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Important Notice About 

Your Prescription Drug Coverage and Medicare 
 

Notice of Creditable Coverage 
      ____________________________________________________________________ 

This Notice applies only if you and/or your dependent(s) are enrolled in an Ensign US Drilling, Inc. medical 
plan and you are eligible for Medicare. If this does not apply to you, you may ignore this notice. 

___________________________________________________________________ 

Please read this notice carefully and keep it where you can find it. This notice has information about your 
prescription drug coverage with Ensign US Drilling, Inc. for the upcoming calendar year and your options under 
Medicare’s prescription drug coverage. This information can help you decide whether or not you want to join a 
Medicare drug plan for the upcoming calendar year. If you are considering joining, you should compare your 
employer coverage, including which drugs are covered at what cost, with the coverage and costs of the plans 
offering Medicare prescription drug coverage in your area. Information about where you can get help to make 
decisions about your prescription drug coverage is at the end of this notice.  
 
There are two important things you need to know about your employer coverage and Medicare’s prescription 
drug coverage:  
 
1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this 

coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or 
PPO) that offers prescription drug coverage. All Medicare drug plans provide at least a standard level of 
coverage set by Medicare. Some plans may also offer more coverage for a higher monthly premium.  

 
2. Ensign US Drilling, Inc. has determined that the prescription drug coverage offered under the Ensign US 

Drilling, Inc. HDHP + HSA, HRA, and Hybrid plans in the next calendar year are, on average for all plan 
participants, expected to pay out as much as standard Medicare prescription drug coverage pays and is 
therefore considered Creditable Coverage. Because your coverage is Creditable Coverage, you can keep this 
coverage and not pay a higher premium (a penalty) if you later decide to join a Medicare drug plan. 

When Can You Join A Medicare Drug Plan?  
 
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15th 
to December 7th. However, if you lose your creditable prescription drug coverage through no fault of your own, 
you will also be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan.  
 

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

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

 
For More Information About Your Options Under Medicare Prescription Drug Coverage…  
 
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You” 
handbook. You’ll get a copy of the handbook in the mail every year from Medicare. You may also be contacted 
directly by Medicare drug plans.  

 
For More Information about Medicare prescription drug coverage:  
 
▪ Visit www.medicare.gov  

▪ Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare 
& You” handbook for their telephone number) for personalized help  

▪ Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.  
 
If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. 
For information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 
1-800-772-1213 (TTY 1-800-325-0778).  
 

Remember:  Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug plans, you 
may be required to provide a copy of this notice when you join to show whether or not you have maintained 
creditable coverage and, therefore, whether or not you are required to pay a higher premium (a penalty).  

 
October 15, 2021 
Ensign US Drilling, Inc. 
Regional Ensign Human Resources Department 
15015 Vickery Drive 
Houston, TX  77032  
(832) 431-4700 
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Patient Protection Notice 

Your health plan may require or allow for the designation of a primary care provider. If so, you have the right to 
designate any primary care provider who participates in our network and who is available to accept you or your 
family members, including a pediatrician, as the primary care provider. Until you make this designation, the health 
plan may designate one for you.   

You do not need prior authorization from the health plan or from any other person (including a primary care 
provider) in order to obtain access to obstetrical or gynecological care from a health care professional in our 
network who specializes in obstetrics or gynecology. The health care professional, however, may be required to 
comply with certain procedures, including obtaining prior authorization for certain services, following a pre-
approved treatment plan or procedures for making referrals.   

For information on how to select a primary care provider, a list of participating primary care providers, or a list of 
health care professionals who specialize in obstetrics or gynecology, contact your health plan.  

 

Notice of Special Enrollment Rights 

If an eligible employee declines enrollment in a group health plan for the employee or the employee’s spouse or 
dependents because of other health insurance or group health plan coverage, the eligible employee may be able 
to enroll him/herself and eligible dependents in this plan if eligibility is lost for the other coverage (or because the 
employer stops contributing toward this other coverage). However, the eligible employee must request 
enrollment within 30 days after the other coverage ends (or after the employer ceases contributions for the 
coverage). 
 
In addition, if an eligible employee acquires a new dependent as a result of marriage, birth, adoption or placement 
for adoption, the eligible employee may be able to enroll him/herself and any eligible dependents, provided that 
the eligible employee requests enrollment within 30 days after the marriage, birth, adoption, or placement for 
adoption.  
 
Furthermore, eligible employees and their eligible dependents who are eligible for coverage but not enrolled, shall 
be eligible to enroll for coverage within 60 days after becoming ineligible for coverage under a Medicaid or 
Children’s Health Insurance Plan (CHIP) plan or being determined to be eligible for financial assistance under a 
Medicaid, CHIP, or state plan with respect to coverage under the plan. 
 

Newborns’ and Mothers’ Health Protection Act Notice 

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 obtain authorization from the plan or the insurance 
issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).  If you would like more information 
on maternity benefits, contact your health plan. 
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Women’s Health and Cancer Rights Act Notice 

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

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

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

▪ Prostheses; and 

▪ Treatment of physical complications of the mastectomy, including lymphedema. 
 
These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and 
surgical benefits provided under this plan. If you would like more information on WHCRA benefits, contact your 
health plan. 
 

Notice of Availability of Summary Health Information 

As an employee, the health benefits available to you represent a significant component of your compensation 
package. They also provide important protection for you and your family in the case of illness or injury.  

 
Your plan offers a series of health coverage options. Choosing a health coverage option is an important decision. 
To help you make an informed choice, your plan makes available a Summary of Benefits and Coverage (SBC), which 
summarizes important information about any health coverage option in a standard format, to help you compare 
across options.  
 
The SBC is available on the web at the ADP Document Library or your BCBS account. A paper copy is also available, 
free of charge, by calling your Regional Ensign Human Resources Department.  

 
Notice of Availability of HIPAA Privacy Practices  
The Ensign US Drilling, Inc. plan maintains a Notice of Privacy Practices that provides information to individuals 
whose protected health information (PHI) will be used or maintained by the Plan. If you would like a copy of the 
Plan’s Notice of Privacy Practices, please contact the Regional Ensign Human Resources Department (832) 431-
4700. 
 

Notice of COBRA Continuation Coverage Rights 
Introduction  
You’re getting this notice because you recently gained coverage under a group health plan (the Plan). This notice 
has important information about your right to COBRA continuation coverage, which is a temporary extension of 
coverage under the Plan. This notice explains COBRA continuation coverage, when it may become available to you 
and your family, and what you need to do to protect your right to get it. When you become eligible for COBRA, 
you may also become eligible for other coverage options that may cost less than COBRA continuation coverage.  
 
The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget 
Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to you and other 
members of your family when group health coverage would otherwise end. For more information about your 
rights and obligations under the Plan and under federal law, you should review the Plan’s Summary Plan 
Description or contact the Plan Administrator.  
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You may have other options available to you when you lose group health coverage. For example, you may be 
eligible to buy an individual plan through the Health Insurance Marketplace. By enrolling in coverage through the 
Marketplace, you may qualify for lower costs on your monthly premiums and lower out-of-pocket costs. 
Additionally, you may qualify for a 30-day special enrollment period for another group health plan for which you 
are eligible (such as a spouse’s plan), even if that plan generally doesn’t accept late enrollees.  
 
What is COBRA continuation coverage?  
COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life 
event. This is also called a “qualifying event.” Specific qualifying events are listed later in this notice. After a 
qualifying event, COBRA continuation coverage must be offered to each person who is a “qualified beneficiary.” 
You, your spouse, and your dependent children could become qualified beneficiaries if coverage under the Plan 
is lost because of the qualifying event. Under the Plan, qualified beneficiaries who elect COBRA continuation 
coverage must pay for COBRA continuation coverage.  
If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of 
the following qualifying events:  

• Your hours of employment are reduced, or  

• Your employment ends for any reason other than your gross misconduct.  
If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your coverage under the 
Plan because of the following qualifying events:  

• Your spouse dies;  

• Your spouse’s hours of employment are reduced;  

• Your spouse’s employment ends for any reason other than his or her gross misconduct;  

• Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or  

• You become divorced or legally separated from your spouse.  
Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because of the 
following qualifying events:  

• The parent-employee dies;  

• The parent-employee’s hours of employment are reduced;  

• The parent-employee’s employment ends for any reason other than his or her gross misconduct;  

• The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);  

• The parents become divorced or legally separated; or  

• The child stops being eligible for coverage under the Plan as a “dependent child.”  
Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a qualifying event. If 
a proceeding in bankruptcy is filed with respect to Ensign US Drilling, and that bankruptcy results in the loss of 
coverage of any retired employee covered under the Plan, the retired employee will become a qualified 
beneficiary. The retired employee’s spouse, surviving spouse, and dependent children will also become qualified 
beneficiaries if bankruptcy results in the loss of their coverage under the Plan.  
 
When is COBRA continuation coverage available?  
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has 
been notified that a qualifying event has occurred. The employer must notify the Plan Administrator of the 
following qualifying events:  

• The end of employment or reduction of hours of employment;  

• Death of the employee;  

• Commencement of a proceeding in bankruptcy with respect to Ensign US Drilling; or  

• The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).  
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For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent child’s 
losing eligibility for coverage as a dependent child), you must notify the Plan Administrator within 60 days after 
the qualifying event occurs. You must provide this notice to: Ensign Human Resources Department by region.  
 
How is COBRA continuation coverage provided?  
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage 
will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an independent right to 
elect COBRA continuation coverage. Covered employees may elect COBRA continuation coverage on behalf of 
their spouses, and parents may elect COBRA continuation coverage on behalf of their children.  
COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to 
employment termination or reduction of hours of work. Certain qualifying events, or a second qualifying event 
during the initial period of coverage, may permit a beneficiary to receive a maximum of 36 months of coverage.  
There are also ways in which this 18-month period of COBRA continuation coverage can be extended.  
 
Disability extension of 18-month period of COBRA continuation coverage  
If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you 
notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to get up to an 
additional 11 months of COBRA continuation coverage, for a maximum of 29 months. The disability would have 
to have started at some time before the 60th day of COBRA continuation coverage and must last at least until the 
end of the 18-month period of COBRA continuation coverage.  
 
Second qualifying event extension of 18-month period of continuation coverage  
If your family experiences another qualifying event during the 18 months of COBRA continuation coverage, the 
spouse and dependent children in your family can get up to 18 additional months of COBRA continuation coverage, 
for a maximum of 36 months, if the Plan is properly notified about the second qualifying event. This extension 
may be available to the spouse and any dependent children getting COBRA continuation coverage if the employee 
or former employee dies; becomes entitled to Medicare benefits (under Part A, Part B, or both); gets divorced or 
legally separated; or if the dependent child stops being eligible under the Plan as a dependent child. This extension 
is only available if the second qualifying event would have caused the spouse or dependent child to lose coverage 
under the Plan had the first qualifying event not occurred. 
 
Are there other coverage options besides COBRA Continuation Coverage?  
Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and your 
family through the Health Insurance Marketplace, Medicaid, or other group health plan coverage options (such as 
a spouse’s plan) through what is called a “special enrollment period.” Some of these options may cost less than 
COBRA continuation coverage. You can learn more about many of these options at www.healthcare.gov. 
 
If you have questions  
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact 
or contacts identified below. For more information about your rights under the Employee Retirement Income 
Security Act (ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws affecting 
group health plans, contact the nearest Regional or District Office of the US Department of Labor’s Employee 
Benefits Security Administration (EBSA) in your area or visit www.dol.gov/ebsa. For more information about the 
Marketplace, visit www.HealthCare.gov.  
 

 

 

http://www.healthcare.gov/
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Keep your Plan informed of address changes  

To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of family 
members. You should also keep a copy, for your records, of any notices you send to the Plan Administrator.  

Plan Contact Information 

California, Rockies, Testing Services (USA) and Southern 
Human Resources Department 

15015 Vickery Drive 
Houston, TX 77032 

832-431-4700 

 
Employee Rights Under the Family and Medical Leave Act Notice 

Leave Entitlements  

Eligible employees who work for a covered employer can take up to 12 weeks of unpaid, job-protected leave in a 
12-month period for the following reasons:  

• The birth of a child or placement of a child for adoption or foster care;  

• To bond with a child (leave must be taken within 1 year of the child’s birth or placement);  

• To care for the employee’s spouse, child, or parent who has a qualifying serious health condition;  

• For the employee’s own qualifying serious health condition that makes the employee unable to perform 
the employee’s job;  

• For qualifying exigencies related to the foreign deployment of a military member who is the employee’s 
spouse, child, or parent  

 
An eligible employee who is a covered service member’s spouse, child, parent, or next of kin may also take up to 
26 weeks of FMLA leave in a single 12-month period to care for the service member with a serious injury or illness. 
 
An employee does not need to use leave in one block. When it is medically necessary or otherwise permitted, 
employees may take leave intermittently or on a reduced schedule.  

 
Employees may choose, or an employer may require, use of accrued paid leave while taking FMLA leave. If an 
employee substitutes accrued paid leave for FMLA leave, the employee must comply with the employer’s normal 
paid leave policies.  

 

Benefits and Protections  

While employees are on FMLA leave, employers must continue health insurance coverage as if the employees 
were not on leave. Upon return from FMLA leave, most employees must be restored to the same job or one nearly 
identical to it with equivalent pay, benefits, and other employment terms and conditions.  
An employer may not interfere with an individual’s FMLA rights or retaliate against someone for using or trying to 
use FMLA leave, opposing any practice made unlawful by the FMLA, or being involved in any proceeding under or 
related to the FMLA.  

 

Eligibility Requirements  

An employee who works for a covered employer must meet three criteria in order to be eligible for FMLA leave. 
The employee must:  

• Have worked for the employer for at least 12 months;  
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• Have at least 1,250 hours of service in the 12 months before taking leave;* and  

• Work at a location where the employer has at least 50 employees within 75 miles of the employee’s 
worksite.  

*Special “hours of service” requirements apply to airline flight crew employees.  

 

Requesting Leave  

Generally, employees must give 30 days’ advance notice of the need for FMLA leave. If it is not possible to give 30 
days’ notice, an employee must notify the employer as soon as possible and, generally, follow the employer’s 
usual procedures.  
Employees do not have to share a medical diagnosis, but must provide enough information to the employer so it 
can determine if the leave qualifies for FMLA protection. Sufficient information could include informing an 
employer that the employee is or will be unable to perform his or her job functions, that a family member cannot 
perform daily activities, or that hospitalization or continuing medical treatment is necessary. Employees must 
inform the employer if the need for leave is for a reason for which FMLA leave was previously taken or certified.  
 
Employers can require a certification or periodic recertification supporting the need for leave. If the employer 
determines that the certification is incomplete, it must provide a written notice indicating what additional 
information is required.  

 

Employer Responsibilities  

Once an employer becomes aware that an employee’s need for leave is for a reason that may qualify under the 
FMLA, the employer must notify the employee if he or she is eligible for FMLA leave and, if eligible, must also 
provide a notice of rights and responsibilities under the FMLA. If the employee is not eligible, the employer must 
provide a reason for ineligibility.  
Employers must notify its employees if leave will be designated as FMLA leave, and if so, how much leave will be 
designated as FMLA leave.  

 

Enforcement  

Employees may file a complaint with the US Department of Labor, Wage and Hour Division, or may bring a private 
lawsuit against an employer.  
The FMLA does not affect any federal or state law prohibiting discrimination or supersede any state or local law 
or collective bargaining agreement that provides greater family or medical leave rights.  
For additional information or to file a complaint:  

1-866-487-9243 TTY: 1-877-889-5627 
www.dol.gov/whd 

US Department of Labor, Wage and Hour Division 
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Your Rights and Protections Against Surprise Medical Bills 
 

When you get emergency care or get treated by an out-of-network provider at an in-network hospital or 
ambulatory surgical center, you are protected from surprise billing or balance billing. 

What is “balance billing” (sometimes called “surprise billing”)?  

When you see a doctor or other health care provider, you may owe certain out-of-pocket costs, such as a 
copayment, coinsurance, and/or a deductible. You may have other costs or have to pay the entire bill if you see a 
provider or visit a health care facility that isn’t in your health plan’s network. 

“Out-of-network” describes providers and facilities that haven’t signed a contract with your health plan. Out-of-
network providers may be permitted to bill you for the difference between what your plan agreed to pay and the 
full amount charged for a service. This is called “balance billing.” This amount is likely more than in-network costs 
for the same service and might not count toward your annual out-of-pocket limit. 

“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is involved in your 
care—like when you have an emergency or when you schedule a visit at an in-network facility but are 
unexpectedly treated by an out-of-network provider. 

You are protected from balance billing for: 

Emergency services  
If you have an emergency medical condition and get emergency services from an out-of-network provider or 
facility, the most the provider or facility may bill you is your plan’s in-network cost-sharing amount (such as 
copayments and coinsurance). You can’t be balance billed for these emergency services. This includes services 
you may get after you’re in stable condition, unless you give written consent and give up your protections not to 
be balanced billed for these post-stabilization services. 

Certain services at an in-network hospital or ambulatory surgical center  
When you get services from an in-network hospital or ambulatory surgical center, certain providers there may be 
out-of-network. In these cases, the most those providers may bill you is your plan’s in-network cost-sharing 
amount. This applies to emergency medicine, anesthesia, pathology, radiology, laboratory, neonatology, assistant 
surgeon, hospitalist, or intensivist services. These providers can’t balance bill you and may not ask you to give up 
your protections not to be balance billed. 

If you get other services at these in-network facilities, out-of-network providers can’t balance bill you, unless you 
give written consent and give up your protections. 

You’re never required to give up your protections from balance billing. You also aren’t required to get care out-
of-network. You can choose a provider or facility in your plan’s network. 

When balance billing isn’t allowed, you also have the following protections: 

• You are only responsible for paying your share of the cost (like the copayments, coinsurance, and 

deductibles that you would pay if the provider or facility was in-network). Your health plan will pay out-

of-network providers and facilities directly. 
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• Your health plan generally must: 

o Cover emergency services without requiring you to get approval for services in advance (prior 

authorization). 

o Cover emergency services by out-of-network providers. 

o Base what you owe the provider or facility (cost-sharing) on what it would pay an in-network provider 

or facility and show that amount in your explanation of benefits. 

o Count any amount you pay for emergency services or out-of-network services toward your 

deductible and out-of-pocket limit. 

Visit www.hhs.gov for more information about your rights under federal law. 
 
 


