely on this information other
than as a summary of the features of the Plans.
Your rights are governed by the terms of the respective Plan documents. Refer to the
Plan documents for complete information on your Plan rights and responsibilities. Also,
any questions concerning the Plans are determined according to the terms of the Plan
documents and not this Summary Plan Description. You may get a copy of any Plan
document upon written request to Freescale Rewards Customer Service.
In the event of any difference between the terms of this Summary Plan Description and
the Plan documents, the Plan documents’ terms control.
No person has the authority to make any oral or written statement or representation of
any kind that is legally binding upon Freescale or that alters the Plan documents or any
contracts or other documents maintained in conjunction with the Plans.
Freescale, the Plan sponsor, has reserved the sole right at any time to amend, modify or
terminate one or more of the Plans described in the document. You will be notified in
writing of any changes
This Summary Plan Description describes the Freescale Semiconductor, Inc. PostEmployment Plan as effective on January 1, 2013, and the Freescale Semiconductor,
Inc. 401(k) Retirement Savings Plan as amended and restated effective January 1,
2009. Please see the prior Freescale or Motorola Summary Plan Description and
Summaries of Material Modifications for information concerning Plan provisions before
these dates. Summaries of Material Modifications or new Summary Plan Descriptions
will be provided to advise you of changes in the Plans as required by the Employee
Retirement Income Security Act (ERISA).
Freescale will provide without charge to any participant in the 401(k) Retirement Savings
Plan a copy of 401(k) Retirement Savings Plan document and any other documents
required to be delivered pursuant to Rule 428(b) under the Securities Act. Requests
should be directed to the attention of: Benefits Department, Freescale Semiconductor,
Inc., 6501 West William Cannon Drive, Mail Drop OE 331, Austin, Texas 78735, phone
512-895-2439.
Freescale and the Freescale logo are trademarks of Freescale Semiconductor, Inc. in
the U.S. and other countries. All other product or service names are the property of their
respective owners.
© Freescale Semiconductor, Inc. 2013
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Participation
This section includes information about:
•

Who is eligible (beginning on page 2);

•

Enrolling for coverage (beginning on page 8);

•

Paying for coverage (beginning on page 13);

•

When coverage begins (beginning on page 16);

•

When you can make changes (beginning on page 17);

•

When coverage ends (beginning on page 21);

•

When and how and when you can continue certain coverage (beginning on
page 25) after it would otherwise end; and

•

Additional information about survivor coverage as well as Medicare.
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Eligibility
Freescale offers comprehensive health coverage to eligible retirees, Terminated
Disabled Participants (TDPs) and their eligible dependents. This section summarizes the
eligibility requirements and coverage options for the Post-Employment Health Plan.

Protection Against Use of Genetic Information
The Post-Employment Health Plan does not deny, limit or cancel health care coverage
for you or your eligible dependents based on genetic information.

Rescission of Coverage
Once you or a dependent are covered under a group health plan, a retroactive
termination (that is, a rescission) is prohibited unless you perform an act, practice or
omission that constitutes fraud or you make an intentional misrepresentation of material
fact, as prohibited by Plan terms. In this case, the Plan will provide at least 30 days
advance written notice to each participant who would be affected before coverage may
be rescinded. If it is determined (for example, through a dependent eligibility audit) that
you have enrolled an ineligible dependent or do not timely certify a dependent, that could
constitute an intentional misrepresentation of a material fact and result in a retroactive
termination of the ineligible dependent’s coverage. A retroactive termination is not a
rescission to the extent it is attributable to a failure to timely pay required premiums or
contributions for the cost of coverage.

Health Benefits Retiree Eligibility
People retire at different ages and with varying years of service; two factors that are
used in determining eligibility for retiree benefits. You may be eligible for Freescale
retiree health benefits, which include medical, dental and/or vision coverage, if you meet
specific age and service requirements when you retire.

Age and Service Requirements
As of December 2, 2007, there are no new participants in the Plan. That means that no
employee or former employee will become eligible for post-employment medical, dental
or visions benefits after December 2, 2007.

To be eligible for post-employment retiree medical, dental and/or vision coverage, you
must have met the Plan’s age and service requirements on or before December 2,
2007.
Only full, complete years of age and service (on U.S. payroll) as of December 2,
2007 are counted.
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You are eligible as a retiree for Post-Employment Health Plan coverage if, on or before
December 2, 2007:
•

You were a retiree (or spouse/domestic partner of a retiree) eligible for and
receiving retiree health benefits; or

•

Your combined age and service equaled at least 75 (for example, you were age
49 with 26 years of service); or

•

You were:

•

-

Age 55 with 20 or more years of service;

-

Age 56 with 18 or more years of service;

-

Age 57 with 16 or more years of service;

-

Age 58 with 14 or more years of service;

-

Age 59 with 12 or more years of service;

-

Age 60 or older with at least 10 years of service; or

You were an employee age 55 or older on March 31, 1989, and you retired at
age 65 or older.

If You Are Hired by Freescale
If you terminated employment with Freescale and you and your eligible dependents
enroll in the Post-Employment Health Plan, and you are later re-employed by Freescale,
your Post-Employment coverage ends if you become covered under the active plans.
When your Freescale employee coverage ends, you and your eligible dependents may
again enroll in the Post-Employment Health Plan.
If you worked at Motorola before January 1, 2002, terminated employment before
becoming eligible for Motorola retiree health benefits and you are subsequently hired by
Freescale, you will retain the retiree health subsidy upon your subsequent retirement
only if the time between your initial termination and hire date is less than five years.
If you worked at Motorola before January 1, 2002, terminated employment after
becoming eligible for Motorola retiree health benefits and you are subsequently hired by
Freescale, upon your subsequent retirement you will retain the retiree health care
subsidy and retiree health care status that you had at your initial retirement.

Health Benefits Terminated Disabled Participant (TDP) Eligibility
You are eligible for post-employment retiree medical, dental and/or vision coverage as a
Terminated Disabled Participant (TDP) if you:
•

Are a former employee of Freescale/Motorola SPS;

•

Terminated employment due to disability, according to the Freescale/Motorola
Medical Leave of Absence Policy;

•

Were eligible for coverage under the Medical, Dental or Vision Plan until your
termination of employment;

Participation

3

•

Continue to be entitled to disability benefits from the Freescale Disability Income
Plan; and

•

Are younger than age 65.

As a TDP, coverage is only available for your spouse/domestic partner and dependents
who were covered under the corresponding Plan for active employees at the time your
employment terminated.

Disability Income Benefits Eligibility
As a former employee of Freescale, certain disability and life insurance benefits remain
available to you if:
•

•

You
-

Are a TDP; or

-

Retire under Freescale’s Medical Leave of Absence Policy (or a predecessor
policy), while receiving disability benefits under the Freescale Disability
Income Plan; and

You continue to be eligible for disability benefits under the Plan.

Dependent Eligibility
When you are covered by the Freescale Post-Employment Health Plan as a retiree or
TDP, you may enroll your eligible dependents in the Plan. Eligible dependents are not
automatically enrolled; you must enroll your eligible dependents at the same time you
first enroll.
If you defer or decline coverage for yourself, your dependents may not be covered.
Freescale Rewards Customer Service may require documentation to verify your
dependents’ relationship or eligibility, both when you enroll them and/or at any time they
are covered.

Eligible Dependents
For retirees, if an individual was not eligible for dependent coverage under the Freescale
Semiconductor, Inc. Employee Health Benefit Plan as a dependent when you retired, he
or she is not eligible for dependent coverage under the Post-Employment Health Plan.
This does not apply to dependent children who enrolled in the Post-Employment Health
Plan between October 25 and November 30, 2010. Dependent children who were not
covered under the Employee Medical Plan or Post-Employment Health Plan were
allowed to enroll in the Post-Employment Health Plan during that period due to health
care reform legislation.
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To be an eligible dependent of a:
•

Retiree, your spouse/domestic partner or child must have been eligible for
dependent coverage under the Freescale Medical, Dental or Vision Plan on your
last day of employment at Freescale (actual coverage by that plan is not
required).

•

TDP, your spouse/domestic partner or child must have been actually covered
under the Freescale Medical, Dental or Vision Plan on your last day of
employment at Freescale.

However, your child who is born or adopted within 10 months after your last day of
employment at Freescale is also an eligible dependent.
In addition to the above, your dependents must meet the criteria below to be covered by
the Post-Employment Health Plan.
For medical (including behavioral health and prescription drug), dental and/or vision
coverage for eligible dependents under age 65, you may enroll as a covered dependent:
•

Your legally recognized opposite-sex spouse, including your common-law
spouse if recognized by your state of residence and claimed as your federal tax
dependent;

•

Your same-sex or opposite-sex domestic partner, meaning an adult with whom
you are in a single, dedicated relationship that you intend to continue indefinitely,
and with whom you have shared a residence for at least six consecutive months;
For tax purposes, the Plans must use federal laws to recognize a person as your spouse.
If you are legally married in a state that recognizes same-sex spouses, your same-sex
spouse is considered your domestic partner.

•

Your children through the end of the month in which they reach age 26;
Your children include your:

•

•

Children by birth, adoption, pending adoption or legal guardianship;

•

Stepchildren or children of your domestic partner who live with you;

•

Foster children legally placed by a licensed agency;

•

Grandchildren you legally adopt or for whom you are the court-appointed guardian;
and

•

Children you must cover under a Qualified Medical Child Support Order (QMCSO).

A child who is over age 25 who is:
-

Incapable of working because of mental or physical disability that began
before age 26; and

-

Financially supported by you.
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Your grandchild is not considered your dependent for Plan coverage unless you have
legally adopted the grandchild or you have been appointed legal guardian through the
courts. Children age 19 and older who are eligible for health coverage from another
source, such as from their employer, but not from your spouse’s employer, are not
eligible dependents.
Your siblings, parents, in-laws, ex-spouses, grandparents or grandchildren are not
eligible dependents. In addition, a dependent who is already covered by a Freescale
Plan is not an eligible dependent.

Domestic Partner Eligibility Rules
Eligible dependents under the Post-Employment Health Plan include your domestic
partner as well as your domestic partner’s natural children, adopted children and
children for whom your domestic partner is a legal guardian, provided you or your
domestic partner can (but are not required to) properly claim the children as dependents
on your (or your domestic partner’s) tax return.
Your domestic partner is an adult of the same or opposite sex with whom you are in a
single, dedicated relationship that you intend to continue indefinitely, and with whom you
have shared a residence for at least six consecutive months.
To be eligible for domestic partner coverage under the Post-Employment Health Plan,
you and your partner must register in accordance with applicable city, county or state
laws. Freescale Rewards Customer Service may request documentation and/or an
affidavit.
In the absence of domestic partner registration, you and your partner must meet all
these additional requirements:
•

You and your domestic partner are at least 18 years of age and have lived
together for at least six months;

•

You and your domestic partner are not related to one another to a degree that
would prevent marriage under the law of the state in which you reside; and

•

Neither you nor your domestic partner is married to another person under
statutory or common law and neither of you is in another domestic partnership.
TDPs: If an individual was not eligible for dependent coverage under the Employee
Medical Plan as a dependent when your employment terminated, he or she is not eligible
for dependent coverage under the Post-Employment Health Plan at any time in the
future.

Tax Implications and Information
While your eligible dependents may include your domestic partner and your domestic
partner’s eligible children (i.e., children whom you or your domestic partner can, but are
not required to, properly claim as dependents on your or your domestic partner’s tax
return), most domestic partners and their children do not qualify under Internal Revenue
Code Section 152 as your dependents.
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Generally, to be a Section 152 dependent for health and welfare benefits under the Plan,
your domestic partner and/or children of your domestic partner must:
•

Live in your home;

•

Be in a relationship with you that does not violate local law;

•

Be a citizen of the U.S. or a resident of the U.S. or a country contiguous to the
U.S.; and

•

For your taxable year, be over 50% supported by you.

See Section 152 Dependent on page 191 for more information.
For domestic partners and their children who do not qualify as your Section 152
dependents, you must include as reportable income the value of any medical, dental and
vision coverage that Freescale provides for them.
Therefore, before enrolling for domestic partner benefits, you should check with your tax
adviser for assistance determining the precise manner in which these additional benefits
affect your personal income tax situations.
Different rules may apply for state income tax purposes.

Incapacitated Dependent Requirements
•

If a dependent child becomes incapable of sustaining employment because of
mental or physical disability, such individual may remain an eligible dependent
under the Plan until such incapacity ends.

•

You must provide proof of incapacity and dependency to Aetna Member Services
within 60 days after the child’s coverage would otherwise end. You may also be
asked to provide this proof from time to time to continue the child’s coverage.

•

For life insurance, proof of any handicap must be sent to MetLife within 31 days
after the child reaches the age limit. To initiate the process with MetLife, call
Melissa Callahan at 630-978-6119.

Call Freescale Rewards Customer Service at 888-375-2367 (888-FSL-BENS) if you
need assistance submitting your documentation or have any questions about the
incapacitated dependent requirements.

No Pre-Existing Conditions Exclusions
The Post-Employment Medical Plan does not have a “pre-existing condition” restriction.
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Enrolling for Coverage
Social Security Numbers Required
When you enroll, you need to provide Social Security Numbers for yourself and all
eligible family members you enroll. Medicare Secondary Payer rules require group health
plan insurers, third-party administrators and plan administrators or fiduciaries to report
specific information regarding all covered members to the Centers for Medicare and
Medicaid Services (CMS). The statute and regulations are designed to benefit employer
groups by making it easier to pay claims correctly the first time, thus increasing the
accuracy of coordination of benefits with Medicare.

Your Retiree Enrollment Options
If you are an eligible retiree, you have three choices for health coverage when you retire
from Freescale:
•

Elect COBRA Continuation Coverage: You may continue your coverage under
the Freescale Employee Medical, Dental and/or Vision Plan through COBRA for
up to 18 months. You must pay the full cost of COBRA coverage; see the current
Summary Plan Description for active coverage, which includes information on
how to elect COBRA continuation coverage. You may enroll in the PostEmployment Health Plan immediately after your COBRA coverage ends.

•

Defer Retiree Post-Employment Health Plan Enrollment: If you have
coverage from another source, such as another employer, you may defer
enrolling in the Post-Employment Health Plan as a retiree. To defer your
enrollment, you must contact Freescale within 30 days of your retirement. You
may call Freescale Rewards Customer Service at 888-375-2367 (888-FSLBENS) or choose “No coverage” online at www.freescale.com/rewards. When
you defer your own enrollment, you also defer the enrollment of your eligible
dependents. You may enroll in the Post-Employment Health Plan when your
other coverage ends.
The retiree benefits deferral option was implemented on January 1, 2003, under
Motorola. This option was carried over to the Freescale Post-Employment Health Plan.
Any eligible member who retired before January 1, 2003, and did not elect retiree
coverage within 30 days after retirement is not eligible for retiree benefits.

Certificate of Creditable Coverage
If you enroll in the Post-Employment Health Plan at any later time (after COBRA or other
coverage ends), you must provide a Certificate of Creditable Coverage from your
previous insurance carrier within 30 days of the loss of coverage. The certificate must
show that you had the other medical coverage for a minimum of 12 consecutive prior
months. If it has been less than 12 months since your retirement, you must provide proof
that you have had other coverage since the date you retired.
No health statement or physical examination is required, and pre-existing conditions are
not excluded. Your coverage will begin on the date your application is accepted by
Freescale Rewards Customer Service.

Participation

8

•

Enroll in the Post-Employment Health Plan: You may enroll in the Freescale
Post-Employment Health Plan by calling Freescale Rewards Customer Service
at 888-375-2367 (888-FSL-BENS) within 30 days of your retirement. No health
statement or physical examination is required, and there are no pre-existing
exclusions. Your coverage begins on the first day of the month after your
retirement date, and you do not need to present a Certificate of Creditable
Coverage.
If you take no action when you retire from Freescale and you are:
•

Younger than age 65, you will automatically be enrolled in the 50% Network-Only
option with the same coverage level you had as an active employee.

•

Age 65 and older, you will have no coverage until you enroll in your appropriate Age
65+ coverage option.

Suspension of Coverage — Humanitarian Service
You may elect to suspend your coverage under the Post-Employment Health Plan if you
become eligible for other health care coverage due to providing service of a
humanitarian nature, as determined in the Plan Administrator’s sole discretion. You may
resume Post-Employment Health Plan coverage within 30 days of the conclusion of this
other coverage.
To resume Post-Employment Health Plan coverage, you will have to show that you had
other health care coverage due to service of a humanitarian nature for the prior 12
months (or for the entire period of your humanitarian service, if less than 12 months). If
you do not resume coverage within 30 days of the conclusion of your other coverage,
you will be considered to have declined coverage and neither you nor your dependents
will be eligible for Plan coverage at any time in the future.

TDP Enrollment
You cannot change your coverage or election options for Basic and Supplemental Life
coverage.

When your employment with Freescale ends due to disability under Freescale’s Medical
Leave Policy and you are entitled to benefits under the Freescale Disability Income Plan,
you may reject COBRA coverage and elect Post-Employment Health Plan coverage as a
TDP within 30 days of termination of employment for coverage to become effective the
date of your termination.
If you do not elect Post-Employment Health Benefits Plan coverage as a TDP within 30
days of your termination of employment, you may not later enroll as a TDP, unless you
did not initially enroll because you were covered under another Freescale Medical Plan
at that time.
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When Your Enrollment May Be Prevented
If you owe the Freescale Medical, Dental and/or Vision Plans for active employees any
excess benefit or subrogated or reimbursed payment, you cannot enroll in the PostEmployment Health Plan unless this amount is repaid within 30 days of retirement.

Importance of Maintaining Freescale Coverage
Once you, the Freescale retiree, enroll for the Post-Employment Health Plan, you cannot
cancel coverage and re-enroll later. Once Post-Employment Health Plan coverage ends
for any reason, neither you nor your dependents are eligible for this coverage at any time
in the future.

If Your Spouse/Domestic Partner or Child Works at Freescale
No one may be covered by any Freescale Rewards plan as both a retiree, TDP or
employee and a dependent, and no eligible dependent may be enrolled by more than
one eligible retiree, TDP or employee. If you are an eligible retiree or TDP and your
spouse/domestic partner is an eligible employee, retiree or TDP, you have these
enrollment options for the Post-Employment Health Plan:
•

One of you may enroll as an employee/retiree/TDP and the other enrolls as a
dependent; or

•

You may each enroll separately as an employee/retiree/TDP.

Only one of you may enroll your children as dependents.
The following provisions for retiree health coverage apply when a Freescale employee is
married to or in a domestic partnership with another Freescale employee at the time
either spouse/domestic partner retires or becomes eligible as a TDP:
•

When the first spouse/domestic partner retires or becomes eligible as a
TDP, if he or she chooses not to enroll in the Post-Employment Health Plan, he
or she may elect, within 30 days of the retirement date or when coverage may
begin, to be covered as a dependent under the active spouse’s/domestic
partner’s health coverage (Employee Medical, Dental and/or Vision Plans). The
active spouse/domestic partner is allowed to enroll the retiree/TDP as a
spouse/domestic partner at that time.

•

If the second spouse/domestic partner retires or becomes eligible as a
TDP, either spouse/domestic partner may elect coverage under the PostEmployment Health Plan within 30 days, provided that the spouse/domestic
partner electing retiree health benefits qualified for this coverage on his or her
retirement date. If neither spouse/domestic partner elects Post-Employment
Health Plan coverage within 30 days of the retirement date of the second spouse
to retire, either spouse/domestic partner may elect Post-Employment Health Plan
coverage for both eligible individuals at any time in the future, if he or she meets
the Plan’s creditable coverage requirements.
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If the second spouse/domestic partner above is not eligible for coverage under the PostEmployment Health Plan when his or her employment ends, the first spouse/domestic
partner has 30 days after coverage ends under the Freescale health plan(s) for active
employees (or another plan offering creditable coverage) to enroll in the PostEmployment Health Plan as a retiree or TDP. The first spouse/domestic partner may
also enroll the second as his or her dependent.

Enrolling Eligible Dependents
Eligible dependents are not automatically enrolled in the Post-Employment Health Plan.
If you want your dependents to be covered, you must enroll your eligible dependents at
the same time you first enroll for the Plan.
For retirees, if you die before you enroll in the Post-Employment Health Plan, but after
you become eligible, then your dependents who were eligible for dependent coverage
under the Freescale Medical, Dental or Vision Plan (including COBRA coverage elected
after your death) may enroll in the Post-Employment Health Plan within 30 days after the
later of your death or when the active plans’ coverage ends. If your eligible dependent
has medical coverage from another source, such as another employee, you may defer
enrolling your dependent in the Post-Employment Health Plan. When that other
coverage changes or ends, as described in the Qualified Status Change section,
beginning on page 17, you may choose to enroll him/her as your covered dependent
within 30 days. You must provide a Certificate of Creditable Coverage from the other
plan within 30 days after the other plan’s coverage ends to complete your eligible
dependent’s enrollment.
For TDPs, if you do not enroll your dependents when you first enroll, they will no longer
be eligible for the Plan.
In some cases, eligible dependents may instead continue coverage under COBRA.

Marriage/Domestic Partnership Rules
•

Retirees: If you have an eligible spouse/domestic partner at retirement, that
spouse/domestic partner is eligible for the Post-Employment Health Plan.

•

TDP: If you have a covered spouse/domestic partner at termination, that
spouse/domestic partner is eligible for the Post-Employment Health Plan.

•

If you get married or establish a domestic partnership after retirement, that
spouse/domestic partner is not eligible for the Post-Employment Health Plan.

Contact Freescale Rewards Customer Service for details.

Divorce/End of Domestic Partnership
Your ex-spouse/domestic partner is not eligible to remain on the Post-Employment
Health Plan after your marriage or domestic partnership ends. You must notify Freescale
Rewards Customer Service within 30 days of the date of your divorce or the date your
domestic partnership ends. Your ex-spouse/domestic partner may be eligible for COBRA
(see page 25).
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If you get divorced, your dependents’ eligibility for coverage can be affected. To inquire
about your dependent’s continuing eligibility for coverage, you should contact Freescale
Rewards Customer Service before the date of divorce.
Even if your children meet the eligibility requirements for eligible dependent children, you
may not cover your children under the corresponding Freescale Post-Employment
Health Plan (medical, dental and/or vision coverage) if your divorce decree states that
your former spouse is responsible for the children’s health coverage. You may, however,
cover your eligible dependent children if required by your divorce decree or by the terms
of a Qualified Medical Child Support Order (QMCSO, as described on page 19) and the
children were eligible (if you are a retiree) or covered (if you are a TDP) under the
corresponding Employee Medical, Dental and/or Vision Plan at the time of your
retirement or termination, as applicable.

Your Responsibilities — Enrolling and Certifying Your Dependents
It is your responsibility to ensure that you and the dependents you enroll are eligible for
coverage according to Post-Employment Health Plan terms and conditions. When you
enroll your dependents or change your benefit elections, you represent that these
individuals meet the definition of an eligible dependent under the applicable Freescale
Post-Employment Reward Plan. Freescale or the Dependent Verification Center may
require you to provide documentation verifying any person’s eligibility. You agree to
notify Freescale Rewards Customer Service within 30 days of any event that causes any
of your covered dependents to no longer meet the definition of an eligible dependent.
If you provide information that is untrue or incomplete, or if you do not promptly comply
with Freescale’s request for verifying documentation or if you do not timely notify
Freescale Rewards Customer Service of an event that causes your covered dependent
to no longer be eligible, Freescale may, in its sole and absolute discretion:
•

Obligate you to reimburse the appropriate Freescale Post-Employment Reward
plan for any medical (including behavioral health and prescription drug), dental
and vision expenses paid by the Plan, as far back as administratively possible
(not to exceed six years), for the ineligible dependent;

•

Terminate your dependent’s coverage prospectively or retroactively or refuse to
cover your dependents; and/or

•

Take other action as it may determine is appropriate.

You will not be reimbursed for any contributions you paid to provide coverage to your
ineligible dependent.
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Paying for Coverage
Health Benefits
If you enroll for Freescale retiree health benefits, you make a monthly after-tax
contribution toward the cost of coverage for you and your covered dependents.
TDP Participants: Freescale shares the costs of coverage with you based on your
eligibility for and enrollment in Medicare. If you are not eligible for and enroll in Medicare
Parts A and B, your contributions may be lower than if you are not enrolled in Medicare. If
you do not enroll in Medicare (or are not eligible for Medicare), your contributions are
based on the same cost sharing between Freescale and pre-65 retirees in the PostEmployment Health Plan.

You are responsible for paying your contributions. When you receive your first bill, be
sure to check it carefully to make sure you are being billed for the coverage option you
chose. Your first payment is due at the end of the month in which your coverage begins.
Please be aware that no benefits are paid for claims during a month in which your
contributions are outstanding. You may avoid this problem by having your contributions
automatically deducted from your bank account each month.
Alternatively, you can pay your contributions quarterly, semi-annually or yearly. For
details, contact Freescale Rewards Customer Service at 888-375-2367 (888-FSLBENS).

Government Assistance for Children’s Coverage
If your eligible child qualifies for health coverage under the federal Children’s Health
Insurance Program (CHIP), you may qualify for a government subsidy of the cost of
covering the child under the Freescale Post-Employment Medical and Dental Plans.
If this applies to you, please contact Freescale Rewards Customer Service at 888-3752367 (888-FSL-BENS).

Cost-Sharing and Contributions for Coverage
In 1992, when the Financial Accounting Standards Board (FASB) changed the way postemployment benefits expenses were reported to shareholders (in the guidance known
as FAS 106), cost-sharing targets were established with an overall contribution
maximum for post-employment medical benefits.
The contribution for coverage each year is determined by the Plan Administrator and
communicated during annual enrollment. If you started employment with Motorola before
January 1, 2002, and you met the age and service requirements for retiree health
benefits as of December 2, 2007, Freescale currently makes coverage available to you
and shares with you the cost of the plan’s coverage and/or its administration.
Remember: After December 2, 2007, no employee or former employee will become
eligible for post-employment medical, dental and vision benefits.
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However, Freescale’s share of claims costs will not exceed, on an annual basis:
•

•

For Pre-65 Post-Employment Medical Plan:
-

Single Coverage: $5,890

-

Family Coverage: $10,690

Age 65+ Post-Employment Medical Plan:
-

Single Coverage: $660

-

Family Coverage: $1,180

When Freescale’s costs reach the maximum, you absorb a greater share of the
projected costs. Although the maximum affects the portion of the expenses you pay, it
does not limit the benefits available to you as a retiree or TDP, as long as retiree
coverage is provided.
Freescale’s share of claims costs have reached or will reach these limits in the next few
years.
Note: Any contribution increase is based on the Plan’s total medical cost inflation. When
Freescale’s costs reach the maximum described above, your contribution will absorb a
greater share of the projected costs.
The Plan Administrator determines the cost sharing and contribution maximum each plan
year based on claim data analyzed by the third-party administrator. The Plan
Administrator determines, in its sole discretion, whether the maximum Freescale
contribution has been attained. Freescale also reserves the right in its discretion to
modify contribution levels and/or plan design.

Annual Review of Contribution Amount for Retirees
As a retiree, each year, your monthly contribution amount is reviewed and is subject to
change. Your contribution increase (if any) depends on when you met the age and
service requirements:
If you:
•

Retired on or before
December 1, 1992, or

Met the age and service
requirements on or before
December 1, 1992
…then you are eligible for
grandfathered coverage, and:
•

Met the age and service
requirements after
December 1, 1992, but
before December 3, 2007
…then you are eligible for nongrandfathered coverage, and:

•

Participation

When you are under age 65:

When you are age 65 or
older:

Your contribution increase is
based on the average
increase for active employees

Your contribution increase is
based on Medical Consumer
Price Index, not to exceed 5%
of your current contribution
amount

Your contribution increase is
based on Plan’s total medical
cost inflation

Your contribution increase is
based on Plan’s total medical
cost inflation
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Annual Review of Contribution Amount for TDPs
Each year, your monthly contribution amount is reviewed and is subject to change. Your
contribution increases (if any) depends on:
•

When your employment terminated (either before or after January 1, 2002); and

•

The Plan’s total medical cost inflation.

Paying For Life Insurance Coverage
After your disability retirement or TDP status begins, Freescale pays the full cost of your
Basic and Supplemental Life Insurance coverage, if you previously elected them, for the
period specified under Plan terms.
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When Coverage Begins
Retiree Coverage
Coverage under the Post-Employment Health Plan for you and your eligible dependents
starts on the first day of the month following your retirement date, if you are eligible and
you enroll for coverage within 30 days of your last day of employment. If you enroll in the
Post-Employment Health Plan beyond 30 days after your retirement date, your coverage
becomes effective the date your application is approved.
Your coverage under a Humana Group Medicare Advantage Plan coverage option is
effective the first of the month in which you turn age 65 (or the first of the previous month
if your birthday falls on the first of the month), if you enroll. This replaces coverage under
the pre-65 coverage options in the Post-Employment Medical Plan, which are for
participants under age 65 only.

TDP Coverage
Coverage under the Freescale Post-Employment Health Plan for you and your eligible
dependents starts on your termination date, if you are eligible and you enroll for
coverage within 30 days of your last day of employment.

Coverage Outside the United States
If You Move Outside of the United States
Post-Employment Health Plan coverage is available only if you live in the U.S. or a U.S.
territory (e.g., Puerto Rico, Guam). If you move your primary residence outside the U.S.,
your coverage ends on the last day of the month in which you move.

If You Vacation Abroad
While you are traveling or vacationing outside of the U.S. for a period of 60 days or less,
your Post-Employment Health Plan coverage continues for emergency care expenses
only. If you are eligible for Medicare, please note that Medicare rarely pays for hospital
admissions outside of the U.S. and, in most instances, does not cover other medical
services performed outside of the U.S.
Separate rules apply to age 65+ coverage; see the Humana Evidence of Coverage
booklet for details.
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When You Can Change Your Coverage
You can drop coverage for yourself and/or your dependents at any time. Your coverage
change becomes effective the date of your request.

Other Freescale Coverage for TDPs
If you did not enroll for coverage under the Post-Employment Health Plan when you were
first eligible because you were covered under any other Freescale Medical Plan (other
than COBRA) at that time (as a dependent or otherwise), you may enroll for coverage
under the Post-Employment Health Plan within 30 days of the date you lose coverage
under the other Freescale Medical Plan.

Annual Enrollment
Each year, you have an opportunity to change your pre-65 medical, dental and/or vision
coverage option for the following year. When you elect a coverage change during annual
enrollment, your change is effective the following January 1. Your annual coverage
elections remain in force during the year unless you change your elections according to
the provisions below.

Qualified Status Change
If you experience a qualified status change that affects eligibility, you may be eligible to
change your Post-Employment Medical option. If you are a:
•

Retiree, you may add or drop Post-Employment Medical, Dental or Vision
coverage for a dependent who was an eligible dependent (but not necessarily
covered) under the Employee Medical, Dental or Vision Plan at the time you
retired.

•

TDP, you may drop Post-Employment Medical, Dental or Vision coverage for a
covered dependent (you may not add coverage for yourself or a dependent due
to a qualified status change).

You must log on to freescale.com/rewards or call Freescale Rewards Customer
Service at 888-375-2367 (888-FSL-BENS) within 30 days of the event to make the
change.

Certificate of Creditable Coverage for Dependents
To enroll an eligible dependent when that dependent’s other group health coverage ends
or changes as described above, you must provide a Certificate of Creditable Coverage
from your dependent’s previous insurance carrier within 30 days of the loss of that other
coverage. That certificate must show that other coverage was in effect for a minimum of
12 months, or since your last day of employment, if sooner. Your eligible dependent’s
coverage becomes effective the date Freescale Rewards Customer Service approves
his/her enrollment application.
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Qualified status changes include:
•

Your divorce, dissolution of a domestic partnership, legal separation or
annulment;

•

Death of your spouse/domestic partner or dependent child;

•

For retirees, a change in employment status by your spouse/domestic partner or
eligible dependent that affects eligibility for other group health coverage,
including:
-

Beginning or ending employment;

-

A switch from part-time to full-time status (or vice versa);

-

A strike, lockout or layoff;

-

Beginning or returning from an unpaid or significantly reduced paid leave of
absence;

-

A change in work site; and

-

Any other change in employment status that affects your spouse’s/domestic
partner’s or dependent’s health coverage.

•

Beginning or ending a dependent’s eligibility due to age, incapacity or other
similar circumstance;

•

A change in the place of residence of your eligible dependent that affects medical
coverage (e.g., moving to or from a network location);

•

You, your spouse/domestic partner or eligible dependent enrolls in or loses
coverage under Medicare (Parts A and B) or Medicaid; or

•

Any other event recognized under applicable law and regulations as a reason to
change plan elections.

Note: Your spouse’s or domestic partner’s self-employment is not considered
employment for these qualified status changes.
A change in coverage election due to a qualified status change is effective the date of
the event.
You must provide updated information to Freescale Rewards Customer Service
regarding your eligible dependents, including the specific date on which any of your
dependents ceases to be an eligible dependent.
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HIPAA Special Enrollment — For Retirees Only (Not Applicable
to TDPs)
Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you have
the right to enroll your eligible dependents under the Post-Employment Medical Plan,
even if they were not previously enrolled, when you acquire a new dependent or when
your dependents lose coverage under another group health plan for any of the following
reasons:
•

Your dependents exhaust COBRA coverage under another employer’s group
health plan (other than due to failure to pay contributions or for cause);

•

Employer contributions toward the other group health plan coverage end; or

•

Your dependents lose eligibility under the other group health plan.

You must request a change in coverage within 30 days of the special enrollment event,
and your election is effective as of the date of the event. If you do not request the
change within 30 days, you lose your special enrollment rights for that event.
You may enroll your eligible child for Post Employment Health Plan coverage within 60
days after your eligible child:
•

Loses coverage under a Medicaid plan or state CHIP plan due to a loss of
eligibility; or

•

Becomes eligible for a government subsidy of the cost of coverage for the PostEmployment Health Plan under a Medicaid plan or state CHIP plan.

If you do not request this change within 60 days, you lose your special enrollment rights
for that event. For more information, contact Freescale Rewards Customer Service at
888-375-2367 (888-FSL-BENS).

Qualified Medical Child Support Order (QMCSO)
You may become subject to a Qualified Medical Child Support Order (QMCSO) that
requires you to provide health coverage for a child who was eligible for dependent
coverage (if you are a retiree) or who was actually covered as a dependent (if you are a
TDP) under the Employee Medical Plan at your retirement or termination. In that case,
you may change your Medical Plan, Dental Plan and/or Vision Plan elections
accordingly. The change is effective on the date the order is determined by the Plan to
be qualified. Freescale Rewards Customer Service will provide QMCSO procedures
describing the process to follow in entering a QMCSO at your request. An order will not
be approved for a child who does not otherwise meet the Plan’s dependent eligibility
conditions.
Freescale Rewards Customer Service has established a special process for requesting
information about QMCSOs. You may:
•

Email your questions to QOCenter@hewitt.com; or

•

Call Freescale Rewards Customer Service at 888-375-2367 (888-FSL-BENS)
and ask to speak with a QMCSO specialist.
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Significant Cost or Coverage Change/Change in Family
Member’s Plan
You may change your Medical, Dental or Vision Plan coverage election midyear if:
•

The cost of your current benefit option significantly increases or significantly
decreases;

•

An event occurs that significantly curtails coverage or causes you to lose
coverage under your current benefit option;

•

A benefit option is added or significantly improved under the Medical, Dental or
Vision Plan during the year and you are eligible for it;

•

You lose coverage under any group health coverage sponsored by a
governmental or educational institution;

•

Your spouse or dependent who was an eligible dependent (but not necessarily
covered) under the Employee Medical, Dental, or Vision Plan on the date you
retired or terminated (as applicable) loses coverage under any group health
coverage sponsored by a governmental or educational institution; or

•

The change corresponds with a change made by you or your dependent (as
defined above) under another employer plan in the following circumstances:
-

If the annual enrollment period under the other plan occurs at a different time
of year than annual enrollment under the Freescale Medical, Dental and
Vision Plans; or

-

If the other employer plan allows you or your dependent to change elections
due to the reasons described above (qualified status change, special
enrollment, QMCSO, Medicare or Medicaid entitlement or significant cost or
coverage changes).

You must request a change in coverage within 30 days of the change. Your election is
effective the date Freescale Rewards Customer Service approves your coverage
change.
Note: If you owe the Plan repayment of excess benefit payments, subrogated payments
or amounts subject to reimbursement, you may not change any coverage in any respect
until those amounts are repaid.
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When Coverage Ends
Retiree Coverage
Your coverage under the Post-Employment Health Plan ends on the earliest of:
•

The last day of the month for which you paid a contribution if you have
discontinued payments for any reason;

•

The date you become re-employed by Freescale and become eligible for
coverage under the Freescale Employee Medical Plan;

•

90 days after the Plan Administrator requires repayment from you or your
covered dependent of amounts subject to reimbursement, overpayments or
mistaken payments, if you fail to repay or set up an acceptable repayment
schedule;

•

The date of your death; or

•

The date the Post-Employment Health Plan ends or the effective date of an
amendment eliminating the coverage.

Dental and Vision Coverage Only
Unless your coverage ends as described above, your coverage under the PostEmployment Dental Plan and the Post-Employment Vision Plan ends on the first of the
month in which you turn age 65 (or the first of the previous month if your birthday falls on
the first of the month).

TDP Coverage
Your coverage under the Post-Employment Health Plan ends on the earliest of:
•

The last day of the month before you reach age 65 (this date does not apply if
you are eligible to receive income benefits from the Freescale Disability Income
Plan at age 65 or older);

•

The last day of the month in which you are no longer entitled to receive income
benefits from the Freescale Disability Income Plan;

•

The last day of the month for which you paid a contribution if you have
discontinued payments for any reason;

•

The date you become re-employed by Freescale and eligible for coverage under
the Freescale Employee Medical Plan;

•

The date of your death (your covered dependents may continue their coverage
under COBRA, see page 25); or

•

The date the Plan ends or the effective date of an amendment eliminating
coverage.
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Basic and Supplemental Life Insurance
In general, your Basic and Supplemental Life Insurance ends when you are no longer an
active employee. The following information describes when continuation coverage ends if
you are disabled. Refer to the Freescale Benefits: Health, Wellness, Life, Savings and
More Summary Plan Description for U.S. Active, Expatriate and Assignee Benefits for
more information about when Basic and Supplemental Life Insurance ends.

If you became disabled before age 60, your Basic and Supplemental Life Insurance
continuation coverage ends on the earliest of:
•

Your age 65;

•

The date you are no longer disabled;

•

The date your coverage ends under the Freescale Disability Income Plan; or

•

The date the Plan ends or the effective date of an amendment eliminating this
coverage.

If you became disabled at age 60 or older, your Basic and Supplemental Life Insurance
continuation coverage ends on the earliest of:
•

Five years after the onset of your disability;

•

Age 70;

•

The date you are no longer disabled;

•

The date your coverage ends under the Freescale Disability Income Plan; or

•

The date the Plan ends or the effective date of an amendment eliminating this
coverage.

Dependent Coverage
Coverage for your eligible dependent under the Post-Employment Health Plan ends
automatically on the earliest of:
•

For retirees, the last day of the month in which your coverage ends for a reason
other than your death;

•

For TDPs, the last day of the month:
-

Before your dependent reaches age 65 (this date does not apply if you are
eligible to receive income benefits from the Freescale Disability Income Plan
at age 65 or older);

-

In which your coverage ends for any reason, including your death;

•

The last day of the month in which he or she ceases to be an eligible dependent;

•

The last day of the period for which you have paid for dependent coverage if you
stop making your contributions;

•

The date you become re-employed by Freescale, if you and your dependents are
then eligible for coverage under the Freescale Employee Medical Plan;
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•

The last day of the month in which the dependent child enters the military service
of any country (unless otherwise required by law);

•

The last day of the month in which the dependent spouse/domestic partner
enters the military service of any country other than the U.S.;

•

90 days after the Plan Administrator requires repayment from you or your
covered dependent of amounts subject to reimbursement, overpayments or
mistaken payments if you fail to repay or set up an acceptable repayment
schedule;

•

The last day of the month in which the dependent moves his or her primary
residence abroad;

•

The date after your death on which your dependent child becomes covered by
another group health plan that does not contain applicable pre-existing condition
limitations;

•

The date of your dependent’s death; or

•

The date the Plan ends or the effective date of an amendment eliminating the
coverage.

Unless your spouse’s/domestic partner’s coverage ends earlier as described above,
your spouse’s/domestic partner’s coverage under the Post-Employment Medical Plan,
Post-Employment Dental Plan and Post-Employment Vision Plan ends on the last day of
the month in which he or she reaches age 65.
For retirees, your spouse’s/domestic partner’s coverage under a Humana Group
Medicare Advantage Plan coverage option begins the first of the month of his or her 65th
birthday (or the first of the previous month, if your spouse’s/domestic partner’s birthday
falls on the first of the month), if he/she enrolls.
In some cases, dependents may continue coverage under COBRA, see page 25).
You must notify Freescale Rewards Customer Service within 30 days when any of your
dependents ceases being an eligible dependent.

Certificates of Creditable Coverage
HIPAA makes it easier for people changing jobs to be eligible for health plan coverage
without being subject to a new employer’s pre-existing condition exclusion under a new
employer’s medical plan.
When you leave Freescale or otherwise lose health plan coverage, Freescale Rewards
Customer Service provides you with a certificate that shows how long you have had
coverage under the Plan. This written “certificate of creditable coverage” confirms the
length and type of coverage you had under the Plan. Using this certificate, you will be
able to reduce or eliminate any pre-existing condition exclusion a new employer’s plan or
insurance policy imposes.
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The following rules apply to certificates of creditable coverage from the Plan:
•

Your certificate shows only your “creditable coverage” under the Plan beginning
on your first date of coverage under the Plan.

•

You will not receive creditable coverage for any Plan coverage you had before a
break in coverage of 63 days or more.

How to Request a Certificate
Freescale Rewards Customer Service will provide you with a certificate of your
creditable coverage when you lose Plan coverage for any reason. You will automatically
receive a certificate:
•

When you become a qualified beneficiary entitled to elect COBRA coverage;

•

When you lose Plan coverage, even though you are not entitled to elect COBRA
coverage; and/or

•

When your COBRA continuation coverage ends.

You may also request a certificate from Freescale Rewards Customer Service within 24
months of your coverage end date. Freescale Rewards Customer Service will mail the
certificate within a reasonable time after coverage ends to your last known address, or to
the party you designate in your request. Call Freescale Rewards Customer Service at
888-375-2367 (888-FSL-BENS) to make your request.

Certificate for Dependents
One certificate provides the information for you and your dependents if the information is
identical. The certificate specifies the dependents covered by the Plan based on
information you have previously provided. Freescale Rewards Customer Service makes
reasonable efforts to collect information applicable to any dependent and to include that
information on the certificate.
A separate certificate is not sent to a dependent who lives with you. If a dependent’s last
known address is different from yours, a separate certificate will be provided to your
dependent at his or her last known address. A certificate is not sent automatically to any
dependent unless Freescale Rewards Customer Service knows that the dependent’s
coverage has ended under the Plan.
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Medical, Dental and Vision COBRA Continuation
Coverage
The Consolidated Omnibus Budget Reconciliation Act (COBRA) allows your covered
dependents to continue medical, dental and vision care coverage under the PostEmployment Health Plan in certain situations when coverage would otherwise end.
When your covered dependent loses coverage due to one of these qualifying events,
he/she may choose COBRA continuation coverage for up to 36 months:
•

You die;

•

You divorce or become legally separated, or your domestic partnership ends;

•

Your child or the child of your domestic partner no longer meets the Plan’s
definition of a dependent;

•

Your domestic partner no longer meets the Plan’s definition of a dependent;

•

You (or your covered dependent) are determined to have been disabled under
the Social Security Act at any time during the first 60 days of receiving
continuation coverage; or

•

You become entitled to Medicare.

Your dependents must be covered by the Plan at the time of the COBRA qualifying
event to be eligible for continuation coverage. Your covered spouse/domestic partner
may also elect COBRA coverage for a child who becomes an eligible child while COBRA
coverage is in effect.
COBRA allows your dependents to continue medical, dental and/or vision care coverage
in certain situations when coverage would otherwise end.

You are responsible for reporting a qualifying event to Freescale Rewards Customer
Service at 888-375-2367 (888-FSL-BENS) within 60 days for your dependent to choose
continued coverage under COBRA.

Deciding Whether to Continue Coverage
You are responsible for notifying Freescale Rewards Customer Service within 30 days
after the date your dependent loses coverage under the Post-Employment Health Plan
due to a qualifying event. Freescale Rewards Customer Service sends you a notice and
election form within 14 days of receiving notification of the qualifying event. Your
dependents have 60 days from the day coverage would otherwise end (or from the day
the notice is sent to you, if later) to choose continuation coverage. If no election is made,
their COBRA option is deemed waived. In this case, your dependent’s medical, dental
and vision coverage ends on the last day of the month in which the qualifying event
occurred.
Each family member losing coverage (qualified beneficiary) has an independent right to
elect COBRA continuation coverage. Covered retirees or TDPs may elect COBRA on
behalf of their covered spouses/domestic partners, and parents may elect COBRA on
behalf of their covered children.
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To continue medical, dental and/or vision coverage, your covered dependents must pay
the full cost of coverage, plus an additional 2% fee for administrative costs. No benefits
are payable under COBRA until the first premium payment is received.
The first payment (due within 45 days of the election) must include your dependents’
COBRA contribution for the entire period from the date coverage ended through the
month of the payment. Subsequent payments are due on the first of the month whether
or not you receive a bill. If Freescale Rewards Customer Service does not receive the
monthly contribution within 30 days of the due date, coverage is permanently cancelled
as of the last day of the month for which a contribution was paid.
The right to continue COBRA coverage is subject to all applicable federal laws and
regulations. If you have any questions regarding COBRA, contact Freescale Rewards
Customer Service at 888-375-2367 (888-FSL-BENS).

When Continuation Coverage Ends
Continuation coverage ends when any of the following events occurs:
•

Your covered dependent reaches the end of the applicable maximum COBRA
period for coverage;

•

A monthly contribution is not paid within 30 days of its due date;

•

Upon written request to cancel coverage;

•

Your covered dependent becomes entitled to Medicare;

•

Your covered dependent becomes covered under another group medical, dental
or vision plan that does not contain a pre-existing condition rule;

•

Freescale ceases to provide any post-employment group health coverage; or

•

The date the Plan ends or the effective date of an amendment eliminating this
coverage.

Please inform Freescale Rewards Customer Service of any changes in address or in
personal circumstances so that Freescale Rewards Customer Service can give your
covered dependents the necessary information concerning their COBRA continuation
coverage rights.

Moving Your Primary Residence Outside of the United States
If you move your primary residence outside of the U.S., your and your dependents’
participation in the Post-Employment Health Plans ends as of the last day of the month
during which you move.

Other Continuation Rights
You and your dependents may have additional medical, dental and vision coverage
continuation rights if Freescale is involved in a bankruptcy. You will be notified if these
rules affect your coverage.
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Additional Information
Survivor Coverage
When you die, your survivors should call Freescale Rewards Customer Service at 888375-2367 (888-FSL-BENS) to review their enrollment options.
Freescale Rewards Customer Service is a primary resource for answering your questions
on eligibility, coverage and benefits. Call 888-375-2367 (888-FSL-BENS).

Retirees
If you are either covered by or eligible for the Post-Employment Health Plan when you
die, your eligible dependents who were either covered or eligible for dependent
coverage under the Post-Employment Health Plan will remain eligible to enroll, either at
your death or in the future, so long as they meet the plan’s eligibility requirements. When
they enroll, they must make the required contributions and continue to meet all the other
requirements of the Plan.

TDP
If you are a TDP receiving benefits under the Freescale Disability Income Plan, but you
are not covered by the Post-Employment Health Plan at the time of your death, no PostEmployment Health Plan coverage is available to your surviving eligible dependents,
even if you were eligible for coverage at the time of your death. Your covered
dependents may continue coverage under COBRA (see page 25).
Since survivor benefits are offered to covered dependents of retirees, if you are a TDP
eligible for retiree coverage when you die, your eligible dependents may qualify for
survivor benefits as described above.

The Plan and Medicare
Retirees
Before you or your covered family member reach age 65, you should take steps to enroll
in Medicare. The Humana Group Medicare Advantage Plan coverage options require
you to be enrolled for Medicare before you can apply for coverage. To prevent a gap in
coverage, contact the Social Security Administration at least three months before you
turn 65 to start the Medicare enrollment process see the Enrolling in Original Medicare
section below.

TDPs
Freescale TDP coverage ends at age 65. This is when most people in the U.S. begin
Medicare coverage. To avoid a gap in your medical coverage, you should begin the
Medicare enrollment process at least three months before your 65th birthday by
contacting the nearest office of the Social Security Administration (SSA).
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Enrolling in Original Medicare
If you are already getting retirement or disability benefits from Social Security or railroad
retirement, you will be contacted by the Social Security Administration (SSA) a few
months before you turn 65. The SSA enrolls you for Original Medicare automatically and
gives you other information you need.
It is not necessary for you to actually receive Social Security benefits to qualify for
Medicare benefits. However, to enroll for Medicare, it is necessary for you to establish
with the SSA your eligibility for retirement benefits and Medicare.
If you are not receiving government retirement or disability benefits, it is up to you to
enroll in Medicare by contacting the SSA three to four months before you want its
coverage to begin. You do not need to start your monthly Social Security retirement
benefits to enroll in Medicare. When you contact the SSA, you will need to provide proof
of your eligibility with documents such as:
•

Your Social Security card (or a record of your number);

•

Your birth certificate;

•

Proof of U.S. citizenship or lawful alien status if you were not born in the U.S.;

•

Military discharge papers; or

•

Last year’s Form W-2 or tax return.

Medicare Part A covers hospital expenses. Medicare Part B covers physician and other
expenses, and it requires a monthly premium. When you enroll for Part B, you have a
number of options for making payment, including automatic withholding from your Social
Security benefits. Medicare Part C, known as Medicare Advantage, is private insurance
that replaces Original Medicare. Medicare Part D covers outpatient prescription drugs
(this coverage is purchased from private insurance companies each year).
For many people, Original Medicare coverage may begin on the first day of the month
before their 65th birthday. If your birthday falls on the first day of the month, your
Medicare coverage may begin on the first day of the month before your birthday. For
example:
•

If your 65th birthday is May 10, your Medicare coverage may begin on May 1.

•

If your 65th birthday is August 1, your Medicare coverage may begin on July 1.

The Freescale Rewards Center can assist in completing the verification request from the
SSA. Please call the Freescale Rewards Center at 888-375-2367 to coordinate the
completion and signing of the SSA form.
You may start the Medicare enrollment process up to 120 days before the date you want
your Medicare to begin. If you are already age 65 or older, you may arrange to start your
Original Medicare coverage on the day that your Freescale coverage ends. Contact the
nearest office of the SSA, and see these websites for more details:
•

socialsecurity.gov; and

•

medicare.gov.
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Remember: Age 65+ retiree coverage under the Freescale Post-Employment Health
Plan cannot begin for any eligible person who is not enrolled in Original Medicare.

Medicare and Prescription Drugs
Medicare offers coverage for outpatient prescription drugs with Medicare Prescription
Drug plans, Medicare Part D. Medicare Part D coverage is offered through private
insurance companies.
Each year, Freescale evaluates the prescription drug benefits of each pre-65 coverage
option to determine if they offer “creditable coverage.” When a Freescale option offers
creditable coverage, it means that, on average for all plan participants, the Freescale
plan is expected to pay out as much as the standard Medicare prescription drug plan.
This does not mean, however, that a creditable Freescale coverage option’s drug
benefits are always better than all Medicare drug plans on the market.
Effective January 1, 2007, you may enroll in a Medicare Prescription Drug plan without
affecting your continued eligibility for pre-65 Post-Employment Health Plan coverage. If
you elect Medicare Part D coverage in addition to your pre-65 Freescale coverage, your
Medicare Prescription Drug plan will be primary for your prescription drug coverage.
However, it is highly unlikely that you will receive any additional prescription drug benefit
from your Freescale coverage option when you have this double coverage.

Retirees
If you are age 65 or older and you elect a Medicare Prescription Drug plan (Medicare
Part D coverage), other than a Humana Group Medicare Advantage Plan coverage
option offered by Freescale, your coverage under the Freescale Plan will terminate
(including benefits under the Post-Employment Prescription Drug Program). So, if you
buy a Medicare Prescription Drug plan before you are age 65, you must drop that
coverage to become covered by a Humana Group Medicare Advantage Plan coverage
option.

If you have questions, please call Freescale Rewards Customer Service for assistance.
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Health Benefits for Retirees Age 65 and Older
Freescale provides health benefits coverage to eligible retirees and their eligible
dependents and survivors instead of Medicare benefits. This section summarizes the
eligibility requirements for retirees and their dependents who are age 65 or older in the
Post-Employment Health Plan. For coverage details, refer to the Humana Evidence of
Coverage booklet that explains:
•

How you enroll in the option that applies to you;

•

The benefits the option offers;

•

When coverage begins and ends (in addition to the information listed in the
Participation section beginning on page 2); and

•

Other important information.

Humana has a dedicated phone line for Freescale retirees to get information about their
Age 65+ coverage options: 800-733-6592.
There are two medical options for Freescale retirees age 65 and older who meet
Freescale’s eligibility requirements for retiree coverage. In addition to the age and
service requirements listed on page 2, this section describes additional requirements for
medical coverage for retirees and their spouses/domestic partners who are age 65 or
older.
There is no age 65 and older coverage for TDPs or their dependents, except for
disabilities that begin after age 62.

Age 65 and Older Eligibility Requirements
If you met the Post-Employment Health Plan’s age and service requirements, as listed
on page 2:
•

On or before December 1, 1992, you are eligible for a grandfathered Humana
Group Medicare Advantage Plan option; or

•

After December 1, 1992, you are eligible for a non-grandfathered Humana
Group Medicare Advantage Plan option.

If you were a retiree before age 65 and participated in the Post-Employment Medical
Plan, you get the opportunity to enroll in the coverage option that applies to you when
you reach age 65. Freescale Rewards Customer Service will send you information about
your available coverage option before you reach age 65.

Eligibility for Dependents
Your eligible spouse/domestic partner and eligible dependents under age 65 are not
affected when you become covered by under an Age 65+ coverage option. When your
eligible dependent reaches age 65, he or she may enroll in the same Age 65+ coverage
option that applies (or will apply) to you.
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Remember, coverage is available only for your spouse/domestic partner and
dependents who:
•

Were eligible for coverage under the Freescale Employee Benefits Plan when
you retired; and

•

Continue to be eligible dependents.

Dual Freescale Employees
The following provisions apply to a Freescale employee who is married to or in a
domestic partnership with another Freescale employee when either spouse/domestic
partner retires at age 65 or older.
When the first spouse/domestic partner retires, if he or she chooses not to enroll in an
Age 65+ coverage option, he or she may elect, within 30 days of his or her retirement
date, to be covered as a dependent under the active spouse’s/domestic partner’s
medical coverage (Freescale Employee Medical Plan). The active spouse/domestic
partner is allowed to enroll the retiree as a spouse/domestic partner at that time.
If the second spouse/domestic partner retires at age 65 or older, either spouse/domestic
partner may elect family coverage under their applicable Age 65+ coverage option. This
gives maximum flexibility to, for example, Freescale couples where one person is eligible
for the non-grandfathered option and the other is eligible for the grandfathered option.
If you have questions about your eligibility, please call Freescale Rewards Customer
Service at 888-375-2367 (888-FSL-BENS).

When Coverage Begins
If you enroll, your age 65 and older coverage will begin on the first day of the month in
which you reach age 65 (or on the first day of the previous month if your birthday falls on
the first day of the month).
If you first become eligible for Freescale Post-Employment Health Plan coverage after
reaching age 65, then you will have the opportunity to enroll in an Age 65+ coverage
option that applies to you according to the rules described in the Your Retiree
Enrollment Options section, on page 8.
Post-Employment Dental Plan and Post-Employment Vision Plan coverage end on the
last day of the month in which you reach age 65.

Monthly Contributions
You are notified of the contribution amounts when you first become eligible to
participate. The monthly contribution amount is reviewed annually and is subject to
change, see page 13. For more information, you may contact Freescale Rewards
Customer Service at 888-375-2367 (888-FSL-BENS).
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Moving Your Primary Residence Outside the United States
If you move your primary residence outside the U.S., your and your dependents’
participation in the Post-Employment Health Plans ends as of the last day of the month
during which you move.

Original Medicare Enrollment Required with Age 65 and Older
Coverage
You must be enrolled in Original Medicare to be covered by a Freescale Age 65+
coverage option.

There are two parts to your Original Medicare benefits:
•

Part A benefits are for hospitalization; and

•

Part B benefits are for other medical expenses.

The Medicare program has various coverage options:
•

Original Medicare (Parts A and B), which is a fee-for service plan offered by the
federal government;

•

Medicare Supplement (Medigap) policies, which is private insurance that pays in
addition to Original Medicare coverage;

•

Medicare Advantage plans (Part C), which is private insurance plans that replace
Original Medicare coverage; and

•

Medicare Prescription Drug plans (Part D), which is private insurance plans
offering prescription drug coverage to Medicare beneficiaries.

Both the grandfathered and non-grandfathered Humana Group Medicare Advantage
Plan options are Medicare Advantage plans.
You cannot be covered by both a Humana Group Medicare Advantage Plan option and a
separate Medicare Prescription Drug Plan (Part D).

For information about your Medicare options, contact your state insurance counseling
office by contacting Medicare at 800-633-4227 or medicare.gov.
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Private Contracting
Physicians may enter into private contracts with Medicare enrollees and set their own
fees for services. These private contracts state explicitly that the patient must pay the
entire fee charged by the physician for these services and the physician may not bill
Medicare. You cannot be asked to sign a private contract in an emergency.
Physicians who want to privately contract with Medicare enrollees for services covered
by Medicare must declare that they will not bill Medicare for any services for two years.
Under private contracts, physicians who opt out of Medicare can charge Medicare
enrollees any amount for services covered by Medicare. However, physicians must treat
all Medicare enrollees alike. If they establish private contracts with some, they cannot bill
Medicare for others. Medicare enrollees, however, may privately contract with a
physician for some services and still use Medicare for services from other physicians
who do bill Medicare.
Freescale’s Age 65+ coverage options do not cover benefits that are not recognized by
Medicare. Therefore, services provided under private contract with a physician who has
opted out of Medicare will not be covered under the Plans.
Enrolling for a Medicare drug plan permanently ends eligibility for Freescale postemployment medical coverage for you and all of your covered family members.
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Freescale Post-Employment Health Plan
Freescale offers retirees and TDPs a variety of health benefits under the PostEmployment Health Plan, including the:
•

Post-Employment Medical Plan, which includes behavioral health benefits;

•

Post-Employment Prescription Drug Program;

•

Post-Employment Dental Plan; and

•

Post-Employment Vision Plan.

All of these plans provide coverage for losses from non-occupational illnesses and/or
injuries (see page 187). In addition, the Post-Employment Medical Plan also some
includes preventive care coverage.
Refer to the Participation section (beginning on page 1) for information on who is
eligible, how to enroll, when coverage begins, when changes can be made and when
coverage ends.

Pre-65 Post-Employment Health Plan
The Freescale Post-Employment Health Plan is available to help you and your family
once your employment with Freescale ends. This section summarizes Freescale
benefits available to you if you are younger than age 65.
If you and your eligible dependents are younger than age 65, you have the option of
enrolling in the following Pre-65 Post-Employment Health Plans:
•

Post-Employment Medical Plan;

•

Post-Employment Dental Plan; and/or

•

Post-Employment Vision Plan.

Post-Employment Medical Plan Is Not Changed by Health Care
Reform
Post-employment health benefits are exempted from any of the provisions of health care
reform legislation. However, because the Freescale Post-Employment Health Plan is
legally connected to Freescale’s active medical coverage, the following notice is
provided to you.
This Freescale group health plan is a “grandfathered health plan” under the Patient
Protection and Affordable Care Act (Affordable Care Act). As allowed by the Affordable
Care Act, a grandfathered health plan can preserve certain basic health coverage that
was already in effect when the law was enacted. Being a grandfathered health plan
means that your plan may not include certain consumer protections of the Affordable
Care Act that apply to other plans. However, grandfathered health plans must comply
with certain other consumer protections in the Affordable Care Act, such as the
elimination of lifetime benefit limits.
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Questions regarding which protections apply and which protections do not apply to a
grandfathered health plan and what might cause a change to the Plan’s grandfathered
health plan status can be directed to the Plan Administrator at 888-375-2367 (888-FSLBENS). You may also contact the Employee Benefits Administration, U.S. Department of
Labor at 866-444-3272, or DOL.gov/EBSA/HealthReform. This website has a table
summarizing which protections do and do not apply to grandfathered health plans.
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Pre-65 Post-Employment Medical Plan
Contact Freescale Rewards Customer Service for more information at 888-375-2367
(888-FSL-BENS) or online at freescale.com/rewards.

Medical Benefits Summary
Zero Deductible Option

Network

NonNetwork
Not
applicable

$750 Deductible Option

Network

50% NetworkOnly Option

NonNetwork

Network

Not
applicable

Not
applicable

Office Visit
Copayment
Primary
Specialist

$20
$35

Deductible
Individual
Family

$0
$0

$400
$800

$750
$1,500

$1,500
$3,000

$0
$0

Coinsurance

80% of
NNF

60% of
R&C

70% of
NNF

50% of
R&C

50% of NNF

$3,000
$4,000

$4,500
$6,000

$5,000
$10,000

$7,500
$15,000

$5,000
$10,000

Out-of-Pocket
Maximum
Individual
Family

$10
$50

$5,000,000 per person

Aggregate Lifetime
Maximum

Out-of-Area Coverage
Zero Deductible Option

$750 Deductible Option

Office Visit Copayment

$20

$10

Deductible

$0

$750 per person
$1,500 per family

Coinsurance

80% of R&C

70% of R&C

Out-of-Pocket Maximum
Individual
Family

$3,000
$9,000

$5,000
$10,000

Aggregate Lifetime
Maximum

Medical Benefits

$5,000,000 per person
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Medical Plan Features
Monthly Contributions
You and Freescale share the cost of your medical coverage under the Freescale PostEmployment Medical Plan. Your contribution amount depends on:
•

Your choice of an individual or a family enrollment category;

•

Your choice of coverage option; and

•

Whether you and/or your covered spouse/domestic partner (if any) use tobacco
products.

When you enroll each year, you and your covered spouse/domestic partner must both
complete a certification of tobacco use. The Plan offers monthly contribution discounts to
employees and/or spouses/domestic partners who certify he and/or she:
•

Has not used tobacco products for the past six months; or

•

Is enrolled in a tobacco cessation program.

For the Post-Employment Medical Plan, tobacco use status can be changed during the
calendar year if you attest to being tobacco-free for six months. To change tobacco use
status for you or your spouse/domestic partner, call Freescale Rewards Customer
Service at 888-375-2367 (888-FSL-BENS).
You are notified of the monthly contribution amounts, available coverage options and
tobacco use discounts when you first become eligible to participate. Monthly
contributions and tobacco use discounts are reviewed annually and are subject to
change.

Cost Sharing
Annual Deductible
The deductible is a specific amount of eligible medical expenses you must pay before
the Plan begins paying benefits for most covered expenses.
Deductibles only apply to the Zero Deductible and $750 Deductible options; no deductible
applies to the 50% Network-Only option.

•

The Plan’s coverage options include both individual and family deductibles. The
family deductible is a combined amount for all family members. However, to meet
the family deductible, no more than the individual deductible amount for any one
family member can be applied.

•

The deductible starts over each January 1. Eligible expenses do not carry over
from one year to the next, nor do they carry over from the Freescale Employee
Medical Plan to this Plan in the year that your employment ends.

•

Separate deductibles apply to network and non-network charges.
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Copayments
A copayment is a flat dollar amount you pay for some services. Once you pay your
copayment, the Plan pays its benefit up to the negotiated network fee for network
providers (or, for out-of-area participants, the reasonable and customary charge).
Copayments do not apply toward your annual deductible or annual out-of-pocket
maximum.
For the Zero Deductible and $750 Deductible options, you pay only a copayment for
network physician office visits. When a copayment applies, once you pay your
copayment, the Plan pays its benefit up to the negotiated network fee (network area) or
reasonable and customary charge (for out-of-area participants).
For out-of-area participants, a single copayment applies to office visits with any provider.

If you are not an out-of-area participant, separate copayment amounts apply to primary
and specialty providers. The following are generally considered primary providers:
•

Family practitioner;

•

General practitioner;

•

Internist;

•

Nurse practitioner, but only when billed by a primary physician’s office;

•

Obstetrician/gynecologist; and

•

Pediatrician.

All other providers are considered specialty providers. You do not need a referral or prior
authorization to receive treatment from a primary care physician or a specialist, including
an obstetrician/gynecologist.
Coinsurance
For most covered expenses, the Plan pays a percentage of covered expenses after you
have met your annual deductible (where required). That percentage is the Plan’s
coinsurance.
For the Zero Deductible and $750 Deductible options, there are two coinsurance
percentages; one for network charges and one for non-network charges.
For out-of-area participants and the 50% Network-Only option, the Plan applies the same
coinsurance percentage to all charges.

If you use a network provider, the Plan’s benefit is the network coinsurance
percentage. This percentage applies to the negotiated network fee for the specific
treatment. You pay only the remainder of the negotiated network fee, as long as you
follow the Plan’s rules for receiving network care.
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If you use a non-network provider and live in a network location, the Plan’s benefit
is the non-network coinsurance percentage. If you are an out-of-area participant, the
Plan has only one coinsurance percentage. The non-network percentage applies to the
reasonable and customary charge for that specific treatment. You pay all remaining
charges, including any amounts that are above the reasonable and customary charge.
Any charges over reasonable and customary are not applied to the out-of-pocket
maximum.
Annual Out-of-Pocket Maximum
To protect you and your family from financial hardship from a serious illness or injury, the
Plan limits the amount you pay out of pocket each year. Once you meet the annual outof-pocket maximum, the Plan’s coinsurance increases to 100% of the negotiated
network fee (network) or reasonable and customary charge (non-network) for the
remainder of the calendar year.
•

The Plan’s coverage options include both individual and family out-of-pocket
maximums. The individual out-of-pocket maximum applies to each covered
person. The family out-of-pocket maximum is a combined amount for all family
members. However, to meet the family out-of-pocket maximum, no more than the
individual out-of-pocket maximum for any one family member can be applied.

•

Covered expenses you pay in a year, either as a deductible or after the Plan
pays coinsurance, apply to your annual out-of-pocket maximum, but some other
amounts you pay do not; those amounts are listed in the applicable charts.

•

The out-of-pocket maximum starts over each January 1. Eligible expenses do not
carry over from one year to the next, nor do they carry over from the Freescale
Employee Medical Plan to the Freescale Post-Employment Health Plan in the
year that your employment ends.

Not all expenses you pay count toward meeting your out-of-pocket maximum:
•

Network: The network out-of-pocket maximum excludes copayments,
contributions, benefit reductions, amounts greater than maximum benefits,
amounts you pay for prescription drugs and any expenses not covered by the
Plan.

•

Non-Network: The non-network out-of-pocket maximum excludes copayments,
contributions, benefit reductions, amounts greater than maximum benefits,
amounts over reasonable and customary charges and any expenses not covered
by the Plan.

•

Out-of-Area Participants: The out-of-pocket maximum excludes copayments,
contributions, benefit reductions, amounts greater than maximum benefits,
amounts you pay for prescription drugs and any expenses not covered by the
Plan.
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Lifetime Maximum
The Plan has a $5,000,000 per person aggregate lifetime maximum. This maximum
includes network and non-network benefits you and/or your dependents received under
any current or former Freescale or Motorola medical plan, other than a Freescale PostEmployment Medical option for those age 65 and older (Age 65+ options). This does not
include amounts you pay, such as your deductible.

Key Terms
•

Emergency Admission: An admission into the hospital for immediate medical care
or surgery for any condition potentially threatening to a bodily function, life or limb.
Pregnancy is not considered an emergency, nor is any other medical condition that a
physician or non-hospital urgent care center could treat during regular business
hours.

•

Medically Necessary: Medical care determined in the sole and complete discretion
of the Claims Administrator to be appropriate for the diagnosis, care or treatment of
the disease or injury involved and consistent with generally accepted principles of
professional medical practice. When a decision is based on a medical judgment, the
Plan consults with a health care professional with appropriate training, who will be
identified upon request. You have the right to receive a copy of the criteria the Claims
Administrator applies to determine medical necessity. If your claim for health care is
denied, you have the right to know the reason for the Claims Administrator’s decision.

•

Negotiated Network Fee (NNF): The maximum amount for a specific service or
supply agreed upon by the Post-Employment Medical Plan and the network
providers.

•

Reasonable and Customary Charge (R&C): The reasonable fee for a specific
service, as determined by the Claims Administrator in its sole discretion, taking into
account factors such as the amount commonly charged in your geographic area, the
complexity of the service and the range of all services provided.

Coverage Options
The Pre-65 Post-Employment Medical Plan provides various coverage options for you to
choose, based on your personal circumstances.
If you do not choose a coverage option when you first enroll, you will automatically be
enrolled in the 50% Network-Only option.

Zero Deductible Option
The Zero Deductible option, also known as the Pre-65 Aetna Choice POS II Zero
Deductible option, is both simple and easy-to-use.
•

If you use network providers, your benefits are paid from the first dollar of your
covered expenses, because there is no deductible. You pay only a copayment
for office visits, and the Plan pays 80% coinsurance for most other covered
network services. When your 20% share reaches the $3,000 per person (limited
to $4,000 per family) out-of-pocket maximum, the Plan pays 100% coinsurance
for most covered expenses for the remainder of the year.

Medical Benefits

40

•

If you use non-network providers, you must meet the $400 per person
deductible (limited to $800 per family) before the Plan begins to pay. After you
meet the deductible, the Plan pays 60% coinsurance for most other covered nonnetwork services. When your 40% share reaches the $4,500 per person (limited
to $6,000 per family) out-of-pocket maximum, the Plan pays 100% coinsurance
for most covered expenses for the remainder of the year.

$750 Deductible Option
The $750 Deductible, also known as the Pre-65 Aetna Choice POS II $750 Deductible
option, lets you pay lower monthly contributions while still enjoying the security of
comprehensive medical coverage.
You pay only a copayment for network office visits. For all other covered expenses:
•

If you use network providers, you must meet the $750 per person deductible
(limited to $1,500 per family) before the Plan begins to pay. After you meet the
deductible, the Plan pays 70% coinsurance for most other covered non-network
services. When your 30% share reaches the $5,000 per person (limited to
$10,000 per family) out-of-pocket maximum, the Plan pays 100% coinsurance for
most covered expenses for the remainder of the year.

•

If you use non-network providers, you must meet the $1,500 per person
deductible (limited to $3,000 per family) before the Plan begins to pay. After you
meet the deductible, the Plan pays 50% coinsurance for most other covered nonnetwork services. When your 50% share reaches the $7,500 per person (limited
to $15,000 per family) out-of-pocket maximum, the Plan pays 100% coinsurance
for most covered expenses for the remainder of the year.

50% Network-Only Option
The 50% Network-Only option, also known as the Pre-65 Aetna POS II 50 Percent
Network-Only option, is designed primarily for retirees who have medical coverage from
another source, such as through a spouse’s employer. This option has lower monthly
contributions and lower benefits, but it allows you to continue your eligibility for
Freescale post-employment medical coverage.
You must live in an area served by an Aetna EPO provider network to choose this
option.
When you use network providers, your benefits are paid from the first dollar of your
covered expenses, because there is no deductible. The Plan pays 50% coinsurance for
most other covered services. When your 50% share reaches the $5,000 per person
(limited to $10,000 per family) out-of-pocket maximum, the Plan pays 100% coinsurance
for most covered expenses for the remainder of the year.
No benefits are paid for non-network care.
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Out-of-Area Coverage
You are considered an out-of-area participant if you do not live in an area where hospital
and behavioral health network providers are available. Out-of-area coverage includes
the Zero Deductible and $750 Deductible options, If you are not sure if you live in a
network area, contact Freescale Rewards Customer Service.
You may not enroll in the 50% Network-Only option if you do not live in a network
location.

If you are an out-of-area participant, you and your covered dependents may go to any
eligible provider or hospital you want and still be eligible for the higher level of benefits
(provided you contact Personal Health Advocate, as described on page 45, as required).
The Post-Employment Health Plan pays its coinsurance based on the reasonable and
customary charge after you pay your copayment, as required. If you are able to travel to
a network location for care, you may reduce your out-of-pocket costs by using a
Freescale network provider. You will save money because the provider charges will be
based on the negotiated network fee. The amounts you pay will be a percentage of the
negotiated network fee, rather than the reasonable and customary charge, plus any
amount exceeding the reasonable and customary charges.
If you are unsure whether you live in a network area, contact Freescale Rewards
Customer Service.

If You Transfer from One Plan or Coverage Option to Another
If you transfer midyear from the Freescale Medical Plan for active employees to this
Plan, or from one pre-65 option to another (for example, from the 50% Network-Only to
the $750 Deductible option), most benefit maximums do not “start over.” In most cases,
annual maximums for office visits and frequency of allowed services are accumulated
and combined between plans/options as one calendar-year maximum. However,
transferring to a new plan/option will require a separate, new annual deductible and outof-pocket maximum. Contact Freescale Rewards Customer Service for more
information.

Freescale Health Care Networks
Health care networks are an integral part of the Post-Employment Medical Plan. With the
Zero Deductible and $750 Deductible options, you must use providers in the Freescale
Provider Networks to receive the highest level of benefit available. For the 50% NetworkOnly option, you must use network providers for your care to be covered.
The customized Freescale networks in various locations across the U.S. include health
care providers and hospitals that meet specific standards established by the network
administrators and agree to charge negotiated fees.

Network Benefits
When you use Freescale networks, you receive the network level of benefit after you
meet your annual deductible (if any). You are responsible for paying the remaining
charges up to the negotiated network fee and any applicable copayments.
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Behavioral Health Network
A network of quality behavioral health care providers is available in this Plan. Each
network provider holds the proper credentials and meets specific standards. They also
agree to a “negotiated network fee,” or a pre-arranged fee for care provided for you and
your covered dependents. Specialty hospitals and facilities are included in Freescale’s
behavioral health network because of their expertise in psychiatric and chemical
dependency services.
To receive the highest level of benefit from either the Zero Deductible or $750
Deductible option, you must use network providers. If you use a network provider, the
Plan pays at the network level for inpatient care, partial hospitalization, residential
treatment or intensive outpatient treatment.
To find a network provider in your area, go to AetnaNavigator.com (requires
registration), or contact Aetna Member Services at 800-626-1987.
If you are covered under the 50% Network-Only option, no benefits are paid for nonnetwork care.

There are two ways to find a behavioral health network provider:
•

Online at AetnaNavigator.com (requires registration); or

•

Calling Aetna Member Services at 800-626-1987.

Non-Network Benefits
If you live in a network area (and are covered under the Zero Deductible or $750
Deductible option) but choose to use the services of non-network providers, your
coverage for these services is generally at the non-network level after the deductible.
You are responsible for paying the remaining charges plus any expenses exceeding
reasonable and customary charges.
If you are covered under the 50% Network-Only option, no benefits are paid for nonnetwork care, except in an emergency or in certain special circumstances as described in
this document.

If the Claims Administrator determines that you live in a network area and you are
unable to receive specialized services from a network provider in your area, benefits for
the covered expense will be paid at the rate that otherwise applies to a network provider,
if you get the Claims Administrator’s approval before incurring them. Contact Aetna
Member Services at 800-626-1987 for more information regarding this process.

When You Travel
If you are traveling or vacationing away from home, you can go to the nearest facility that
can treat your illness or injury. If you are admitted into a hospital, remember to contact
Personal Health Advocate, as described on page 45, within 48 hours to receive network
coinsurance.
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When Your Children Are Away at School
If your child attends school (for example, a child away at college) in an area with a
Freescale Post-Employment Medical Plan Network, then he/she should choose a
provider in that network. If there is no network available, then coverage is provided at the
network level, but based on the reasonable and customary charge. If your covered child
moves to an out-of-network location, call Aetna Member Services at 800-626-1987 to
arrange for their care to receive network coinsurance.

Ancillary Providers
Ancillary providers, such as anesthesiologists, radiologists and assistant surgeons who
are non-network are paid at the network rate (applied to reasonable and customary
charges) when:
•

The care/treatment provided is on an emergency or urgent care basis;

•

The services of the ancillary provider are provided in conjunction with
care/treatment provided at a network facility;

•

The services of the ancillary provider are ordered in conjunction with network
office care and the participant is not allowed to choose the ancillary provider (for
example, when a network physician is supported by a non-network
anesthesiologist); or

•

The Claims Administrator approves the use of a non-network provider because a
network provider is not available in the participant’s location.

Except as explained above, non-network ancillary providers are paid at the non-network
rate when care/treatment is provided at a non-network facility or when ordered in
association with non-network office care.
If you receive services from non-network providers under the circumstances described in
this section, these services are subject to the network deductible of your coverage
option. The amount you pay related to those services is applied only to the network
annual out-of-pocket maximum and does not count toward the non-network annual outof-pocket maximum.

Informed Health® Line
You and your covered family members have telephone access to a registered nurse,
24/7, through Informed Health Line. The medical professionals on this line can answer
questions about medical conditions, treatment and medications. Informed Health Line
also offers the Audio Health Library, with information in both English and Spanish on
thousands of health conditions.
Call the Informed Health Line at 800-556-1555. This number is also on your Aetna ID
card.
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Aetna Navigator™
Aetna Navigator is an online tool with information, tools and self-service features to help
you manage your benefits and your health. Once you are registered to use this website,
at AetnaNavigator.com, you will have a personalized home page. From there, you will
have access to benefits information, may make requests, use cost care tools, find
network providers, print temporary ID cards, and much more.

Personal Health Advocate
When you understand your health care options, you can make more informed decisions.
That is why Freescale provides the Personal Health Advocate Service for PostEmployment Medical Plan participants. The Personal Health Advocate offers
precertification, utilization review and case management services. The Personal Health
Advocate staff includes physicians and registered nurses who work for independent
health care management organizations that provide similar services to other major U.S.
companies. The Personal Health Advocate is a direct line to health care professionals
who work with you and your physician. By using your Personal Health Advocate, you will
be a more active participant in making your health care choices.
Contacting your Personal Health Advocate does not guarantee that the provider or facility
is approved as a network provider, nor does precertification by the Personal Health
Advocate guarantee coverage.
Any questions about coverage or eligibility should be directed to Freescale Rewards
Customer Service.

When you use non-network providers, you may be required to contact your Personal
Health Advocate by calling Aetna Member Services at 800-626-1987 to ensure that you
receive the highest level of benefit available to you. The Personal Health Advocate office
is open from 7 a.m. to 5 p.m. Central time, Monday through Friday.
All medical information given to your Personal Health Advocate is held in strict
confidence.

When to Contact Your Personal Health Advocate
Regardless of the coverage option you have chosen, certain types of care, including
behavioral health care, such as inpatient care and intensive outpatient behavioral care,
require precertification. If you use a network provider for your care, your provider will
contact your Personal Health Advocate and handle the precertification process for you. If
you use a non-network provider, you are responsible for contacting your Personal Health
Advocate by calling Aetna Member Services at 800-626-1987.
If a network provider sends you to a non-network ambulatory surgical facility, benefits for
the facility will be paid at the non-network level.

The Claims Administrator determines whether care is medically necessary. You have the
right to receive the criteria the Claims Administrator applies to determine medical
necessity. If your claim for care is denied, you have the right to know the reason for the
Claims Administrator’s decision.
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Precertification of Non-Network Hospital Admissions/Inpatient Care
You may contact your Personal Health Advocate to discuss alternatives to hospitalization
such as outpatient centers, home health care and hospices.

The Personal Health Advocate arranges with network hospitals across the country to
offer participants in the Post-Employment Medical Plan quality health care, including
behavioral health care, at competitive fees. For you to receive the highest level of
benefit, you should use network hospitals for non-emergency medical and behavioral
health care. To receive the highest level of benefit for inpatient behavioral health care,
you must use one of the specialty hospitals and facilities that are included in the
behavioral health network.
When you are admitted to a non-network hospital, you are responsible for contacting
your Personal Health Advocate to receive precertification in all of the following instances:
•

Within 48 hours of an emergency or urgent care hospital admission; and

•

At least 14 days before a non-emergency hospital admission or at least three
days before your scheduled or expected date of delivery for maternity.

Important Note: Failure to contact your Personal Health Advocate for precertification of
a non-network admission in any of the circumstances listed above will result in your
coinsurance being reduced to 50%. Any expenses for which you are responsible due to
a reduction due to failure to precertify an admission do not apply to your annual out-ofpocket maximum. Contact your Personal Health Advocate by calling Aetna Member
Services at 800-626-1987.
Your Personal Health Advocate precertification is required for Behavioral Health Care
non-network admissions. See Behavioral Health Program, beginning on page 50, for
details about requesting precertification for behavioral health care non-network
admissions.

Precertification of Non-Network Care
When you use a non-network provider, you are responsible for contacting your
Personal Health Advocate to receive precertification in all of the following instances:
•

Home health care;

•

Hospice care (inpatient and outpatient);

•

Inpatient hospital, skilled nursing facility or rehabilitation facility stay;

•

Inpatient residential treatment facility stay for mental disorder or substance abuse
treatment;

•

Intensive outpatient program care for mental disorders or substance abuse;

•

Partial hospitalization program care for mental disorders or substance abuse;

•

Private duty nursing care; and
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•

Outpatient surgeries and procedures, as follows:
-

Abdominoplasty (includes diastasis recti);

-

Blepharoplasty or related procedures;

-

Bone marrow transplants;

-

Breast augmentation;

-

Dental implants;

-

Excessive skin removal;

-

Extracorporeal shock wave therapy;

-

Gastroplasty or stapling/bypass;

-

Genioplasty;

-

Jaw joint disorder surgery;

-

Mammoplasty and related procedures (unless the procedure is in connection
with a mastectomy for cancer) and removal of breast implants and
capsulotomy of the breast;

-

Mastectomy;

-

Orthognathic surgery;

-

Otoplasty;

-

Palatopharyngoplasty/uvulectomy;

-

Penile prosthesis operation;

-

Rhinoplasty (with or without septoplasty); and

-

Sclerotherapy.

For outpatient surgeries and procedures, at least 14 days advance notice is required.

Important Note: Failure to contact your Personal Health Advocate for precertification of
non-network care in any of the circumstances listed above will result in the Plan paying
no benefits for the care, you will be responsible for all charges. Contact your Personal
Health Advocate by calling Aetna Member Services at 800-626-1987.
Personal Health Advocate approval is required for certain types of non-network
Behavioral Health Care. See Behavioral Health Program, beginning on page 50, for
details about requesting precertification for behavioral health care.

Precertification of Behavioral Health Outpatient Services
Personal Health Advocate precertification is required for the following behavioral health
care services:
•

Amytal interview;

•

Biofeedback;

•

Hypnosis;

•

Neuropsychological testing;
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•

Outpatient detoxification.

•

Outpatient electroconvulsive therapy (ECT);

•

Psychiatric home care services; and

•

Psychological testing.

If your non-network provider recommends you receive these services, you must contact
your Personal Health Advocate by calling Aetna Member Services at 800-626-1987 at
least 14 days before receiving testing or training. If you do not get precertification
before receiving these services from a non-network provider, the Plan will pay no
benefits for the care, you will be responsible for all charges.

In an Emergency
In an emergency, you or your covered dependent should immediately seek whatever
care is necessary to safeguard health and well-being. If your emergency treatment is
from a non-network facility, you must contact your Personal Health Advocate within 48
hours of an emergency or urgent care hospital admission or surgery, or your
coinsurance is reduced to 50%.
Emergency Behavioral Health Treatment
The Claims Administrator determines whether behavioral health care is medically
necessary. You have the right to request the criteria the Claims Administrator applies to
determine medical necessity. If your claim for behavioral health care is denied, you have
the right to know the reason for the Claims Administrator’s decision.
Contact your Personal Health Advocate for non-network care by calling Aetna Member
Services at 800-626-1987.

How Personal Health Advocate Services Work
When you call your Personal Health Advocate, you must provide the following
information:
•

Retiree’s/TDP’s name and identification number;

•

Patient’s name and birth date;

•

Physician’s name and telephone number;

•

Hospital’s name and telephone number;

•

Reason for proposed hospital admission; and

•

Proposed date of admission.

Then the Personal Health Advocate physicians and nurses will:
•

Give you a patient control number (if proposed admission date is given) to
confirm that the Personal Health Advocate office was notified;

•

Contact your physician; and

•

Discuss outpatient versus inpatient care and treatment alternatives, if needed.
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If you do not live in a network location, your Personal Health Advocate attempts to
negotiate fees with the hospital you selected. Any discounts are passed on to you.
There are some things that your Personal Health Advocate will not do, such as:
•

Make your health care decisions for you;

•

Interfere in your relationship with your physician;

•

Diagnose your condition;

•

Deliver medical care;

•

Prescribe medication;

•

Delay the processing of your medical claim; or

•

Determine your benefit coverage.

What If You Do Not Contact Your Personal Health Advocate
If you do not contact your Personal Health Advocate when required for non-network
care, your benefit coverage will be reduced for all provider services and charges (e.g.,
surgeon or anesthesiologist) associated with inpatient confinement.
Important:
•

If you do not contact your Personal Health Advocate for non-network care in all
the circumstances requiring precertification listed in Precertification of NonNetwork Hospital Admissions, on page 45, coinsurance is reduced to 50%.

•

If you do not contact your Personal Health Advocate for non-network care in all
the circumstances listed in Precertification of Non-Network Care, on page 46,
the Plan will pay no benefits for the care, you will be responsible for all charges.

When in doubt, it is better to contact your Personal Health Advocate when you receive
non-network care.

Case Management
Occasionally a stay in a hospital or rehabilitation center may become extended, and
expenses may become high. Sometimes your case may be complex, and medical
requirements may become extraordinary. If you would like assistance managing these
situations, you can ask Case Management for help. This program is voluntary and costs
you nothing.
Contact Case Management through your Personal Health Advocate by calling Aetna
Member Services at 800-626-1987.

You may contact Case Management on your own, due to a hospital admission or at the
direction of the Plan Administrator.
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Following an initial review by Case Management, your case is assigned to an
appropriate case manager and you are contacted to sign an authorization allowing the
case manager to work with your providers. Sometimes, a case will not be appropriate for
Case Management. In this instance, Case Management notifies you in writing.

Disease Management Program
If you or a covered family member suffers from a chronic condition, the PostEmployment Medical Plan offers special assistance through the Disease Management
Program. Participation is voluntary and confidential.
The Program’s services are provided by Aetna. Registered nurses and other health care
professionals help Disease Management Program patients to:
•

Better understand and follow their doctor’s recommendations;

•

Take charge of their care;

•

Make lifestyle changes to improve their general health; and

•

Alert their doctors to opportunities to improve their care.

The Disease Management Program covers 30 chronic conditions, ranging from asthma
to congestive heart failure to sickle cell disease to seizure disorders. The Claims
Administrator reviews claims data to identify people who may qualify for the Program. To
see if you or your covered family member may qualify, contact your Personal Health
Advocate by calling Aetna Member Services at 800-626-1987.

Behavioral Health Program
Freescale offers a Behavioral Health Program to all Freescale Post-Employment Medical
Plan participants. The goal is to help you and your covered dependents remain healthy
and drug-free, and to provide access to quality providers.
Behavioral Health Benefits Summary
Benefit

Description

Eligible Providers

Network/Non-network: licensed psychiatrists, licensed nurse
practitioners, licensed clinical psychologists, licensed social
workers and other licensed behavioral health counselors.

Inpatient Treatment Program

•

Acute: 24-hour intensive nursing and medical attention

•

Sub-Acute: 24-hour nursing and medical monitoring as
needed (therapeutic rehabilitation)

•

Day Care/Evening Treatment or Partial Hospitalization:
A structured program in which you meet for individual,
group and family therapy
Personal Health Advocate precertification is required. The
program’s benefits are determined the same as your inpatient
medical benefits.
Under the 50% Network-Only option, no benefits are paid if you
use a non-network provider.
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Behavioral Health Benefits Summary
Benefit

Description

Residential Treatment

Personal Health Advocate precertification is required. Medically
necessary treatment in an overnight environment.

Intensive Outpatient
Treatment (beyond office
visits)

A structured program in which you meet for individual, group
and family therapy at least three hours each day for three days
or more per week. The program’s benefits are the same as your
outpatient medical benefits.

Outpatient Physician/
Therapist Visits

For network care, you pay your office visit copayment for each
office visit, and the Plan pays the rest. For non-network care,
your option’s non-network office visit benefit applies.
Under the 50% Network-Only option, no benefits are paid if you
use a non-network provider.

When You Use a Network Provider
If you use a network provider, the Program pays its network level of benefit for inpatient
care, partial hospitalization, residential treatment or intensive outpatient treatment. You
are responsible for the remaining charges, up to the negotiated network fee in your
medical plan coverage choices. The amounts you pay count toward your coverage
option’s annual network out-of-pocket maximum. Network providers handle
precertification when it is required.
For network outpatient office visits, you pay only your office visit copayment, and the
program pays the rest. Your copayment does not count toward your medical option’s
annual network out-of-pocket maximum.

When You Use a Non-Network Provider
You may use providers who are not in the behavioral health network and receive the outof-network level of benefit of your medical option. You are responsible for all remaining
charges, including amounts above the reasonable and customary level. You must use a
licensed psychiatrist, licensed nurse practitioner, licensed social worker or behavioral
health counselor to receive non-network benefits.

If You Live Out-of-Area
The Behavioral Health Program is available to you and your covered dependents even if
you do not live in an area served by the Program’s network. In this case, you may see
any state-licensed behavioral health provider you choose, and the Program pays a
percentage (depending on your option) of reasonable and customary charges for
covered medical services. For office visits, you pay a copayment and the Program pays
the rest, up to the reasonable and customary charge for that service. You are
responsible for paying any amounts above the reasonable and customary level.
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When you receive care from a non-network provider, you may be responsible for paying
charges to the provider at the time of service and then filing for reimbursement (See the
behavioral health portions of the Filing Claims table (see page 141). In addition, the
precertification rules below also apply to out-of-area participants. You are responsible
for getting precertification for non-network care, when it is required. Contact your
Personal Health Advocate by calling Aetna Member Services at 800-626-1987 to
request precertification.

What’s Covered
The Freescale Post-Employment Medical Plan pays benefits for covered services and
expenses only. The Plan provides coverage for a wide array of services. It is your
responsibility to use the services of network providers and to follow your Personal Health
Advocate requirements whenever applicable to receive the highest benefit possible.
Failure to follow the guidelines for contacting your Personal Health Advocate when
required reduces your benefit.

Voluntary Health Screenings
The Post-Employment Medical Plan emphasizes preventive care and encourages you
and your covered dependents to take advantage of voluntary screenings. These can be
done at your primary providers’ office and are covered as an office visit.
Voluntary health screenings covered under the Plan include:
•

Mammograms and pap smears for women;

•

Prostate-specific antigen and digital rectal exams for men; and

•

Lipid panel profiles, bone density tests and glucose tests.

Partner with your physician to determine which screenings may be appropriate for you.
Voluntary health screenings are sometimes offered outside the Post-Employment
Medical Plan at Freescale worksites; see Wellness Programs/Activity Centers,
beginning on page 84.

Maternity Coverage
Freescale offers maternity benefits and the Maternity Care Program to all Freescale
Post-Employment Medical Plan participants. The Maternity Care Program is a
confidential, no-cost service provided by Personal Health Advocate Services. It is part of
Freescale’s commitment to providing the highest quality care to expectant mothers and
their babies.
You should notify your Personal Health Advocate by calling Aetna Member Services at
800-626-1987 to enroll in the Maternity Care Program as soon as the pregnancy is
confirmed.
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The Plan includes these services as part of its routine maternity coverage:
•

Charges made by a freestanding facility licensed in the jurisdiction to provide
prenatal care, delivery and immediate postpartum care within 24 hours after the
delivery;

•

Services and supplies provided for prenatal care, delivery of a child or children,
and postpartum care within 24 hours after the delivery;

•

Charges by the operating physician for performing the obstetrical procedure,
related pre- and post-operative care and administration of an anesthetic;

•

Services of any other physician for administration of a general anesthetic, not a
local anesthetic; and

•

Routine nursery care for a newborn, while the mother is hospitalized for maternity
care.

Lactation Breast Pump Benefit
The Plan pays 100%, up to $250 per lifetime for the purchase or rental of a lactation
breast pump, with no deductible. When you acquire the pump, send Aetna your itemized
receipt with the retailer’s name, your cost, your Aetna ID number, and the name of the
covered expectant mother, along with a Medical Claim Form. Download the claim form
from Aetna.com, and fax it with the items above to 860-754-1985. If you have questions
about the form or need help getting your reimbursement, call Aetna’s Jennifer Melton at
559-241-5512.

Remember that non-network maternity admissions require precertification. If you are
not enrolled in the Maternity Care Program described below, you must contact your
Personal Health Advocate by calling Aetna Member Services at 800-626-1987 to have
your non-network admission precertified. Network providers will handle
precertification for you.
While your benefits may be reduced for an uncertified non-network admission, the Plan
will not:
•

Reduce benefits for any maternity hospital stay for a covered mother or newborn
child to less than 48 hours for vaginal delivery, or 96 hours for cesarean section;

•

Require you to demonstrate that a hospital stay for childbirth is medically
necessary; or

•

Require an attending provider to complete a certificate of medical necessity to
cover any part of a 48-hour (or 96-hour) maternity hospitalization.

The length of stay is decided between the physician and the mother.
Important Note: Contact Aetna Member Services at 800-626-1987 for detailed
information regarding what you should do if your doctor discontinues his/her participation
in the provider network during your pregnancy.
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Using a Midwife
You may choose to use the services of a midwife, rather than a physician, for your
maternity care. The midwife must be a licensed or certified nurse midwife (LNM, CNM)
for you to receive benefits for his or her services. If the midwife is not a licensed or
certified nurse midwife, the Plan will pay no benefits for the care, you will be responsible
for all charges.
For you to receive the highest level of benefit, you should use a midwife whose charges
are billed through a network provider (if you live in a network area).
Maternity Care Program
The Maternity Care Program is a voluntary program. It was developed by obstetricians
and perinatologists to help you learn more about your pregnancy and help maintain
maximum health for you and your baby.
This special program, known as Aetna’s Beginning Right Maternity Program and
provided through your Personal Health Advocate, offers educational and prescreening
treatments. By participating, you will learn how to identify any risk factors that may be
present with your pregnancy and how to lower your risk of premature birth.
Benefits of the Maternity Care Program
•

Risk screenings at the 16th and 28th weeks of pregnancy, to determine risks
involving premature delivery, alcohol use, smoking, Rh factor and diabetes, all to
help you decide if additional care is needed;

•

Prescreenings;

•

Prenatal education booklet;

•

Medical and social service referrals; and

•

24-hour baby hotline.
You should notify your Personal Health Advocate by calling Aetna Member Services at
800-626-1987 to enroll in the Maternity Care Program as soon as the pregnancy is
confirmed.

Infertility Coverage
Freescale also offers limited infertility benefits for you and/or a covered spouse/domestic
partner, but not a dependent child. Coverage includes the diagnosis and treatment of the
underlying medical condition relating to infertility.
Artificial insemination, ovulation induction and advanced reproductive technology are not
covered. A separate $4,000 lifetime maximum benefit applies to prescription drugs for
infertility; see What’s Covered under the Prescription Drug Program, beginning on page
80.
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Transplant Services Program
Organ transplants are covered under all options of the Post-Employment Medical Plan.
However, for the Zero Deductible and $750 Deductible options, organ transplants are
covered at a higher benefit level under the Transplant Services Program. The higher
benefit level does not apply to the 50% Network-Only option.
The Transplant Services Program uses Institutes of Excellence™ (IOE) medical facilities
that meet stringent criteria for quality care in organ transplantation. These facilities are
located throughout the United States and specialize in bone marrow, heart, lung, kidney,
pancreas, intestine or liver transplants.
Transplant Program Benefits Summary
Zero Deductible
Option

$750 Deductible
Option

50% Network-Only
Option

IOE Facility
With Precertification
No Precertification

100% of NNF
50% of NNF

100% of NNF
50% of NNF

50% of NNF
50% of NNF

Non-IOE Facility
With Precertification
No Precertification

60% of R&C
50% of R&C

50% of R&C
50% of R&C

Not covered
Not covered

How to Use the Transplant Services Program
When you require an organ transplant, you or your physician should contact your
Personal Health Advocate by calling Aetna Member Services at 800-626-1987 to begin
the evaluation process. If the surgery is eligible for coverage, the Personal Health
Advocate transplant coordinator (a registered nurse) works with you, the patient (if a
covered dependent), family members and medical personnel to answer questions and
help make arrangements. The transplant coordinator may also review the treatment plan
and follow up with the patient for up to one year after the surgery.
What the Program Covers
•

Surgery and Related Services: Fees related to transplant surgery determined
to be medically necessary by your Personal Health Advocate. This includes
oxygen, attending medical personnel and post-surgical care for up to one year, if
medically necessary.

•

Donor Matches: Expenses to determine whether any of the patient’s immediate
family members are suitable donors, activating a donor search with national
registries, and expenses for donor acquisition and transportation costs that are
not covered by another plan or program.

•

Travel and Lodging: Reimbursement of up to $10,000 per transplant for the
cost of travel to and from the site of the transplant surgery by:
-

The patient;

-

A live organ donor, if necessary; and

-

One adult family member, if the Claims Administrator or the attending
physician determines it is necessary for the patient’s well-being.
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The following expenses are eligible for reimbursement:
•

Mileage, based on IRS medical rate;

•

Airfare, instead of mileage, but only when travel is for more than 100 miles; and

•

Lodging, up to $50/day per person (maximum $100/day), at a facility associated
with the transplant hospital (or recommended by your Personal Health
Advocate).

Costs of food and incidentals are not eligible for reimbursement.
To receive the Transplant Program’s level of benefit, you must use the IOE hospitals and
facilities recommended by your Personal Health Advocate. If you do not contact your
Personal Health Advocate as required or use the assigned IOE facility, the Plan’s nonnetwork benefit level will apply.
Note: Any expenses for which you are responsible due to a Personal Health Advocate
reduction do not apply to your annual out-of-pocket maximum.

Additional Post-Employment Medical Plan Covered Expenses
•

Accidental Injury to Sound Natural Teeth: Initial treatment of sound, natural
teeth accidentally injured. Treatment must be completed within 24 months of the
accident. A chewing injury is not considered an accident.

•

Alcohol, Drug Treatment: Treatment of alcoholism or drug addiction is covered
as part of behavioral health benefits, see Behavioral Health Program,
beginning on page 50 for details.

•

Allergy Treatment: Physician-prescribed testing, treatment and injections for
allergies. Exclusions apply, see page 62.

•

Ambulance: Benefits are based on billed charges. If medically necessary,
ambulance service to a hospital for treatment. One round trip to another facility
for medically necessary tests or treatment related to that confinement. Also, if
medically necessary, emergency transportation by a regularly scheduled airline,
railroad or air ambulance from the place you or your covered dependent
becomes ill or injured to the nearest hospital qualified to provide special
treatment.

•

Ambulatory Surgery (outpatient): Professional services and facility fees for
outpatient surgery. Personal Health Advocate precertification is required, see
page 44.

•

Anesthesia: Services provided by an anesthesiologist who is in constant
attendance during the operation for the sole purpose of administering the
anesthesia. Services provided by a certified registered nurse anesthetist (CRNA),
when billed in conjunction with services of a supervising anesthesiologist.
Charges not to exceed 50% of the lesser of the negotiated network fee or
reasonable and customary charge for the procedure, for each provider.

•

Behavioral Health Care Program: Access to quality behavioral health
providers; see Behavioral Health Program, beginning on page 50 for details.
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•

Blood: Administration of whole blood, blood plasma or artificial blood products
(excluding autologous blood, except for an impending surgical procedure).

•

Casts, Dressings, Prosthetic Appliances: Casts, dressings, splints, trusses,
braces and crutches, prosthetic appliances and custom-made orthotics (limited to
two pair per year) and Jobst Stockings, as prescribed by physician.

•

Contraceptives: Physician-administered contraceptives such as IUDs, Norplant
implants and progestin injections to prevent conception. Excludes prescription
contraceptives; for prescription contraceptives, see What’s Covered in the
Prescription Drug Program section, on page 81.

•

Convalescent Home, Skilled Nursing Home, Inpatient Rehabilitation:
Medically necessary care in a convalescent home or skilled nursing home,
including inpatient rehabilitation. Confinement must be in lieu of a hospital stay,
and you or your covered dependent must be under the regular care of a
physician. Limited to 120 days per calendar year.

•

Dental Implants: Coverage only when medically necessary to correct an injury
to sound natural teeth. Most dental implant requests do not meet the criteria for
medical necessity under the Post-Employment Medical Plan. Implants are
medically necessary only in cases of major trauma, gross deformity resulting in
debilitating impairment related to food ingestion, with the potential for malnutrition
and other life-threatening medical circumstances.
-

No coverage for any related post-operative dental services such as crowns,
dentures, abutments, connector bars, precision attachments or dental
prostheses. Personal Health Advocate precertification is required, see page
44.

•

Diagnostic Laboratory, Radiology and Pathology: A series of tests, invasive
or noninvasive, used to determine a particular diagnosis. Benefit level,
copayment and/or deductible (if any) depend on your coverage option and
whether you receive the services in your physician’s office, at an independent lab
or in a hospital setting (either inpatient or outpatient).

•

Durable Medical Equipment: Rental, up to the maximum purchase price (or
purchase, if deemed to be more cost-effective by the Plan) of standard
wheelchair, standard hospital bed and other durable medical equipment
necessary for treatment, as prescribed by a physician. Personal Health Advocate
precertification is required for rental or purchase of $1,000 or more, see page 44.

•

Eye Examinations: Non-refractive examination of the eye performed by an
eligible provider due to an injury or illness performed at a hospital, or at a
physician’s office. See the Vision Benefits section, beginning on page 98 for
information on coverage of routine vision care.

•

Eye Wear: Medically necessary prescription eyeglass lenses or contact lenses
only for immediate treatment or postoperative care of medical conditions directly
caused by trauma or disease. When the Vision Plan also pays a benefit for
medically necessary contact lenses, described on page 100, the PostEmployment Medical Plan benefit is secondary.
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•

Gastric Bypass: If medically necessary, gastroplasty, lap banding, and bypass
that is approved pursuant to procedures maintained by the Claims Administrator.
Personal Health Advocate precertification is required, see page 44.

•

Health Screenings: Adult routine preventive health screenings (as
recommended by your physician). Benefit level and deductible (if any) depends
on whether you receive the services in your physician’s office, hospital or
radiology facility. Covered screenings include, but are not limited to:

•

-

For Women: Mammogram and pap smear.

-

For Men: Prostate specific antigen and digital rectal exam.

-

For Adults: Lipid panel, bone density, glucose and blood pressure.

Hearing Aids: Costs for purchase of hearing aids, limited to one pair of hearing
aids every two years.
-

Cleaning and checking of hearing aids. No frequency limit applies.

•

Hearing Examinations: Routine hearing exams/care performed by an eligible
provider. Limited to one examination every two years.

•

Home Health Care: Specified health care services performed in the home that
must be:
-

Prescribed by a physician;

-

Provided by a licensed agency;

-

For medically necessary care; and

-

For the same or a related condition that caused a hospital confinement or in
lieu of a hospital confinement.

Benefits limited to 120 visits per calendar year; visits for up to 10 days after
inpatient care do not apply toward this limit. Personal Health Advocate
precertification is required, see page 44. Custodial care is not a covered service.
•

Hospice Benefits (for non-network treatment paid at network level): An
organization or facility that provides for the physical and psychological aspects of
caring for the terminally ill, including bereavement counseling. Services must be
provided through a hospital or other licensed facility, home health care agency or
hospice. To qualify, you or your covered dependent must be terminally ill and
have a life expectancy of six months or less. Personal Health Advocate
precertification is required.

•

Hospital — Inpatient: Only semiprivate hospital room and board are covered, as
well as other inpatient services for medical care and treatment. Must be
medically necessary based on diagnosis. (If you have a private room, you pay
the difference unless medically necessary, or if it is the only room available.)
Personal Health Advocate precertification is required, see page 44.

•

Hospital — Outpatient: Charges made by a hospital for outpatient treatment,
such as outpatient surgery. Personal Health Advocate precertification is required
in some cases, see page 44.
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•

Hospital — Emergency Room, ER Physician: Charges made by a hospital or
ER physician for emergency treatment. Emergency care provided in an
emergency room is covered at the in-network rate. If you are billed for amounts
above the reasonable and customary charge, contact Aetna Member Services at
800-626-1987 to have your claim reprocessed, so you will not have to pay those
additional charges.

•

Immunizations/Vaccinations: Immunizations, including vaccinations, are
covered as part of a physician’s office visit. Covered charges are those for
immunizations/ vaccinations for the prevention of disease and illness as
recommended by your health care provider. Cervical cancer vaccinations (HPV)
are included as a covered expense for females; generally for ages 9-26, check
with your doctor.

•

Infertility Treatment: See the Infertility Coverage section, on page 54, for
details.

•

Lactation Breast Pump: Lactation breast pumps provided based on the
American Academy of Pediatrics recommendation that breastfeeding for the first
12 months provides all the nutrients a child needs for growth and development.
Lifetime maximum benefit of $250; see Maternity Coverage (beginning on page
52), for details.

•

Mastectomies: In connection with a covered mastectomy:
-

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

-

Surgery and reconstruction of the other breast to produce symmetrical
appearance; and

-

Prosthesis and physical complications of mastectomy including
lymphedemas.

Personal Health Advocate precertification is required, see page 44.
•

Maternity Care: Routine maternity care/delivery charges for the mother including
initial diagnostic office visit and lab work, testing and radiology services. Personal
Health Advocate precertification is required, see page 44. See Maternity
Coverage (beginning on page 52), for details.

•

Nuclear Medicine, MRI, CT Scan, Ultrasound, Specialty Lab Procedures:
Specialty diagnostic procedures performed at a hospital or other health care
facility.

•

Nutritional Counseling: Services provided by a registered dietician in individual
sessions for covered persons with medical conditions requiring a special diet.
Examples include diabetes mellitus, gestational diabetes, coronary artery
disease, heart failure, severe obstructive airway disease, gout, renal failure,
phenylketonuria (PKU) and hyperlipidemias.

•

Occupational Therapy: Occupational therapy by a registered and licensed
therapist, necessary due to an illness, injury or congenital birth defect, provided
the physician who prescribed it regularly reviews the treatment. Under the Zero
Deductible and $750 Deductible options, Non-network benefits, combined with
physical therapy and speech therapy, are limited to $3,500 per therapy per
calendar year; this limit does not apply to other options.
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•

Oral Surgery: Surgery for the treatment of fractures or dislocations of the jaw or
the cutting procedures of the mouth, excluding procedures for the teeth or gums.

•

Orthognathic Surgery: Surgery to alter relationships of dental arches and/or
supporting bones, usually accomplished with orthodontic therapy. Surgery and
postoperative therapy. Covered expenses include charges made for treatment of
a congenital cleft lip or palate, or of a condition related to the cleft lip or palate.
Personal Health Advocate precertification is required, see page 44. Note:
Orthodontic treatment and crowns associated with TMJ treatment are not
covered under this benefit.

•

Outpatient Emergency, Urgent Care: Treatment for emergency, accident or
urgent care at an outpatient treatment center such as the outpatient department
of a hospital or other ambulatory care center.

•

Physician’s Fees: Charges for visits for the treatment of an accident, illness,
specialist consultation or covered preventive services.

•

Physical Therapy: Physical therapy by a registered and licensed therapist,
provided the physician who prescribed it regularly reviews the treatment. Nonnetwork benefits, combined with occupational therapy and speech therapy,
limited to 120 visits per calendar year.

•

Prescription Drug Program: Prescription drugs prescribed by a physician,
dispensed by a licensed pharmacist and identified by a prescription number.
These benefits are provided by CVS Caremark, see Prescription Drug
Program, beginning on page 34 for details.

•

Prescription Medicine: Charges for drugs prescribed by a physician and
dispensed in an inpatient setting, outpatient hospital or surgicenter. If network
negotiated fee (network) or reasonable and customary charge (non-network) is
not available, benefit is based on average wholesale price of the drug. Certain
specialty drugs must be purchased through CVS Caremark Specialty
Pharmacy Services to be covered (see page 75 for details).

•

Private Duty Nursing: Private duty nursing when the attending physician states
in writing that the nursing care is necessary; covered up to a maximum of 120
visits per calendar year. Private duty nursing care must be provided by a
registered nurse or licensed practical nurse. The services provided must be for
treatment, not for custodial care.

•

Radiation Therapy and Chemotherapy: Coverage for radiation therapy (X-ray,
radium and radioactive isotope treatment) and chemotherapy. If network
negotiated fee (network) or reasonable and customary charge (non-network) is
not available, benefit is based on average wholesale price of the drug. Certain
specialty drugs must be purchased through CVS Caremark Specialty
Pharmacy Services to be covered (see page 75 for details).

•

Respiratory Therapy: Respiratory therapy prescribed by a physician.

•

Routine Physical Exams: Coverage for exams beyond required or voluntary
screenings or diagnostic lab services and X-rays. Includes adult and pediatric
physical exams. Exams by a school physician or school nurse are not covered.

•

Sleep Studies: Diagnostic testing for the determination of sleep disorders.
Personal Health Advocate precertification is required, see page 44.
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•

Speech Therapy: Speech therapy by a licensed and registered therapist,
provided the physician who prescribed it regularly reviews the treatment. Nonnetwork benefits, combined with occupational therapy and physical therapy,
limited to 120 visits per calendar year.

•

Sterilization: Routine sterilization, including vasectomy and tubal ligation for the
retiree/TDP and covered spouse/domestic partner, but not reversal of such
procedure.

•

Surgeon’s Fees: Charges by the operating surgeon for an operation in or out of
the hospital, in a physician’s office, or in an outpatient treatment facility (such as
a surgicenter). Note: Special payment rules apply to secondary, ancillary and
bilateral surgical procedures.

•

Surgical Assistant: If medically necessary, surgical assistant charges not
exceeding 20% of the primary surgeon’s contracted rate for all procedures. See
page 43 for rules that apply when the surgical assistant is an ancillary provider
(see page 44).

•

Temporomandibular Joint Disorder (TMD, formerly TMJ Treatment):
Surgical treatment of temporomandibular joint (TMJ) dysfunction (or similar
disorder of the jaw joint) or myofacial pain dysfunction (MPD), or any similar
disorder in the relationship between the jaw joint and the related muscles and
nerves. Personal Health Advocate precertification is required, see page 44.
Note: Non-surgical treatment is not covered under this benefit.

•

Tobacco Cessation Programs: Physician-prescribed and regularly reviewed
medical treatment and prescription medicines provided as part of a smoking
cessation program. The lifetime maximum us three courses of treatment per
person.

•

Transplant Care: Eligible organ transplant procedures for you and your covered
dependents. If you are enrolled in the Zero Deductible or $750 Deductible option
and use the Transplant Services Program, these procedures are covered at a
higher level (see page 55 for details).

•

Weight Control Programs: A benefit is paid for network treatment of a
participant who is morbidly obese for services in connection with weight control
programs that are medically necessary, including office visits, laboratory services
and behavior modification services. Non-network treatment is not covered.
Morbidly obese means having a Body Mass Index that is greater than 40
kilograms per meter squared; or equal to or greater than 35 kilograms per meter
squared with a comorbid medical condition, including hypertension, a
cardiopulmonary condition, sleep apnea, or diabetes.

•

Well-Child and Baby Care: Office visits and immunizations for well-child and
baby care. Includes routine nursery care for a newborn, while the mother is
hospitalized for maternity care.

•

Wigs and Hairpieces: Wigs and hairpieces prescribed by a physician for hair
loss caused by, but not limited to, chemotherapy, radiation therapy, alopecia
areata, endocrine disorders, metabolic disorders, cranial surgery or severe
burns. Excludes physiologic changes as a part of the aging process or hereditary
factors. If medical criteria are met, maximum benefit of $500, limited to one wig.
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What’s Not Covered Under the Pre-65 Post-Employment Medical
Plan
When no statement is made in this Plan regarding a specific service, that specific
service is not covered. Listed below are examples of services that are not covered
under the Post-Employment Medical Plan. Contact Freescale Rewards Customer
Service for additional information.
•

ABA: Applied behavioral analysis, for autism and other similar disorders.

•

Abortion: Abortion, except when medically necessary to preserve the mother’s
health and a physician documents such medical necessity.

•

Acupuncture: Acupuncture therapy or treatment (however, acupuncture covered
in lieu of anesthesia during the course of a covered surgical procedure is
covered).

•

Allergy Treatment: Except as provided in What’s Covered (beginning on page
52), food allergy injections or drops, blood testing for food allergies, body
chemical analysis, provocation-neutralization testing or treatment, candida
hypersensitivity, sublingual allergy testing or treatment and treatment for multiple
chemical sensitivity or environmental illness.

•

Behavioral Health:

•

-

Evaluation or treatment of learning disabilities, minimal brain dysfunction,
developmental, learning and communication disorders, behavioral disorders
(including Pervasive Developmental Disorders) training, applied behavioral
analysis (ABA) or cognitive rehabilitation regardless of the underlying cause;

-

Long-term and acute care at residential treatment centers that does not meet
medical necessity;

-

Marriage counseling, unless prescribed in connection with a covered service;

-

Milieu therapy;

-

More than one individual therapy session per date of service (unless
approved in advance as medically necessary);

-

Preparation of reports;

-

Psychological tests to determine job, occupational or school placement or for
educational purposes;

-

Services, treatment, and educational testing and training related to behavioral
(conduct) problems, learning disabilities and delays in developing skills;

-

Telephone consultations with any provider (except in the case of urgent or
emergency care);

-

Therapeutic schools and educational programs such as Outward Bound; and

-

Wilderness camps.

Charges for Completion of Forms: Any charge by a provider for completion of
forms.
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•

Charges for Missed Appointments: Any charge by a provider for missed
appointments.

•

Charges for Which You Are Not Liable: Any charge for services that you or
covered dependents are not legally required to pay.

•

Chiropractic Treatment: Medical manipulation of the spine, by a physician or
doctor of chiropractic medicine.

•

Claims Filed After One Year: Claims filed after one year from the date the
services are provided.

•

Cosmetic or Plastic Surgery or Treatment: Cosmetic or plastic surgery, unless
such surgery is medically necessary to improve the functioning of any malformed
or deformed part of the body or reconstructive surgery in connection with a
mastectomy, or treatment of an injury due to an accident.

•

Custodial Care: Non-medical services, supplies and treatment to train or assist
you or your covered dependents with personal hygiene or other daily living
activities.

•

Dental Treatment: All dental treatment except an injury to a sound natural tooth
and dental implants, as defined for coverage.

•

Educational Classes, Material, Testing and Reports: Educational classes and
material, including software, videos, books, pamphlets, etc., and any cost related
to educational testing and preparation of reports. Evaluation or treatment of
learning disabilities, minimal brain dysfunction, developmental, learning and
communication disorders, behavioral disorders (including pervasive
developmental disorders) training or cognitive rehabilitation, regardless of the
underlying cause. Services, treatment, and educational testing and training
related to the behavioral (conduct) problems, learning disabilities and delays in
developing skills.

•

Embryonic Genetic Testing: Expenses incurred to determine chromosomal
abnormalities in the embryo.

•

Equipment: Costs related to the purchase, maintenance or repair of durable
equipment such as wheelchair locking devices for vans, electronic dust filters, air
conditioners, humidifiers, exercise equipment or conveyance equipment that may
be used by other family members of the patient in the absence of illness or injury.
Also, rental costs in excess of the purchase price, costs for deluxe durable
equipment, maintenance and most repairs of medical equipment, or rental cars.

•

Excessive Charges: Charges by a network provider in excess of the provider’s
negotiated network fee, or charges by a non-network provider that are in excess
of an amount that is reasonable and customary.

•

Experimental Medical Treatment: Expenses for care or treatment, including
drugs, that is experimental in nature and does not meet generally accepted
standards of medical practice, as determined by the Claims Administrator.

•

Experimental Surgery: Experimental surgery and experimental organ
transplants, as determined by the Claims Administrator.

•

Fast ForWord: Acoustic and neural processing computer training program for
speech improvement and any similar hearing or speech training program.
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•

Gastroplasty, Lap Banding or Stapling/Bypass: Any gastroplasty, lap
banding, or stapling/bypass not approved by the Claims Administrator.

•

Governmental Plans: Expenses paid by any governmental plan or law when
coverage is not limited to the government’s civilian employees and their
dependents.

•

Hippo Therapy: Rehabilitation of individuals with physical, emotional and
learning disabilities through equine-facilitated activities.

•

Hormone Replacement Therapy: Hormone replacement therapy received in
connection with or because of a clinical diagnosis of transsexualism.

•

Incarceration: Expenses incurred while incarcerated or in a penal institution.

•

Infertility: Except as specifically described otherwise, any services, treatments,
procedures or supplies that are designed to enhance fertility or the likelihood of
conception, including but not limited to:
-

Drugs related to the treatment of non-covered benefits;

-

Injectable infertility medications, including but not limited to, menotropins,
hCG, GnRH agonists and IVIG;

-

Artificial Insemination;

-

Advanced Reproductive Technology (ART) procedures or services related to
procedures, including but not limited to, In Vitro Fertilization (IVF), Gamete
Intra-Fallopian Transfer (GIFT), Zygote Intra-Fallopian Transfer (ZIFT), IntraCytoplasmic Sperm Injection (ICSI), Artificial insemination for covered
females attempting to become pregnant who are not infertile as defined by
the Plan;

-

Infertility services for couples in which one of the partners has had a previous
sterilization procedure, with or without surgical reversal;

-

Procedures, services and supplies to reverse voluntary sterilization;

-

Infertility services for females with FSH levels 19 or greater mIU/ml on day 3
of the menstrual cycle;

-

The purchase of donor sperm and any charges for the storage of sperm;

-

The purchase of donor eggs and any charges associated with care of the
donor required for donor egg retrievals or transfers or gestational carriers or
surrogacy;

-

Donor egg retrieval or fees associated with donor egg programs, including
but not limited to, fees for laboratory tests;

-

Charges associated with cryopreservation or storage of cryopreserved eggs
and embryos (e.g., office, hospital, ultrasounds, laboratory tests, etc.);

-

Any charges associated with a frozen embryo or egg transfer, including but
not limited to, thawing charges;

-

Home ovulation prediction kits or home pregnancy tests;

-

Any charges associated with care required to obtain ART Services (e.g.,
office, hospital, ultrasounds, laboratory tests);
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•

-

Any charges associated with obtaining sperm for any ART procedures; and

-

Ovulation induction and intrauterine insemination services if you are not
infertile.

Jaw Joint Disorder — Non-Surgical Treatment: Non-surgical treatment of jaw
joint disorder (TMJ and MPD), such as:
-

Behavioral therapy;

-

Medical therapy;

-

Oral splints;

-

Physical therapy; and

-

Trigger point injection.

•

Lab Services: Home test kits, over-the-counter lab tests and lab services not
prescribed by an eligible physician.

•

Liposuction: Surgical removal of fat tissue by suction.

•

Long-Term Residential Treatment and Care: Long-term residential treatment
and care provided in a residential treatment center (except as covered under the
Behavioral Health Program).

•

Military Service-Related Injury or Illness: Hospital care or treatment, services
and supplies received in any U.S. government hospital (such as a veteran’s
hospital) or any hospital that makes no charge that you or a covered dependent
is required to pay if it is due to a service-connected injury, illness or disability.

•

Non-Approved Treatment, Service or Product: Any service, treatment or
product not approved by the Food and Drug Administration or not considered
standard medical practice by the American Medical Association.

•

Non-Covered Newborns: Nursery and any medical expenses for any noncovered newborn dependent (for example, a child of your covered dependent
child), except for delivery and postnatal care while the mother is hospitalized for
covered maternity care.

•

Non-Covered Providers: Expenses for care or treatment provided by or ordered
by an acupuncturist, a certified doula, herbalist, holistic health practitioner,
massage therapist/practitioner, non-nurse midwife, operating room technician,
oral facial myologist or surgical technologist, chiropractor, Christian Science
practitioner, doctor of oriental medicine, emergency medical technician, holistic
nurse, homeopathic doctor, hypnotherapist, myotherapist, naturopathic doctor or
registered kinesiotherapist.

•

Non-Covered Treatment: Expenses for complications arising from or related to
any non-covered treatment.

•

Non-Licensed Professional Services: Professional services by a provider who
is not licensed to practice within the profession or who practices beyond the
scope of his/her license.

•

Non-Professional Practices: Services or supplies not provided according to
accepted medical or professional standards or practices.
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•

Nursing or Rest Home: Medical care or treatment, services or supplies provided
by a nursing home, rest home, convalescent home or similar place, except as
specifically provided in the Plans.

•

Paternity Testing: Tests performed to establish the paternity of a child.

•

Radiology: Radiology services not prescribed by an eligible physician.

•

Refractive Eye Surgery: Surgical procedure to improve eyesight. Includes
refractive laser treatment.

•

Replacement of Lost or Stolen Supplies: Replacement of lost or stolen
supplies, such as casts, dressings or prosthetic appliances.

•

Reversals of Surgery: Charges for reversal of a surgical procedure.

•

Routine Scans: Routine scans such as heart, lung and body.

•

Services Payable Under Any Other Plan or Program: Any medical service that
is payable outside of Freescale’s Plans.

•

Sex Therapy: Therapy to improve sexual performance or enjoyment.

•

Spinal Manipulation: Manual manipulation of the spine, even if performed in
connection with another treatment or performed by a doctor.

•

Standard Stock Orthopedic Shoes: Orthopedic shoes not specifically custommade for a person’s exact podiatric need.

•

Surgery Assist: Services of assisting individuals that are not considered
medically necessary.

•

Telephone Consultation: Consultations with physicians or other providers
except for pre-screening in the Maternity Care program and urgent care and
emergency treatment for behavioral health or chemical dependency.

•

Third Party Responsibilities: Expenses for services or supplies that, in the
opinion of the Claims Administrator or its authorized representative, are
associated with injuries, illness or conditions suffered due to the acts or
omissions of a third party.

•

Transplant: The Transplant Services program does not pay benefits for:
-

Cornea or cartilage transplants unless otherwise authorized by the Claims
Administrator;

-

Harvesting and/or storage of bone marrow, tissue or stem cells, without the
expectation of transplantation within 12 months for an existing illness;

-

Harvesting and/or storage of organs, without the expectation of immediate
transplantation for an existing illness;

-

Home infusion therapy after the transplant occurrence;

-

Outpatient drugs, including bio-medicals and immunosuppressants not
expressly related to an outpatient transplant occurrence;

-

Services and supplies provided by a non-Institutes of Excellence facility;
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-

Services and supplies provided to a donor when the recipient is not covered
under the Plan; or

-

Services covered under another part of the Freescale Post-Employment
Medical Plan.

Some of these services or supplies may, however, be covered by other provisions of the
Post-Employment Medical Plan. If you have questions about how a specific service or
supply is covered, contact Aetna Member Services at 800-626-1987.

•

Transsexual Surgery or Reversal: Transsexual surgery or reversal of same.

•

Undocumented Expenses: Expenses for service or supply claims for which
written documentation is not provided to the Claims Administrator.

•

Weight Control-Related Expenses: Expenses related to weight control (other
than approved medical care for the treatment of morbid obesity), including
liposuction.

•

Wigs and Hairpieces: Any wig or hairpiece in connection with any physiologic
change as part of the aging process or hereditary factors.

•

Wilbarger Protocol: A form of therapeutic treatment that includes a defined
brushing technique for children and adults with sensory defensiveness.

•

Work-Related Injury or Illness: Injury or illness that occurs when you (or a
covered dependent) are working for wage or profit, or injury or illness that is
work-related, regardless of whether it occurs at Freescale or at any other job, if
you (or the covered dependent) are entitled to workers’ compensation or similar
benefits for such illness or injury.
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Health Maintenance Organization (HMO)
You can choose to join the Health Net Health Maintenance Organization (HMO) offered
in the Phoenix area, instead of participating in the Freescale Post-Employment Medical
Plan.

About HMOs
When you enroll in the HMO, you agree to have all your non-emergency care directed by
the Primary Care Physician you choose from the Health Net provider network. For most
types of care, your cost of treatment is only a small copayment, which makes your outof-pocket costs low and predictable.
To find out if you are eligible for the Health Net HMO, call Freescale Rewards Customer
Service at 888-375-2367 (888-FSL-BENS). If you join, you will sign a contract to be
covered by Health Net for the plan year. You may not change your medical coverage
election until the next annual enrollment, unless you have a qualified status change or
another life event that allows you to change coverage. If you would like to change your
HMO enrollment, contact Freescale Rewards Customer Service. Freescale is
responsible for establishing eligibility for coverage in all HMO Plans.
You may contact Health Net or see the Retiree Benefits website at
freescale.com/retiree for a copy of its Certificate of Coverage, so you can be informed
of the details of its coverage. That document, along with your Certificate of Coverage,
constitutes your Summary Plan Description for HMO Coverage.
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Medical Program Compliance
Maternity or Newborn Infant Coverage
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 a provider get
authorization from the plan or the insurance issuer for prescribing a length of stay not in
excess of 48 hours (or 96 hours).

Women’s Health and Cancer Rights Act
Under the Women’s Health and Cancer Rights Act, the Plan and the insurance
companies and health maintenance organizations that offer mastectomy coverage under
the Plan must, for any participant or beneficiary who elects breast reconstruction in
connection with a mastectomy, cover:
•

Reconstruction of the breast on which the mastectomy was performed;

•

Surgery and reconstruction of the other breast to produce a symmetrical
appearance;

•

Prostheses; and

•

Treatment of physical complications at all stages of the mastectomy, including
lymphedemas.

The covered procedures will be performed in a manner determined in consultation with
the attending physician and the patient, and will be subject to the same annual
deductibles and coinsurance provisions consistent with those established for other Plan
benefits.

Confidentiality of Health Information
Freescale respects the confidentiality of your health information. As part of Freescale’s
efforts to continually improve the quality of care and customer service of the health
plans, Freescale and its health care vendors look for opportunities to improve
performance. As part of this effort, aggregate health care information (e.g., Austin
compared with Phoenix) collected by the health plans and wellness providers is
evaluated and reported. In some cases, courses of treatment are examined and
compared with peer group norms.
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Based on reviews of health care information, a vendor may contact an individual
regarding health care programs designed to enhance the care of the individual or his or
her dependent. Otherwise, Freescale does not report the information to those vendors in
a way that reveals the identity of individual Freescale employees or their family
members.
As a participant in Freescale’s health plans, your “protected health information” is
subject to safeguard under the privacy provisions of the Health Insurance Portability and
Accountability Act (HIPAA). Under HIPAA, the health plans have adopted policies that
restrict the use and disclosure of your protected health information. Generally, use and
disclosure are limited to payment and health care operation functions, and only the
“minimum necessary” information may be used or disclosed.
A complete privacy notice that describes the important uses and disclosures of protected
health information and your rights under HIPAA begins on page 156.

Early Retiree Reinsurance Program Notice
You are a plan participant, or are being offered the opportunity to enroll as a plan
participant, in an employment-based health plan that is certified for participation in the
Early Retiree Reinsurance Program. The Early Retiree Reinsurance Program is a
federal program that was established under the Affordable Care Act. Under the Early
Retiree Reinsurance Program, the federal government reimburses a plan sponsor of an
employment-based health plan for some of the costs of health care benefits paid on
behalf of, or by, early retirees and certain family members of early retirees participating
in the employment-based plan. By law, the program expires on January 1, 2014.
Under the Early Retiree Reinsurance Program, your plan sponsor may choose to use
any reimbursements it receives from this program to reduce or offset increases in plan
participants’ premium contributions, copayments, deductibles, coinsurance or other outof-pocket costs. If the plan sponsor chooses to use the Early Retiree Reinsurance
Program reimbursements in this way, you, as a plan participant, may experience
changes that may be advantageous to you, in your health plan coverage terms and
conditions, for as long as the reimbursements under this program are available and this
plan sponsor chooses to use the reimbursements for this purpose. A plan sponsor may
also use the Early Retiree Reinsurance Program reimbursements to reduce or offset
increases in its own costs for maintaining your health benefits coverage, which may
increase the likelihood that it will continue to offer health benefits coverage to its retirees
and employees and their families.
You are responsible for providing a copy of this notice to your family members who are
participants in this plan.
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Post-Employment Prescription Drug Program
As part of the Post-Employment Medical Plan, you and your covered dependents fill your
covered prescriptions through the Post-Employment Prescription Drug Program. This
program covers medications prescribed by your (or your covered dependent’s) doctor as
deemed medically necessary by the prescribing doctor and within Federal Drug
Administration (FDA) guidelines. Some drugs and medicines are not covered by the
program, and certain Freescale Plan limitations apply. Contact CVS Caremark Customer
Care for information on covered drugs.
You can review the Preferred Drug List and the Generic Drug List online at
Caremark.com.

All Post-Employment Medical Plan participants are eligible to use the Post-Employment
Prescription Drug Program. There is no need to enroll for these benefits. All
prescriptions must be filled at a network pharmacy, and all benefits are based on the
negotiated fee.

Prescription Drug Benefits Summary
Type of Prescription Drug

Zero Deductible Option

$750 Deductible Option

Retail Pharmacy — up to a 30-day supply
Generic drugs

You pay $5 copayment; Plan
pays the rest.

You pay 50% up to $100; Plan
pays the rest.

Preferred drugs

You pay 30% up to $75; Plan
pays the rest.

You pay 50% up to $100; Plan
pays the rest.

Non-preferred drugs

You pay 50% up to $100; Plan
pays the rest.

You pay 50% up to $100; Plan
pays the rest.

Mail Order Pharmacy* — 90-day supply
Generic drugs

You pay $10 copayment; Plan
pays the rest.

You pay 50% up to $250; Plan
pays the rest.

Preferred drugs

You pay 30% up to $175; Plan
pays the rest.

You pay 50% up to $250; Plan
pays the rest.

Non-preferred drugs

You pay 50% up to $250; Plan
pays the rest.

You pay 50% up to $250; Plan
pays the rest.

* Required for long-term, maintenance drugs

Free Nicotine Replacement Drugs
The Prescription Drug Program includes a special benefit: No-cost nicotine
replacement therapy drugs. When your doctor prescribes a nicotine replacement drug,
the Plan pays the full cost of that medicine. There is no copayment or other cost for you
to pay. However, benefits are limited to two 12-week cycles or 168 days per year.
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Prescription Drug Plan Features
Copayment
Under the Zero Deductible option, you pay only a copayment for generic drugs, as
shown in the chart above. You pay your copayment directly to the pharmacy. The Plan’s
benefit is the remainder of the network-negotiated cost of the generic drug.

Coinsurance
Zero Deductible and $750 Deductible Options
Under the Zero Deductible and $750 Deductible options, the first part of the Plan’s
benefit is the coinsurance percentage shown in the chart above for all other covered
prescription drugs. You pay the rest of the network-negotiated cost of the drug, but only
up to the limit shown in the chart above. If the network negotiated cost of the drug is
more than the Plan’s coinsurance and your maximum share of the cost, the Plan will pay
any remaining cost.
Example: Hope has the Zero Deductible option. Her doctor prescribes a preferred brand
drug with a network-negotiated fee of $280 for a 30-day supply. Here is how Hope and
the Plan share the cost of this medicine:
Network negotiated charge
Hope’s 30% share
Cap: Hope’s actual share
Plan’s share ($280 – $75)

$ 280
$ 84
$ 75
$ 205

50% Network-Only Option
Under the 50% Network-Only option, your coinsurance depends on the total amount you
and the Plan spend on covered prescription throughout the calendar year. This chart
shows the coinsurance that applies to each level of drug costs:
Your Total
Drug Costs

Your Total
Spending
Your $325 Deductible

$325
$2,970

75% Coinsurance

Your 25% Share
Your 100% Share

$6,733.75
95% Coinsurance

$325
$986.25
$4,750

Your 5%
Share*

* If greater than 5%, you pay a $2.65 copayment for generic drugs or a $6.60 copayment
for all other drugs.
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The dollar amounts shown in the chart change each calendar year, based on the basic
coverage levels provided under a Medicare Prescription Drug Plan (PDP). While these
benefits roughly mirror a Medicare PDP, the prescription drug benefit in the 50%
Network-Only option is not a Medicare Part D plan. This option does not provide
creditable coverage in 2013.

Annual Maximum Benefit
There is a $6,000 maximum prescription drug benefit paid by Freescale for each
individual covered under the Zero Deductible option and the $750 Deductible option per
calendar year (combined Freescale cost of retail and mail order prescriptions). This
maximum does not include medications purchased through CVS Caremark Specialty
Pharmacy Service.
The annual prescription maximum begins when you are first covered by the PostEmployment Health Plan. For example, if you terminate employment in August and are
first covered under the Post-Employment Health Plan in September, your annual
maximum begins on September 1 and is applicable through December 31 of the year
you terminate employment. There is no annual maximum benefit for the 50 Percent
Network-Only option.

Generic Drugs
A generic drug is the chemical copy of a brand-name prescription drug. Generic drugs
cost about 50% less than brand-name drugs and they are:
•

Dispensed in the same dosage;

•

Taken in the same way; and

•

Packaged in the same unit strength.

To help preserve the quality of your health care and help control costs, you are
encouraged to use generic drugs whenever they are medically appropriate for your
illness or condition. It is standard pharmacy practice to substitute generic equivalents for
brand-name drugs whenever possible. You will receive generic substitutes unless your
physician will not allow it.
Under the Zero Deductible or $750 Deductible options, if your physician allows a generic
and you select a brand-name drug, you pay the difference between the generic and
brand name drug, in addition to your brand name share of the negotiated network
charge. A Generic Drug List identifying generic drugs covered under the Program is
available at Caremark.com. This restriction does not apply to the 50% Network-Only
option.
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Preferred and Non-Preferred Drugs
Preferred drugs are medications selected by clinical experts after meeting clinical and
therapeutic criteria. These drugs help reduce overall out-of-pocket expenses without
compromising quality or effectiveness. Your share of the cost of non-preferred drugs is
the highest under the program.
The Preferred Drug List includes preferred drug choices in selected drug categories. You
and your doctor are encouraged to choose a preferred drug when it is medically
appropriate. If you have questions about the Preferred Drug List or want a copy of the
list to share with your doctor, contact CVS Caremark at 877-505-8360 or visit
Caremark.com.
When new drugs come on the market, they enter the schedule as Non-Preferred Drugs.
The Preferred Drug List is reviewed and updated periodically. When changes are made
that will require you to pay more for a drug you use, you will be notified.

Step Therapy Program
The Step Therapy Program requires you to try a generic drug for at least 30 days before
using specific brand-name drugs for certain types of treatment. This Program applies
only to patients who have not filled one of the specific brand-name drugs during the past
180 or 365 days (depending on the drug class, “look back” periods and their associated
drug classes are shown below). The Program follows current medical literature,
manufacturer recommendations and U.S. Food and Drug Administration guidelines.
The following drug classes are covered by the Program as of January 1, 2013 (this list is
subject to change):
•

ACE inhibitors, Angiotensin II Receptor Antagonists (ARBs), direct renin
inhibitors and combinations (high blood pressure medications);

•

Antihistamines and combinations and nasal steroids (allergy medications);

•

Bisphosphonates and combinations (osteoporosis medications);

•

COX-2 inhibitors, Non-Steroidal Anti-Inflammatory (NSAIDs) and combinations
(pain and inflammation medications);

•

Proton Pump Inhibitors (PPIs) (ulcer medications);

•

Selective serotonin agonists and combinations (migraine medications);

•

Selective Serotonin Reuptake Inhibitors (SSRIs) (depression medications);

•

Sleeping agents (for insomnia/sleep problems); and

•

Urinary antispasmodics (overactive bladder/incontinence medications).
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The lookback periods associated with these medications are:
Lookback Period

Drug Class

180-Day Period

•

365-Day Period

Antihistamines/combinations

•

COX-2/NSAIDs

•

Nasal steroids

•

Proton Pump Inhibitors (PPIs)

•

Selective serotonin agonists/combinations

•

Sleeping agents

•

Urinary antispasmodics

•

ACE/ARBs

•

Bisphosphonates/combinations

•

HMG-CoA Reductase inhibitors (HMCs or
statins)/combinations

•

Selective Serotonin Reuptake Inhibitors
(SSRIs)

If you have questions about the treatments or drugs that are part of the Step Therapy
Program, contact CVS Caremark at 877-505-8360, or visit Caremark.com.
If your doctor feels that you need to be prescribed a drug that does not follow this
treatment order, he/she may request an exception by calling CVS Caremark Prior
Authorization at 888-413-2723. This line is not for patient use.

Prior Authorization
Certain drug classes, such as growth hormones, need prior authorization from CVS
Caremark before the Prescription Drug Program covers them. These drugs have the
potential for serious side effects or for inappropriate uses. For a detailed list of
medications that fall into these drug classes, please visit Caremark.com.
The best way to avoid inconvenience is to have your physician call CVS Caremark’s
prior authorization department at 888-413-2723 before you go to the pharmacy (this line
is not for patient use).

CVS Caremark Specialty Pharmacy Services
Specialty medications or biotech drugs typically refer to medications made from living
sources (e.g. micro-organisms, blood cells, proteins), as opposed to traditional drug
therapies, which are synthetic. Specialty drugs are often administered by injection by
either the patient or the physician. Because biotech drugs are similar to substances
found in the human body, they may be more effective in fighting hard-to-treat conditions,
such as multiple sclerosis, rheumatoid arthritis and growth hormone deficiency.
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CVS Caremark Specialty Pharmacy Services offers specialty medications for a variety of
chronic conditions including multiple sclerosis, rheumatoid arthritis, cystic fibrosis,
hemophilia, immunologic disorders, Crohn’s disease, Gaucher disease, pulmonary
hypertension, Fabry disease, MPS 1, blood dyscrasia, growth hormone deficiency,
hepatitis C, macular degeneration, infertility, cancer, and more.
If you or a covered dependent has a condition that requires treatment with specialty
drugs such as injectable medications, then you must contact Caremark at 800-237-2767
to apply for the Caremark Specialty Guideline Management Program. Clinical specialists
at Caremark will discuss treatment options with your physician. When you are approved
for the program, you will have direct access to the CVS Caremark Specialty Pharmacy
Care Team. Specialty prescriptions must be filled by the Specialty Pharmacy, but in
many instances the Specialty Pharmacy will offer you the option to pick up the medicine
at a retail CVS pharmacy.
The Caremark Specialty Guideline Management Program supports safe, clinically
appropriate and cost-effective use of specialty medications. Their service delivers patient
medication within 48 to 72 hours and provides refill and delivery notification calls and
easy refill ordering options. The Care Team offers expert care services for participants
such as counseling, informative disease-related materials and easy access to health
experts 24 hours daily.
Because most specialty drugs require frequent patient care and supervision, it is
important for you and your physician to determine the necessary drug treatment plan.
Therefore, it is not mandatory for you to refill your specialty medications in 90-day
supplies for drugs purchased through the CVS Caremark Specialty Pharmacy Service.
For specialty drugs purchased through CVS Caremark Specialty Pharmacy Service, the
length of time covered by your prescription determines your Plan benefits.
•

For specialty drug prescriptions you use for 30 days or less, the Plan uses the
30-day retail pharmacy benefit of your coverage option to calculate your benefit.

•

For specialty drug prescriptions you use for 31 – 90 days, the Plan uses the 90day mail order pharmacy benefit of your coverage option to calculate your
benefit.

A complete list of specialty drugs that you are required to get through CVS Caremark
Specialty Pharmacy Services is located at Caremark.com. You may also call CVS
Caremark at 877-505-8360.
Specialty medications received through CVS Caremark Specialty Pharmacy Services do
not apply to any annual maximum of your option. However, they do apply to your medical
plan aggregate lifetime maximum.
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Using Your Prescription Drug Benefits
This Program provides two ways to fill your covered prescriptions:
•

Up to a 30-day supply plus two 30-day-supply refills through retail network
pharmacies (refillable for up to 90 days from the date of prescription); and

•

Up to a 90-day supply plus three 90-day-supply refills through the mail order
service or a CVS retail pharmacy (refillable for up to one year from the date of
prescription).

You pay a percentage of the network negotiated charge or a flat copayment for each
prescription you purchase through retail or mail order.
All maintenance prescriptions taken in 90-day supplies must be filled at a CVS retail
pharmacy or by mail order. Your doctor may forward your prescription to CVS Caremark
by telephone at 800-378-5697 or by fax at 800-378-0323.

Using a Retail Pharmacy
Short-Term Prescriptions Only
You may use a retail network pharmacy for medicines that need to be taken for just a
short time. The program has a nationwide network of pharmacies to serve you and your
covered dependents. You may fill your original prescription (up to a 30-day supply) and
up to two refills at any retail network pharmacy.
Steps to follow:
•

Locate a network pharmacy near you by calling 877-505-8360 (TDD: 800-2314403) or check online at Caremark.com.

•

Before the pharmacist fills your prescription, present your prescription and ID
card. Pay your share of the negotiated network charge at the time of purchase.

•

Sign the pharmacy’s signature log when you receive your prescription, if you are
asked to do so.

Using Mail Order
For Maintenance Medications
Under the Zero Deductible and $750 Deductible options, mail order fulfillment or a CVS
retail pharmacy is required for all prescriptions used on a regular basis or for more than
90 days. Through mail order or a CVS retail pharmacy, your prescription is filled for the
exact amount prescribed by your physician (up to the 90-day-supply limit). For mail
orders, allow 14 days for receipt of your medicine. This restriction does not apply to the
50% Network-Only option.
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Prescriptions are delivered by either the U.S. Postal Service or United Parcel Service. In
an emergency, your prescriptions can be shipped overnight for an additional fee.
Medications cannot be shipped outside of the United States. If you are planning a trip,
have your prescription filled before your departure date.
You have the option to fill a 90-day maintenance medicine prescription at a CVS retail
pharmacy, rather than through the mail order pharmacy. Under the Maintenance Choice
program, the CVS retail pharmacy will apply the mail order prescription drug benefits of
your coverage option to your 90-day prescription.
Questions about mail order benefits may be addressed to CVS Caremark at
877-505-8360.
Steps to Follow
Your physician may contact CVS Caremark by either telephone or fax to submit your
mail order prescription.
Physician Orders by Telephone
Ask your doctor to call CVS Caremark Mail Service at 800-378-5697 to provide your
basic patient health history profile, including any known medication allergies. Your doctor
should then fax the prescription to 800-378-0323. This fax line is not for patient use.
Physician Orders by Fax
Ask your doctor to call CVS Caremark Mail Service at 800-378-5697 for information
about the fax program. CVS Caremark Mail Service will fax an order form to the doctor’s
office. The form includes instructions on how to use the program.
The doctor should include any known medication allergies in the health history section.
The form must be faxed directly from the physician’s office to the CVS Caremark Mail
Service pharmacy at 800-378-0323. This fax line is not for patient use.
Payment for Telephone and Fax Orders
If your doctor submits your prescription, CVS Caremark Mail Service contacts you to
verify your address information and to determine your preferred method of payment. Mail
a check (include your prescription plan identification number on your check) for your
share of the network negotiated charge or copayment payable to CVS Caremark Mail
Service, or provide your credit card number (Visa, MasterCard, American Express or
Discover). Please do not send cash.

Does Your Mail Order Require Special Treatment?
All mail order prescriptions received by CVS Caremark Mail Service are filled and
shipped to you as soon as they are received and processed. If your prescription requires
special treatment, such as being held for a period, please call CVS Caremark Mail
Service at 866-270-0545 before placing your order by phone, fax or mail.
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Ordering by Mail
Complete the Mail Order form for all new prescriptions. (You will receive a new order
form and envelope with each delivery.) If this is your first time using the mail order
service, request a Mail Order form from CVS Caremark or online at Caremark.com.
If you transfer a prescription from a retail pharmacy to mail order, request a new
prescription written for a 90-day supply.
Make your check amount for your share of the network negotiated charge or copayment
payable to CVS Caremark Mail Service (include your prescription plan identification
number on your check), or provide your credit card number (Visa, MasterCard, American
Express or Discover). Please do not send cash.
Enclose your original prescription, the Mail Order form and your check (if applicable) in
an envelope and mail them to:
CVS Caremark Mail Service
P.O. Box 659541
San Antonio, Texas 78265
Ordering Refills by Telephone or Online
•

To order refills by phone, call 877-505-8360 (TDD: 800-231-4403).

•

To order refills online, visit Caremark.com.

Drug Utilization and Therapeutic Interchange
CVS Caremark clinical pharmacists may review your prescription drug use from time to
time as part of their drug utilization and therapeutic interchange programs. They may
offer suggestions to you and your physicians that can reduce your out-of-pocket
expenses with lower-cost drugs or simplified drug therapies. These professionals may
also identify potential problems from side effects caused by unnecessary or inefficient
prescribing or over- or under-prescribing.
If your physician prescribes a non-preferred brand-name drug, CVS Caremark
electronically asks your pharmacist to tell you about potential substitute drugs on the
Preferred Drug List. With your consent, the pharmacist will contact your physician to get
permission to prescribe the substitute medicine. If your physician allows the substitution,
you will receive a preferred drug at the preferred drug plan benefit. If not, you will receive
the prescribed brand-name drug at the non-preferred plan benefit.

Other Important Facts
You cannot refill a prescription at a retail pharmacy until you have used at least 75% of
your current prescription. When filling via mail order, you must use 60 days of the 90-day
supply before requesting a refill. For medications with prescription limits, all medication
must be used before a refill is requested.
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Under the Zero Deductible and $750 Deductible options, if your physician allows a
generic and you select a brand-name drug, you pay the difference in price between the
generic and brand-name drug in addition to your regular share of the negotiated network
charge. The price different you pay does not apply to any limit on your share of covered
expenses. This restriction does not apply to the 50% Network-Only option.
If your physician’s practice is in Texas, the law requires him or her to hand-write “brand
necessary” or “brand medically necessary” on prescriptions when he or she feels that
generic substitution is not appropriate.

ExtraCare® Health Card Saves You Money at CVS
You can save 20% on regular-priced CVS products with your ExtraCare Health Card.
CVS Caremark provides the ExtraCare Health Card to you and your covered family
members when you enroll in the Plan. This discount applies to CVS brand health care
related items that you buy at a CVS/pharmacy or online at CVS.com. See the CVS
website for other features of the ExtraCare Health Card.

What’s Covered
Following is a short list of some common drugs that are covered:
•

AIDS-related medicines;

•

Allergy serum and syringes;

•

Blood glucose testing strips and lancets;

•

Drugs, biologicals, compound prescriptions or any other medical substance that
federal law requires to be dispensed by a qualified pharmacist as prescribed by a
physician;

•

Fluoride supplements for patients through age 18;

•

Growth hormones;

•

Injectables except as otherwise noted;

•

Insulin and disposable hypodermic needles and syringes necessary to administer
insulin;

•

Medicines for precertified treatment of infertility (see page 54), up to $4,000 per
lifetime;

•

Prenatal, pediatric and geriatric vitamins;

•

Prescription contraceptives;

•

Prescription laxatives;

•

Progesterone suppositories;

•

Retin-A for patients through age 25 and Retin-A for patients without any age
restriction for the treatment of severe acne and acne keratosis;
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•

Schedule V controlled substances; and

•

Smoking deterrents such as nicotine gum and nicotine patches, and medicines
for tobacco cessation purposes, such as those covered under the Tobacco
Cessation Program.

If you want to find out if a particular drug is covered, call 877-505-8360
(TDD: 800-231-4403).

What’s Not Covered
Following is a list of some common drugs that are not covered under the Program:
•

Accutane through mail order (available through retail only);

•

Anorexiants;

•

Anti-wrinkle agents (e.g., Renova);

•

Any retail cost of drugs above the negotiated network fee;

•

Cosmetic hair removal products (e.g. Vaniqa);

•

Drugs labeled “Caution, limited by federal law to investigational use,” or
experimental drugs;

•

Fluoride supplements for patients age 19 or older;

•

Hair growth stimulants or other medicines for treatment of hair loss;

•

Medical devices;

•

Mifeprex;

•

Norplant;

•

Nutritional supplements;

•

Over-the-counter medications that can be purchased without a prescription;

•

Physician-administered contraceptive devices (see Contraceptives in the PostEmployment Medical Plan section, page 57);

•

Prescription drugs purchased at a non-network pharmacy; and

•

Vitamins prescribed for dietary purposes or non-medical purposes.

Contact CVS Caremark for more details on medicines that are not covered.
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Drugs with Prescription Limits
The following drugs have limits based on FDA-approved prescribing guidelines,
approved medical guidelines and/or the average utilization quantity for the drugs.
The limits in the following chart affect only the amount of medication that the Prescription
Drug Program pays for, not whether you can get greater quantities. The final decision
regarding the amount of medication you receive remains between you and your physician.
This chart is effective January 1, 2013, and it is subject to change by CVS Caremark.
Prescription Drug Limits

Drug

Retail Limit
25-day
supply

Mail Order
Limit
75-day
supply

Migraine Agents

Drug

Retail Limit
25-day
supply

Mail Order
Limit
75-day
supply

Erectile Dysfunction

Amerge 1mg,
2.5mg tablets

9

27

Cialis tablets

6

18

Axert 6.25mg,
12.5mg tablets

12

36

Edex/Caverjec
t units

6

18

Frova 2.5mg
tablets

9

27

Muse units

6

18

Imitrex Injection
Kits

2

6

Viagra tablets

6

18

Imitrex Injection
Vials

2.5

7.5

Pain Management

Imitrex Nasal
5mg, 20mg units

6

18

Stadol NS
canisters

Imitrex 25mg,
50mg, 100mg
tablets

9

27

Maxalt/Maxalt
MLT 5mg, 10mg
tablets

12

36

Migranal Nasal
Kits

8

24

Relpax

12

36

Treximet

9

27

Zomig/ Zomig
ZMT 2.5mg
tablets

6

18

Zomig 5mg
tablets

6

18

Alsuma

2

6
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For drugs with prescription limits, after you have the initial prescription filled, your
prescription goes through the prior authorization process where the above limits are then
applied for future fills.
You can review the Preferred Drug List and the Generic Drug List online at
Caremark.com.
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Wellness Programs/Activity Center
Freescale provides eligible retirees and TDPs with the opportunity to use special health
programs.

Work Site Wellness Programs
Watch for information at the nearest Freescale location about on-site wellness programs
that may be available to you. All eligible Freescale retirees and TDPs are encouraged to
take advantage of work site wellness programs when they are available to them.
•

Wellness Screening and Online Health Risk Assessment: Annual screenings
help identify potential risk factors for disease; your results provide you with a tool
for informing your physician and creating a personal health plan.

•

Educational Classes: Information includes healthy eating, physical activity,
resilience and a variety of other topics throughout the year.

Online Wellness Resources
TDPs and pre-65 retirees may visit AetnaNavigator.com for discounts on a variety of
quality wellness products. They include vitamins, minerals, herbal supplements, sports
nutrition products, health-related books and videos, skin care products and more. You
must be registered to use this website.
Age 65+ retirees have online wellness resources through their Humana Group Medicare
Advantage option. For details, call Humana at 800-733-6592.

Enrollment in a Freescale Activity Center
If you meet the age and service requirements as a retired Freescale employee, you are
eligible for retiree membership at a Freescale Activity Center for a reduced monthly fee.
Contact your nearest Activity Center for the current monthly rate. You may pay by cash,
check or monthly EFT to the Activity Center where you originate your membership.
Age 65+ retirees may participate in a SilverSneakers® fitness program. Call Humana at
800-733-6592 to find a SilverSneakers location near you.

If you are a member of a Freescale Activity Center as a Freescale employee, terminate
employment and meet the eligibility requirements for retiree health care benefits, you will
then be eligible to join as a retiree and pay the applicable membership rate.
Your first monthly payment for your Activity Center membership is due January 1 after
your retirement date.
If you are not a member of a Freescale Activity Center as a Freescale employee and
enroll at any time after your retirement, payment is due immediately upon enrollment.
You are responsible for paying any additional expenses such as locker rental, individual
sport lessons or classes or personal training.
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A physician’s release may be required for enrollment if two or more risk factors are
present. Risk factors may be identified during the voluntary enrollment interview process
and are based on risk factor guidelines set forth by the American College of Sports
Medicine. Examples of risk factors include certain diseases or conditions, family history,
medications and symptoms. For more information, contact your nearest Freescale
Activity Center.
Membership in one Freescale Activity Center gives you access to all other centers if you
live near more than one facility or travel to other areas where one is located.
You may reenroll as a spouse/domestic partner and pay the applicable membership rate
at selected locations if you:
•

Were a member at an Activity Center as a Freescale employee;

•

Are not eligible for retiree health care coverage upon retirement; and

•

Are a spouse/domestic partner of another Freescale employee who remains a
Freescale Activity Center member.

Your membership ends on your last day of employment if you:
•

Were a member of an Activity Center as a Freescale employee; and

•

Are not eligible for retiree health care coverage when you retire.

If your spouse/domestic partner is also a member at the Activity Center, Freescale will
refund any paid months beyond the month of termination, but not for any remaining days
in the month of termination.

If You Are a TDP
Activity Centers are not available to TDPs or their dependents. If you are a member of a
Freescale Activity Center when your employment terminates, your membership ends on
the date of your termination. If your spouse/domestic partner has a paid membership in
an Activity Center, his or her membership also ends on the date of your termination.
Freescale will refund the unused membership for your spouse/domestic partner. If you
have any questions, call Freescale Rewards Customer Service at 888-375-2367 (888FSL-BENS).
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Dental Benefits
Regular dental care is important to maintaining good health. That’s why Freescale offers
the Post-Employment Dental Plan. Regardless of your medical choice, you can choose
cost-effective dental coverage. The Dental Plan is offered to all eligible employees and
their eligible dependents under age 65.

Dental Benefits Summary
Annual Deductible

Individual: $200
Family: $600

Annual Maximum
Benefit

$2,000 per person in combined preventive, basic, major and
prosthodontic benefits.

Preventive Services

Plan pays 100% of predetermined charge (network) or maximum
allowable fee (non-network), no deductible.

Basic Services

Plan pays 80% of predetermined charge (network) or maximum
allowable fee (non-network), after deductible.

Major Services

Plan pays 50% of predetermined charge (network) or maximum
allowable fee (non-network), after deductible.

Prosthodontic
Services

Plan pays 50% of predetermined charge (network) or maximum
allowable fee (non-network), after deductible.

Orthodontic Services

50% of predetermined charge (network) or maximum allowable fee
(non-network), after deductible, up to $2,000 per person per lifetime,
includes benefits paid under any current or former Freescale or
Motorola dental plan.

Dental Plan Features
Network Providers
You may select any dentist to provide your dental care.
To help control costs, the Dental Plan contracts with a network of dentists in the U.S.
who have agreed to accept reduced fees for the dental procedures they provide. Using
the services of these network dentists reduces your out-of-pocket costs. These dentists
have also agreed not to charge you any amount that exceeds the fees agreed upon,
aside from deductibles, your share of expenses, and fees for procedures not covered.
If you have questions about whether a particular dentist is a network dentist or need
verification about the status of a provider, please contact HumanaDental at 800-2334013. You may also visit humanadental.com and click on the “Find a Dentist” link.
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If you choose to receive your dental care from a non-network dentist, or if you receive
dental care while you are abroad, covered expenses (listed further in this section) are
payable based on the maximum allowable fee. This means that the Dental Plan will pay
its portion based on the maximum allowable fee for that service, as determined by the
Claims Administrator in its sole discretion. You are responsible for paying 100% of any
amount greater than the maximum allowable fee.

Annual Deductible
Before the Dental Plan pays its share of some dental expenses, you pay an annual
deductible. This is the amount of eligible dental expenses that you must pay each
calendar year before the Dental Plan pays most benefits. A separate $200 deductible
applies to each covered person in your family.
You do not pay a deductible for preventive services before the Dental Plan begins
paying benefits.
The $600 family deductible is a combined amount for all family members. However, to
meet the family deductible, no more than $200 for any one family member can be
applied.
Remember that your deductible starts over each January 1. Eligible expenses do not
carry over from one year to the next, nor do they carry over from the Freescale
Employee Dental Plan to this Plan.

Coinsurance
You share the cost of covered dental services with the Dental Plan. Generally, the
Dental Plan pays:
•

100% coinsurance for preventive services, no deductible;

•

80% coinsurance for basic services, after the deductible;

•

50% coinsurance for major services, after the deductible;

•

50% coinsurance for prosthodontic services, after the deductible; and

•

50% coinsurance for orthodontic services, after the deductible.

You pay the remaining amount, including amounts above the maximum allowable fee,
when you use a non-network dentist.

Annual Maximum Benefit
The Dental Plan has an annual maximum benefit of $2,000 per covered person for
eligible dental services (not including orthodontic services). The annual maximum does
not include benefits you received in the year you left Freescale under the Freescale
Employee Dental Plan. Your annual maximum benefit starts over when you enroll in this
Plan.
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Orthodontic Services
The aggregate lifetime maximum benefit for orthodontic services is $2,000 per covered
person. This amount includes any benefits paid under any current or former Freescale or
Motorola dental plan. The Dental Plan’s deductible must be satisfied before you receive
benefits for orthodontic services.

Predetermination of Benefits
It is a good idea to find out what the Dental Plan will pay before you receive treatment. It
is easy to get a predetermination of dental benefits. Just have your dentist submit to
HumanaDental an itemized description of the recommended procedure and how much it
will cost. HumanaDental will review this pretreatment estimate and return it to you and
your dentist along with a description of what expenses are covered. HumanaDental
takes into account alternate procedures, services or courses of treatment based on
professionally endorsed standards of dental care (see the Alternative Procedures
section below).
Services are subject to all Dental Plan terms and provisions at the time treatment is
provided. A predetermination of benefits remains effective for 90 days. If your treatment
will begin more than 90 days after the date that treatment is authorized, you must submit
another treatment plan.
Before you schedule dental appointments, you should discuss with your dentist the
amount to be paid by the Dental Plan and your financial obligation for the proposed
treatment.

Alternative Procedures
Certain dental care can be provided in different ways to produce the desired result. In
determining covered expenses, HumanaDental considers alternative courses of
treatment. Dental Plan benefits are based on the covered expenses for the least
expensive services that would produce a professionally satisfactory result, as
determined by HumanaDental.
If you and your dentist decide on a more expensive course of treatment, you will be
responsible for 100% of any excess charges. Your benefits are limited to the lesser of
the maximum allowable fee or predetermined charge, and they are subject to any
deductible and your share of expenses for the least costly treatment.
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What’s Covered
The Dental Plan covers several categories of covered expenses, including preventive
services, basic services, major services, prosthodontic services and orthodontic
services.
The Dental Plan pays covered expenses only. To be covered, an expense must be
incurred while you or your dependent(s) are covered by the Dental Plan for that benefit,
and it must be an eligible Dental Plan expense.
If you incur an expense that is not eligible for coverage under the Dental Plan (see
What’s Not Covered beginning on page 93), you are responsible for paying 100% of that
expense.

For all covered expenses, the following services are considered an integral part of the
entire dental service (a separate fee for these services is not considered a covered
expense):
•

Bases;

•

Irrigation;

•

Local anesthetics;

•

Study models and diagnostic casts;

•

Temporary dental services;

•

Tissue preparation associated with impression or placement of a restoration; and

•

Treatment plans.
Contact HumanaDental at 800-233-4013 for detailed information regarding covered
dental services.

Following are some examples of covered services.
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Preventive Services
You are encouraged to see your dentist for preventive dental care to reduce the risk of
more serious and costly dental treatment. To help, the Dental Plan pays 100% of the
predetermined charge (network) or maximum allowable fee (non-network) for preventive
services. These benefits are not subject to the Dental Plan’s deductible.
Preventive Services

What’s Covered/Limits

Bitewing X-rays

Limited to two sets per calendar year.

Cleanings (routine prophylaxis)

Limited to two per calendar year.

Emergency care

Emergency evaluations and palliative
(emergency) treatment for relief of dental pain.

Full mouth or panoramic X-rays

Limited to one each 36 months, unless
necessary due to an accidental injury.

Miscellaneous X-rays

Including, but not limited to, periapical X-rays.

Oral evaluations

Limited to two per calendar year.

Sealants

For dependent children through age 14 only.
Limited to one per tooth per lifetime on the
occlusal surface of permanent molars and
bicuspids that are free of decay and
restoration.

Space maintainers

For dependent children through age 13 only.
For fixed or removable appliances to maintain
a space created by the premature loss of a
primary tooth or teeth.

Topical fluoride

For dependent children through age 18 only.
Limited to two per calendar year. A prophylaxis
performed in conjunction with a fluoride
treatment is considered a separate dental
service.
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Basic Services
The Dental Plan pays 80% coinsurance based on the predetermined charge (network) or
maximum allowable fee (non-network) for basic services, after you pay your deductible.
Treatment records may be required by HumanaDental to determine benefits. See the
chart below for examples of covered basic services.
Basic Services

What’s Covered/Limits

Drug injections

When done in conjunction with oral surgery.

Endodontics

Includes, but not limited to, root canal treatments.

Extractions

Includes routine extractions, orthodontic
extractions of primary teeth and surgical
extractions of erupted teeth.

Fillings

Amalgam and composite. Multiple restorations on
one surface are considered one restoration.

General anesthesia

When administered by a dentist in connection with
oral or dental surgery and when dentally
necessary or necessary due to a medical
condition that presents a high risk to the patient.
Not covered for routine extractions or surgical
removal of erupted teeth.

Harmful habit appliance

For dependent children through age 13 only.
Limited to initial appliance.

Nitrous oxide

Drugs administered for pain relief.

Occlusal guards

In connection with periodontal surgery and/or
bruxism.

Oral surgery

Includes surgical extractions of impacted teeth;
pre- and post-operative care. Includes osseous
(bone) surgery.

Periodontics

Limited to two evaluations per calendar year. Two
maintenance procedures per calendar year, but
not covered if performed within three months of
scaling and root planing and/or periodontal
surgery. Scaling and root planing limited to one
each 36 months, limited to four quadrants, but not
covered if performed within three months of
periodontal surgery. Periodontal surgery limited to
one per quadrant each 24 months, and treatment
includes three months’ post-surgical care. If more
than one surgical service is performed on the
same day, only the most inclusive surgical service
performed will be a covered expense. Includes
provisional splinting.

Recementation

For inlays/onlays, crowns, bridges and veneers.

Stainless steel crowns

On primary teeth.
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Major Services
The Dental Plan pays 50% coinsurance based on the predetermined charge (network) or
maximum allowable fee (non-network) for major services, after you pay your deductible.
Treatment records may be required by HumanaDental to determine benefits. See below
for examples of covered major services and the limitations on their benefits.
•

Crowns, and their maintenance/repair;

•

Inlays or onlays, and their maintenance/repair;

•

Porcelain/ceramic/resin material;

•

Post/core build-ups for crowns;

•

Replacement of an inlay/onlay, crown, or veneer that cannot be repaired,
covered only after five years from initial placement, or when necessary due to an
accidental injury; and

•

Veneers and their maintenance/repair, limited to the upper or lower anterior
teeth.

Prosthodontic Services
The Dental Plan pays 50% coinsurance based on the predetermined charge (network) or
maximum allowable fee (non-network) for prosthodontic services, after you pay your
deductible. Treatment records may be required by HumanaDental to determine benefits.
See below for examples of covered prosthodontic services and the limitations on their
benefits.
•

Fixed or removable bridgework, installation and maintenance/repairs;

•

Implant prosthesis (see What’s Covered in the Pre-65 Post-Employment
Medical Plan section beginning on page 52);

•

Overdentures, installation and maintenance/repairs, and six months’ postinstallation care;

•

Partial and complete dentures, installation and maintenance/repairs, and six
months’ post-installation care;

•

Post/core build-ups for bridgework;

•

Relining and rebasing, limited to one each 24 months;

•

Replacement of bridge, partial or complete denture, or overdenture that cannot
be repaired, covered only:

•

-

After five years from initial placement;

-

When necessary due to an accidental injury while wearing the appliance; or

-

When dentally necessary due to other treatment (e.g., extraction of natural
teeth making a bridge unserviceable) and

Tissue conditioning, limited to four treatments per appliance per calendar year,
only in conjunction with complete or partial dentures or a relining expense
covered by the Dental Plan.
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Bridges, dentures and overdentures to replace teeth that were extracted before your
date of hire are not covered. Bridges, dentures and overdentures will be covered only
when other natural teeth are extracted after your date of hire.

Orthodontic Services
The Dental Plan pays 50% coinsurance based on the predetermined charge (network) or
maximum allowable fee (non-network) for orthodontic services, after you pay your
deductible. The Dental Plan’s lifetime maximum benefit for orthodontic services is
$2,000, which includes orthodontic benefits paid under any current or former Freescale
or Motorola dental plan.
Treatment records may be required by HumanaDental to determine benefits. Benefits for
orthodontic services do not apply toward your annual benefit maximum.
Covered orthodontic services are braces and necessary adjustments, and expenses
incurred for:
•

Services related to covered orthodontic treatment, including records and
extractions of permanent teeth; and

•

Treatment and appliances for tooth guidance, interception and correction.

Orthodontic services are considered to begin when the appliance is placed or teeth are
extracted in preparation for orthodontic care. Benefit payments are prorated by
HumanaDental over the treatment period. The lower of 25% of the total case fee or the
dentist’s fee is allowed for the down payment. The balance is prorated monthly over the
treatment period. If the treatment plan ends before the treatment is complete, the Dental
Plan will stop paying that monthly benefit.
If treatment was started before joining the Dental Plan, your coverage will vary based on
the time remaining on the treatment plan. The Dental Plan will pay the balance at 50% of
the predetermined charge (network) or maximum allowable fee (non-network), after your
deductible, up to $2,000 per person, per lifetime. Basically, orthodontic services in
progress when your coverage under this Dental Plan begins will be prorated for the
remainder of your treatment period.
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What’s Not Covered
Although the Dental Plan covers a large number of dental services, there are certain
exclusions and limitations. Please contact HumanaDental at 800-233-4013 for more
information regarding what’s not covered.
The Dental Plan does not provide benefits for:
•

Any accidental injury arising from or sustained in the course of any occupation or
employment for compensation, profit or gain for which:
-

Benefits are provided or payable under any workers’ compensation or
occupational disease act or law; or

-

Coverage was available under any workers’ compensation or occupational
disease act or law regardless of whether such coverage was actually
purchased;

•

Any covered expenses to the extent of any amount received from others for the
accidental injuries or losses that necessitate these benefits. Without limitation,
“amounts received from others” specifically includes, but is not limited to, liability
insurance, workers’ compensation, uninsured motorists, underinsured motorists,
“no-fault” and automobile med-pay payments, or recovery from any identifiable
fund regardless of whether the beneficiary was made whole;

•

Any expense in excess of the maximum allowable fee or predetermined charge
for the service, treatment or supply in the locality where provided;

•

Any expense incurred before your effective date under the Dental Plan or after
the date your Dental Plan coverage ends;

•

Any hospital charges or for services of any anesthesiologist;

•

Any loss caused by or attributed to:

•

•

-

War or any act of war, whether declared or not; or

-

Any act of international armed conflict, or any conflict involving armed forces
of any international authority;

Services and supplies:
-

For which no charge is made, or for which you would not be required to pay if
you were not covered under the Dental Plan, unless charges are received
from and reimbursable to the United States government or any of its agencies
as required by law; or

-

Provided by or payable under any plan or law through any government or any
political subdivision (not including Medicare or Medicaid); or

-

Provided for a military service-connected accidental injury by or under an
agreement with a department or agency of the United States government,
including the Department of Veterans Affairs;

Any service that is considered cosmetic dentistry, unless such service is
necessary due to an accidental injury. Personalization or characterization of
prosthetic devices is considered cosmetic dentistry;
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•

Appliances or restorations for increasing vertical dimension, restoring occlusion,
correction of congenital or developmental malformations, replacing tooth
structure lost by attrition, abfraction, abrasion or erosion, or fastening together of
two or more teeth for strength or stability by using crowns, inlays, onlays or other
restorations;

•

Athletic mouth guards;

•

Caries susceptibility testing, lab tests, anaerobic cultures, sensitivity testing;

•

Completion of forms or failure to keep an appointment with the dentist;

•

Consultations;

•

Diagnosis and treatment of temporomandibular joint dysfunction (TMJ), including,
but not limited to, charges for: TMJ X-rays and consultations; TMJ surgery,
kinesiographic analysis and muscle testing; TMJ splints and appliances; splint
equilibration and adjustments or physical therapy for symptoms including, but not
limited to, headaches;

•

Duplicate appliances;

•

Fees for treatment by other than a dentist, except that scaling or cleaning of teeth
and topical application of fluoride may be performed by a licensed dental
hygienist. The treatment must be provided under the dentist’s supervision and
guidance according to generally accepted dental standards;

•

Full mouth debridement;

•

General anesthesia unless administered by a dentist in connection with oral and
dental surgery and only when dentally necessary or necessary due to a medical
condition that presents a high risk to the patient. This also excludes general
anesthesia administered in connection with routine extractions and the surgical
removal of erupted teeth;

•

Gold foil fillings and their maintenance/repairs. Alternate benefits will be applied
allowing benefits for an amalgam restoration;

•

High noble metal. Alternate benefits will be applied allowing benefits for a noble
metal restoration when a more costly material is used;

•

Implants, including the implant-supported prosthesis (i.e., replacing a missing
tooth) and adjustments of the supported prosthesis. However, if one or more
implants are used to replace missing teeth, an alternate benefit may be
considered a covered expense, as follows:
-

If there is one missing, unreplaced tooth in the arch, the alternate benefit will
be based on a conventional three unit bridge;

-

If there are two or more missing teeth in the arch, but other natural teeth are
present, the alternate benefit will be based on a conventional partial denture;

-

If there are no natural teeth present in the arch, the alternate benefit will be
based on a conventional denture.
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If it is determined that an alternate dental plan benefit is payable, the alternate
dental plan benefit is applicable only to the implant-supported prosthesis (i.e.,
replacing a missing tooth) rather than toward the implant placement. An alternate
benefit is payable only if a prosthesis benefit is otherwise payable under the
Dental Plan, subject to the Dental Plan’s missing tooth limitation and frequency
provisions. Benefits will not be coordinated between a medical plan and this
Dental Plan; therefore, benefits will be processed as though this Dental Plan is
primary;
•

Major restorative and prosthodontic services on other than permanent teeth;

•

Occlusal adjustments;

•

Osteotomies;

•

Pre-diagnostic detection of abnormal cells;

•

Prescription drugs or pre-medications;

•

Precision or semi-precision attachments;

•

Preventive control programs including (but not limited to) oral hygiene instruction,
plaque control, take home items or dietary planning;

•

Pulp caps;

•

Pulp tests;

•

Reline/repair of occlusal guards;

•

Replacement of lost, broken or stolen appliances, unless appliance is more than
five years old;

•

Site therapy;

•

Sterilization/infection control fees;

•

Services not dentally necessary or services that do not have uniform professional
endorsement;

•

Stainless steel crowns on permanent teeth;

•

Stressbreakers; and

•

Veneers and their maintenance/repairs on bicuspid and molar teeth.

If you have any questions about what expenses are covered, call HumanaDental at
800-233-4013.

Dental Benefits

96

Duty to Cooperate in Good Faith
You are obliged to cooperate with HumanaDental to protect the Dental Plan’s recovery
rights. Cooperation includes:
•

Promptly notifying HumanaDental that you may have a claim;

•

Providing HumanaDental with relevant information, and signing and delivering
such documents as HumanaDental reasonably requests to secure the Dental
Plan’s recovery rights;

•

You agree to get the Dental Plan’s consent before releasing any party from
liability for payment of dental expenses;

•

You agree to provide HumanaDental with a copy of any summons, complaint or
any other process served in any lawsuit in which you seek to recover
compensation for your accidental injury and its treatment;

•

You will do whatever is necessary to enable HumanaDental to enforce the Dental
Plan’s recovery rights and will do nothing after loss to prejudice the Dental Plan’s
recovery rights; and

•

You agree that you will not attempt to avoid the Dental Plan’s recovery rights by
designating all (or any disproportionate part) of any recovery as exclusively for
pain and suffering.

If you (the covered person) fail to provide HumanaDental such notice or cooperation, or
your actions result in prejudice to the Dental Plan’s rights, this will be deemed a material
breach of this Dental Plan and will result in you being held personally responsible for
repayment. In such an event, the Dental Plan may deduct from any pending or
subsequent claim made under this Dental Plan any amounts you owe the Dental Plan
until such time as your cooperation is provided and the prejudice ceases.
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Vision Benefits
Routine eyecare services are included in the Vision Plan for you and your covered
dependents under age 65. Regardless of your medical plan choice, you can choose
vision coverage, but for participants under age 65.
The services include comprehensive eye exams, frames and prescription eyeglass
lenses, or contact lenses. To take advantage of the Vision Plan, you simply enroll
yourself, or you and your eligible dependents, pay your contribution, then choose a
provider in the network and pay a copayment.

Vision Benefits Summary
VSP Choice Network
or Affiliate Provider*

Service

Frequency

Vision Examination

Once per calendar
year.

You pay $20
copayment; Plan pays
the rest.

Plan pays up to $45;
you pay the rest.

Eyeglass Lenses

Once per calendar
year.

You pay $25
copayment; Plan pays
the rest.

Plan pays up to
amount shown below,
you pay the rest:

•

Single vision

•

Lined bifocal

•

Lined trifocal

•

Polycarbonate for
children

Out-of-Network

•

Single vision: $30

•

Lined bifocal: $50

•

Lined trifocal: $65

•

Polycarbonate:
No benefit

Eyeglass Frames

Once every two
calendar years.

You pay $45
copayment, plus
discounted charge for
costs over the $145
retail allowance; Plan
pays up to $145.

Plan pays up to $70;
you pay the rest.

Contact Lenses

Once per calendar
year, in lieu of
eyeglass lenses and
frames.

Plan pays up to $110
for lenses and
services for fitting; you
pay the rest.**

Plan pays up to $105
for lenses and
services for fitting; you
pay the rest.

Diabetic Eyecare
Program Plus
Type 1 and 2
Diabetes

Once every 12
months.

You pay $20
copayment for followup medical eyecare
exams; Plan pays the
rest

No benefit.

Laser Surgery

No limits.

Discounted charges
from selected VSPcontracted facilities.

No benefit.

* Benefits from a retail chain Affiliate Provider may be different. Once your coverage begins, visit
VSP.com for details.
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** Additional benefit allowance may be available for some conditions requiring medically
necessary contact lenses. Please contact your VSP provider.

Vision Plan Features
A National Network of Doctors and Affiliate Providers
The Vision Plan offers a national Choice Network of ophthalmologists and optometrists,
administered by Vision Service Plan (VSP), and retail chain Affiliate Providers through
Costco and Eye Care Centers of America. This is a different network of providers than
the Pre-65 Post-Employment Medical Plan network.
Locating Your Network Provider
When you use services from a VSP Choice Network Doctor or Affiliate Provider you get
the most value from your Vision Plan benefits. VSP offers two convenient ways to locate
these providers near your home, or to verify that your doctor is in the network.
•

Visit VSP.com. To access this website for the first time, you must register and
create a username and password. You can search for a network provider by
name or location.

•

Call VSP’s Member Services Department at 800-877-7195 and use either the
automated or live service.

Scheduling an Appointment
Follow three quick steps to schedule an appointment with the network:
•

Call a network provider for an appointment, and identify yourself as a Freescale
Vision Plan participant. Allow at least 48 hours between your call and your
appointment so the provider can verify your eligibility. You will need to provide
the Freescale retiree’s/TDP’s name and date of birth, or last four digits of his/her
Social Security number when you call, as this information is required to make an
appointment.

•

After you schedule an appointment, the network provider contacts VSP to verify
your eligibility and benefit coverage. If you are not eligible for benefits at that
time, the provider will let you know.

•

Go to your scheduled appointment. You do not need to take any kind of benefit
form with you, and you do not have to submit a claim form when you use a
network provider. At the time of your appointment, you will pay the applicable
copayment(s) plus any additional amounts for which you are responsible. As you
are choosing among your contact lenses and eyeglasses options, you may ask
the provider how much you will have to pay for each item.
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If your eligibility for benefits is denied, it may be for one of the following reasons:
•

You may not be eligible because you are not a Vision Plan participant, or you
may be so new to the Vision Plan that your name is not yet in the VSP database.
In this case, call VSP Member Services at 800-877-9195 to clarify the situation.

•

You may not have waited long enough between provider visits. Refer to the
Vision Benefits Summary chart above to see the allowed frequency of visits.
You may also check online at VSP.com to see what services you have available
now or by what date in the future.

Using an Out-of-Network Provider
If you use an out-of-network provider, which is a provider who is not part of the VSP
Choice Network or an Affiliate Provider, the level of benefits you receive will be lower
than if you use a VSP Choice Network Doctor or Affiliate Provider. You will need to pay
in full at the time of services and then submit your itemized bill for reimbursement. You
will be reimbursed according to the out-of-network reimbursement amounts (see the
“Out-of-Network” column of the Vision Benefits Summary, on page 98).
For reimbursement, send your itemized receipts to:
VSP
P.O. Box 997105
Sacramento, CA 95899-7105
Be sure to write the retiree’s/TDP’s name and birth date, or the last four digits of his/her
Social Security number, and “paid in full” on each receipt you submit.

What’s Covered
This section first describes Vision Plan benefits for services from VSP Choice Network
Doctors or Affiliate Providers. Benefits from out-of-network providers are at the end of
each item.
•

Eye Examination: Professional vision exams include a comprehensive analysis
of the visual functions and, when necessary, the prescription of corrective lenses.
You pay a $20 copayment at the time of the network exam. For out-of-network
care, the Vision Plan pays up to $45.

•

Eyeglass Lenses: The Vision Plan covers clear glass or plastic single-vision or
multifocal (lined bifocal or lined trifocal) lenses up to 65 millimeters in size.
Related costs of fitting and adjusting are also covered. Remember, you must
directly pay the network provider the $25 copayment, plus the cost of any
additional lens treatments, such as tints, photochromatics, coatings, scratchresistant, anti-reflective or UV; see Cosmetic Materials (beginning on page
102). For out-of-network care, the Vision Plan pays up to the amounts shown in
the “Out-of-Network” column of the Vision Benefits Summary, on page 98.

•

Eyeglass Frames: After you pay a $45 copayment, the Vision Plan pays up to
$145 toward the cost of your frames. You pay these amounts directly to your
network provider. For out-of-network care, the Vision Plan pays up to $70.
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•

Contact Lenses: You can choose to buy contact lenses instead of prescription
eyeglass lenses and frame. You are responsible for paying any charges for
network care and materials over $110. For out-of-network care, the Vision Plan
pays up to $105.

•

Diabetic Eyecare Program Plus: If you have Type 1 or Type 2 diabetes, you
can get both your routine eyecare and follow-up diabetic eyecare services from
your network provider for a $20 copayment, and the Vision Plan pays the rest.
No benefit is paid for treatment by an out-of-network provider.

•

Medically Necessary Contact Lenses: Certain eye conditions that cannot be
treated with eyeglasses may qualify you for medically necessary contact lenses,
but only when verified by a VSP Choice Network Doctor. These conditions
include aphakia, anisometropia, high ametropia, nystagmus and keratoconus.
You pay only a $45 copayment for medically necessary contact lenses from VSP
Choice Network providers, and the Vision Plan pays the rest. For out-of-network
care, the Vision Plan pays up to $210.

•

Low Vision Benefit: If you suffer vision loss that prevents you from reading,
moving around in unfamiliar surroundings, or completing desired tasks, you may
be eligible for the Vision Plan’s low vision benefit. Your VSP Choice Network
Doctor must contact VSP to receive authorization to cover supplemental testing
for low vision evaluation, low vision prescription services and optical and nonoptical aids. No benefit is paid for treatment by an out-of-network provider.

VSP Choice Network providers also offer discounts of 20-25% on all non-covered lens
options, such as scratch-resistant and anti-reflective coatings and progressive lenses.
They also offer 20% off additional glasses and sunglasses, including lens options, from
the same VSP Choice Network provider within 12 months of your last Well Vision Exam.
If you choose contacts instead of glasses, you receive a 15% discount on fees for
contact lens fitting and evaluation exams.

Laser Vision Surgery
VSP contracts with laser vision surgeons to offer discounts of 15% off the regular price,
or 5% off the promotional price for laser vision surgery. Your VSP Network Doctor will
refer qualified candidates to participating laser surgery centers.
Your maximum cost for this surgery is:
•

$1,500 per eye for PRK;

•

$1,800 per eye for Lasik; and

•

$2,300 per eye for custom Lasik (wavefront technology).
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What’s Not Covered
There are no benefits for professional services or materials associated with:
•

Orthoptics or vision training and any associated supplemental testing;

•

Non-prescription eyeglasses or contact lenses (including plano lenses);

•

Two pairs of glasses in lieu of bifocals;

•

Retinal photographs;

•

Eyeglass lenses, frames or contacts provided under the Vision Plan that are lost
or broken (except at the normal intervals when services are otherwise available);

•

Medical or surgical treatment of the eyes;

•

Any eye examination, or any corrective eyewear, required by an employer as a
condition of employment;

•

Vision therapy; and

•

Any charges over and above reasonable and customary.

Cosmetic Materials
Because the Vision Plan is designed to attend to your visual needs, cosmetic materials
and enhancements are not covered. But, for an additional fee, you can request the
following:
•

Blended lenses;

•

Oversize lenses (only over 65mm);

•

Progressive multifocal lenses;

•

Photochromic or tinted lenses (Pink 1 or 2 tints are covered);

•

Coated or laminated lenses;

•

A frame that costs more than the Vision Plan allowance;

•

Cosmetic lenses;

•

Optional cosmetic processes; and

•

UV-protected lenses.
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Disability Income Benefits
This section includes information on:
•

Qualifying for Long-Term Disability Plan benefits (beginning on page 104);

•

Your benefit amount, and what affects this amount (beginning on page 105);

•

Filing for Social Security disability benefits (beginning on page 108);

•

How long benefits are paid (beginning on page 108);

•

When disability benefits will end (beginning on page 109); and

•

What’s not covered under the Plan (beginning on page 111).
Refer to the Participation (beginning on page 1) section for information on who is eligible
and when coverage ends.
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Disability Income Plan
Disability benefits provide you with income even though you are unable to work. If you
meet the eligibility requirements, Freescale will continue your disability income
replacement according to the provisions of the Disability Income Plan.
If you became a TDP before this year, your benefits are determined by the Disability
Income Plan as it was in effect on the date your Long-Term Disability Plan benefits
began.

Qualifying for Long-Term Disability Benefits
A long-term disability, for the Disability Income Plan, is defined as your ongoing,
continuous inability, by reason of a medically determined physical or mental impairment,
to work in your own or any reasonable occupation. For you to remain eligible to receive
disability income replacement, you must:
•

Be under the regular care of a physician (you will be considered under the care
of a physician up to 31 days before you have been seen and treated in person by
a physician for the illness, injury or pregnancy-related condition that caused the
disability);

•

Be unable to engage in your own occupation (for the first 24 months) or any
reasonable occupation (after the first 24 months);

•

Have earnings 80% or less of your covered pay during the own occupation
period (the first 24 months) or 60% or less of your covered pay during the any
reasonable occupation period;

•

Be covered by the Disability Income Plan at the time you became disabled;

•

Provide Freescale with documentation from your physician certifying your
continuing disability; and

•

Provide documentation from the SSA as the Disability Income Plan requires.

You must notify the Long-Term Disability Management Program before engaging in any
employment while receiving disability benefits.
The loss of a professional or occupational license or certification that is required by your
regular job does not mean you meet the test of disability. You must meet the above
requirements to be considered disabled.

Own Occupation and Any Reasonable Occupation
Your own or any reasonable occupation means employment that would afford you
earnings potential (which may be determined, in the Claims Administrator’s discretion,
based on evidence of labor market conditions) that equals or exceeds your Long-Term
Disability or Short-Term Disability Plan benefits.
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Definitions
•

Own Occupation: The occupation that you are routinely performing when your
disability period begins. Your occupation will be viewed as it is normally
performed in the national economy instead of how it is performed for your
specific employer or at your location or worksite, and without required to your
specific reporting relationship.

•

Any Reasonable Occupation: This is any gainful activity for which you are, or
may reasonably become, fitted by education, training or experience that results
in, or can be expected to result in, an income of more than 60% of your adjusted
pre-disability earnings.
Example: Taylor is eligible for disability benefits, which are paid as follows:
March 26, 2012: First day of disability.
March 26 – April 1, 2012: Seven-day Short-Term Disability Plan elimination period
(before benefits begin).
April 2 – September 28, 2012: Period when Short-Term Disability Plan benefits are paid.
September 29, 2012 September 30, 2014: Long-Term Disability Plan 24 month-own
occupation benefits period when Long-Term Disability Plan benefits are paid.
October 1, 2014: Long-Term Disability Plan any occupation benefits period begins.

Physician Care Requirements
Your physician, or in certain circumstances, your psychologist or certified
addictionologist, must be qualified to treat your disabling condition. For details, contact
the Claims Administrator at 800-424-6965.

Certifying Your Continuing Disability
Freescale teams with an outside disability management company whose physicians and
registered nurses work in conjunction with Freescale to administer the Disability Income
Plan. During your disability period, a representative from this team stays in contact with
you, your physician and Freescale Rewards Customer Service. You must certify that you
are disabled in accordance with Freescale’s procedures. If you do not certify your
disability, your benefits under the Disability Income Plan will end.
Freescale has the right to have a physician of its choice examine you (at Freescale’s
expense) during the time of your disability. If you do not cooperate with the physician’s
recommendation for treatment, your disability benefits will cease.

Your Benefit Amount
Your disability benefit payment amount depends on your covered pay when you became
disabled, and whether you are receiving any other disability benefits. You will receive
60% of your covered pay or $10,000 per month, whichever is less.
Your disability benefits may be reduced in accordance with the Integration of Benefits
rules (see page 106).
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Benefit checks under the Long-Term Disability Plan are issued monthly. Any disability
benefit payable for a less than one month is paid based on 1/30th of the monthly benefit
for each day you are disabled.

How Covered Pay Is Determined
Covered pay includes the annual base salary, prior year commissions, prior quarter shift
differential and lump sum merit you were receiving from Freescale as of the date you
became disabled. Covered pay does not include overtime, bonuses, Incentive Plan
payments, moving allowances, educational allowances, noncash payments or overseas
allowances.
Your annual covered pay is then divided by 12 to determine your monthly rate of pay for
disability benefits. If you were working for Freescale for less than 12 months when you
became disabled, your covered pay is calculated using figures from your actual
employment period.
The following components of compensation are based on your employee status:
•

Base Salary for Non-Exempt Employees: Your annual base salary means your
annualized base rate of pay.

•

Base Salary for Exempt Employees: Your annual base salary means your
annualized base salary only.

•

Shift Differential: Any shift premiums you earned are included in determining
your benefit. This amount is determined at the beginning of each calendar
quarter (January 1, April 1, July 1 and October 1) by calculating the annualized
shift premiums earned in the preceding quarter. You must have worked a full
calendar quarter before this method applies.

•

Lump Sum Merit: If you received a lump sum merit award instead of an increase
to your base salary, your covered pay for disability benefits includes your lump
sum merit award.

•

Commissioned Salespersons: Your coverage includes either the midpoint of
your salary grade or your current year’s earnings plus your prior year’s
commission, whichever is greater.

•

If You Worked Less than 35 Hours per Week: Your coverage is your highest
annualized calendar quarter salary of the last four quarters you worked. You
must have worked a full calendar quarter before this method applies.

Integration of Benefits
Your disability benefits from Freescale are coordinated with certain other payments for
which you are eligible. For example, your benefit from this Disability Income Plan is
reduced by:
•

Any payment for which you are eligible under Social Security, including primary
disability or old age, widow(er) or dependent awards;

•

Any payment made according to any occupational disease act or law or any state
compulsory disability benefit law;
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•

Disability, retirement or other income benefits from Freescale for the same period
as the Disability Income Plan’s payment (except benefits under the 401(k)
Retirement Savings Plan);

•

50% of any award given under the Jones Act or Maritime Doctrine of
Maintenance, Wages and Cure;

•

Disability, retirement or unemployment benefits required or provided for by
government law; this includes (but is not limited to):
-

Unemployment compensation benefits; or

-

Temporary or permanent, partial or total, disability benefits under any
workers’ compensation or similar law meant to compensate a worker for:

• Loss of past and future wages;
• Impaired earning capacity;
• Lessened ability to compete for jobs;
• Any permanent impairment; and
• Any loss of bodily function or capacity;
•

Automobile no-fault wage replacement benefits required by law;

•

Benefits under the Social Security Act, Railroad Retirement Act, Canada Pension
Plan or Quebec Pension Plan;

•

Veteran’s benefits;

•

Disability or unemployment benefits payable by either insured and uninsured
plans due to employment by or association with your employer or due to your
membership in, or association with, any group, association, union or other
organization (both insured and uninsured plans);

•

Unreduced retirement benefits for which you are (or may become) eligible under
a group pension plan at age 62 or the plan’s normal retirement age, whichever
comes later, but only to the benefit amount that was paid by the employer;

•

Retirement benefits you elect and receive under any group pension plan, but only
the benefit amount that was paid by an employer;

•

Disability payments from under-insured motorist coverage, uninsured motorist
coverage, liability insurance or other sources for a disability caused by a third
party (other sources include, but are not limited to, damages or a settlement
received through legal action); and

•

Disability benefits from an accumulated sick time or salary continuation program,
provided they are part of an established group plan maintained by Freescale for
the benefit of its employees.

Other Reductions
Your disability benefits may be reduced as required by a court order, such as a child
support order or a garnishment order. Court orders will be recognized if they comply with
applicable state law and are not preempted by ERISA.
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Taxes and Long-Term Disability Plan Benefits
Long-Term Disability Plan benefits are taxable income. Applicable tax withholdings are
taken from your Long-Term Disability Plan payments.

Other Income Benefits that Do Not Reduce Benefits
Income from certain sources will not reduce your weekly disability benefits under the
Plan. Your Short-Term Disability Plan coverage will not be reduced by the amount of
benefits you were receiving from the following sources, before you became disabled:
•

Military and other government service pensions;

•

Retirement benefits from a former employer;

•

Veteran’s benefits for service-related disabilities;

•

Individual disability income policies; or

•

Retirement benefits from the Social Security Act.

Filing for Social Security Disability
If you continue to be disabled beyond 180 days, you must provide evidence to the
Claims Administrator that you have filed for Social Security disability benefits. You are
required to exhaust all levels of application and appeal for Social Security benefits.
Proof of filing for a Social Security disability award is required no later than the first
anniversary of your disability. If you do not file for Social Security disability benefits
within one year after becoming disabled, your Long-Term Disability Plan benefits will
stop until required proof is provided.
For disabilities that began on or after January 1, 2002, documentation of a Social
Security disability proof of filing, award or denial of Social Security disability benefits
must be received by the Claims Administrator no later than 90 days after the first
anniversary of your disability.
If, at any time, the Claims Administrator has a good-faith belief that you are receiving
Social Security disability benefits at the same time as you are receiving Long-Term
Disability Plan benefits, the Claims Administrator may request documentation of your
Social Security disability status. You must provide the required documentation within 90
days of the Claims Administrator’s request.
Check with your Social Security Office for more information on filing for Social Security
disability benefits. Or go to SocialSecurity.gov.

How Long Benefits Will Be Paid
If your disability starts before age 60, you are eligible to receive benefits until age 65 if
you remain disabled and eligible for Long-Term Disability Plan benefits.
If your disability starts at age 60 or older, you are eligible to receive benefits for up to five
years (including the 180 days you received Short-Term Disability Plan benefits).
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There are exceptions to this length of coverage if your disability is primarily caused by a
mental, nervous, alcohol- or drug-related condition as explained below.
For more information, contact the Disability Plan Administrator toll-free at 800-424-6965.

If You Have a Mental, Nervous or Alcohol/Drug-Related Condition
If your disability is caused primarily by any mental, nervous, alcohol- or drug-related
condition, there is a maximum lifetime maximum of 24 months of Long-Term Disability
Plan benefits. These disabilities require the certification of a psychiatrist or physician
certified in addictive disorders if they continue for more than 30 days. This 24-month
lifetime maximum includes any Long-Term Disability Plan benefits you received before
you retired from Freescale.
Mental, nervous, alcohol- and drug-related conditions subject to the 24-month limitation
may include, but are not limited to:
•

Alcohol/substance-related disorders;

•

Schizophrenia and other psychotic disorders;

•

Mood/depressive disorders;

•

Anxiety disorders; and

•

Eating disorders.

When Disability Benefits End
Your coverage under the Plan ends on the earliest of:
•

The day you are no longer considered
disabled under the Long-Term Disability
Plan;

•

The end of the month in which you reach
the 24-month lifetime maximum benefit for
primary diagnosis of a mental, nervous or
alcohol/drug-related condition;

•

•

•

•

The calendar month when you reach your
full retirement age under Social Security
(65 to 67, depending on your year of birth);
The date you do not meet the Social
Security filing requirement applicable to
you;
The day you commit or attempt to commit
fraudulent activity against the Plan,
Freescale or any related company;
The date you engage in a felony;

Disability Income Benefits

Year of
Birth

Full Social Security
Retirement Age

1937 or
earlier

65

1938

65 and 2 months

1939

65 and 4 months

1940

65 and 6 months

1941

65 and 8 months

1942

65 and 10 months

1943 - 1954

66

1955

66 and 2 months

1956

66 and 4 months

1957

66 and 6 months

1958

66 and 8 months

1959

66 and 10 months

1960 and
later

67
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•

The date the Claims Administrator determines you have not provided satisfactory
proof that you meet the Long-Term Disability Plan test of disability, including your
work or your being able to work at your own occupation (for the first 24 months)
or any reasonable occupation (after the first 24 months), when required;

•

The date the Claims Administrator determines you have not cooperated with a
request for an examination, or the independent medical examination report or
functional capacity evaluation does not, according to the Claims Administrator,
confirm that you are disabled;

•

The date you are not receiving effective treatment for substance abuse, if your
disability is caused (in whole or in part) by alcoholism or drug abuse;

•

The date you do not cooperate with a physician’s recommendation for care and
treatment, or you are no longer under the regular care of a physician;

•

The date you refuse to cooperate with or accept changes to your work site or job
process designed to suit your identified medical limitations; or adaptive
equipment or devices designed to suit your identified medical limitations that
would allow you to work at your own occupation (for the first 24 months) or any
reasonable occupation (after the first 24 months) provided that a physician
agrees that such changes, adaptive devices or equipment suit your particular
limitation;

•

The date your condition would allow you to work, increase the hours you work or
increase the number or type of duties you perform, at your own occupation (for
the first 24 months) or any reasonable occupation (after the first 24 months), but
you refuse to do so;

•

90 days after the Claims Administrator requests repayment from you or your
covered dependent of amounts subject to reimbursement, overpayments or
mistaken payments from any Freescale welfare plan, if you do not repay or set
up an acceptable repayment schedule;

•

The date the Claims Administrator determines you have not provided information
requested by the Claims Administrator;

•

The date the Plan Administrator determines you have not notified the Long-Term
Disability Management Program that you are engaging in employment;

•

The last day of the month of your death; or

•

The day the Long-Term Disability Plan ends or the effective date of an
amendment eliminating this coverage.

If you are incarcerated because of your conviction or plea of guilty or no contest to a
crime other than a felony, the Claims Administrator may suspend your benefits during
your period of incarceration.

Continuation and Conversion Rights
Continuation and conversion rights do not apply to Long-Term Disability Plan coverage.
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What’s Not Covered
Benefits are not payable from any disability plan for any disability caused by or resulting from:
•

A cosmetic or transsexuality procedure that alters appearance but does not
restore or improve impaired physical function, except when performed for the
repair of defects resulting from an accident, replacement of diseased tissue that
has been surgically removed or treatment of a birth defect;

•

Alcoholism or substance abuse, unless you are being treated in an approved
rehabilitation program;

•

Any accident, illness or injury that relates to services you performed for a forprofit entity that is not Freescale or a related company that offers the Short-Term
and/or Long-Term Disability Plan to its employees or services you performed for
hire for a not-for-profit entity;

•

Any illness/injury arising while you are incarcerated or in a penal institution;

•

Conditions treated or diagnosed with test analysis, research studies,
unconventional methods and procedures not considered accepted medical
practice in the health care industry;

•

Engaging in a felony;

•

Environmental illness or multiple chemical sensitivity (including, but not limited to,
pesticides, volatiles or chlorinated hydrocarbons);

•

Illness or injury arising in the course of any occupation or employment for salary
or profit that is covered by workers’ compensation;

•

Intentionally self-inflicted injuries;

•

Mental health condition diagnosed solely by a general practitioner beyond 30
days, except if you are being treated by a psychiatrist or physician certified in
addictive disorders or psychologist as of the 30th day of disability, or unless the
Claims Administrator extends the 30-day period (for up to 90 days);

•

Service in the armed forces of any country; or

•

Disability resulting from a motor vehicle accident caused by operating the vehicle
while you are under the influence of alcohol. A motor vehicle accident is deemed
to be caused by the use of alcohol if it is determined that at the time of the
accident you were operating the vehicle while under the influence of alcohol at a
level that meets or exceeds the level at which intoxication would be presumed
under the laws of the state where the accident occurred. If the accident occurs
outside of the United States, intoxication is presumed if the person’s blood and
alcohol level meets or exceeds 0.08 grams per deciliter.

The Short-Term and/or Long-Term Disability Plan does not pay physician or other service
provider charges for completion of forms, missed appointments, telephone consultations
or examinations (unless the examination is ordered by the Claims Administrator), or for
copying and sending your records, including charges for telephone calls.
Benefits are paid only while you are under the regular care and treatment of a physician.
A confirmation from your physician is required for continuation of benefit payments.
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Life Insurance Benefits
This section includes information on:
•

Your benefit amount (beginning on page 112);

•

Naming your beneficiary (beginning on page 113);

•

How your benefit is paid (beginning on page 114);

•

Additional services available (beginning on page 115);

•

Your option to port coverage (beginning on page 116);

•

Your conversion rights (beginning on page 116);

•

Your right to assign Life Insurance benefits (beginning on page 118); and

•

The terms of life insurance policies (beginning on page 119).
Refer to the Participation (beginning on page 4) section for information on who is eligible
and when coverage ends.

The Basic Life Insurance and Supplemental Life Insurance benefits that you were
enrolled in when you terminated employment will continue as long as you meet the
eligibility requirements (as described beginning on page 4) and you remain eligible for
benefits under the Freescale Disability Income Plan. Freescale will continue to cover
your Basic Life Insurance and Supplemental Life Insurance coverage premiums
according to Freescale Group Life Insurance Benefit Plan provisions at the same level of
coverage in force when you became disabled.
The coverage amount and how its cost is paid are determined when your postemployment coverage begins. To determine your coverage amount, your insurance
carrier and any cost you may be required to pay, contact Freescale Rewards Customer
Service at 888-375-2367 (888-FSL-BENS).

Your Benefit
The following chart shows the coverage options in effect for people who first met the
eligibility requirements on or after January 1, 2013.
Type of Insurance

Benefit Amount

Basic Life Insurance (no cost to you)

•

1 times eligible compensation rounded to
the next higher $100

•

Maximum benefit $1,000,000

•

1 to 8 times eligible compensation rounded
to next higher $100

•

Maximum benefit $1,500,000

Supplemental Life Insurance (if elected
before becoming disabled)

Call Freescale Rewards Customer Service at 888-375-2367 (888-FSL-BENS) if you have
any questions regarding your life insurance coverage.
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Your Compensation Determines Your Coverage
Eligible compensation for life insurance benefits includes your annual base salary, prior
year commissions, prior year shift differential and lump sum merit you were receiving
when you first became disabled. Eligible compensation does not include overtime,
incentive pay, bonuses, moving allowances, educational allowances, noncash payments
or overseas allowances.
Your eligible compensation is rounded to the next higher $100. The following
components of compensation are calculated according to your employee status:
•

Non-Exempt Employees: Your annual base salary means your annualized base
rate of pay.

•

Exempt Employees: Your annual base salary means your annualized base
salary.

•

Shift Differential: Any shift premiums you earned are included in determining
your coverage. This amount is determined by calculating the annualized shift
premiums earned in the preceding calendar quarter (January 1, April 1, July 1
and October 1). You must have worked a full calendar quarter before this method
applies.

•

Lump Sum Merit: If you received a lump sum merit award in lieu of an increase
to your base salary, eligible compensation includes your lump sum merit award.

•

Commissioned Salespersons: Your coverage is either the midpoint of your
salary range or your current year’s earnings plus prior year’s commission,
whichever is greater.

•

If You Worked Less than 40 Hours per Week: Your coverage is figured by
calculating your highest annualized calendar quarter salary of the last four
quarters you worked. You must have worked a full calendar quarter before this
method applies.

Naming Your Beneficiaries
You can name one or more primary beneficiaries and one or more contingent
beneficiaries for each type of coverage.
To change a primary or contingent beneficiary, you can designate them online at
freescale.com/rewards or you can call Freescale Rewards Customer Service at 888375-2367 (888-FSL-BENS).
A primary beneficiary is a person, trust or estate designated to receive the benefit under
your life insurance plan.
A contingent beneficiary is the person, trust or estate designated to receive the benefit
if no primary beneficiary exists at the time the benefit becomes payable.
You may not designate your will as your beneficiary.
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No other type of agreement or document (such as a will or divorce settlement
agreement) may be used to change your beneficiary. However, the Claims Administrator
will recognize a valid Qualified Domestic Relations Order that assigns your benefits. If
you do not designate a beneficiary, then the Plan will pay your benefits according to the
Basic Life Insurance Policy. This policy provides that if you do not designate a
beneficiary, benefits are paid to the first of the following beneficiary classes in which
there is a surviving person:
•

Your lawful spouse;

•

Your children (by birth or adoption);

•

Your parents;

•

Your brothers and sisters; or

•

Your executors or administrators.

How Your Benefit Is Paid
If you die while you are covered by Basic or Supplemental Life Insurance, the total
benefit is paid to your designated beneficiary or beneficiaries. Benefits may be paid in a
lump sum or in another mutually-agreed form. Your beneficiary or beneficiaries can get
more information from Freescale Rewards Customer Service regarding the form in which
they may receive benefits.

Tax Alert
Company-paid life insurance is tax-free if your coverage does not exceed $50,000.
Therefore, if your Basic Life Insurance coverage exceeds $50,000, you must include in
your gross income the cost of the excess coverage. For this purpose, the cost is
computed using a uniform premium table published by the IRS. The taxable amount, if
any, is reported to you on your Form W-2 (“C” in Box 12) and on your pay check (“Group
Term Life”).
Talk to your accountant or financial advisor for more information regarding taxation of life
insurance coverage.

Information for Survivors Filing a Claim
If a covered person dies, Freescale Rewards Customer Service provides assistance to
survivors. The beneficiary or personal representative should call 888-375-2367 (888FSL-BENS) to start the claims process.

Living Benefit
If you have a life expectancy of 24 months or less, you may request up to 100% of your
eligible Basic Life and Supplemental Life Insurance benefits as a “living benefit.” The
minimum living benefit from all coverage is $20,000, and the maximum is $1 million. Life
expectancy must be certified by your physician. This benefit payment may be taxable;
consult your tax advisor. Your death benefit amount is reduced by any living benefit
paid.
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For details on the Living Benefit, contact Freescale Rewards Customer Service at 888375-2367 (888-FSL-BENS).

Additional Services
Will Preparation Services
Along with your Basic Life Insurance coverage, MetLife includes an online will and legal
services program. Having an up-to-date will is one of the most important things you can
do for your family.
Like life insurance, a carefully prepared will is important. With a will, you can document
important decisions, such as who will care for your children or inherit your property. Will
Preparation Services also include the preparation of living wills and power of attorney.
You, your spouse and dependents may take advantage of these services. This online
document preparation service assists you in preparing a will, living will or power of
attorney. Visit WillsCenter.com for more information.
With Supplemental Life coverage, you have access to the Face to Face Will Preparation
Service. You and your dependents may take advantage of will preparation and legal
services available through Hyatt Legal Plans’ network of more than 12,000 participating
attorneys. This service includes face to face access to a participating Hyatt Legal Plans
attorney for preparing or updating a will, living will or power of attorney at no additional
cost to you.
Call Hyatt Legal Plans’ at 800-821-6400, and a Client Service Representative will help
you find a participating plan attorney in your area.

Estate Resolution Services
MetLife Estate Resolution Services, offered through Hyatt Legal Plans, Inc., a MetLife
company, is part of a robust continuum of services offered as part of MetLife Group Life
Plans. This service covers attorney fees for probating your estate when using a
participating plan attorney. The service also provides advice and consultation to
beneficiaries.
Estate Resolution Services provide your executor or administrator access to attorney
services related to probating the estate. Highlights include:
•

Full-service options to discuss matters related to probating the insured’s estate.

•

Full probate services. Face-to-face consultations with a Hyatt Legal Plans’
participating plan attorney.

•

Convenient access to a local attorney.

•

Hyatt’s network of over 12,000 participating plan attorneys.

•

Hyatt’s award-winning Client Service Center to help find an attorney.

Call Hyatt Legal Plans’ at 800-821-6400, and a Client Service Representative will help
you find a participating plan attorney in your area.
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Travel Assistance Benefit
Your Basic Life Insurance coverage includes a travel assistance benefit. AXA Assistance
USA, Inc. provides travel assistance to you and your family when you are traveling for
business or pleasure.
Key features include:
•

Identify theft solutions;

•

Concierge services;

•

General travel information;

•

Emergency evacuation; and

•

Medical referrals, appointment and hospital admission validation.

Information about this benefit is available by contacting Travel Assistance at 800-4543679 or visiting webcorp.axa-assistance.com (login: axa; password: travelassist).

Portability of Life Insurance
When your life insurance coverage ends for any of the reasons listed below, you have
the option to continue coverage under another group policy according to the conditions
and requirements of this section. This is referred to as “porting.” Evidence of insurability
is not required.
Portability enrollment is available when your Basic and Supplemental Life Insurance
coverage ends due to:
•

Your retirement from active service with Freescale;

•

Your employment ending due to reasons other than retirement;

•

You no longer being eligible for this insurance; or

•

The Plan being amended to eliminate this coverage.
If this Plan is changed and your coverage amount is reduced, you may port the reduced
coverage amount.

To port coverage, you must provide a completed request form to MetLife within 31 days
of when coverage would otherwise end; this deadline may be extended depending on
when you receive written notice of the option to port coverage. In general, your ported
coverage begins on the date coverage under this Plan ends. You pay the full cost of
portability coverage. All premium payments must be made directly to MetLife. When
MetLife issues the new certificate, you will also receive a schedule of premiums and
payment instructions.
You are not required to provide evidence of insurability to port existing coverage
amounts. However, you may qualify for lower premiums if you provide evidence of
insurability. This evidence must be provided at your own expense. If the evidence is
satisfactory to MetLife, they will notify you of any lower premium rates that apply.
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Rate and enrollment information is provided to you when you become eligible, or upon
request from MetLife at 877-275-6387.
Any Life Insurance amount not ported under this subsection may be converted (see
Conversion Rights below).
If you die within 31 days of the date coverage under this Plan would otherwise end and
an application to port is not received by MetLife during this period, MetLife will determine
if you are eligible for a benefit.

Conversion Rights
If your coverage ends or is reduced for any of the reasons listed below, you have the
option to buy an individual life insurance policy (new policy) from MetLife during the
application period, according to the conditions and requirements of this section.
Evidence of insurability is not required.
You have the option to convert your coverage to a new policy if coverage ends because:
•

You are no longer eligible;

•

This Plan ends and you have been insured for at least five continuous years; or

•

This Plan is amended to end all life insurance and you have been insured for at
least five continuous years.

In addition, you have the option to convert coverage to a new policy if coverage is
reduced:
•

On or after the date you reach age 60;

•

Because you change from one eligible class to another; or

•

Due to an amendment to this Plan.

If you do not elect to convert coverage when a reduction is made, you will not have the
option to convert that amount later. In addition, a reduction in coverage amount due to
the payment of an accelerated benefit does not give you the right to convert coverage.
If you elect to convert your coverage, a completed conversion application form must be
provided within 31 days after the date coverage ends or is reduced.
To convert coverage, MetLife must receive a written application and premium payment
for the new policy receipt within the application period. The premium rates for the new
policy are based on the:
•

MetLife rates in use;

•

The form and amount of insurance for which you apply;

•

Your risk class; and

•

Your age.

Life Benefits

117

The new policy may be on any form usually offered by MetLife, except term insurance.
The new policy will not include an accidental death and dismemberment benefit,
accelerated benefit option, waiver of premium benefit or any other rider or additional
benefit.
The new policy will take effect on the 32nd day after the date coverage under this Plan
ends or is reduced.
If your coverage ends due to the end or amendment of this Plan, the maximum
insurance that may be elected for the new policy is the lesser of:
•

Your coverage amount that ends under this Plan less the life insurance amount
for which you become eligible under any new group policy within 31 days after
the date insurance ends under this Plan; or

•

$10,000.

If this coverage ends or is reduced due to the Company’s organizational restructuring,
the maximum amount you may elect for the new policy is your dependent’s coverage
amount under this Plan less the life insurance amount for which you become eligible
under any other group policy within 31 days after the date coverage ends under this
Plan.
If coverage ends or is reduced for any other reason, the maximum amount that may be
elected for the new policy is your coverage amount under this Plan.
If you die within 31 days after coverage ends or is reduced and you are eligible to
convert coverage, proof of death must be provided to MetLife. Once MetLife receives
this proof with the claim, they will review the claim and if they approve it, it will be paid to
your beneficiary. The amount paid is the amount you were entitled to convert. However,
any amount you are entitled to will not be paid both as a benefit from this Plan and from
any new policy.

Right to Assign Life Insurance Benefits
You may assign your Life Insurance rights and benefits under this Plan as a gift or as a
viatical assignment. MetLife will recognize the assignee(s) under the assignment as
owner(s) of your right, title and interest in this Plan if:
•

A written form satisfactory to MetLife, confirming this assignment, is completed;

•

The written form is signed by you and the assignee(s);

•

Freescale acknowledges that your life insurance is in force; and

•

The written form is provided to MetLife for recording.

Any other insurance under this Plan may not be assigned before a claim for benefits,
except as required by law. MetLife is not responsible for the validity of an assignment.
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If you have an irrevocable assignment under a group policy that this Plan replaces,
MetLife will recognize the assignee(s) under that assignment as owners of your right,
title and interest if:
•

A written form satisfactory to MetLife, affirming this assignment, is completed;

•

The written form is signed by you, the assignee(s) and a Freescale
representative; and

•

The written form is provided to MetLife for recording.

Terms of Life Insurance Policies
Certain life insurance benefits described above may be provided by life insurance
policies purchased by Freescale. These insurance policies are deemed a part of the
Plan and together with the Plan determines the benefits to which you are entitled.
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Savings and Wealth — 401(k) Retirement Savings Plan
This section provides information on your 401(k) Retirement Savings Plan, including:
•

Your contributions (beginning on page 121);

•

How you vest in your benefit (beginning on page 121);

•

Investing your Plan Account (beginning on page 122);

•

401(k) investment funds (beginning on page 125);

•

How to access your Account (beginning on page 127);

•

How your Account is paid (beginning on page 128);

•

When you are eligible for a distribution (beginning on page 129);

•

Survivor benefits (beginning on page 130);

•

Taxes and penalties (beginning on page 131); and

•

Additional information (beginning on page 139).

Fee Disclosure
There are fees associated with this Plan. Fee information is provided in the annual
Participant Fee Disclosure Notice.

The Freescale Semiconductor, Inc. 401(k) Retirement Savings Plan can play an integral
role in your personal financial security. This section summarizes your 401(k) Retirement
Savings Plan benefits and helps provide the information and tools necessary for you to
make informed choices and decisions.
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401(k) Retirement Savings Plan
While you were an active employee, Freescale offered you a 401(k) plan to help you
create financial security. As a retiree or TDP, you can receive benefits you earned from
participating in the 401(k) Retirement Savings Plan.
Your 401(k) Retirement Savings Plan account remains invested in the Plan until you
receive a full distribution. Your account is not taxable until you withdraw funds from your
account.

Motorola 401(k) Accounts
If you separated employment as a TDP or a retiree on or before December 3, 2004, your
401(k) account can be accessed by calling Motorola’s TIME System at 800-585-5100 or
by visiting the website resources.hewitt.com/motorola. If you separated employment
as a TDP or a retiree after December 3, 2004, your 401(k) account can be accessed by
calling 888-375-2367 (888-FSL-BENS) or online at freescale.com/rewards.

Contributions
Your Contributions
Your regular, Roth and Catch-Up contributions to the 401(k) Retirement Savings Plan
stop when you no longer receive pay from Freescale. Your regular and before-tax CatchUp contributions are not considered part of your current earnings, so they are not subject
to federal income taxes, or the income taxes of most states, until you withdraw them
from your account. Your Roth 401(k) and Roth Catch-Up contributions are subject to
taxes when you make them, but they offer tax advantages in the future.

Company Matching Contributions
Company Matching Contributions may be made for active employees each pay period,
based on participant contributions for that pay period. Company Matching Contributions
to your account end when you stop receiving a paycheck from Freescale.

True-Up Contributions
If, at the end of the year your Freescale employment terminates, you have not received
the maximum match you could have received on your contributions, Freescale may
make an additional “true-up” contribution to bring you up to the maximum match based
on your actual contributions.

Vesting in Your Benefit
You are 100% vested in your 401(k) Retirement Savings Plan account. This means you
have the right to receive the full value of your account when you leave Freescale for any
reason. Remember, the value of your account is subject to investment market increases
and decreases. There is no guarantee that you will receive an amount equal to or
greater than what has been contributed to your account.
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Investing Your 401(k) Retirement Savings Plan Account
You decide how to invest your account balance. Your account balance includes your
contributions and any contributions made by Freescale, as adjusted for any investment
returns or losses on these amounts. You may make changes online at
freescale.com/rewards or by calling Freescale Rewards Customer Service at 888-3752367 (888-FSL-BENS).
You choose how to invest your account in one or more of the 12 investment funds
offered under the 401(k) Retirement Savings Plan, as well as the Self-Directed
Brokerage Account. As with any investment you make, there are no guarantees against
losses. Each fund is subject to increases and decreases in dollar value as the financial
markets respond to economic, social and political conditions.
At any given time, your account balance may have decreased in value rather than
increased. In general, the “riskier” funds are more likely to have greater “ups and downs”
than less risky funds, but may have a greater potential for higher positive returns over
the long term. Monthly and historical investment returns of the funds are available at
freescale.com/rewards (see Accessing Your Account, beginning on page 127).
The 401(k) Retirement Savings Plan is intended to constitute a plan described in Section
404(c) of the Employee Retirement Income Security Act (ERISA) and Section
2550.404c-1 of Title 29 of the Code of Federal Regulations (404(c) Regulations). This
means that the 401(k) Retirement Savings Plan fiduciaries are relieved of liability for any
losses that are the direct and necessary result of investment decisions made, and
investment instructions given, by you as a participant or beneficiary for the investment of
the money in your accounts in various 401(k) Retirement Savings Plan funds. You have
the same investment options as active employees.
If you elect a partial distribution or installments, the balance of your account (after each
payment) remains invested in the funds you have elected. Investment returns may
increase or decrease future payment amounts.
Transfers of balances among investment funds in your account may be made based on
a specific percentage from one investment fund to another, or you may realign your
entire account. Changes confirmed before the close of the New York Stock Exchange
(normally 4 p.m. Eastern time) are normally processed at the end of that day. Changes
confirmed after the market closes, on weekends or on market holidays are processed at
the end of the next business day. See the 401(k) Investment Funds table, beginning on
page 125 for a listing of investment funds available.
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Freescale’s Trading Policy for the 401(k) Retirement Savings Plan
The 401(k) Retirement Savings Plan is designed to help you accumulate the financial
resources necessary to sustain your preferred lifestyle after you retire by building your
wealth through long-term savings. Market timing or excessive trading is not consistent
with the intended Plan purpose and is considered harmful to the long-term strategy of
the 401(k) Retirement Savings Plan’s investment options. Moreover, excessive trading
can be harmful to participants in general by diluting share values, increasing fund
transaction costs, interfering with a fund’s portfolio management, incurring taxable gains
and forcing funds to hold excess levels of cash to maintain sufficient liquidity to
accommodate shareholder purchase and sale activity.
To help protect the long-term best interest of the participants in the 401(k) Retirement
Savings Plan, Freescale has instituted a general trading policy that applies to all funds,
except the Stable Value Fund and the Self-Directed Brokerage Account.
Under the trading policy, if you redeem out of a fund, you must wait 30 days before you
may re-enter that fund. The record keeper will monitor exchanges and block any
purchase that violates this policy. This restriction applies to purchases only; you are
always allowed to transfer out of a fund. Any systematic contributions or withdrawals
(i.e., regular payroll contributions, loan payments, withdrawals, automatic rebalancing,
etc.) are excluded from the 401(k) Retirement Savings Plan’s trading monitoring and will
be allowed.
Under federal law, investment managers have the right to monitor trade activity to
determine if short-term trading practices may be occurring and to restrict or prohibit a
participant’s transfers if it is believed that the participant is participating in short-term
trading, market timing or abusive transfer practices that it believes are detrimental to the
investment option and to other investors in the option. All investment managers reserve
the right to reject any purchase or exchange transactions at any time as provided for in
the fund’s prospectuses and other governing documents. To the extent a fund maintains
an excess trading policy that is stricter than the 401(k) Retirement Savings Plan’s policy
described above, the manager of the fund can direct the 401(k) Retirement Savings Plan
to apply its excessive trading restrictions to participants’ accounts. For more information
on the funds’ excessive trading policies, please consult the funds’ prospectuses.

Restrictions on Transfers from the Stable Value Fund to the Self-Directed
Brokerage Account
The 401(k) Retirement Savings Plan does not allow transfers of money directly from the
Stable Value Fund to the Self-Directed Brokerage Account. You may transfer money
from the Stable Value Fund to any of the 401(k) Retirement Savings Plan’s other
investment options (the “core funds”), but the value of the funds transferred from the
Stable Value Fund must remain in the 401(k) Retirement Savings Plan’s core funds for
at least 90 days. After 90 days, the restriction on the value of the transferred funds ends.
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Example: James has $2,000 invested in the Stable Value Fund, $5,000 in the Large-Cap
Value Fund and $5,000 in the Fixed Income Bond Fund. On February 1, he liquidates his
Stable Value Fund holdings, transferring $2,000 to the International Growth Fund.
For the next 90 days, or until May 1, James must keep at least $2,000 invested in the
401(k) Retirement Savings Plan’s other core funds (meaning any fund other than the
Stable Value Fund or Self-Directed Brokerage Account). On May 1, James’ restriction on
transfers to the Self-Directed Brokerage Account ends.

The 401(k) Retirement Savings Plan continues to reserve the right to amend its
excessive trading and restriction rules in the future.

Automatic Rebalancing
The automatic rebalancing feature in the 401(k) Retirement Savings Plan allows you to
use technology to manage the investments of your 401(k) Retirement Savings Plan
account, at no cost.
When you enroll in this feature, you determine the percentage of your total 401(k) assets
you want each investment fund to represent. As investment gains and losses cause the
balance of each fund to rise or fall, your accounts may stray from your original objective.
Four times a year, this feature automatically returns your account to align with your
strategy. The 401(k) Retirement Savings Plan buys and sells from your chosen
investment funds to rebalance your account and restore your desired investment mix.
And, if your investment strategy changes, you can update your objectives at any time.
To use the automatic rebalancing feature follow the links in the Savings and Retirement
section of the Your Benefits Resources website at www.freescale.com/rewards.
Note: If you subscribe to GuidedChoice (described below), the automatic rebalancing
feature is not available, because a similar process is included in your GuidedChoice
services.

Using GuidedChoiceTM
GuidedChoice, an independent investment advice service chosen by Freescale, can
help you choose your 401(k) Retirement Savings Plan investments using their online
application, GuidedSavings. You have the option to choose your own investments based
upon the GuidedSavings recommendations, or allow GuidedChoice to manage your
account for you by electing GuidedSavings Managed Account. Fees will apply if you
choose a managed account.
You can access GuidedChoice directly through the Freescale Rewards website at
freescale.com/rewards. You may also call GuidedChoice Customer Service at 800242-6182 (Monday – Friday, 10 a.m. – 7 p.m. Central time) for additional information on
the services offered and applicable fees.
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GuidedSavings advice is based on Modern Portfolio Theory, developed by one of
GuidedChoice’s founders, Harry Markowitz, Ph.D., Nobel laureate. Modern Portfolio
Theory proposes that there is a “perfect” mix of asset classes (different types of stocks
and bonds) that you can invest in at different risk levels that will get you to your
maximum return over the long run. Using a proprietary process, GuidedSavings
combines economic data and fund style analysis with personal factors (such as your
age, salary, savings rate, retirement age, standard mortality tables plus 10 years, etc.)
and your retirement income goal to determine your investment mix.
GuidedChoice receives a quarterly advisory and management fee for your participation
in a managed account. The fee is 0.25% of your assets, up to $100,000, divided by 365,
multiplied by the number of days in the quarter. The maximum fee is $250/year. Please
see “Get advice from GuidedChoice” online at freescale.com/rewards for additional
information on applicable fees.

401(k) Investment Funds
The following table describes the 401(k) Retirement Savings Plan’s investment funds,
and their relative degree of risk to principal. You have the same investment options as
active employees.
Note: Historical performance of a fund can only give you an idea of the risk level
involved, it does not tell you how the fund will perform in the future.
All investments involve some degree of risk. Even if an investment is categorized as
“lower risk,” that investment could incur losses at any time, and these losses may exceed
the losses incurred during the same period by an investment categorized as “higher risk.”
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Type of Fund

Freescale Investment Fund Description

Risk

Stable Value

Combination of short-term, fixed-income securities such
as U.S. Treasury bills, guaranteed insurance contracts
and bank investment contracts. Seeks growth through
short-term income.

Lowest

Fixed Income Bond Fund

Combination of U.S. Treasury bills, certificates of
deposit, corporate bonds, government bonds, mortgage
and asset backed securities. Seeks long-term growth
through short- to long-term income.

Global Bond Fund

Consists of a range of fixed income sectors including
global investment grade and high yield corporates,
emerging market debt and other global credit spread
sectors. Seeks long-term growth through intermediate to
longer term income.

Balanced Fund

Combination of stocks, bonds and cash equivalents.
Seeks long-term growth through capital appreciation and
income.

Large Company Value Fund

A diversified portfolio of large capitalization common
stocks, with potential to provide dividend income and
some capital appreciation through value-oriented stocks.

S&P 500 Index Fund 1

Contains large capitalization domestic common stocks
seeking to replicate the S&P 500 Index.

Large Company Growth Fund

A diversified portfolio of large capitalization common
stocks that seeks to provide some capital appreciation
through growth-oriented stocks.

International Value Fund

Equity securities of non-U.S. common stock with
potential of providing dividend income and some capital
appreciation through value-oriented stocks.

International Growth Fund

Equity securities of non-U.S. common stock with
potential of providing capital appreciation through
growth-oriented stocks.

Small/Medium Company Value
Fund

Combination of two investment managers investing in
medium and small capitalization common stocks that
seek to provide dividend and capital appreciation
through value-oriented stocks.

Small/Medium Company Growth
Fund

Combination of two investment managers investing in
medium and small capitalization common stocks that
seek to provide capital appreciation through growthoriented stocks.

Emerging Markets Value Fund

A diversified portfolio of international common stocks
solely invested in emerging market countries that seeks
to provide capital appreciation through emerging market
value-oriented stocks.

Self-Directed Brokerage Account

Highest

Provides the opportunity to invest in a broad range of
investments including individual stocks and access to
mutual funds from nearly 300 fund families.
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Accessing Your Account
Freescale offers two ways to access your 401(k) Retirement Savings Plan account: via
telephone and online using the YBR website.

Getting Information by Telephone
Freescale Rewards Customer Service representatives can answer your questions and
assist you in performing transactions. Just call 888-375-2367 (888-FSL-BENS) and
follow the step-by-step directions. Freescale Rewards Customer Service is available
from 8:30 a.m. to 5:30 p.m. Central time.

Your Benefits Resources (YBR) Website
Visit the YBR website to manage your 401(k) Retirement Savings Plan online 24 hours a
day. This easy-to-use site is loaded with your balance and benefit information, allowing
you to make adjustments when it is most convenient for you.
There are several layers of security built into the YBR site to protect your personal data.
Any information submitted through the site is encoded with Secured Socket Layer
encryption. This means that even if the information you submit is somehow intercepted
by a third party on its way to our servers, it is scrambled and virtually impossible to
decode.
To access the YBR site, visit freescale.com/rewards. The first time you visit the YBR
site, click “Register as a New User” to create your individual user ID and password. If
you have already created your individual user ID and password, then you may
immediately access the site to review important information about your 401(k)
Retirement Savings Plan.

What You Can Do
Through both Freescale Rewards Customer Service and the YBR site, you may check:
•

Your account balance;

•

Your investment elections;

•

Amount available for full or partial distribution; and

•

Fund descriptions and performance.

You may request the following transactions for your account:
•

Transfer existing account balances among funds or realign your entire account;
and

•

Request a rollover or distribution.
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To Receive Plan Investment Information
To comply with Section 404(c) of ERISA and the 404(c) Regulations, the 401(k)
Retirement Savings Plan names the person who holds the position of Director of Global
Rewards as the fiduciary (404(c) Fiduciary) who is responsible for providing 401(k)
Retirement Savings Plan investment information upon request of a participant or
beneficiary. The address of the party the 404(c) Fiduciary has delegated responsibility
for providing Plan investment information is:
Freescale Rewards Customer Service
P.O. Box 1475
Lincolnshire, Illinois 60069-1475
In addition to the material you receive from the 401(k) Retirement Savings Plan, you
have the right to request additional information to help you decide which investment
options to select. The information you may request includes:
•

A description of the annual operating expenses of each investment alternative
(for example, investment management fees, administrative fees, transaction
costs) which reduce your rate of return, and the aggregate amount of expenses
expressed as a percentage of average net assets of the investment alternative.

•

Copies of any prospectuses, financial statements and reports, and any other
materials relating to the investment alternatives, to the extent this information is
provided to the 401(k) Retirement Savings Plan.

•

For each investment alternative, a list of assets that make up the portfolio, the
value of each asset (or the proportion of the investment alternative to which it
belongs); and for each asset that is a fixed rate investment contract issued by a
bank, savings and loan association or insurance company, the name of the
issuer of the contract, the term of and the rate of return on the contract.

•

Information concerning the value of shares or units in the investment alternatives,
and information about the past and current investment performance, net of
expenses, on a reasonable and consistent basis.

•

Information concerning the value of shares or units in the investment alternative
held in your account.

How Your Account Is Paid
If the value of your 401(k) Retirement Savings Plan account is $1,000 or less
(determined without regard to any amount in your rollover account) at the time of your
termination, you automatically receive it as a lump sum. You may take the total amount
in cash, or you may roll it over into a traditional Individual Retirement Account (IRA) or
another eligible plan.
If the value of your account is more than $1,000, you have several payment options
depending on when you began working at Freescale and when your employment ends.
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If you elect a partial distribution or installments, the balance of your account (after each
payment) remains invested in the funds you have elected. Investment returns may
increase or decrease your future payment amounts.
Your Payment Options
Option

When You Elect this Option

Option Description

Lump Sum

You may choose this option no
matter why your employment ends.

Single payment of your account.
This option is automatic unless you
choose another option.

Direct Rollover

You may choose this option no
matter why your employment ends.

Transfer by Freescale of all or a
portion of your account to another
qualified employer plan, traditional
IRA, Section 403(b) annuity or
Section 457 governmental plan.

Partial
Distribution

You may choose this option no
matter why your employment ends.

A single payment of part of your
account, but at least $5,000. No
more than one partial distribution in
any three-month period is allowed.

Installments

You may choose this option if you
were hired before 1996 and your
employment ends due to retirement
at age 55 or older.

Payments made once a year over a
certain number of years not
exceeding your life expectancy.
Upon your death, your beneficiary
receives the remainder of your
account in one single-sum payment.

Combination

You may choose this option no
matter why your employment ends.

Various combinations of the options
for which you are eligible.

When You Are Eligible for a Distribution
You can request a payment option by calling Freescale Rewards Customer Service at
888-375-2367 (888-FSL-BENS). A Customer Service Representative can assist you with
a rollover and other payment options.

When Your Account Balance Is Determined
When your employment ended, you became eligible to take a distribution from your
account. You may view your payment options by accessing the YBR website at
freescale.com/rewards or by calling Freescale Rewards Customer Service at 888-3752367 (888-FSL-BENS). A Customer Service Representative can assist you with a
rollover and other payment options. Distributions are processed and mailed as soon as
administratively possible.
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When Your Vested Account Balance Is More Than $1,000
If You Request a Payment
You receive the payment along with a distribution statement confirming the account
value and payment option. Any payment due to you (or your beneficiary) will be paid as
soon as administratively possible after:
•

Your employment with Freescale ends or you are determined to have become
totally and permanently disabled; and

•

Your request for payment is confirmed on YBR, or is confirmed after speaking
with a Customer Service Representative.

If You Do Not Request a Payment
Your balance is held in the 401(k) Retirement Savings Plan until you request a method
of payment. Once you reach age 70½ and have terminated employment with Freescale,
the 401(k) Retirement Savings Plan requires that you begin taking distributions by April 1
of the following year. You have the same payment options described above. Information
regarding your options is sent to your last address on file in January following the year in
which you turn age 70½.

If Your Vested Account Balance Is $1,000 or Less
Freescale mails to your last known address a lump-sum payment of the total amount
due to you shortly after 60 days from your termination date. A distribution statement is
sent documenting the distribution and the taxation. If you prefer to roll over your 401(k)
Retirement Savings Plan distribution, your request must be confirmed by Freescale
Rewards Customer Service within 60 days of your termination date; otherwise, you will
receive a lump-sum payment shortly after 60 days from your termination date.
Whether your account balance is more or less than $1,000 is determined without regard
to any amounts in your rollover account.

Starting a Rollover IRA Is Easy
If you choose not to leave your money in the 401(k) Retirement Savings Plan, you may
transfer it to a Rollover IRA and/or Rollover Roth IRA. Aon Hewitt, the 401(k) Retirement
Savings Plan’s third-party administrator, will send you a Rollover IRA/Rollover Roth IRA
Kit. The kit explains the process for setting up a Rollover IRA and/or Rollover Roth IRA
with a number of leading providers using their secure website. To request a kit, call
Freescale Rewards Customer Service at 888-375-2367 (888-FSL-BENS).

Survivor Benefits
If you die, your entire account balance (less any outstanding loan balance) is payable to
the beneficiary or beneficiaries you have designated with the 401(k) Retirement Savings
Plan. If you are married, your account is paid to your surviving spouse unless you
designated another beneficiary and your spouse consented in a notarized writing to that
designation.
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You may revoke or change your designation at any time before you die. But, if you are
married and you change your designation to name a beneficiary other than your spouse,
you must have your spouse’s written, notarized consent for the designation to be
effective.
You should review your designation of beneficiary if your marital status changes. If you
marry after you file a designation of beneficiary, your designation becomes invalid to the
extent you need spousal consent but do not have it. If you have designated your spouse
as beneficiary and you later are separated or divorced, your designation remains
effective unless you change it online or by calling Freescale Rewards Customer Service
at 888-375-2367 (888-FSL-BENS).
If there is no beneficiary designation on file, or if it is invalid (for example, you did not
complete a new designation when you got married), benefits are paid:
•

To your surviving spouse; if none, then

•

To your children (in equal shares if more than one); if none, then

•

To your parents (in equal shares if both parents survive you); or if none, then

•

To your estate.

Except as provided below, if your surviving spouse is your beneficiary, he or she may
request payment of your account balance immediately, or at any time before December
31 of the year in which you would have turned 70. While your account balance remains
in the 401(k) Retirement Savings Plan, your spouse or other beneficiary is entitled to
direct how the account is invested, see the Investing Your 401(k) Retirement Savings
Plan Account section, beginning on page 122.
Your spouse may elect to receive his or her survivor benefit in the form of a lump sum
distribution or a direct rollover.
A non-spouse or same-sex spouse beneficiary may elect an immediate lump-sum
distribution, direct rollover or defer the distribution until no later than December 31 of the
fifth year after your death.
If your account balance is $1,000 or less at the time of your death (disregarding rollover
amounts), the account balance is distributed in a lump sum at the end of the month
following the month in which you died.

Important U.S. Tax Information
Under current tax laws, your Roth 401(k) contributions, which you made on an after-tax
basis, and their associated investment earnings are not taxable when you receive them
as a qualifying 401(k) Retirement Savings Plan benefit. To qualify for this favorable tax
treatment, you must meet these criteria at the time you receive your Roth funds from the
401(k) Retirement Savings Plan:
•

Your Roth account in the 401(k) Retirement Savings Plan must be at least five
years old (this requirement also applies to distributions due to death or disability);
and

•

You must be age 59½ or older.
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Any Company Matching Contributions made on Roth 401(k) contributions are accounted
separately in your 401(k) Retirement Savings Plan account; they are not considered to
be Roth funds in the 401(k) Retirement Savings Plan.

Tax Summary
In addition to describing the U.S. federal tax treatment of distributions, this section
explains how you can continue to defer U.S. federal income tax on your retirement
savings in the 401(k) Retirement Savings Plan. All or part of any payments you receive
from before-tax funds in the 401(k) Retirement Savings Plan (regular, catch-up and
Company Matching Contributions and their associated investment earnings) may be
eligible for rollover to a traditional IRA, Roth IRA or another eligible plan. Those funds
cannot be rolled over to a SIMPLE IRA or a Coverdell Education Savings Account
(formerly known as an education IRA). Payments you receive from Roth funds (Roth
401(k) contributions and their associated investment earnings) may be rolled over to a
Roth IRA or another employer’s eligible plan that accepts Roth rollover contributions.
Remember, this information is only a summary. More information is available from the
IRS and professional tax advisors.

An “eligible plan” (or “tax-qualified plan”) includes a plan qualified under Section 401(a)
of the Internal Revenue Code, including a 401(k) plan, profit-sharing plan, defined
benefit plan, stock bonus plan, employee stock purchase plan, a money purchase plan,
a Section 403(a) annuity plan, a Section 403(b) tax-sheltered annuity and an eligible
Section 457(b) plan maintained by a governmental employer (a “governmental 457
plan”).
An eligible plan is not legally required to accept a rollover. Before you decide to roll over
your payment to another tax-qualified plan, you should find out whether the plan accepts
rollovers, and if so, the types of distributions it accepts as a rollover. You should also find
out about any documents that are required to be completed before the receiving plan will
accept a rollover.
Even if a plan accepts rollovers, it might not accept rollovers of certain types of
distributions, such as after-tax amounts and Roth contributions. If this is the case, and
your distribution includes after-tax amounts from a predecessor plan or Roth amounts,
you may want instead to roll your distribution over to a traditional IRA and/or Roth IRA,
or to split your rollover amount between the tax-qualified plan in which you will
participate and a traditional or Roth IRA. If a tax-qualified plan accepts your rollover, the
plan may restrict subsequent distributions of the rollover amount or may require your
spouse’s consent for any subsequent distribution. A subsequent distribution from the
plan that accepts your rollover may also be subject to different tax treatment than
distributions from the 401(k) Retirement Savings Plan. Check with the plan administrator
that is to receive your rollover before making the rollover.
A payment from the 401(k) Retirement Savings Plan that is eligible for “rollover” can be
taken in two ways. You can have all or any portion of your payment either:
•

Paid in a “direct rollover” to a traditional and/or Roth IRA or, if you choose, to
another eligible plan that will accept it; or

•

Paid to you.
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If you choose a direct rollover:
•

If rolled over to a traditional IRA or another tax-qualified plan, your payment
received from before-tax funds is not taxed in the current year, and no income
tax is withheld.

•

If rolled over to a Roth IRA, your payment received from before-tax funds in the
401(k) Retirement Savings Plan will be taxed, but income tax is not required to
be withheld and the 10% additional tax on early distributions will not apply
(unless you take the amount rolled over out of the Roth IRA within five years,
counting from January 1 of the year of the rollover);

•

Your payment received from Roth funds in the 401(k) Retirement Savings Plan is
not taxed and no income tax is withheld;

•

Your payment is made directly to your traditional and/or Roth IRA or, if you
choose, to another tax-qualified plan that accepts your rollover.

•

Your benefit cannot be rolled over to a SIMPLE IRA or Coverdell Education
Savings Account.

•

With a traditional IRA or other eligible plan, your payment is taxed later when you
take it from the plan. Depending on the type of plan, the later distribution may be
subject to different tax treatment than it would be if you received a taxable
distribution from the 401(k) Retirement Savings Plan.

•

Under current tax law, your Roth payment is not taxed when you take it out of the
Roth IRA, if you meet the Roth IRA distribution rules described in IRS Publication
590, Individual Retirement Arrangements (IRAs).

If you choose to have a taxable 401(k) Retirement Savings Plan payment that is eligible
for rollover paid to you:
•

You receive only 80% of the payment, because the 401(k) Retirement Savings
Plan is required to withhold 20% of the taxable amount of the payment and send
it to the IRS as income tax withholding to be credited against your taxes.

•

Your payment is taxed in the current year unless you roll it over. You may be
able to use special tax rules that could reduce the tax you owe. However, if you
receive the payment before age 59½ you may also have to pay an additional
10% tax.

•

You can roll over the payment by paying it to your traditional and/or Roth IRA or
to another tax-qualified plan that accepts your rollover within 60 days of receiving
the payment. The amount rolled over is not taxed until you take it out of the
traditional IRA or employer plan.

•

If you want to roll over 100% of the payment to a traditional and/or Roth IRA or
an eligible plan, you must find other money to replace the 20% that was withheld.
If you roll over only the 80% that you received, you are taxed on the 20% that is
not rolled over.

•

If the distribution of your Roth funds meets IRS regulations, no taxes are withheld
from your Roth funds.
To speak with a Customer Service Representative, call Freescale Rewards Customer
Service at 888-375-2367 (888-FSL-BENS).
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Payments That Can and Cannot Be Rolled Over
Non-Taxable Payments
After-tax employee contributions, other than Roth 401(k) contributions, generally are
contributions you make from your own pay that are already taxed. The 401(k)
Retirement Savings Plan does not allow non-Roth, after-tax contributions today, but they
may have been allowed under a predecessor plan or rolled over to the 401(k)
Retirement Savings Plan. Distributions that include non-Roth, after-tax contributions may
be rolled directly into an IRA or into another employer plan qualified under Section
401(a) or 403(a) that accepts after-tax contributions and separately accounts for them.
You may roll over to another employer plan all of a payment that includes after-tax
contributions, but only through a direct rollover. You can do a 60-day rollover to an
employer plan of part of a payment that includes after-tax contributions, but only up to
the payment amount that would be taxable if not rolled over. Also, you cannot first roll
over non-Roth, after-tax contributions to a traditional IRA and then roll over that amount
into an employer’s tax-qualified plan. You also cannot roll over non-Roth, after-tax
contributions to a governmental 457 plan.
Freescale Rewards Customer Service should be able to tell you how much of your
payment is the taxable portion and how much (if any) is the non-Roth, after-tax
employee contribution portion. It is your obligation to keep track of the non-Roth, aftertax contributions you roll over to a traditional IRA and report them to the IRS on the
applicable forms. This will make it possible to determine the nontaxable amount of any
future distributions from the traditional IRA.
The following types of payment cannot be rolled over:
•

Payments Spread Over Long Periods: You cannot roll over a payment if it is
part of a series of equal (or almost equal) payments that are made at least once
a year and will last for:
-

Your lifetime (or life expectancy);

-

Your lifetime and your beneficiary’s lifetime (or life expectancies); or

-

A period of 10 years or more.

•

Required Minimum Payments: Beginning in the year you reach age 70½ or
retire, whichever is later, a certain portion of your payment cannot be rolled over
because it is a “required minimum payment” that must be paid to you.

•

Corrective Distributions: A distribution that is made to correct a failed
nondiscrimination test or because legal limits on certain contributions were
exceeded cannot be rolled over.

•

Loans Treated as Distributions: The amount of a qualified plan loan that
becomes a taxable deemed distribution because of a default cannot be rolled
over. However, a loan offset amount is eligible for rollover, as described in Loans
from Your Account, beginning on page 139. Call Freescale Rewards Customer
Service to ask if distribution of your loan qualifies for rollover treatment.

•

Hardship Distributions: A hardship distribution from a qualified plan is not
eligible for rollover.
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Rollovers of Distributions
Direct Rollovers
You can choose a direct rollover of all or any portion of your payment that is an eligible
rollover distribution, as described above. In a direct rollover, the eligible rollover
distribution is paid directly from the 401(k) Retirement Savings Plan to a traditional or
Roth IRA or other eligible employer plan that accepts rollovers. If you choose a direct
rollover, you are not taxed on a payment until you later take it out of the IRA or the other
eligible employer plan. Remember, no federal income tax withholding is required for any
portion of your 401(k) Retirement Savings Plan benefits for which you choose a direct
rollover.
Direct Rollover to an IRA
You can open IRAs to receive a direct rollover: a traditional IRA or Roth IRA for regular
401(k) funds and a Roth IRA for Roth 401(k) funds. If you choose to have your payment
made directly to an IRA, contact an IRA sponsor (usually a financial institution) to find
out how to have your payment made in a direct rollover to an IRA at that institution. In
choosing a traditional or Roth IRA, you may want to consider whether the IRA you
choose will allow you to move all or part of your payment to another tax-qualified plan or
IRA at a later date without penalties or other limitations.
Direct Rollover to an Employer’s Tax-Qualified Plan
If your new employer has an eligible (tax-qualified) plan, including Section 403(b)
annuities and Section 457 government plans, and you want to make a direct rollover to
that plan, ask the administrator of that plan whether it will accept a rollover and the type
of rollovers it will accept.
An employer plan is not legally required to accept a rollover. If your new employer’s plan
does not accept a rollover, you can choose a direct rollover to a traditional and/or Roth
IRA.
If the employer plan accepts your rollover, the plan may provide restrictions on the
circumstances under which you may later receive a distribution of the rollover amount or
may require spousal consent to any subsequent distribution. Check with the
administrator of that plan before making your decision.
Change in Tax Treatment Resulting from a Direct Rollover
The tax treatment of any payment from the eligible employer plan or traditional IRA
receiving your direct rollover might be different than if you received your benefit in a
taxable distribution directly from the 401(k) Retirement Savings Plan. However, if you
have your benefit rolled over to a Section 403(b) annuity, a governmental 457 plan, or a
traditional IRA in a direct rollover, your benefit will no longer be eligible for that special
treatment (see Additional 10% Tax If You Are Under Age 59½ on page 137).
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Direct Rollover of a Series of Payments
If you receive eligible rollover distributions that are paid in a series for less than 10
years, your choice to make or not make a direct rollover for a payment applies to all later
payments in the series until you change your election. You are free to change your
election for any later payment in the series.

Taxes on a Payment Made to You
If you have the payment made to you, it is subject to 20% income tax withholding. The
payment is taxed in the year you receive it unless, within 60 days, you roll it over to a
traditional and/or Roth IRA or another eligible plan that accepts rollovers. If you do not
roll it over, special tax rules may apply.
Taxes are not withheld on qualifying distributions of Roth contributions and their
associated investment earnings.
Mandatory Income Tax Withholding
If any portion of the payment to you is an eligible rollover distribution, and you do not
elect a direct rollover, the 401(k) Retirement Savings Plan is required by law to withhold
20% of the taxable amount. This amount is sent to the IRS as federal income tax
withholding.
Voluntary Income Tax Withholding
If any portion of your payment is not an eligible rollover distribution but is taxable, the
mandatory withholding rules described above do not apply. In this case, you may choose
not to have withholding apply to that portion. Freescale Rewards Customer Service can
provide you the appropriate election form.
See IRS Form 5329 for more information on the additional 10% tax.

60-Day Rollover Option
If you have an eligible rollover distribution paid to you, you can still decide to roll over all
or part of it to a traditional and/or Roth IRA or another eligible plan that accepts rollovers.
If you decide to roll over, you must contribute the amount of the payment you received to
a traditional and/or Roth IRA or another eligible plan within 60 days after you receive the
payment. The portion of your payment that is rolled over will not be taxed until you take it
out of the IRA or the other eligible plan.
You can roll over up to 100% of the eligible rollover distribution, including an amount
equal to the 20% that was withheld. If you choose to roll over 100%, you must find other
money within the 60-day period to contribute to the traditional and/or Roth IRA or the
other eligible plan to replace the 20% that was withheld. On the other hand, if you roll
over only the 80% that you received, you will be taxed on the 20% that was withheld.
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Example: If your eligible rollover distribution is $10,000, only $8,000 will be paid to you
because the 401(k) Retirement Savings Plan must withhold $2,000 as income tax.
However, when you prepare your income tax return for the year, you will report the full
$10,000 as a payment from the 401(k) Retirement Savings Plan. You will report the
$2,000 as tax withheld, and it will be credited against any income tax you owe for that
year.
Example: Your eligible rollover distribution is $10,000 and you choose to have it paid to
you. You will receive $8,000 and $2,000 will be sent to the IRS as income tax
withholding. Within 60 days after receiving the $8,000 you may roll over the entire
$10,000 to a traditional IRA or eligible plan.
To do this, you roll over the $8,000 you received from the 401(k) Retirement Savings
Plan, and you will have to find $2,000 from other sources (your savings, a loan, etc.). In
this case, the entire $10,000 is not taxed until you take it out of the IRA or eligible plan.
If you roll over the entire $10,000, when you file your income tax return you may get a
refund of part or all of the $2,000 withheld. If, on the other hand, you roll over only
$8,000, the $2,000 you did not roll over is taxed in the year it was withheld. When you file
your income tax return, you may get a refund of part of the $2,000 withheld. (However,
any refund is likely to be larger if you roll over the entire $10,000.)

Additional 10% Tax If You Are Under Age 59½
If you receive a payment before you reach age 59½ and you do not roll it over, then, in
addition to the regular income tax, you may have to pay an extra tax equal to 10% of the
taxable portion of the payment. The additional 10% tax generally does not apply to your
payment if it is:
•

Paid to you because you separate from Freescale during or after the year you
reach age 55;

•

Paid because you retire due to disability;

•

Paid to you as equal (or almost equal) payments over your life or life expectancy
(or your and your beneficiary’s lives or life expectancies);

•

Used to pay certain deductible medical expenses;

•

Paid directly to the government to satisfy a federal tax levy;

•

Paid to you during a period of at least 180 days of active duty military service on
or after December 31, 2007; or

•

Paid to an alternate payee under a Qualified Domestic Relations Order.

The additional 10% tax will normally not apply to distributions from a governmental 457
plan, except to the extent the distribution is attributable to an amount you rolled over to
that plan (adjusted for investment returns) from the 401(k) Retirement Savings Plan. Any
amount rolled over from a governmental 457 plan to the 401(k) Retirement Savings Plan
will become subject to the additional 10% tax if it is distributed to you before you reach
age 59½, unless one of the exceptions applies.
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Surviving Spouses, Alternate Payees and Other Beneficiaries
In general, the rules summarized in this section that apply to Freescale
employees/retirees also apply to payments to surviving spouses or former spouses who
are “alternate payees” under a Qualified Domestic Relations Order (QDRO), which is an
order issued by a court, usually in connection with a divorce or legal separation. Some of
these rules also apply to a deceased Freescale retiree’s beneficiary who is not a spouse.
However, there are some exceptions for payments to surviving spouses, alternate
payees and other beneficiaries that should be mentioned.
If You Are a Surviving Spouse, Alternate Payee or Another Beneficiary
You may choose to have an eligible rollover distribution paid in a direct rollover to a
traditional and/or Roth IRA or another eligible plan, or paid to you. If you have it paid to
you, you can keep it or roll it over yourself to a traditional and/or Roth IRA or to another
eligible employer plan that accepts rollovers.
Your payment is generally not subject to the additional 10% tax, even if you are younger
than age 59½ (see Additional 10% Tax If You Are Under Age 59½ on page 137).
You may be able to use the special tax treatment for lump-sum distributions. If you
receive a payment because of the employee’s death, you may be able to treat the
payment as a lump-sum distribution if the employee met the appropriate age
requirements, even if the employee did not have five years of participation in the 401(k)
Retirement Savings Plan.

Where to Go for More Information
This notice summarizes only the U.S. federal (not state or local) tax rules that may apply
to your payment. The rules described in this section are complex and contain many
conditions and exceptions that are not included in this book. Therefore, you should
consult a professional tax advisor before you take a payment of your benefits from the
401(k) Retirement Savings Plan.
You can find more specific information on the tax treatment of payments from qualified
retirement plans in IRS Publication 575: Pension and Annuity Income, and IRS
Publication 590: Individual Retirement Arrangements. These publications are available
from your local IRS office, on the IRS’s website at IRS.gov, or by calling 800-829-3676
(within the U.S.).
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Additional Information
Loans from Your Account
When your employment ends, you cannot continue to make loan payments. If you do not
repay your loan within 60 days of the last day you work at Freescale, the outstanding
loan balance, plus accrued interest, is automatically considered taxable income.
You should consider repaying your 401(k) Retirement Savings Plan loan before you
request a distribution, or within 60 days of your termination date, to avoid taxes if you
plan to roll over your benefit. You may repay the loan balance by following the loan
repayment instructions in the separation of employment notice mailed to you by
Freescale Rewards Customer Service when your employment ended. You may call
Freescale Rewards Customer Service at 888-375-2367 (888-FSL-BENS) with any
questions related to paying off your loan.

Qualified Domestic Relations Order (QDRO)
A Qualified Domestic Relations Order is a court order, judgment or decree in connection
with alimony, marital property rights or child support requirements. If a Domestic
Relations Order complies with the Retirement Equity Act of 1984, as amended,
Freescale recognizes it as a Qualified Domestic Relations Order and makes payments
to the alternate payee (your spouse, former spouse, child or other dependent) as
specified in the Qualified Domestic Relations Order.
Freescale Rewards Customer Service has established a special process for requesting
information about QDROs. You may:
•

Visit the Qualified Order website at QOCenter.com;

•

Email your questions to QOCenter@aonhewitt.com; or

•

Call Freescale Rewards Customer Service at 888-375-2367 (888-FSL-BENS)
and ask to speak with a QDRO specialist.

A $400 processing fee applies to each QDRO. The QDRO processing fee may be
applied to your and/or your alternate payee account, depending on the directions of the
court order.

Keeping Your Records Current
It is very important that you keep your Human Resources records up to date. Your
mailing address and beneficiary designation in particular need to be on file in case
benefit payments need to be sent to you or your beneficiary.
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Claims and Appeals
This section provides information on:
•

How to file claims (beginning on page 141);

•

The appeals process (beginning on page 149);

•

How your benefits are coordinated with other plans (beginning on page 153);
and
Your privacy rights (beginning on page 156).

•
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Filing Claims
Note: All claims except for urgent care claims must be submitted in writing to the
applicable Claims Administrator. Under some plans, you start the claims process by
contacting Freescale Rewards Customer Service, as shown in this chart. If you wait any
longer than the indicated deadlines, you are not eligible for Plan benefits relating to
those expenses.
The claims information set forth below applies to claims filed on or after January 1, 2013.
For claims filed before that date, consult your 2012 Freescale Post-Employment
Summary Plan Description.
Plan/Program

Information Needed
and Deadline

Claims Administrator

Initial Decision

Pre-65 PostEmployment
Medical Plan
— Network
Care

You are not required to
file a claim when using a
network provider
Deadline: One year
from date service is
provided

Freescale PostEmployment Medical
Plan
Aetna
P.O. Box 14079
Lexington, Kentucky
40512-4079

Urgent Care Claim:
Within 24 hours after
claim is received
Concurrent Care
Claim: Within 24 hours
after claim is received
Pre-Service Claim (not
urgent): Within 15 days*
after claim is received
Post-Service Claim:
Within 30 days* after
claim is received

Pre-65 PostEmployment
Medical Plan
— NonNetwork Care

If your provider does not
submit the claim for you,
you must submit an
itemized bill that
includes:

Freescale PostEmployment Medical
Plan
Aetna
P.O. Box 14079
Lexington, Kentucky
40512-4079

Urgent Care Claim:
Within 24 hours after
claim is received
Concurrent Care
Claim: Within 24 hours
after claim is received
Pre-Service Claim (not
urgent): Within 15 days*
after claim is received
Post-Service Claim:
Within 30 days* after
claim is received

•

Date of service

•

Description of
service

•

Dollar amount

•

Diagnosis

•

Name and address
of provider

• Patient’s name
Write the Freescale
TDP/ retiree’s
identification number on
the statement
Deadline: One year
from date service is
provided
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Plan/Program

Information Needed
and Deadline

Claims Administrator

Initial Decision

Pre-65
Behavioral
Health
Program —
Network Care

You are not required to
file a claim when using a
network provider
Deadline: One year
from date service is
provided

Freescale PostEmployment Medical
Plan
Aetna
P.O. Box 14079
Lexington, Kentucky
40512-4079

Urgent Care Claim:
Within 24 hours after
claim is received
Concurrent Care
Claim: Within 24 hours
after claim is received
Pre- Service Claim (not
urgent): Within 15 days*
after claim is received
Post-Service Claim:
Within 30 days* after
claim is received

Pre-65
Behavioral
Health
Program —
Non-Network
Care

If your provider does not
submit the claim for you,
you must submit an
itemized bill that
includes:

Freescale PostEmployment Medical
Plan
Aetna
P.O. Box 14079
Lexington, Kentucky
40512-4079

Urgent Care Claim:
Within 24 hours after
claim is received
Concurrent Care
Claim: Within 24 hours
after claim is received
Pre-Service Claim (not
urgent): Within 15 days*
after claim is received
Post-Service Claim:
Within 30 days* after
claim is received

•

Date of service

•

Description of
service, with CPT
code

•

Diagnosis

•

Dollar amount

•

Name and address
of provider

• Patient’s name
Write the Freescale
TDP/ retiree’s
identification number on
the statement
Deadline: One year
from date service is
provided
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Plan/Program

Information Needed
and Deadline

Claims Administrator

Initial Decision

Pre-65 PostEmployment
Prescription
Drug
Program

If your provider does not
submit the claim for you,
you must submit an
itemized bill that
includes:

Freescale PostEmployment Medical
Plan
CVS Caremark
P.O. Box 52116
Phoenix, Arizona 850722116

Within 30 days* after
claim is received

Freescale PostEmployment (Age 65+)
Medicare Advantage
Plan
Humana
P.O. Box 14079
Lexington, Kentucky
40512-4079

Urgent Care Claim:
Within 24 hours after
claim is received
Pre-Service Claim (not
urgent): Within 15 days*
after claim is received
Post-Service Claim:
Within 30 days* after
claim is received

•

Date of service

•

Description of
service

•

Dollar amount

•

Name and address
of provider

• Patient’s name
Write the Freescale
TDP/retiree’s
identification number on
the statement
Deadline: One year
from date service is
provided
PostEmployment
(Age 65+)
Medicare
Advantage
Plan

If your provider does not
submit the claim for you,
you must submit an
itemized bill that
includes:
•

Date of service

•

Description of
service, with CPT
code

•

Diagnosis

•

Dollar amount

•

Name and address
of provider

• Patient’s name
Write the Freescale
TDP/ retiree’s
identification number on
the statement
Deadline: One year
from date service is
provided
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Plan/Program

Information Needed
and Deadline

Claims Administrator

Initial Decision

PostEmployment
Dental Plan

If your provider does not
submit the claim for you,
you must submit an
itemized bill that
includes:

Freescale PostEmployment Dental
Plan
HumanaDental
P.O. Box 14611
Lexington, Kentucky
40512-4611
Fax: 920-337-5343

Urgent Care Claim:
Within 72 hours after
claim is received
Pre-Service Claim (not
urgent): Within 15 days*
after claim is received
Post-Service Claim:
Within 30 days* after
claim is received

VSP
P.O. Box 997105
Sacramento, California
95899-7105

Initial decision: Within 30
days* after claim is
received

Health Net of Arizona
Attn: Claims Department
P.O. Box 14225
Lexington, Kentucky
40512-4225

You are subject to the
deadlines established by
Health Net; see your
Health Net Evidence of
Coverage for details

•

Date of service

•

Description of
service

•

Dollar amount

•

Name and address
of provider

• Patient’s name
Write the Freescale
TDP/retiree’s
identification number on
the statement
Deadline: One year
from date service is
provided
PostEmployment
Vision Plan

If your provider does not
submit the claim for you,
you must submit an
itemized bill that
includes:
•

Date of service

•

Description of
service

•

Dollar amount

•

Name and address
of provider

• Patient’s name
On the statement, write
the Freescale
TDP/retiree’s name and
either birth date or the
last four digits of the
his/her Social Security
number
Deadline: One year
from date service is
provided
Health Net
HMO —
Network Care
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Plan/Program

Information Needed
and Deadline

Claims Administrator

Initial Decision

Health Net
HMO — NonNetwork Care

For non-network
emergency care or
urgent care outside the
Health Net Service area,
complete the appropriate
claim form, available
from Health Net and
submit with an itemized
invoice

Medical Claims:
Health Net of Arizona
Attn: Claims Department
P.O. Box 14225
Lexington, Kentucky
40512-4225
Pharmacy Claims:
ACS/Health Net of
Arizona
Attn: Pharmacy
Department
950 N. Finance Center
Drive
Tucson, Arizona 857101362
Travel
Reimbursements:
Health Net of Arizona
Attn: Travel
Reimbursement
Department
1230 W. Washington
Street, Suite 401
Tempe, Arizona 852811245

You are subject to the
deadlines established by
Health Net; see your
Health Net Evidence of
Coverage for details

Life
Insurance

Contact Freescale
Rewards Customer
Service
An original death
certificate (photocopies
cannot be accepted)

Freescale Rewards
Customer Service
P.O. Box 1475
Lincolnshire, Illinois 60069-1475

Not applicable

401(k)
Retirement
Savings Plan

Contact Freescale
Rewards Customer
Service to initiate
payment

Freescale Rewards
Customer Service
P.O. Box 1475
Lincolnshire, Illinois 60069-1475

Varies based on the
benefit being requested

*

Plus extension of up to 15 days in special circumstances

If You Are a TDP
Because your health coverage ends when you reach age 65, any references to a
Humana Group Medicare Advantage Plan option (designed for retirees age 65 or over)
do not apply to you.

New claims filings are not applicable to the Disability Income Plan.
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Group Health Plans
As identified in the preceding charts, the following special rules apply to expedite claims
under the Freescale Post-Employment Health Plans (the Pre-65 Post-Employment
Medical Plan, Post-Employment Dental Plan and Post-Employment Vision Plan),
depending on the type of claim involved. Any reference in this section to “you” includes
your authorized representative (see page 176). The Plan will also recognize a court
order giving a person authority to submit claims on your behalf.

Urgent Care Claim
An urgent care claim is any claim for medical care for which the applicable periods for
the Plan to make non-urgent care determinations could:
•

Seriously jeopardize your life or health or your ability to regain maximum
function;

•

In the case of a pregnant woman, cause serious jeopardy to the health of the
fetus; or

•

In the opinion of a physician with knowledge of your medical condition, would
subject you to severe pain that cannot be adequately managed without the care
or treatment.

If you provide insufficient information for the Plan to decide an urgent care claim, the
Plan will notify you of the deficiency and the necessary information to complete the claim
within 24 hours after its receipt of your claim. You must provide the requested
information within a reasonable period, but not more than 48 hours after the Plan notifies
you of the deficiency. The Plan will then notify you of its decision within 48 hours of the
earlier of its receipt of the requested information or the end of the period within which
you were to provide the requested information.

Pre-Service Claim
A pre-service claim is any claim for a Plan benefit where the Plan requires you to get
approval of the benefit in advance of receiving the care. If your claim is incomplete, the
Plan will notify you of the Plan’s procedures for a pre-service claim, and your failure to
follow them within five days after its receipt of your deficient claim if your attempt at filing:
•

Is communicated by you or your authorized representative to Freescale Rewards
Customer Service; and

•

Names your specific medical condition or symptom and a specific treatment,
service or product for which approval is requested.

If your claim is incomplete but does not meet the above, you will be treated as not
having filed the required claim for benefits.

Post-Service Claim
A post-service claim is any claim for a benefit for care already provided.
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Concurrent Care Claims
At times, your Personal Health Advocate may approve an ongoing course of treatment to
be provided over a period of time or number of treatments.
If the Plan later reduces or no longer covers a previously approved course of treatment
before the end of the approved period of time or number of treatments, the Plan will
notify you of the adverse benefit determination sufficiently in advance of the reduction or
elimination to allow you to appeal and request a determination before the benefit is
reduced or eliminated.
If you want to extend a course of treatment and the claim is an urgent care claim, you
should contact your Personal Health Advocate at least 24 hours before the expiration of
the prescribed period of time or number of treatments to request extended coverage. If
you meet this timing, the Plan will notify you of its decision within 24 hours of its receipt
of your claim. Otherwise, a decision will be made according to the category your claim
falls into at the time it is made (i.e., urgent care, pre-service or post-service). If your
claim is denied, you may appeal the decision as described below.

Claim Decision
You will receive a decision in writing. If your request for benefits is denied, the written
notice will contain:
•

The specific reasons for the denial;

•

The specific Plan provisions upon which the denial is based;

•

A description of any additional material or information necessary for you to
perfect the claim for benefits and an explanation of why such material or
information is necessary; and

•

An explanation of how you may appeal the denial, including a statement of your
right to bring a civil action under Section 502(a) of ERISA following an adverse
benefit determination on final review.

For disability and health benefits, the written denial notice also informs you of:
•

Any specific rule, guideline or protocol that was relied upon or a statement that
the rule, guideline or protocol was relied upon and that you may request a copy
of it free of charge;

•

If the adverse determination is based on a medical necessity or experimental
treatment exclusion, an explanation of the scientific or clinical judgment or a
statement that you may request such explanation free of charge; and

•

For an urgent care claim, a description of the expedited review process.
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You have the right to request and receive reasonable access to and copies of relevant
documents, records and other information in Freescale’s possession free of charge.
Relevant documents, records and other information are those that:
•

Were relied upon in making the benefit determination;

•

Were submitted, considered or generated in the course of making the benefit
determination;

•

Demonstrate compliance with the Plan’s administrative processes or safeguards;
or

•

For disability and health benefits, constitute a statement of the Plan’s policy or
guideline regarding the benefit for your diagnosis, whether relied upon or not.
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Your Right to Appeal
Freescale wants to be sure that you and your covered dependents and beneficiaries
receive the full benefits for which you or they are eligible under each of the Freescale
Plans.
If an initial claim for Plan benefits is denied, in whole or in part, in an Explanation of
Benefits form, a letter from Freescale Rewards Customer Service or otherwise, you may
appeal the denial. Your appeal must be in writing and should contain the reasons you
believe you are entitled to benefits and any additional information or documentation to
support your claim for benefits. You must send written appeals to different locations,
depending on the plan. For an urgent care claim, you may submit your request for
review orally or in writing. For an eligibility or enrollment claim, you must call Freescale
Rewards Customer Service at 888-375-2367 (888-FSL-BENS) to request a Claim
Initiation Notice.
For all claims (excluding disability claims and health benefit claims), the applicable
decision makers consider your request for review and notify you in writing of their
decision within 60 days of receiving your request. If, because of special circumstances,
they cannot make a decision within the initial review period, the review period may be
extended up to an additional 60 days. If an extension be necessary, you are notified
before the end of the initial review period.
For a disability claim, the applicable decision makers consider your appeal and notify
you in writing of their decision within 45 days of receiving your request. If, because of
special circumstances, they cannot make a decision within the initial review period, the
review period may be extended up to an additional 45 days. If an extension is
necessary, you are notified before the end of the initial review period.
For health benefit claims, the applicable decision makers consider your request for
review and notify you of their decision within the following periods:
•

Urgent Care Claims: 36 hours of receipt of your appeal (72 hours for Age 65+
Humana grandfathered and non-grandfathered Medicare Advantage Plans and
HumanaDental under the Dental Plan).

•

Pre-Service Claims: 15 days of receipt of your appeal (30 days of receipt of
your appeal to Age 65+ Humana grandfathered and non-grandfathered Medicare
Advantage Plans and HumanaDental under the Dental Plan).

•

Post-Service Claims: 30 days of receipt of your appeal (60 days of receipt of
your appeal to Age 65+ Humana grandfathered and non-grandfathered Medicare
Advantage Plans and HumanaDental under the Dental Plan).

For a 401(k) Retirement Savings or Life Insurance Plan claim, the applicable decision
makers consider your request for review and notify you in writing of their decision within
60 days of receiving your request. If, because of special circumstances, they cannot
make a decision within the initial review period, the review period may be extended up to
an additional 60 days. If an extension is necessary, you are notified before the end of the
initial review period.
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You will receive a decision on appeal in writing as detailed in the Claim Decision
section, beginning on page 147.
Deadline for Submitting
Written Appeals

Type of Appeal

Send Written Appeals to:

Eligibility and Enrollment (all
Plans and Programs, pre-65
and 65+, including any
rescission or retroactive
termination of coverage)

Freescale Benefits
Determination Review Team
P.O. Box 1475
Lincolnshire, Illinois -600691475

180 days from notification of
denial

Pre-65 Post-Employment
Medical Plan

Aetna Appeals
P.O. Box 14079
Lexington, Kentucky 405124079

180 days from notification of
denial
Urgent Care: 72 hours from
receipt of denial

Pre-65 Post-Employment
Behavioral Health Program

Aetna Appeals
P.O. Box 14079
Lexington, Kentucky 405124079

180 days from notification of
denial
Urgent Care: 72 hours from
receipt of denial

Pre-65 Post-Employment
Prescription Drug Program

CVS Caremark
Prescription Drug Appeals
Mail Code 109
P.O. Box 52084
Phoenix, Arizona 85072-2084

180 days from notification of
denial
Urgent Care: 72 hours from
receipt of denial

Post-Employment (Age 65+)
Medicare Advantage Plan

Humana Grievance and
Appeal Department
P.O. Box 14079
Lexington, Kentucky 405124079

180 days from notification of
denial
Urgent Care: 72 hours from
receipt of denial

Post-Employment Dental
Plan

HumanaDental Appeals
P.O. Box 14638
Lexington, Kentucky 405124638

180 days from notification of
denial

Post-Employment Vision
Plan

VSP
P.O. Box 2350
Rancho Cordova, California
95741-2350

180 days from notification of
denial

Health Net HMO
See your Health Net Evidence
of Coverage for complete
details

Commercial Appeals and
Grievances Department
Attn: Appeals & Grievance
Manager
Health Net of Arizona
P.O. Box 867
Shelton, Connecticut 06484
Phone: 800-289-2818
Fax: 800-977-6762

See your Health Net Evidence
of Coverage; different timings
apply to:
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•

Formal Appeal
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External Independent
Review

•

Expedited Medical Review

•

Expedited External
Independent Review

150

Deadline for Submitting
Written Appeals

Type of Appeal

Send Written Appeals to:

Life Insurance Plans

MetLife Group Life Claims
P.O. Box 6100
Scranton, PA 18505-6100

60 days from notification of
denial

Disability Income Plan

Aetna Appeals
P.O. Box 14578
Lexington, Kentucky 405124578

180 days from notification of
denial

401(k) Retirement Savings
Plan

Retirement Savings Plan
Committee
6501 William Cannon Drive
West
Mail Drop OE331
Austin, Texas 78735

60 days from notification of
denial
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Second Level Appeals
Under the Post-Employment Medical Plan (including behavioral health and
prescription drug) and the Disability Income Plan, if your appeal is denied, you may
submit a second-level appeal of that denial. Note that this second level of review does
not apply to claims for any other benefits. Your written second-level appeal, issues and
comments should be sent to different locations, depending on the plan/program. There is
no second-level review for any claim for benefits other than what is listed below.
Second-Level
Appeals

Medical Plan
(including
Behavioral Health
Program)

Prescription Drug
Program (included
in Medical Plan)

Disability Income
Plan

Send appeals to

Aetna Appeals
P.O. Box 14079
Lexington, Kentucky
40512-4079

CVS Caremark
Prescription Drug
Appeals
Mail Code 109
P.O. Box 52084
Phoenix, Arizona
85072-2084

Aetna Appeals
P.O. Box 14578
Lexington, Kentucky
40512-4578

Deadline date for
submitting written
request for review

60 days from
notification of denial

180 days from
notification of denial

60 days from
notification of denial

Decision on appeal
made within

•

Urgent Care: 36
hours of receipt of
your appeal

•

Urgent: 72 hours
from receipt of
your appeal

•

Pre-Service Care:
15 days of receipt
of your appeal

•

All others: 15
days from receipt
of your appeal

•

Post-Service
Care: 30 days of
receipt of your
appeal

45 days of receipt of
your written appeal
(plus extension of up
to 45 days in special
circumstances)

Special Rule When Decision Is Based on Medical Judgment
When a denial on appeal is based on a medical judgment, the Plan consults with a
health care professional with appropriate training, who will be identified upon request.
Such health care professional will be someone who was neither consulted in connection
with the initial denial of a claim that is the subject of the appeal, nor the subordinate of
any such individual.
The final decision on appeal is sent to you in writing and will inform you of the specific
reasons for the decision and the specific Plan provision upon which the decision is
based. Except as required by law, the decisions are final and binding on all parties. You
or your covered dependents must exhaust all the internal administrative remedies
described above before bringing an action for Plan benefits under Section 502(a) of
ERISA.
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Coordination of Benefits
If you have medical and/or dental coverage under a group health plan, automobile nofault/PIP or medical payment coverage or Medicare in addition to your Freescale health
care benefit, National Association of Insurance Commissioners (NAIC) rules indicate
which plan pays first. These rules prioritize how benefit payments are coordinated, to
avoid duplication of benefits.
The primary plan pays before a secondary plan. When a benefit is payable from
automobile no-fault/PIP or medical payments coverage, the Freescale Plan is always
secondary.
When the Freescale Post-Employment Health Plan is the secondary plan, it pays
benefits only if the primary plan pays less of the allowable expenses than the Freescale
Plan would have paid if it had been primary. When your Freescale Plan is the secondary
plan, any allowable expenses that would have counted toward satisfying your deductible
and/or annual out-of-pocket maximum are applied to the Freescale Plan.
Medicare Exception: There is an exception for Medicare beneficiaries whose Medicare
coverage is secondary by law.

Following is a summary of the NAIC rules. The first rule that applies determines which
plan is primary and which is secondary.
•

Rule 1: No Coordination of Benefits Provisions. If one plan does not have a
coordination of benefits provision that is consistent with these rules, then it is the
primary plan, while the plan with the coordination provision is the secondary plan.

•

Rule 2: Dependent/Non-dependent. The plan that covers the person as a nondependent (for example, because the person is an employee, retiree or TDP) is
primary over a plan that covers that person as a dependent.

•

Rule 3: Child of Parents not Separated or Divorced. In this case, the “birthday
rule” applies. Under the birthday rule, benefits are paid first by the plan of the
parent whose birthday is earlier in the year. If by chance both parents have the
same birth date, then the plan of the parent who has been covered longer pays
first.
Example: If Mom was born on March 21 and Dad was born on May 10, then Mom's plan
is considered primary, regardless of the actual years in which they were born.
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•

Rule 4: Child of Separated or Divorced Parents. If a court order specifies that
one of the parents is responsible for the child’s health coverage, the plan of that
parent is primary.
If the court decree awards joint custody without allocating responsibility for the
child’s health coverage, the birthday rule determines which parent’s plan is
primary.
If no court order allocates responsibility for the child’s health coverage, the plan
of the custodial parent pays first, the plan of the spouse of the custodial parent (if
any) pays second, the plan of the non-custodial parent pays next, and the plan of
the spouse of the non-custodial parent (if any) pays last.

•

Rule 5: Active or Inactive Employee. A plan that covers the person as a former
employee (or dependent of a former employee) is secondary to a plan that
covers the person as an active employee (or as a dependent of an active
employee). If the other plan does not have this rule, and the plans do not agree
on the order of benefits, then this rule does not apply.

•

Rule 6: Continuation Coverage. COBRA coverage is secondary to the plan
covering the person as an employee, retiree or TDP. Note: This rule applies only
when both plans provide either non-dependent coverage or dependent coverage
to the person. However, if one plan provides dependent coverage and the other
non-dependent coverage, Rule 2 applies.

•

Rule 7: Longer or Shorter Length of Coverage. If none of the above rules
determines the order of payment, then the plan that has covered the person
longer pays before the plan that has covered the person for the shorter period.

•

Rule 8: Other Rules Do Not Apply. If none of the above rules determine which
plan is primary, then the expenses are shared equally between the plans.

If you or your spouse/domestic partner or other dependent has health care coverage
under a government-sponsored program in another country based on citizenship in that
country, and you or your dependent are also covered under this Plan, the NAIC rules do
not apply, and the Freescale Plan is secondary.
You must notify Freescale Rewards Customer Service anytime you gain or lose other
health coverage. If you or a covered dependent has primary coverage under another
medical or dental plan, you must file a claim for benefits under that coverage before your
Freescale claim is processed.

Coordination of Benefits for Participants Eligible for Medicare
If you or any of your dependents are eligible for Medicare, the coordination of your
benefits works differently from the NAIC rules. Congress established rules to determine
whether Medicare or another plan pays first. The Freescale Plan uses these rules if you
are eligible for Medicare, and it has the right to apply them, even if you have not
enrolled in Medicare. Please note that those who are “eligible for Medicare” includes
those who are not covered by Medicare because they refused, dropped or did not
properly request it.
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If you or your dependents are under age 65 and eligible for Medicare, then Medicare is
generally primary over the Post-Employment Health Plan.
If you are under age 65 and eligible for Medicare, and you elect Medicare Advantage
(Medicare Part C) coverage, your coverage under the Freescale Plan will terminate
(including benefits under the Post-Employment Prescription Drug Program), and you will
permanently lose the right to re-enroll.
If you or your dependents are age 65 or older and you are enrolled in a Humana Group
Medicare Advantage Plan option offered by Freescale, you are enrolled in a Medicare
Advantage (Medicare Part C) plan.

Retirees
If you are age 65 or older and you elect Medicare Advantage (Medicare Part C)
coverage, other than the Humana Group Medicare Advantage Plan option offered by
Freescale, your coverage under the Freescale Plan will terminate (including
benefits under the Post-Employment Prescription Drug Program), and you will
permanently lose the right to re-enroll.
A different rule applies if you have end-stage renal disease (ESRD). If you have ESRD
and are eligible for Medicare because of ESRD, the Post-Employment Health Plan is
primary up to the first 30 months of your ESRD treatment. The 30-month period begins
with the month in which you become eligible for Medicare benefits for ESRD. Thereafter,
Medicare is primary. When this provision determines that Medicare is primary, the Plan
pays secondary regardless of whether you/your dependent (whoever is eligible)
have enrolled in Medicare.

Medicare is primary (and the Freescale Plan secondary) for your surviving dependent
age 65 or older who is eligible for Medicare and covered under the Plan due to a
survivor benefits provision. In this case, the Plan pays secondary regardless of whether
your dependent has enrolled in Medicare. When the Freescale Plan is secondary,
Freescale may reduce its benefits so that the total benefits paid or provided by all plans
during a claim determination period are not more than 100 percent of total reimbursable
expenses under the Post-Employment Health Plan.
If you or your dependents are eligible for Medicare, then Medicare is generally primary
over the Post-Employment Health Benefits Plan.
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Freescale, Inc. Health Plans Notice of Privacy Practices
HIPAA Privacy Notice, effective January 1, 2013
This notice describes how medical information about you may be used and disclosed
and how you can get access to this information. Please review it carefully.

General Information about This Notice
Freescale, Inc. continues its commitment to maintain the confidentiality of your health
information. This notice describes our efforts to safeguard your Protected Health
Information (PHI) from improper or unnecessary use or disclosure. The policies
described in this notice apply only to PHI created or received by or on behalf of
the Freescale Health Plans (as defined below). We are providing this notice to you
because federal law requires us to distribute summaries of the Health Plans’ privacy
practices and related legal duties and your rights in connection with the use and
disclosure of your PHI. This summary is subject to the terms of our written privacy
policies.
Note:
•

This notice applies to participants in any of the following Freescale Health Plans:
-

Freescale Employee Medical Plan;

-

Freescale Post-Employment Benefits Plan;

-

Freescale Employee Dental Plan; and

-

Freescale Pre-Tax Contributions and Health Care Flexible Spending Account
Plan.

•

The policies described in this notice do not apply to uses and disclosures of your
PHI by HMOs or insurance companies that provide benefits under a Freescale
Health Plan. If you participate in an HMO or an insured benefit option, you will
receive another notice from your HMO provider or health insurance issuer.

•

Your personal information is also protected by the Freescale standard operating
policies and procedures.

The Freescale Health Plans and all Freescale employees involved in the administration
of the Freescale Health Plans are bound by the terms of the policies described in this
notice. In this notice, when referring to actions by or obligations of the Freescale Health
Plans, this includes Freescale employees who perform Freescale Health Plan functions.
In addition, all third parties who perform services for the Freescale Health Plans are
either subject to Freescale’s privacy policies or other policies designed to protect your
health information.
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What Is Protected?
Federal law requires the Freescale Health Plans to have a special policy for
safeguarding PHI that is received or created in the course of administering the Freescale
Health Plans. PHI is health information that can be used to identify you and that relates
to:
•

Your past, present or future physical or mental health condition;

•

The provision of health care to you; or

•

Past, present or future payment for your health care.

Examples of PHI include your medical and dental records, your benefit claims and the
Explanation of Benefits (EOB) sent in connection with payment of your claims.
PHI does not include health information received by Freescale in another way, for
example, if you are hurt in a work accident, if you provide medical records with your
request for Family and Medical Leave Act (FMLA) absence or if you submit a claim for a
non-Health Plan benefit (such as disability).

Health Plan Uses and Disclosures of Your PHI
To protect the privacy of your PHI, the Freescale Health Plans not only guard the
physical security of your PHI, but we also limit the way your PHI is used or disclosed to
others. We may use or disclose your PHI in certain permissible ways, as described
below. To the extent required by federal health information privacy law, only the
minimum amount of your PHI necessary to perform these tasks will be used or
disclosed.
•

To determine proper payment of your Health Plan benefit claims. The Freescale
Health Plans use and disclose your PHI to reimburse you or your health care
providers for covered treatments and services. For example, your diagnosis
information may be used to determine whether a specific procedure is medically
necessary or to reimburse your doctor for your medical care.

•

For the administration and operation of the Freescale Health Plans. The
Freescale Health Plans use and disclose your PHI for numerous administrative
and quality control functions necessary for their proper operation. For example,
the Freescale Health Plans may use your claims information for provider fraud
and abuse detection activities or to conduct data analyses of benefit utilization.

•

To Freescale as the plan sponsor to permit it to perform plan administration
functions such as eligibility, enrollment and disenrollment activities. Freescale
Health Plans may share summary level health information about you with
Freescale as your plan sponsor in certain situations if Freescale has certified that
it agrees to maintain the privacy of your information.

•

To inform you or your health care provider about treatment alternatives or other
health-related benefits that may be offered under a Health Plan. For example, the
Freescale Health Plans may use your claims data to alert you to an available
case management program if you become pregnant or are diagnosed with
diabetes or liver failure.
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•

To a family member, friend or other person involved in your health care if you are
present and you do not object to the sharing of your PHI, or in an emergency to
the extent such persons are involved in your health care.

•

To a health care provider if needed for your treatment. For example, the
Freescale Health Plans may disclose your prescription information to a
pharmacist regarding a drug interaction concern.

•

To another health plan to determine proper payment of your claim under the
other plan. For example, the Freescale Health Plans may exchange your PHI
with your spouse’s health plan for coordination of benefits purposes.

•

To another health plan for certain administration and operations purposes. The
Freescale Health Plans may share your PHI with another health plan that, or
health care provider who, has a relationship with you for quality assessment and
improvement activities, to review the qualifications of health care professionals
who provide care to you, or for provider fraud and abuse detection and
prevention purposes.

•

For Health Plan design activities or to collect employee premium contributions.
Freescale may use summary or de-identified health information to make Health
Plan design decisions. In addition, Freescale may use information regarding your
enrollment or disenrollment in a Health Plan for proper collection of your Health
Plan premium contributions through payroll deductions.

•

To comply with an applicable federal, state or local law, including workers’
compensation or similar programs.

•

To the U.S. Department of Health and Human Services to demonstrate our
compliance with federal health information privacy law.

•

For purposes of public safety or national security.

•

For public health reasons. The Freescale Health Plans may disclose your PHI to
a public health authority for the prevention or control of disease, injury or
disability; to a proper government or health authority to report child abuse or
neglect; to report reactions to medications or problems with products regulated
by the Food and Drug Administration; to notify individuals of recalls of medication
or products they may be using; or to notify a person who may have been
exposed to a communicable disease or who may be at risk for contracting or
spreading a disease or condition.

•

To comply with health oversight activities, such as audits, investigations,
inspections, licensure actions, and other government monitoring and activities
related to health care provision or public benefits or services.

•

To report a suspected case of abuse, neglect or domestic violence, as permitted
or required by applicable law.

•

To respond to an order of a court or administrative tribunal.

•

To respond to a subpoena, warrant, summons or other legal request if sufficient
safeguards, such as a protective order, have been requested to maintain your
PHI privacy.

•

To a law enforcement official for a law enforcement purpose.
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•

To avert a serious and imminent threat to your health or safety or the health or
safety of others.

•

To allow a coroner or medical examiner to identify you or determine your cause
of death.

•

To allow a funeral director to carry out his or her duties.

•

To respond to a request by military command authorities if you are or were a
member of the armed forces.

•

To assist in disaster relief efforts.

•

To ensure compliance with the Genetic Information Non-Discrimination Act
(GINA), Freescale will not use or disclose PHI that is genetic information for
underwriting purposes.

Certain Freescale employees may access your PHI to perform administrative functions
on behalf of the Freescale Health Plans. Absent your written permission, however, your
PHI will be used or disclosed only as described above.
Freescale employees will not access your PHI for reasons unrelated to Health Plan
administration or design, and Freescale will not use your PHI for any employmentrelated reason without your express written authorization.
State law may further limit the permissible ways the Freescale Health Plans use or
disclose your PHI. If your state of residence imposes stricter restrictions that apply to the
Freescale Health Plans, we will notify you of such restrictions in a separate notice, and
our privacy practices will comply with applicable state law.
To exercise these rights, you should use the appropriate request form available upon
request from Member Services at 512-895-7888.
Send all completed request forms to Freescale at:
Freescale Member Services
6501 William Cannon Drive West OE331
Austin, TX 78735-8598
Fax: 512-895-3555

Authorization Required for Other Uses and Disclosures
Before the Freescale Health Plans can use or disclose your PHI for any other purpose,
we must get your written authorization. You may revoke your authorization, in writing, at
any time. If you revoke your authorization, the Freescale Health Plans will no longer use
or disclose your PHI, except as described above (or as permitted by any other
authorizations that have not been revoked). However, please understand that we cannot
retrieve any PHI disclosed to a third party in reliance on your prior authorization.
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Your Rights
Federal law provides you with certain rights regarding your PHI. Parents of minor
children and other individuals with legal authority to make health decisions for a
Freescale Health Plan participant may exercise these rights on behalf of the participant,
consistent with state law. The Freescale Health Plans have created standardized forms
to help you to exercise the rights described below.

Right to Request Restrictions
You have the right to request a restriction or limitation on the Freescale Health Plans’
use or disclosure of your PHI. For example, you may ask us to limit the scope of your
PHI disclosures to a case manager who is assigned to you for recommending care
alternatives for a chronic condition. Because the Freescale Health Plans use your PHI
only as necessary to pay benefits, to administer the Freescale Health Plans, and to
comply with the law, it may not be possible to agree to your request. The Freescale
Health Plans are not required to agree to your request for restriction. However, if
the Freescale Health Plans do agree to your requested restriction or limitation, the
restriction will be honored until you agree to terminate the restriction or until the
Freescale Health Plans notify you that the Freescale Health Plans are terminating the
restriction on a going-forward basis.
When making such a request, you must specify:
•

The PHI you want to limit;

•

How you want the Freescale Health Plans to limit the use, disclosure or both of
that PHI; and

•

To whom you want the restrictions to apply.

Right to Receive Confidential Communications
You have the right to request that the Freescale Health Plans communicate with you
about your PHI at an alternative address or by alternative means if you believe that
communication through normal methods could endanger you. For example, you may
request that the Freescale Health Plans contact you only at work and not at home.
Your request for confidential communications must be in writing. The Freescale Health
Plans will accommodate all reasonable requests if you clearly state that you are
requesting the confidential communication because you feel that disclosure in another
way could endanger your safety. Your request must specify how or where you want to
be contacted.

Right to Inspect and Copy Your PHI
You have the right to inspect and copy your PHI that is contained in records that the
Freescale Health Plans maintain for enrollment, payment, claims determination, or case
or medical management activities, or used to make enrollment, coverage or payment
decisions about you.
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However, the Freescale Health Plans will not give you access to PHI records created in
anticipation of a civil, criminal or administrative action or proceeding. The Freescale
Health Plans will also deny your request to inspect and copy your PHI if a licensed
health care professional hired by the Freescale Health Plans has determined that giving
you the requested access is reasonably likely to endanger the life or physical safety of
you or another individual, or to cause substantial harm to you or another individual, or
that the record makes references to another person (other than a health care provider)
and that the requested access would likely cause substantial harm to the other person.
In the unlikely event that your request to inspect or copy your PHI is denied, you may
have that decision reviewed. A different licensed health care professional chosen by the
Freescale Health Plans will review the request and denial, and we will comply with the
health care professional’s decision.
Your request for access must be in writing. We may charge you a fee to cover the costs
of copying, mailing, or other supplies directly associated with your request. You will be
notified of any costs before you incur any expenses.

Right to Amend Your PHI
You have the right to request an amendment of your PHI if you believe the information
the Freescale Health Plans have about you is incorrect or incomplete. You have this
right as long as your PHI is maintained by the Freescale Health Plans. The Freescale
Health Plans will correct any mistakes if we created the PHI or if the person or entity that
originally created the PHI is no longer available to make the amendment.
Your request for amendment must be in writing. Be sure to include evidence to support
your request because the Freescale Health Plans cannot amend PHI that the Freescale
Health Plans believe to be accurate and complete.

Right to Receive an Accounting of Disclosures of PHI
You have the right to request a list of certain disclosures of your PHI by the Freescale
Health Plans. The accounting will not include:
•

Disclosures necessary to determine proper payment of benefits or to operate the
Freescale Health Plans;

•

Disclosures of your own PHI that we make to you;

•

Disclosures permitted by your authorization;

•

Disclosures to friends or family members made in your presence or because of
an emergency;

•

Disclosures for national security purposes; or

•

Disclosures made before April 14, 2003, or more than six years before your
request.

Your first request for an accounting within a 12-month period will be free. The Freescale
Health Plans may charge you for costs associated with providing you additional
accountings. You will be notified of the costs involved, and you may choose to withdraw
or modify your request before you incur any expenses.
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When making a request for an accounting, you must specify:
•

The period for the accounting; and

•

The form (e.g., electronic, paper) in which you would like the accounting.

Right to Not Have Information Disclosed to Freescale Health Plans
You have the right, if you pay for your health care services in full out of pocket, to
request that your health care provider not disclose to the Freescale Health Plans
information regarding those health care services you received.

Right to Notification of Breach
You have the right to receive notification of a breach of your PHI. Generally, a breach
occurs when there is an unauthorized use of disclosure that compromises the privacy or
security of the PHI such that the use or disclosure poses a significant risk of financial,
reputational or other harm to you.

Right to File a Complaint
If you believe your rights have been violated, you should let the Freescale Health Plans
know immediately. Steps will be taken to remedy any violations of the Freescale Health
Plans’ privacy policy or of this notice.
You may file a formal complaint with the Freescale Health Plans Privacy Officer at the
address listed below, and/or with the United States Department of Health and Human
Services at OCRComplaint@hhs.gov, or:
U.S. Department of Health and Human Services
Office for Civil Rights
200 Independence Avenue, S.W.
Room 509F HHH Building
Washington, D.C. 20201
HHS.gov/OCR/HIPAA/
You should attach any documents or evidence that supports your belief that your privacy
rights have been violated. Your complaints are taken very seriously. Freescale
prohibits retaliation against any person for filing such a complaint.
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Additional Information about This Notice
Changes to This Notice
Freescale reserves the right to change the Freescale Health Plans’ privacy practices as
described in this notice. Any change may affect the use and disclosure of your PHI
already maintained by the Freescale Health Plans, as well as any of your PHI that the
Freescale Health Plans may receive or create in the future. If there is a material change
to the terms of this notice, you will automatically receive a revised notice to your home
address.

No Guarantee of Employment
This notice does not create any right to employment for any individual, nor does it
change Freescale’s right to discharge any of its employees at any time, with or without
cause.

No Change to Health Plan Benefits
This notice explains your privacy rights as a current or former Freescale Health Plan
participant. The Freescale Health Plans are bound by the terms of this notice as they
relate to the privacy of your PHI. However, this notice does not change any other rights
or obligations you may have under the Freescale Health Plans. You should refer to the
Freescale Health Plan documents for additional information regarding your Freescale
Health Plan benefits.

Contact Information
If you have any questions regarding this Notice, or to file a complaint with the Freescale
Health Plans, please contact:
Freescale Privacy Office
6501 William Cannon Drive West
MD OE331
Austin, Texas 78735
Ph: 512-895-7888
Fax: 512-895-3555
Email: R17872@Freescale.com

For a Copy of the Current Notice
You can get a copy of the current notice by contacting Freescale at 512-895-7888.
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Subrogation and Right of Recovery Provisions
This section has important information that you need to know and understand if you or
your covered dependent may be eligible to recover from any other source an expense
that is or may be paid as a benefit by any Freescale Rewards Plan. Before you take legal
action or accept a settlement due to any injury, illness or condition, you should contact
Freescale Rewards Customer Service at 888-375-2367 (888-FSL-BENS) to understand
your responsibilities. If you are considering a lawsuit for damages, you should also share
this section with your attorney.

Definitions
As used throughout this provision:
•

Plan refers to an employee (or post-employment) benefit plan sponsored by
Freescale.

•

Responsible party means any party actually, possibly or potentially responsible
for making any payment to a covered person due to a covered person’s injury,
illness or condition.

•

Responsible party includes the liability insurer of such party or any insurance
coverage.

•

Insurance coverage refers to any coverage providing medical expense
coverage or liability coverage including, but not limited to, uninsured motorist
coverage, underinsured motorist coverage, personal umbrella coverage, medical
payments coverage, workers compensation coverage, no-fault automobile
insurance coverage or any first party insurance coverage.

•

Covered person includes anyone on whose behalf the Plan pays or provides
any benefit including, but not limited to, the minor child or dependent of any Plan
member, or a person entitled to receive any benefits from the Plan, or an estate
and/or any person claiming a right on behalf of a Plan member.

Subrogation
Immediately upon paying or providing any Plan benefit, the Plan is subrogated to (stand
in the place of) all rights of recovery a covered person has against any responsible
party for any payment made by the responsible party to a covered person due to a
covered person’s injury, illness or condition to the full extent of benefits provided or to
be provided by the Plan.

Reimbursement
In addition, if a covered person receives any payment from any responsible party or
insurance coverage due to an injury, illness or condition, Freescale or the Plan have
the right to recover from, and be reimbursed by, the covered person for all amounts the
Plan has paid and will pay due to that injury, illness or condition, from such payment, up
to and including the full amount the covered person receives from any responsible
party.
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Constructive Trust
By accepting benefits (whether the payment of such benefits is made to the covered
person or made on behalf of the covered person to any provider) from the Plan, the
covered person agrees that if he/she receives any payment from any responsible
party due to an injury, illness or condition, he/she will serve as a constructive trustee
over the funds that constitute such payment. Failure to hold such funds in trust will be
deemed a breach of the covered person’s fiduciary duty to Freescale or the Plan.

Lien Rights
Further, the Plan will automatically have a lien to the extent of benefits paid by Freescale
or the Plan for the treatment of the illness, injury or condition for which responsible
party is liable. The lien is imposed upon any recovery whether by settlement, judgment
or otherwise, including from any insurance coverage, related to treatment for any
illness, injury or condition for which Freescale or the Plan paid benefits. The lien may be
enforced against any party who possesses funds or proceeds representing the amount
of benefits paid by Freescale or the Plan including, but not limited to, the covered
person; the covered person’s representative, agent, heir or estate; responsible party;
responsible party’s insurer, representative or agent; and/or any other source
possessing funds representing the amount of benefits paid by the Plan or Freescale.

First-Priority Claim
By accepting benefits (whether the payment of such benefits is made to the covered
person or made on behalf of the covered person to any provider) from the Plan, the
covered person acknowledges that this Plan’s recovery rights are a first priority claim
against all responsible parties and are to be paid to the Plan before any other claim for
the covered person’s damages. This Plan is entitled to full reimbursement on a firstdollar basis from any responsible party’s payments, even if such payment to the Plan
will result in a recovery to the covered person that is insufficient to make the covered
person whole or to compensate the covered person in part or in whole for the
damages sustained. The Plan is not required to participate in or pay court costs or
attorney fees to any attorney hired by the covered person to pursue the covered
person’s damage claim.

Applicability to All Settlements and Judgments
The terms of this entire subrogation and right of recovery provision apply and the Plan is
entitled to full recovery regardless of whether any liability for payment is admitted by any
responsible party and regardless of whether the settlement or judgment received by
the covered person identifies the 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 judgments,
even those designated as pain and suffering, non-economic damages and/or general
damages only.
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Your Cooperation — Please Read Carefully
The covered person must fully cooperate with the Plan’s efforts to recover its benefits
paid. It is the duty of the covered person 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
the covered person’s intention to pursue or investigate a claim to recover damages or
receive compensation due to injury, illness or condition sustained by the covered
person. The covered person and his/her agents must provide all information requested
by the Plan, that Plan’s 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. Failure to provide this information may result in the
termination of Plan benefits for the covered person or the institution of court
proceedings against the covered person.
The covered person will 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.
The covered person acknowledges that Freescale and the Plan have the right to
conduct an investigation regarding the injury, illness or condition to identify any
responsible party. Freescale and the Plan reserve the right to notify responsible party
and his/her agents of its lien. Agents include, but are not limited to, insurance companies
and attorneys.
The covered person acknowledges that failure to comply with these subrogation
requirements may result in forfeiture of Plan benefits.

Interpretation
If 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 has the sole authority and discretion to resolve all
disputes regarding the interpretation of this provision, and such interpretation is not
subject to de novo review in any judicial proceeding. No such interpretation may be set
aside unless it is held to have been arbitrary and capricious by a final judgment of a
court having jurisdiction over the issue.

Jurisdiction
By accepting benefits (whether the payment of such benefits is made to the covered
person or made on behalf of the covered person to any provider) from the Plan, the
covered person agrees that any court proceeding about this provision may be brought
in any court of competent jurisdiction as the Plan may elect. By accepting such benefits,
the covered person hereby submits to each such jurisdiction, waiving whatever rights
may correspond to him/her by reason of his/her present or future domicile.
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Workers’ Compensation and Aetna Medical Benefits
If benefits are paid under Aetna’s medical benefits and Aetna determines you received
workers' compensation benefits for the same incident, Aetna has the right to recovery,
as described in this section. Aetna, on behalf of the Plan, will exercise its right to recover
against you. These recovery rights will be applied even if:
•

Workers' compensation benefits are in dispute or are made by means of
settlement or compromise;

•

No final determination is made that bodily injury or illness was sustained in the
course of or resulted from your employment;

•

The workers' compensation amount due to medical or health care is not agreed
upon or defined by you or the workers' compensation carrier; or

•

The medical or health care benefits are specifically excluded from the workers'
compensation settlement or compromise.

In consideration for the coverage provided by Aetna, you agree to notify Aetna of any
workers' compensation claim you make to reimburse Aetna, on behalf of the Plan, as
described above.
If benefits are paid by Aetna under this Plan and you or your covered dependent recover
from a responsible party by settlement, judgment or otherwise, Aetna, on behalf of the
Plan, has a right to recover from you or your covered dependent an amount equal to the
amount the Plan paid.
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Plan Information
This section includes important administrative information, as well as your ERISA rights
(see page 173).
This section is included to help provide useful information for you in learning about your
ERISA rights and other important Plan information.
For age 65+ medical coverage, please see the Evidence of Coverage booklets for the
Humana Group Medicare Advantage Plan options.
For the Health Net HMO option, please see the Evidence of Coverage booklet provided
by Health Net. These are also available for download from the Freescale PostEmployment Benefits website at freescale.com/retiree.
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Administrative Information
Employer and Plan Sponsor

Freescale Semiconductor, Inc.
6501 William Cannon Drive West
Austin, Texas 78735

Employer Identification Number

20-0443182

Agent for Legal Service

Senior Vice President, Human Resources
Freescale Semiconductor, Inc.
6501 William Cannon Drive West
Austin, Texas 78735
512-895-2021
Service of legal process may also be made on
the Plan Administrator or Trustee, if any.

Plan Year

January 1 through December 31

Plan Name and
Type

Number

Funding
Administration

Plan
Administrator

Effective Date

Freescale Pre65 PostEmployment
Health Plan

580

Self-insured by
Freescale and
claims
administered by:
Aetna Life
Insurance
Company
151 Farmington
Ave.
Hartford,
Connecticut
06156

Freescale
Semiconductor,
Inc.

January 1, 2013

PostEmployment
(Age 65+)
Medicare
Advantage Plan

502

Fully insured and
claims
administered by:
Humana, Inc.
P.O. Box 14618
Lexington,
Kentucky 405124168

Humana, Inc.
Eligibility
administered by
Freescale
Semiconductor,
Inc.

January 1, 2013

Freescale PostEmployment
Dental Plan

502

Self-insured by
Freescale and
claims
administered by
HumanaDental
P.O. Box 14611
Lexington,
Kentucky 405124611

Freescale
Semiconductor,
Inc.

January 1, 2013
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Plan Name and
Type

Number

Funding
Administration

Plan
Administrator

Effective Date

Freescale PostEmployment
Vision Plan

502

Self-insured by
Freescale and
claims
administered by
VSP
3333 Quality
Drive
Rancho
Cordova,
California 95670

Freescale
Semiconductor,
Inc.

January 1, 2013

Freescale
Disability
Income Plan

502

Self-insured by
Freescale and
claims
administered by:
Aetna
P.O. Box 14578
Lexington,
Kentucky 405124578

Freescale
Semiconductor,
Inc.

January 1, 2013

Freescale
Group Life
Insurance
Benefit Plan

502

Insurance
contracts with
Claims
Administrator:
MetLife
P.O. Box 6100
Scranton, PA
18505-6100

Freescale
Semiconductor,
Inc.

January 1, 2013

Freescale
Semiconductor,
Inc. 401(k)
Retirement
Savings Plan

001

Plan assets are
held in trust by
the Trustee:
The Northern
Trust Company
50 South LaSalle
Street
Chicago, Illinois
60690
The Plan
Administrator
has engaged
Aon Hewitt as a
third-party
administrator.

Freescale
Semiconductor,
Inc. 401(k)
Retirement
Savings Plan
Committee

Amended and
restated effective
January 1, 2009
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Plan Administration
The Plan Administrator has the sole and complete discretionary authority to determine
eligibility for Plan benefits and to construe Plan terms, including the making of factual
determinations. The Plan Administrator has the discretionary authority to grant or deny
Plan benefits. Plan benefits will be paid only if the Plan Administrator decides in its
discretion that the applicant is entitled to them. The Plan Administrator’s decisions are
final and conclusive for all questions relating to the Plans.
No final action, finding, interpretation, ruling or decision is subject to de novo review in
any judicial proceeding. No Plan Administrator’s final action, finding, interpretation, ruling
or decision may be set aside unless it is held to have been arbitrary and capricious by a
final judgment of a court having jurisdiction over the issue.
The Plan Administrator may delegate to other persons responsibilities for performing
certain Plan Administrator duties under Plan terms and may seek expert advice, as the
Plan Administrator deems reasonably necessary under the Plan. The Plan Administrator
is entitled to rely upon the information and advice provided by the delegates and experts,
unless actually knowing such information and advice to be inaccurate or unlawful.
The Plan Administrator may adopt uniform rules for Plan administration from time to
time, as it deems necessary or appropriate.

Amendment and Termination
Freescale reserves the sole discretionary right to modify, amend or terminate any of the
Freescale benefit plans, in any respect, at any time and from time to time, retroactively
or otherwise, by a written instrument adopted by its Board of Directors or its designee. In
addition, the Retirement Savings Plan Committee has been designated to approve any
amendment of the 401(k) Retirement Savings Plan.
If a Plan is modified, amended or terminated, you will be notified of the effect of such
change to your Plan benefits or coverage. However, the modification, amendment or
termination may be effective before you are notified. No consent of any employee or any
other person will be necessary for Freescale to modify, amend or terminate any of the
Plans described in this book.
No amendment of the 401(k) Retirement Savings Plan can divest any participant of his
or her accrued benefit, except according to 401(k) Retirement Savings Plan terms and
as permitted under ERISA. Except for the 401(k) Retirement Savings Plan, no person
covered under any of the Plans has any vested right, at any time, to receive benefits. If a
Plan is terminated, benefits may be paid for covered expenses incurred or vested
benefits as of the date of Plan termination.

Representations Contrary to the Plans
No employee, director or officer of Freescale has the authority to alter, vary or modify the
terms of any Plan except by means of a duly authorized written amendment to the Plan.
No verbal or written representations contrary to Plan terms are binding upon the Plan,
the Plan Administrator or Freescale.
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Plan Funding
The welfare plans (i.e., medical, pharmacy dental, disability, etc.) are primarily funded by
Freescale and paid from Freescale’s general assets.
For the Health Net HMO, Freescale pays a contribution for you to participate, and the
HMO pays the cost of all benefits.
The Northern Trust Company holds in trust the assets of the 401(k) Retirement Savings
Plan.

No Assignment
To the extent allowed by law, and except as specified under Plan terms, no benefits will
be subject to alienation, sale, transfer, assignment, garnishment, execution or
encumbrance of any kind, and any attempt to do so will be void. However, some Plan
benefits may be subject to a Qualified Medical Child Support Order or a Qualified
Domestic Relations Order, and you may assign your benefits under the Freescale Group
Life Insurance Plan.

Recovery of Payments Made by Mistake
You are required to return to Freescale any benefits, or portion thereof, paid under any
of the Plans by a mistake of fact or law.

No Contract of Employment
Your participation in the Plans does not assure you of employment with Freescale or
rights to benefits except as specified under Plan terms. Nothing in the Plans or in this
book confers any right of continued employment to any employee.

Severability
If a court of competent jurisdiction finds, holds or deems any provision of a Plan
described in this book to be void, unlawful or unenforceable under any applicable statute
or other controlling law, the remainder of the Plan continues in full force and effect.

Applicable Law
The Plans described in this book are governed and construed according to the laws of
the State of Texas, to the extent not pre-empted by the laws of the United States.
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Statement of ERISA Rights
As a Freescale Rewards Program participant, you are entitled to certain rights and
protections under the Employee Retirement Income Security Act of 1974 (ERISA).
ERISA provides that you are entitled to:

Receive Information about Your Plan and Benefits
•

Examine without charge, at the Freescale Corporate Offices, 6501 William
Cannon Drive West, Austin, Texas 78735, and major Human Resources Offices
of Freescale, all Plan documents, including insurance contracts and copies of all
documents filed by the Plan with the U.S. Department of Labor and available at
the Public Disclosure Room of the Employee Benefits Security Administration
(EBSA), such as annual financial reports (Form 5500 Series).

•

Get copies of documents governing Plan operations, including insurance
contracts and copies of the latest annual report (Form 5500 Series) and updated
Summary Plan Description upon written request to the Plan Administrator. The
Plan Administrator may make a reasonable charge for the copies.

•

Receive summaries of the Plan’s annual financial reports. These reports are
prepared and distributed to Plan participants each year. The Plan Administrator
is required by law to provide each participant a copy of the summary annual
report.

Continue Group Health Plan Coverage
•

Under a group health plan, continue health care coverage for yourself, spouse or
dependents if there is a loss of coverage under the group health plan due to a
qualifying event. You or your dependents may have to pay for such coverage.

•

Review this Summary Plan Description and the documents governing the Plan
regarding the rules governing your COBRA continuation coverage rights.

•

Have the exclusionary periods for coverage of pre-existing conditions under your
group health plan reduced or eliminated if you have creditable coverage from
another plan. You should be provided a certificate of creditable coverage, free of
charge, from your group health plan or health insurance issuer when:
-

You lose Plan coverage;

-

You become entitled to elect COBRA continuation coverage;

-

Your COBRA continuation coverage ceases;

-

You request it before losing coverage; or

-

You request it up to 24 months after losing coverage.

Without evidence of creditable coverage, you may be subject to a pre-existing condition
exclusion for 12 months (18 months for late enrollees) after your enrollment date in your
coverage.
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Prudent Actions by Plan Fiduciaries
In addition to creating rights for Plan participants, ERISA imposes duties upon the
people who are responsible for Plan operations. The people who operate the Plans,
called fiduciaries, have a duty to do so prudently and in the interest of you and other
Plan participants and beneficiaries.
No one, including your employer or any other person, may discharge you or otherwise
discriminate against you in any way to prevent you from getting a benefit or exercising
your rights under ERISA.

Enforce Your Rights
If your claim for a benefit is denied in whole or in part, you must receive a written
explanation of the reasons for the denial. You have the right to know why this was done,
to get copies of documents relating to the decision without charge, and to appeal any
denial, all within certain time schedules.
Under ERISA there are steps you can take to enforce the above rights. For instance, if you
request materials about a 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 up to $110 a day until you receive the materials, unless the
materials were not sent because of reasons beyond the Plan Administrator’s control.
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. In addition, if you disagree with the Plan’s decision or lack thereof
concerning the qualified status of a domestic relations order or a medical child support order,
you may file suit in federal court. If it should happen that Plan fiduciaries misuse the Plan’s
money, or if you are discriminated against for asserting your rights, you may seek assistance
from the U.S. Department of Labor, or you may file suit in a federal court. The court will
decide who should pay court costs and legal fees. If you are successful, the court may order
the Plan Administrator to pay these costs and fees. If you lose, the court may order you to
pay these costs and fees if, for example, it finds your claim is frivolous.

Assistance with Your Questions
If you have any questions about the Plans, you should contact Freescale Rewards
Customer Service. If you have any questions about this Statement or about your rights
under ERISA, or if you need assistance in getting 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 you may write:
Employee Benefits Security Administration
Division of Technical Assistance and Inquiries
200 Constitution Avenue, N.W.
Washington, DC 20210
866-444-3272
DOL.gov/EBSA
You may also get certain publications about your rights and responsibilities under ERISA
by contacting the Employee Benefits Security Administration.
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Definitions
This section includes definitions of terms and phrases used throughout this document
that have special meanings for the Plans described in this document.
401(k) Retirement Savings Plan
Tax-qualified plan under which certain employees are eligible to actively contribute to
their financial security.
Accidental Injury
For the Post-Employment Dental Plan, accidental injury means damage to the mouth,
teeth and supporting tissue, due directly to an accident and independent of all other
causes. Accidental injury does not include damage to the teeth appliances or prosthetic
devices that results from chewing or biting food or other substances.
Aetna
The pre-65 medical, behavioral health and disability administrator responsible for claims
processing, customer service and appeals.
Aggregate Lifetime Maximum Benefit
The sum of all benefits a plan pays over a person’s lifetime. For example, if during your
employment with Freescale and Motorola and your retirement you participated in the
Employee Medical Plan and the Post-Employment Medical Plan, the sum of benefits
paid under the Employee Medical Plan and the Post-Employment Medical Plan (whether
Motorola or Freescale) is your aggregate lifetime maximum benefit under any Freescale
health plan other than the former Medicare Supplement Plan or the Medicare Share
Plan, and the Humana Group Medicare Advantage Plan options, which have separate
aggregate lifetime maximum benefits.
Allowable Medical Expense
Expenses for medical care provided to a participant for which the Claims Administrator
has determined a benefit is payable under the Post-Employment Health Plan.
Ancillary Services
Services performed by laboratories, therapists, dietitians, nutritionists, pathologists,
assistant surgeons, anesthesiologists and radiologists.
Annual Out-of-Pocket Maximum
The maximum amount of eligible expenses (including any deductibles) that you have to
pay in a calendar year. Once you or your family members meet the annual out-of-pocket
maximum, covered services for you or all covered family members, as applicable, are
paid at 100% coinsurance for the remainder of the calendar year.
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Any Reasonable Occupation
For Short-Term and Long-Term Disability Plan benefits, this is any gainful activity for
which you are, or may reasonably become, fitted by education, training or experience
that results in, or can be expected to result in, an income of more than 60% of your
adjusted pre-disability earnings.
Authorized Representative
For the Post-Employment Medical Plan, Dental Plan and Vision Plan, your authorized
representative is a person you authorize in writing to act on your behalf. In the case of
an urgent care claim, a health care professional with knowledge of your condition may
act as your authorized representative.
Basic Life Insurance
A Freescale-funded and partially-insured program that provides a benefit to the
beneficiary (or beneficiaries) of a disabled retiree if he or she dies.
Behavioral Health Program
Program available to Post-Employment Medical Plan participants for the treatment of
psychiatric, emotional and/or chemical dependency disorders.
Beneficiary
•

Primary Beneficiary: The person, trust or estate you choose to receive the
proceeds from your life insurance and/or the 401(k) Retirement Savings Plan
account following your death.

•

Contingent Beneficiary: Designated to receive the benefit if no primary
beneficiary is living at the time the benefit becomes payable.

You may not designate your will as your beneficiary.
For the Dental Plan, beneficiary means you and your covered dependent(s), or legal
representative of either, and anyone to whom the rights of you or your covered
dependent(s) may pass.
Biofeedback
A treatment method that uses monitoring instruments to feed back physiological
information to patients, enabling them to learn to adjust their thinking and other mental
processes to control bodily processes such as blood pressure, temperature,
gastrointestinal functioning and brain wave activity.
Board Certification
A national test for physicians indicating that they are certified to practice the specialty for
which the test is taken.
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Brand-Name Drug
The trademark name of a prescription drug.
Care Management
See Personal Health Advocate, beginning on page 45.
Case Management
Medical case management assistance that the Personal Health Advocate provides to
Freescale Post-Employment Medical Plan participants. Reach Case Management
through your Personal Health Advocate by calling Aetna Member Services at 800-6261987.
Child and Children
Your children by birth, adoption or pending adoption or legal guardianship; stepchildren
who live with you; foster children legally placed by a licensed agency and grandchildren
you legally adopt or for whom you are the court-appointed guardian. The term also
includes the children of your domestic partner. See Section 152 Dependent, on page
191, for information on IRS Section 152 and dependents.
Claim
Request for a plan benefit made according to the Plan’s reasonable procedure for filing
benefit claims. All claims, except urgent care claims, must be in writing and contain the
information described in the Filing Claims section, beginning on page 141. Urgent care
claims may be made orally.
COBRA
Consolidated Omnibus Budget Reconciliation Act of 1985, a federal law that extends
group medical, dental and vision plan coverage to eligible employees, former
employees, and their qualifying dependents in certain circumstances. COBRA requires
employers to offer covered individuals 18, 29 or 36 months of continued coverage
(offset, in some cases, by periods of coverage already provided) for a contribution based
on the cost of the coverage plus a 2% administration fee (or a 50% administration fee for
a qualifying 11-month disability extension). In the Post-Employment Health Plan,
COBRA is generally available only to dependents for up to 36 months.
Coinsurance
A plan’s benefit, expressed as a percentage of covered expenses; e.g., a medical plan
pays 90% of covered expenses as coinsurance, and you pay the other 10%.
Coinsurance is sometimes referred to as “benefit level.”
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Company Matching Contributions
Before-tax contributions Freescale made to your 401(k) Retirement Savings Plan
account while you were an active participant in the Plan. Company Matching
Contributions are invested based on your elections.
Convalescent Home
A lawfully operated Medicare-approved institution, for the care and treatment of persons
convalescing from a sickness or injury. The convalescent home provides room and
board and 24-hour nursing service by licensed nurses under the full-time supervision or
regular care and/or attendance of a doctor or registered nurse or LPN (where RN is
unavailable).
Copayment
An amount you pay directly to the provider for covered expenses at the time you receive
services. Copayments are not included in the annual out-of-pocket maximum.
Cosmetic Dentistry
Those services provided by dentists solely for the purpose of improving the appearance
when form and function are satisfactory and no pathologic conditions exist.
Covered Dependent
An eligible dependent whom a participant has enrolled in medical, dental and/or vision
coverage.
Covered Expense
For the Post-Employment Dental Plan, covered expense means the maximum allowable
fee or predetermined charge for a dentally necessary covered service incurred by you or
your covered dependent(s).
Covered Pay
For the Disability Income Plan, see the How Covered Pay Is Determined section,
beginning on page 106.
Custodial Care
For the Post-Employment Medical Plan, custodial care means services and supplies that
are primarily intended to help you meet personal needs. Examples include changing
dressings, respite care, and help with daily living activities (i.e., walking, grooming,
bathing), and services that a person without medical or paramedical training could be
trained to perform.
Daily Valuation
Accounts in the 401(k) Retirement Savings Plan are valued every day the New York
Stock Exchange is open.
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Deductible
Amount that you are required to pay for certain covered expenses before the Freescale
Post-Employment Medical or Dental Plan pays benefits.
Dental Services
Services provided by a dentist for the necessary maintenance of dental hygiene or
treatment of dental disease or other covered dental conditions.
Dentally Necessary/Dental Necessity
The extent of care and treatment that is the generally accepted, proven and established
practice by most dentists with similar experience and training where the service is
provided. To determine dental necessity, HumanaDental may require preoperative
dental X-rays and any other pertinent information to help determine if benefits are
payable for the service submitted for consideration.
Dentist
An individual who is duly licensed to practice dentistry or perform oral surgery in the
state where the dental service is performed and is operating within the scope of that
license.
Diagnostic Testing
A series of tests, invasive or noninvasive, used to determine a particular diagnosis.
Direct Rollover
A direct payment of your 401(k) Retirement Savings Plan benefits to a traditional or Roth
individual retirement account, 403(b) annuity, Section 457 governmental plan or other
eligible (tax-qualified) plan.
Domestic Partner
Your domestic partner is an adult of the same or opposite sex with whom you are in a
single, dedicated relationship that you intend to continue indefinitely, and with whom you
have shared a residence for at least six consecutive months.
For your domestic partner to be covered by any Freescale plan, you must register as
domestic partners according to applicable city, county or state laws. In the absence of
domestic partner registration, you and your partner must meet all these additional
requirements:
•

You and your domestic partner are at least 18 years of age;

•

You and your domestic partner are not related to one another to a degree that
would prevent marriage under the law of the state in which you reside; and

•

Neither you nor your domestic partner is married to another person under
statutory or common law, and neither of you is in another domestic partnership.
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Your domestic partner is eligible for dependent medical (including behavioral health and
prescription drug), dental and vision coverage. Freescale Rewards Customer Service
may require documentation and/or an affidavit of your relationship.
Early Retirement Date
For the 401(k) Retirement Savings Plan, the date you reach age 55 or earn five years of
service (if later).
Eligible Compensation
Eligible compensation for Life Insurance benefits includes your annual base salary, prior
year commissions, prior quarter shift differential and lump sum merit awards at the time
you first became disabled. It does not include overtime, bonuses, Incentive Plan
payments, moving allowances, educational allowances, noncash payments or overseas
allowances.
Eligible Plan
The kind of plans to which an eligible distribution can be rolled over from the 401(k)
Retirement Savings Plan. This includes, in addition to a traditional individual retirement
account or annuity, a Roth IRA (for Roth 401(k) funds only), an employer retirement plan
qualified under Section 401(a) or 403(a) of the Internal Revenue Code, a Section 403(b)
annuity contract or a Section 457(b) plan maintained by a state or other U.S.
governmental entity that agrees to account separately for rollovers.
Emergency
Sudden and, at the time, unexpected onset of a change in a person’s condition that, if
immediate medical care were not received, could reasonably be expected to result in
loss of life or limb, significant impairment to bodily function, or permanent dysfunction of
a body part, as determined by the Claims Administrator in its sole and complete
discretion. Examples include heart attack, loss of breathing, unconsciousness,
poisoning, severe bleeding and broken bones.
For the Post-Employment Dental Plan, emergency means the necessary procedures for
treatment of pain and/or injury. Services include emergency procedures for treatment to
the teeth and supporting structures.
ERISA
The Employee Retirement Income Security Act of 1974, as amended, which establishes
certain rights and protections for participants as well as rules for employers to qualify
benefit plans for special tax considerations.
Expense Incurred
The actual fee charged for an incurred expense by a covered person.
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Expense Incurred Date
For the Post-Employment Dental Plan, the date on which:
•

The teeth are prepared for fixed bridges, crowns, inlays or onlays;

•

The final impression is made for dentures or partials;

•

The pulp chamber of a tooth is opened for root canal therapy;

•

Periodontal surgery is performed; or

•

The service is performed for covered expenses not listed above.

Experimental or Investigational Care
For the Post-Employment Medical Plan (including behavioral health, but not prescription
drug), a drug, a device, a procedure, or treatment will be determined by the Claims
Administrator to be experimental or investigational if:
•

It cannot be lawfully marketed without the final approval of the United States
Food and Drug Administration (FDA) and it lacks this final FDA approval for the
use or proposed use, unless it is:
-

Found to be accepted for that use in the most recently published edition of
the United States Pharmacopeia-Drug Information for Healthcare
Professional (USP-DI) or in the most recently published edition of the
American Hospital Formulary Service (AHFS) Drug Information; or

-

Identified as safe, widely used and generally accepted as effective for that
use as reported in nationally recognized peer reviewed medical literature
published in the English language as of the date of service; or

-

Mandated by state law.

•

It is required to receive Pre-Market Approval (PMA) or 510K approval by the FDA
but has not received a PMA or 510K approval;

•

It is not identified as safe, widely used and generally accepted as effective for the
proposed use as reported in nationally recognized peer reviewed medical
literature published in the English language as of the date of service;

•

It is subject of a National Cancer Institute (NCI) Phase I trial or a treatment
protocol comparable to a NCI Phase I trial or any trial not recognized by NCI
regardless of the Phase; or

•

It is identified as not covered by the Medicare Coverage Issues Manual, except
as required by federal law.

Explanation of Benefits (EOB)
A printed statement addressed to the participant or provider itemizing services
performed and benefit information related to those services.
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Freescale Health Plans
•

Freescale Employee Medical Plan;

•

Freescale Post-Employment Health Plan;

•

Freescale Employee Dental Plan; and

•

Freescale Pre-Tax Contributions and Health Care Flexible Spending Account
Plan.

Freescale Welfare Plan
Freescale Employee Medical Plan, Freescale Employee Dental Plan, Freescale
Employee Vision Plan, Freescale Disability Income Plan, Freescale Pre-Tax
Contributions and Flexible Spending Account, Freescale Adoption Assistance Program,
Freescale Dependent Care Plan and Freescale Post-Employment Health Plan.
Generic Drug
A chemical copy of a brand-name prescription drug.
Health Maintenance Organization (HMO)
A Freescale medical benefits plan that provides comprehensive benefits, including
preventive care, and typically requires small copayments for most services. You must
receive all nonemergency care from network providers who are associated with the
HMO.
Home Health Care
Care provided in the home as an alternative to extended hospitalization. Services must
be prescribed by a physician, provided by a licensed agency and pre-approved by your
Personal Health Advocate.
Home Health Care Provider
A registered nurse (RN), a licensed practical nurse (LPN), a licensed vocational nurse
(LVN), a home health care aide or a medical social worker.
Home Nursing Care
Nursing services prescribed in writing by a physician and provided by a graduate
licensed registered nurse, or by a licensed practical nurse if the services are the same
as those provided by a registered nurse. Home nursing care cannot be provided by
someone who ordinarily resides in your home. Custodial care expenses are not included
in home nursing care.
Hospice
An organization or facility that cares for the terminally ill. Hospice programs deal with the
physical and psychological aspects of the illness.
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Hospital
An institution supervised by a staff of physicians, with 24-hour R.N. service, primarily
engaged in providing inpatient medical, surgical and diagnostic services. It must meet
local licensing requirements and be accredited as a hospital by the Joint Commission on
the Accreditation of Healthcare Organizations. It is not a convalescent nursing home or
facility, skilled nursing facility, or residential treatment facility for behavioral health
treatment. You may contact the Claims Administrator to determine if a facility you are
considering for care qualifies as a hospital under the Plan.
HumanaDental
Dental benefits administrator responsible for dental claims processing, customer service
and appeals.
Humana Group Medicare Advantage Plan Offerings
The group health insurance contracts that provide both the grandfathered and nongrandfathered Age 65+ coverage under the Freescale Post-Employment Health Plan.
They are Medicare Advantage (Part C) plans.
Illness/Injury
A disease, disorder or condition affecting any structure or function of the body that
requires treatment by a physician or other medical care provider. For a female patient,
illness/injury also includes childbirth, pregnancy or any related medical condition.
Incurred Expense
An expense is considered incurred at the time the service is provided and not when an
invoice for the service is issued or when the invoice is paid.
Ineligible Providers
Providers whose services are not covered by the Post-Employment Medical Plan,
including but not limited to:
•

Acupuncturist;

•

Certified Doula;

•

Certified Herbalist;

•

Certified Holistic Health Practitioner;

•

Certified Massage Therapist/Practitioner;

•

Certified Operating Room Technician;

•

Certified Oral Facial Myologist;

•

Certified Surgical Technologist;

•

Chiropractor;

•

Christian Science Practitioner;
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•

Doctor of Oriental Medicine;

•

Emergency Medical Technician;

•

Holistic Health Practitioner;

•

Holistic Nurse;

•

Homeopathic Doctor;

•

Hypnotherapist;

•

Myotherapist;

•

Naturopathic Doctor;

•

Non-Nurse Midwife; and

•

Registered Kinesiotherapist.

Infertility
The inability to conceive after one year or more for women under 35 or six months for
women 35 and older of regular sexual relations without the use of contraception, or an
inability to carry a pregnancy to a live birth.
Installments
Payments made from your account over a stated number of years. This payment option
is only available from the 401(k) Retirement Savings Plan to employees hired by
Motorola before January 1, 1996.
Investment Funds
Twelve funds in the 401(k) Retirement Savings Plan in which you may invest your
contributions and Company Matching Contributions. The funds have varying risk and
return potential.
Life Insurance
Death benefit protection that provides benefits to your beneficiary following your death.
Long-Term Disability Plan Benefit
If you are a retiree who was receiving Long-Term Disability Plan benefits under the
Freescale Disability Income Plan when you retired, this is a percentage of your base
salary paid if you continue under a doctor’s care, remains continuously unable to engage
in your own or any reasonable occupation due to a medically determinable physical or
mental impairment, and satisfies the other requirements under the Disability Income
Plan. Duration of benefits depends on the employee’s age when he or she became
disabled, how long he or she continues to be disabled and, in some cases, the primary
cause of the disability.
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Lump-Sum Distribution
A payment of your entire balance from the 401(k) Retirement Savings Plan after your
service with Freescale ends.
Maternity Care Program
Personal Health Advocate Service that provides Freescale Post-Employment Medical
Plan participants with risk screenings, prenatal education and information to help ensure
a healthy delivery.
Maximum Allowable Fee
For the Post-Employment Dental Plan, the maximum allowable fee for a service means
the lesser of:
•

The fee most often charged in the geographical area where the service was
performed;

•

The fee most often charged by the provider;

•

The fee that is recognized as reasonable by a prudent person;

•

The fee determined by comparing charges for similar services to a national data
base adjusted to the geographical area where the services or procedures were
performed; or

•

The fee determined by using a national relative value scale.
-

Relative value scale means a methodology that values medical procedures
and services relative to each other that includes, but is not limited to, a scale
in terms of difficulty, work, risk, as well as the material and outside costs of
providing the service, as adjusted to the geographic area where the services
or procedures were performed.

Medically Necessary
Medical or dental services and supplies that a physician or other health care provider,
exercising prudent clinical judgment, would provide to a patient for the purpose of
preventing, evaluating, diagnosing or treating an illness, injury, disease or its symptoms,
and that provision of the service or supply is:
•

In accordance with generally accepted standards of medical or dental practice;

•

Clinically appropriate, in terms of type, frequency, extent, site and duration, and
considered effective for the patient’s illness, injury or disease;

•

Not primarily for the convenience of the patient, physician or other health care or
dental provider; and

•

Not more costly than an alternative service or sequence of services at least as
likely to produce equivalent therapeutic or diagnostic results as to the diagnosis
or treatment of that patient’s illness, injury or disease.
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Generally accepted standards of medical or dental practice means standards that are
based on credible scientific evidence published in peer-reviewed literature generally
recognized by the relevant medical or dental community, or otherwise consistent with
physician or dental specialty society recommendations and the views of physicians or
dentists practicing in relevant clinical areas and any other relevant factors.
Member Identification Number
Unique identifier provided to each Freescale Plan participant that replaces the Social
Security Number.
Medicare
The Hospital and Supplementary Medical Insurance Plan established by Title XVIII of
the Social Security Act of 1965, as then constituted or as later amended.
Mental/Nervous/Alcohol/Drug-Related Condition
Conditions subject to the 24-month maximum disability benefit under the Disability
Income Plan.
Negotiated Network Fee
The amount network providers have agreed to charge Post-Employment Medical Plan
participants for services provided. In many cases the negotiated network fee is
discounted from the providers’ regular rates.
Network Hospitals
A group of hospitals that have met quality criteria and agree to charge negotiated rates
to Freescale Post-Employment Medical Plan participants for services.
Network Provider
A physician, dentist or other health care provider who participates in a network, has met
specific quality standards and has agreed to a negotiated fee schedule.
Neuropsychological Testing
The administration and interpretation of standardized tests to assess an individual’s
cognitive functioning.
Non-Network Provider
A physician or other health care provider who is not a part of a network and who has not
agreed to charge the negotiated network fee schedule. If you live in a network area and
use a non-network provider, the Plan pays a reduced (non-network) level of benefits, or
no benefits.
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Non-Occupational Illness
An illness that does not:
•

Arise out of (or in the course of) any work for pay or profit; or

•

Result in any way from an illness that does.

An illness will be deemed to be non-occupational regardless of cause if proof is provided
that the person:
•

Is covered under any type of workers’ compensation law; and

•

Is not covered for that illness under such law.

Non-Occupational Injury
An accidental bodily injury that does not:
•

Arise out of (or in the course of) any work for pay or profit; or

•

Result in any way from an injury that does.

Non-Preferred Drug
A brand-name drug that is not on the Preferred Drug List (PDL) under the Prescription
Drug Program. You pay a larger share of the cost of non-preferred drugs than for
generic or preferred drugs.
Ophthalmologist
A medical physician who specializes in the diagnosis and medical and surgical treatment
of diseases and defects of the eye.
Optometrist
A person trained and licensed to examine and test the eyes and to treat visual defects
by prescribing corrective lenses and other optical aids.
Orthodontia
A dental specialty that involves the correction of abnormally positioned teeth.
Out-of-Area
A term that describes participants who live in, or travel to, an area in the U.S. outside of
the designated U.S. network areas.
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Own Occupation
For Short-Term and Long-Term Disability Plan benefits, the occupation that you are
routinely performing when your disability period begins. Your occupation will be viewed
as it is normally performed in the national economy instead of how it is performed for
your specific employer or at your location or worksite, and without required to your
specific reporting relationship.
Personal Health Advocate
A service that Aetna maintains to provide precertification, disease management, case
management, utilization review, network information and other services to Freescale
Post-Employment Medical Plan participants. Reach your Personal Health Advocate by
calling Aetna Member Services at 800-626-1987.
Physician
A licensed Doctor of Medicine (MD), Doctor of Osteopathy (DO), Doctor of Podiatry
(DPM) or Doctor of Dental Surgery (DDS), to the extent that each provides services
within the scope of his or her license.
Post-Employment Health Plan
Freescale health benefits plan for certain retirees, TDPs and their dependents and
survivors.
Post-Service Claim
Request for a plan benefit for which precertification is not required and payment is being
requested for medical care already provided.
Precertification
Personal Health Advocate review and approval of a physician’s recommendation for
certain equipment, treatment, outpatient surgeries, testing and non-emergency hospital
admissions. Getting precertification where indicated for non-network care provides the
highest level of coverage under the Post-Employment Medical Plan.
Predetermined Charge
For the Post-Employment Dental Plan, the charge for a covered service negotiated
between HumanaDental and their network providers.
Predetermination of Dental Benefits
A review by HumanaDental of a dentist’s planned treatment and expected charges,
including diagnostic charges, before providing the services. A predetermination of
benefits remains effective for 90 days.
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Preferred Drug List
List of medications health care experts have selected to be preferred drugs. The PostEmployment Medical Plan’s Prescription Drug Program pays a higher level of
coinsurance for preferred drugs than non-preferred drugs.
Preferred Drugs
Drugs clinical experts select to be placed on the Preferred Drug List. Drugs on the PDL
cost participants less than non-preferred drugs. Preferred drugs have met rigorous
clinical and therapeutic criteria.
Prescription Drugs
Brand-name and generic drugs prescribed by a physician and dispensed by a
pharmacist in a retail pharmacy or through a mail order service.
Pre-Service Claim
Request for a plan benefit for which the Plan requires the claimant to get approval of the
benefit in advance of receiving the care.
Pretreatment Estimate
Itemized description from a dentist that describes the recommended dental procedure
and how much it costs. Pretreatment estimates remain effective for 90 days.
Primary Residence
The place you primarily reside, as reported to the Plan Administrator.
Primary Provider
The following are generally considered Post-Employment Medical Plan network primary
providers:
•

Family practitioner;

•

General practitioner;

•

Internist;

•

Nurse practitioner, but only when billed by a primary physician’s office;

•

Obstetrician/gynecologist; and

•

Pediatrician.

Private Duty Nursing
Care provided by a Registered Nurse (RN) or a Licensed Practical Nurse (LPN).
Services must be for treatment, not for custodial care.
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Provider
Any person or facility that provides covered health care services under one of
Freescale’s Plans. Providers may include hospitals, physicians, counselors or
technicians.
Provider Network
A group of U.S. hospitals, physicians, specialists, ancillary providers, etc., that meet
specific criteria and that agree to provide services at negotiated rates to participants
covered by Freescale Medical Plans that include the network.
Psychological Testing
The administration and interpretation of standardized tests to assess an individual’s
psychological personality functioning.
Qualified Domestic Relations Order (QDRO)
A court order, approved by the Plan, that requires all or a portion of the benefits payable
from the 401(k) Retirement Savings Plan or the Life Insurance Plan to be paid to
someone else, usually a spouse or child for whom the participant has financial
responsibility.
Qualified Medical Child Support Order (QMCSO)
A court order, approved by the Plan, that provides for health care coverage and
allocation of responsibility for payment of costs for health care coverage for a child of the
retiree/TDP.
Reasonable and Customary Charge
The reasonable charge for a specific service or supply as determined by the Claims
Administrator in its sole and complete discretion. The Claims Administrator may take into
account the charge the Claims Administrator determines is the prevailing rate for the
service or supply in the geographic area where provided, the provider’s usual charge,
and the billing charges of the Official American Medical Association Current Procedural
Terminology, the American Dental Association Code on Dental Procedures and
Nomenclature and the Centers for Medicare and Medicaid Services (CMS).
The Reasonable and Customary (R&C) allowance is a fee that is compiled and
calculated based on medical fees by geographic area. The Claims Administrator uses a
national company to determine the Reasonable and Customary allowance for medical
expenses at the 80th percentile and dental expenses at the 90th percentile on a
biannual basis. This means the fees of 80% of the physicians and 90% of the dental
providers in a given geographic area fall within the reasonable and customary range.
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Residential Treatment Center
A facility with 24-hours-a-day, voluntary, short-term supervised level of care provided to
children, adolescents or adults with behavioral health illnesses previously not responsive
to short-term interventions and/or those requiring crisis stabilization as an alternative to
inpatient hospitalization. For treatment of alcoholism and substance abuse, the facility
must provide detoxification services and licensed behavioral health provider and/or
substance abuse professionals onsite 24-hours-a-day.
Rh Factor
A risk factor screened for in the Maternity Care Program. If the mother’s blood type is Rh
negative and the father’s blood type is Rh positive, then the mother may produce
antibodies to the fetus’s red blood cells, which may cause complications. Hence, it is
important to know the mother’s and father’s blood type, whether Rh negative or positive.
Rollover
A distribution from an eligible plan that you deposit in another eligible (tax-qualified)
retirement plan, traditional individual retirement account, Roth IRA or other eligible plan.
Routine Office Visit
Visits with a physician or other provider covered under the Post-Employment Medical
Plan in the physician’s or provider’s office or outpatient facility.
Section 152 Dependent
Under the provisions of Section 152 of the Internal Revenue Code that would apply
under Plan terms, an individual is your “Section 152 dependent” if he or she is a
“qualifying child” or a “qualifying relative.”
Generally, a “qualifying child” is a person who:
•

Is your child or legal ward;

•

Has the same principal place of abode as you for more than one-half of the
taxable year;

•

Either has not attained age 19 at the close of the taxable year or is a student who
has not attained age 24 at the close of the year; and

•

Does not provide more than 50% of his or her own support in the calendar year.

To be a “qualifying child,” the child must be your son, daughter, stepson, stepdaughter,
brother, sister, stepbrother, stepsister, or a descendant of any such individual. An
eligible foster child is treated as your child (an “eligible foster child” means a person who
is placed with you by an authorized placement agency or by judgment, decree, or other
order of any court of competent jurisdiction).
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Generally, a “qualifying relative” is a person:
•

Who is either your child or a person who has the same principle abode as you
and who is a member of your household;

•

Whose gross income for the calendar year is less than the exemption amount for
the year;

•

For whom you provide over 50% of his or her support in the calendar year; and

•

Who is not a qualifying child of yours or any other person for the year.

Specialty Provider
For the Freescale Post-Employment Medical Plan, a health provider other than a primary
provider (as listed earlier in this section). Examples of specialty providers include
cardiologists, neurologists, dermatologists and podiatrists.
Spouse
An individual who is legally married to a participant in the state in which the participant
lives, including a common law spouse, and including an individual who is a participant’s
spouse under the law of another state if the state in which the participant resides
recognizes that marriage. An individual separated from the participant under a legal
separation decree is still considered a spouse.
For tax purposes, the Plan must use federal laws to recognize a person as your spouse.
If you are legally married in a state that recognizes same-sex spouses, your same-sex
spouse is considered your domestic partner.

Your spouse is eligible for dependent medical (including behavioral health and
prescription drug), dental and vision coverage.
Skilled Nursing Facility
An institution licensed to provide professional nursing services 24-hours-a-day, under the
supervision of a physician or registered nurse. It must meet local licensing requirements,
and it must qualify as a skilled nursing facility under Medicare or be accredited by the Joint
Commission on Accreditation of Health Care Organizations, the Bureau of Hospitals of the
American Osteopathic Association, or the Commission on the Accreditation of
Rehabilitative Facilities. It may also be a rehabilitation hospital or the part of a hospital
designed for skilled or rehabilitation services. It is not an institution providing only minimal
or custodial care, or that primarily provides behavioral health care.
Step Therapy Program
A special feature of Freescale’s prescription drug coverage, this Program requires
patients to try a generic drug for at least 30 days before providing benefits for certain
brand-name prescription drugs.
Taxable Income
Income subject to federal and some state income taxes.
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Temporomandibular Joint Disorder (TMJ)
A combination of three symptoms that consist of pain in the muscles of mastication and
jaw joints, clicking in the jaw joints, and limitation in jaw movements. Lesser symptoms
may include dislocation and/or locking of jaw joints and sensory changes in hearing.
Terminated Disabled Participant (TDP)
A former employee of Freescale/Motorola SPS who:
•

Terminated employment due to disability according to Freescale/Motorola’s
Medical Leave Policy;

•

Was eligible to be covered under the Post-Employment Medical Plan, Dental
Plan or Vision Plan until the termination of employment;

•

Continues to be entitled to disability benefits under the Freescale Disability
Income Plan; and

•

Is younger than age 65.

Tobacco Non-Users Discount
A discount applied to the contribution for retirees and spouses/domestic partners
required for coverage under the Freescale Post-Employment Medical Plan.
Uniformed Service
Service in the Armed Forces, the Army National Guard and the Air National Guard when
engaged in active duty for training, inactive duty training, full-time National Guard Duty,
the commissioned corps of the Public Health Service and any other category of persons
designated by the President in time of war or emergency, and a period for which a
person is absent from a position of employment for the purpose of an examination to
determine the fitness of the person to perform any such duty.
Urgent Care
Care for medical situations of a serious but non-life-threatening nature, for which the
patient needs immediate treatment.
Urgent Care Claim
Any claim for medical care for which the applicable periods for the Claims Administrator
to make non-urgent care determinations could:
•

Seriously jeopardize the claimant’s life or health or his or her ability to regain
maximum function, or

•

In the opinion of a physician with knowledge of the claimant’s medical condition,
would subject him or her to severe pain that cannot be adequately managed
without the care or treatment.

Definitions

193

Index
This section includes an index to help you find what you need in this document.
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Filing Claims ..................................... 141
401(k) Retirement Savings Plan ....... 121
Freescale Medical Plan ...................... 34
401(k) Distributions ........................... 129
GuidedChoice™ ............................... 124
401(k) Contributions .......................... 121
HIPAA Special Enrollment .................. 19
401(k): How Your Account Is
Paid ................................................... 128
Medical Networks ............................... 42
401(k): Investing Your Plan
Medical Transplant Services .............. 55
Account ............................................. 122
Medical What’s Covered ..................... 52
Annual Enrollment ............................... 17
Medical What’s Not Covered .............. 62
Appealing a Claim ............................. 149
Medical: Behavioral Health
Behavioral Health Program ................. 50
Program .............................................. 50
Certificates of Creditable
Medical: Case Management ............... 49
Coverage............................................. 23
Medical: Personal Health
COBRA ............................................... 25
Advocate ............................................. 45
Company Matching
Network: Behavioral Health ................ 43
Contributions ..................................... 121
Network: Dental Plan .......................... 86
Coordination of Benefits .................... 153
Network: Medical Plan ........................ 42
Copayment: Medical Plan ................... 37
Network: Vision Plan .......................... 99
Copayment: Prescription Drug
Out-of-Area Behavioral Health
Program .............................................. 72
Program .............................................. 42
Deductible: Dental Plan....................... 87
Out-of-Area Medical Coverage ........... 36
Deductible: Medical Plan..................... 37
Prescription Drug Limits ..................... 82
Definitions ......................................... 175
Prescription Drug Mail Order .............. 77
Dental Basic Services ......................... 91
Prescription Drug Preferred Drug
Dental Major Services ......................... 92
List ...................................................... 74
Dental Orthodontic Services ............... 93
Prescription Drug Prior
Authorization ....................................... 75
Dental Plan.......................................... 86
Prescription Drug Program ................. 34
Dental Preventive Services ................. 90
Prescription Drug Retail
Dental Prosthodontic Services ............ 92
Pharmacy ........................................... 77
Dental What’s Covered ....................... 89
Prescription Drug Specialty
Dental What’s Not Covered................. 93
Pharmacy Services ............................. 75
Dental: Orthodontic Services .............. 93
Prescription Drug Step Therapy
Dental: Predetermination of
Program .............................................. 74
Benefits ............................................... 88
Prescription Drug Utilization
Disability Benefits and Taxes ............ 108
Review and Therapeutic
Disability Income Plan ....................... 104
Interchange ......................................... 79
Domestic Partner Eligibility Rules ......... 6
Prescription Drug What’s
Eligibility: Health and Wellness ............. 2
Covered .............................................. 80
Eligibility: Disability and Life
Insurance .............................................. 4
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Prescription Drug What’s Not
Covered............................................... 81
Qualified Domestic Relations
Order ................................................. 190
Qualified Medical Child Support
Order ................................................. 190
Qualified Status Change ..................... 17

Index

Survivor 401(k) Retirement
Savings Plan Benefits ....................... 130
Survivor Health and Wellness
Benefits ............................................... 27
Survivor Life Insurance Benefits ....... 114
Vision Plan .......................................... 98
Wellness Programs/Activity
Centers ............................................... 84
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Contact Information
This section includes a convenient list of telephone numbers, websites and other
resources for the various Plans described in this document.
Plan/Program

Telephone/Website

Address

Freescale Rewards
Customer Service

Telephone: 888-375-2367
(888-FSL-BENS)
Website:
freescale.com/rewards

Freescale Rewards
Customer Service Center
P.O. Box 1475
Lincolnshire, Illinois 600691475

COBRA Premium Payments
(COBRA continuation
coverage and non-COBRA)

Telephone: 888-375-2367
(888-FSL-BENS)
Website:
freescale.com/rewards

Freescale
P.O. Box 0727
Carol Stream, Illinois 601320727

Telephone — Aetna Member
Services: 800-626-1987, 8
a.m. – 6 p.m. local time
TTD: 800-628-3323
Website:
aetnanavigator.com
(requires registration)

Claims:
Aetna
P.O. Box 1079
Lexington, Kentucky 405124079

Telephone: 877-505-8360
TDD: 800-231-4403
Fax: 866-308-8234*

Mail order prescriptions:
CVS Caremark
P.O. Box 659541
San Antonio, Texas 78265
Claims:
CVS Caremark
P.O. Box 52116
Phoenix, Arizona 85072-2116

Eligibility and Administration

Health Plans
Freescale Post-Employment
Medical Plan — Pre-65
•

Personal Health Advocate
Behavioral Health
Program

Prescription Drug Program
— Pre-65

*for physician use only

Website: caremark.com

Humana Group Medicare
Advantage Medical Plan
Offerings — Age 65+

Telephone: 800-733-6592
Website: humana.com

See the Humana Evidence of
Coverage booklet for
addresses

Medicare

Telephone: 800-638-6833
Website: medicare.gov

See your local Social Security
Administration office

Freescale Post-Employment
Dental Plan — Pre-65

Telephone: 800-233-4013
TTY: 800-325-2025
Website: humanadental.com

Claims:
HumanaDental
P.O. Box 14611
Lexington, Kentucky 405124611

Freescale Post-Employment
Vision Plan — Pre-65

Telephone: 800-877-7195
TTY: 800-428-4833
Website: vsp.com

Claims:
VSP
P.O. Box 997105
Sacramento, California 958997105

Contact Information
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Plan/Program

Telephone/Website

Address

Disability Plan

Telephone: 800-424-6965
Fax: 866-275-2714

Claims:
Aetna
P.O. Box 14578
Lexington, Kentucky 405124560-4578

Life Insurance

Telephone: 877-275-6387

Completed application will be
provided by MetLife Financial
Services Representative
Claims:
MetLife Group Life Claims
P.O. Box 6100
Scranton, PA 18505-6100

401(k) Retirement Savings
Plan

Telephone: 888-375-2367
(888-FSL-BENS)
Website:
freescale.com/rewards

Freescale Rewards
Customer Service Center
P.O. Box 1475
Lincolnshire, Illinois 600691475

401(k) Retirement Savings
Plan Investment Advice

Telephone: 800-242-6182
Website:
freescale.com/rewards
Email:
help@guidedchoice.com

GuidedChoice
8910 University Center, Suite
400
San Diego, CA 92122

Life and Disability

Savings and Wealth

•

GuidedChoice

•

Employee Share
Purchase Plan (ESPP) —
Morgan Stanley Smith
Barney

Contact Information

Telephone: 866-308-7824
Website: benefitaccess.com

197

