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In addition to creating rights for Plan Participants, ERISA imposes obligations upon the individuals who are 

responsible for the operation of the Plan.  The individuals who operate the Plan, called “fiduciaries” of the 

Plan, have a duty to do so prudently and in the interest of the Plan Participants and their beneficiaries.  No 

one, including the Employer or any other person, may fire a Plan Participant or otherwise discriminate against 

a Plan Participant in any way to prevent the Plan Participant from obtaining benefits under the Plan or from 

exercising his or her rights under ERISA. 

 

If it should happen that the Plan fiduciaries misuse the Plan’s money, or if a Plan Participant is discriminated 

against for asserting his or her rights, he or she may seek assistance from the U.S. Department of Labor, or 

may file suit in a federal court.  The court will decide who should pay court costs and legal fees.  If the Plan 

Participant is successful, the court may order the person sued to pay these costs and fees.  If the Plan 

Participant loses, the court may order him or her to pay these costs and fees, for example, if it finds the claim 

or suit to be frivolous. 

 

If the Plan Participant has any questions about the Plan, he or she should contact the Plan Administrator.  If 

the Plan Participant has any questions about this statement or his or her rights under ERISA, including 

COBRA or the Health Insurance Portability and Accountability Act (HIPAA), and other laws affecting group 

health plans, that Plan Participant should contact either the nearest  Regional or District office of the U.S. 

Department of Labor’s Employee Benefits Security Administration (EBSA) or visit the EBSA website at 

www.dol.gov/ebsa.  (Addresses and phone numbers of Regional and District EBSA Offices are available 

through EBSA’s website.) 
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GENERAL PLAN INFORMATION 

 

 

TYPE OF ADMINISTRATION 

 

The Plan is a self-funded health plan and the administration is provided through a third party Claims 

Administrator. The funding for the benefits is derived from the funds of the Employer and contributions 

made by covered Employees. The Plan is not insured. 

 

PLAN NAME 

 

Hocking, Athens, Perry Community Action Agency, Inc. Health Care, Prescription Drug and Dental 

Program 

 

PLAN NUMBER: 501 

 

TAX ID NUMBER: 31-0718322 

 

PLAN YEAR BEGINS: April 1st 

 

PLAN YEAR ENDS: March 31st 

 

EMPLOYER INFORMATION 

 

Hocking, Athens, Perry Community Action Agency, Inc. 

3 Cardaras Drive 

Glouster, OH  45732 

(740) 767-4500 

 

PLAN ADMINISTRATOR 

 

Hocking, Athens, Perry Community Action Agency, Inc. 

3 Cardaras Drive 

Glouster, OH  45732 

(740) 767-4500 

 

NAMED FIDUCIARY 

 

Hocking, Athens, Perry Community Action Agency, Inc. 

3 Cardaras Drive 

Glouster, OH  45732 

(740) 767-4500 

 

AGENT FOR SERVICE OF LEGAL PROCESS 

 

Executive Director 

Hocking, Athens, Perry Community Action Agency, Inc. 

3 Cardaras Drive 

Glouster, OH  45732 

(740) 767-4500 
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CLAIMS ADMINISTRATOR 

 

 Professional Benefits Administrators, Inc. 

 2040 Front Street 

Cuyahoga Fall, OH  44221 

 (800) 996-4640 

 

TRUSTEE(S) 

 

Hocking, Athens, Perry Community Action Agency, Inc. 

3 Cardaras Drive 

Glouster, OH  45732 

(740) 767-4500
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BY THIS AGREEMENT, Hocking, Athens, Perry Community Action Agency, Inc. Health Care, 

Prescription Drug and Dental Program is hereby adopted as shown. 

 

IN WITNESS WHEREOF, this instrument is executed for Hocking, Athens, Perry Community Action 

Agency, Inc., on or as of the day and year first below written. 

 

 

By ____________________________________  

Hocking, Athens, Perry Community Action Agency, Inc. 

 

Date ___________________________________  

 

 

Witness ________________________________  

 

Date ___________________________________  
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Permission to Release Plan Information 

 

 

As the representative of the Hocking, Athens, Perry Community Action Agency Employee Health Benefit 

Plan, I hereby give Professional Benefits Administrators, Inc. permission to release any and all Plan 

information to the following individual(s): 

 

 

 

__________________________________  ____________________________________ 

Name       Title 

 

__________________________________  ____________________________________ 

Name       Title 

 

__________________________________  ____________________________________ 

Name       Title 

 

__________________________________  ___________________________________ 

Name       Title 

 

___________________________________  ____________________________________ 

Name       Title 

 

 

 

 

 

Signed: ________________________________________________ 

 

Title: __________________________________________________ 

 

Date: __________________________________________________ 
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Robert Garbo					Plan Sponsor
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Timothy Davies					Plan Administrator
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Jean Deeter					Fringe Benefits Coordinator
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Daniel Stypula					Benefits Consultant
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