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UnitedHealthcare of Wisconsin, Inc. 
10701 W. Research Road, Wauwatosa, WI 53226; Telephone 800-980-5357 

Balance+ Silver 3 Free Visits 
Individual Medical Expense Insurance Policy 

Section 1 
AGREEMENT AND CONSIDERATION: We will pay benefits for a loss as set forth in this policy. This policy is 
issued in exchange for and on the basis of the statements made in your application and payment of the first 
premium. It takes effect on the effective date shown on the Data Page. It will remain in force until the first premium 
due date, and for such further periods for which premium payment is received by us when due, subject to the 
renewal provision below. Coverage will begin and end at 12:01 A.M., Standard Time, where you live. 

GUARANTEED RENEWABLE SUBJECT TO LISTED CONDITIONS: You may keep this policy in force by timely
payment of the required premiums, unless this policy is terminated as described in the Termination section. This
policy will renew on January 1 of each calendar year. However, we may refuse renewal if: (A) we refuse to renew
all policies issued on this form, with the same type and level of benefits, to residents of the state where you then
live, as explained under the Discontinuance clause; or (B) there is fraud or an intentional material misrepresentation 
made by or with the knowledge of a covered person in filing a claim for policy benefits. On January 1, we may make 
modifications to this policy if such modifications are made on a uniform basis for all individuals with the same 
product. Also, we may make modifications at any time if the modification is directly related to a state or federal
requirement and the modification is made within a reasonable time after the state or federal requirement is imposed
or amended.

On January 1 of each calendar year, we may change the rate table used for this policy form. Each premium will be
based on the rate table in effect on that premium's due date. Some of the factors used in determining your premium
rates are the policy plan, tobacco use status, type and level of benefits, place of residence on the premium due
date, and age of covered persons as of the effective date or renewal date of coverage. Premium rates are expected
to increase over time.

At least 45 days' notice of any plan to take an action or make a change permitted by this provision will be mailed to 
you at your last address as shown in our records. We will make no change in your premium solely because of claims
made under this policy or a change in a covered person's health.

Nothing in this provision requires us to renew or continue coverage for which your continued eligibility would 
otherwise be prohibited under applicable law.

Important Cancellation Information -- See the Continuing Eligibility and Termination sections for reasons 
for policy termination, including moving to a new network service area. 
10-DAY RIGHT TO EXAMINE AND RETURN THIS POLICY: This is a legal contract. Please read this policy
carefully. If you are not satisfied, you may notify us within 10 days after you received it. Any premium paid will be
refunded, less claims paid. This policy will then be void from its start.

Check the attached application or enrollment form. If it is not complete or has an error, please let us know. An 
intentional misrepresentation of a material fact or a fraudulent misstatement in the application or enrollment form 
may cause your policy to be voided or a claim to be reduced or denied. 

This policy is signed for us as of the effective date shown in the Data Page. 

President 
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Important Notice: This policy is a legal contract between you and us. READ YOUR POLICY CAREFULLY. 
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Section 2 

Data Page 

Policy Number: [999-999-999] 

Primary Insured: [John Doe] 

Premium: [$XXXX.XX] 

Premium Mode: [Monthly/Quarterly] 

Effective Date: [Month Day, Year] 

IMPORTANT: 
Benefits are available only for covered expenses received from a network provider, except as 
specifically included as eligible expenses.  
Network providers have agreed to discounted pricing for covered expenses with no additional billing 
to you other than deductible amounts, copayment amounts, and coinsurance. Non-network providers 
may bill you for any amount up to the billed charge.  
This policy does not provide benefits for covered expenses provided by non-network providers, except 
as specifically included as eligible expenses. In these limited situations, payment will be made for 
covered expenses as set forth in the definition of “eligible expense.” If the non-network provider seeks 
to collect from you amounts in excess of our payment, please call the number on your health insurance 
identification card, and we will commence negotiation with the non-network provider. If, as a result of 
this negotiation, we are required by law to make additional payment to the non-network provider, this 
will become the eligible expense and your cost share will be determined based on this higher amount. 

DEDUCTIBLE AMOUNT, per covered person, per calendar year 
Network Provider .................................................................................................................................. $4,500 

Maximum number of covered persons required to meet the network provider 
deductible amount, per family, per calendar year ................................................................................. Two 

Unless otherwise stated, the network provider deductible amount will not apply to covered expenses subject 
to a copayment amount. 

COINSURANCE PERCENTAGE 
For eligible expenses in excess of the applicable deductible amount ........................................................ 70% 
(Not applicable to covered expenses subject to a copayment amount, unless otherwise specifically stated) 

NOTICE: For the services of non-network providers for emergencies, your actual expenses for covered services 
may exceed the stated coinsurance percentage because actual provider charges may not be used to determine 
plan and insured payment obligations. 

NETWORK OUT-OF-POCKET MAXIMUM, per calendar year 
Per Covered Person .............................................................................................................................. $8,550 

Maximum number of covered persons required to meet the network out-of-pocket 
maximum, per family, per calendar year ............................................................................................... Two 

The out-of-pocket maximum includes all deductible amounts, copayment amounts, and coinsurance amounts 
applied to covered expenses incurred at network providers and to covered expenses incurred due to an 
emergency at non-network providers.  

REFERRAL REQUIRED: You do not need a referral from your network primary care physician for obstetrical or 
gynecological treatment from a network obstetrician or gynecologist. For all other network specialist physicians, you 
must obtain a referral from your network primary care physician for benefits to be payable under this policy.  
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BENEFIT LIMITS/SPECIFICS 

OFFICE VISITS FOR INJURY OR ILLNESS:  
Network Selected Primary Care Physician:  

The first 3 office visits per covered person per calendar year are not subject to any deductible amount, 
copayment amount, or coinsurance percentage. 

For additional office visits per covered person per calendar year, the copayment amount  
per office visit (excluding surgery) performed by a doctor, limited to  
the charge for the office visit (history and exam only) ........................................................................... $25 

Network Specialist Physician or Mental Health Provider or Substance Use Disorder Provider or any 
other Network Primary Care Physician: Covered expenses for office visits performed by a specialist 
physician or mental health provider or substance use disorder provider or other network primary care physician 
are subject to the plan deductible amount and coinsurance percentage. 

TELEHEALTH: The first 3 telehealth visits per covered person per calendar year are not subject to any deductible 
amount, copayment amount, or coinsurance percentage. Additional telehealth visits are subject to the cost sharing 
shown above for office visits for injury or illness for network selected primary care physician. 

EMERGENCY ROOM: After satisfaction of the plan deductible amount, the copayment amount for each 
visit to an emergency room when the covered person is not directly admitted to the hospital ........................ $750 

URGENT CARE: Copayment amount per occurrence ...................................................................................... $75 

LABORATORY TESTING - OUTPATIENT: Covered expenses are subject to the plan deductible amount, then the 
following coinsurance percentage:  

Hospital-Based Lab ..................................................................................................................................... 50% 

Covered expenses for outpatient laboratory testing at a doctor's office or freestanding facility are subject to the 
plan deductible amount and coinsurance percentage. 

MAJOR DIAGNOSTICS - OUTPATIENT (Imaging): Copayment amount per occurrence 

Hospital-Based Diagnostic Center ......................................................................................................... $500 

Note: After satisfaction of the copayment amount, covered expenses are subject to the plan deductible 
amount and coinsurance percentage. 

Covered expenses for outpatient major diagnostics (imaging) performed at a doctor's office or freestanding 
facility are subject to the plan deductible amount and coinsurance percentage. 

OUTPATIENT SURGERY AND SCOPIC PROCEDURES:  
Hospital-Based Surgical Center: Covered expenses are subject to the plan deductible amount,  
then the following coinsurance percentage................................................................................................... 50% 

Covered expenses for outpatient surgery and scopic procedures performed at a doctor's office or freestanding 
facility are subject to the plan deductible amount and coinsurance percentage. 

OUTPATIENT PRESCRIPTION DRUGS 
You can access the UnitedHealthcare Prescription Drug List via our website or by calling the telephone number 
on your identification card. We have a process for evaluating benefits for a prescription drug that is not included 
in the Prescription Drug List but that has been prescribed as a medically necessary and appropriate alternative. 
For information about this process, call the telephone number on your identification card. Also, see the 
Prescription Drug benefit provision in the Medical Benefits section of this policy. 

Tier 1, prescription drug copayment amount per prescription order or refill ......................................... $15 
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Tier 2, prescription drug copayment amount per prescription order or refill ......................................... $25 

Tiers 3 - 5: Benefits are applied to the plan deductible amount. After the plan  
deductible amount has been satisfied, the following applies: 

Tier 3, prescription drug copayment amount per prescription order or refill ................................... $50 

Tier 4, prescription drug coinsurance percentage per prescription order or refill .......................... 70% 

Tier 5, prescription drug coinsurance percentage per prescription order or refill .......................... 60% 

NOTE: Tier status for a prescription drug may be determined by accessing your prescription drug benefits 
via our website or by calling the telephone number on your identification card. The tier to which a 
prescription drug is assigned may change as detailed in the policy.  

Prescription contraceptives payable under the Preventive Care benefit provision are limited to Tier 1 drugs. 

No benefits are payable for expenses in excess of the cost of the generic drug when a brand-name drug is 
purchased and the generic drug is available. 

If a generic drug becomes available for a brand-name drug, the tier placement of the brand-name drug may 
change, and therefore your prescription drug copayment amount and/or prescription drug coinsurance 
percentage may change and an ancillary charge may apply or the brand-name drug may no longer be 
covered. 

"Generic drug" means a prescription drug product that: (1) is chemically equivalent to a brand-name drug; 
or (2) we identify as a generic product based on available data resources including, but not limited to, Medi-
Span, that classify drugs as either brand or generic based on a number of factors. You should know that 
all products identified as a "generic" by the manufacturer, pharmacy or your physician may not be classified 
as a generic drug by us. 

PEDIATRIC DENTAL: (See Pediatric Dental Rider for additional information for benefits, limitations and 
exclusions.)  
                                                                                                                              Coinsurance Percentage 

Preventive/DiagnosticServices......................................................................................100% 

Basic/Adjunctive Services 
For covered expenses in excess of the applicable deductible amount........................70% 

Endodontics 
For covered expenses in excess of the applicable deductible amount........................70% 

Periodontics 
For covered expenses in excess of the applicable deductible amount........................70% 

Oral Surgery 
For covered expenses in excess of the applicable deductible amount........................70% 

Prosthodontic Services 
For covered expenses in excess of the applicable deductible amount........................70% 

Implants 
For covered expenses in excess of the applicable deductible amount........................70% 

Medically Necessary Orthodontic Services 
For covered expenses in excess of the applicable deductible amount........................50% 
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PEDIATRIC VISION: (See Pediatric Vision Rider for additional information for benefits, limitations and 
exclusions.) 
                                                                                                                              Coinsurance Percentage 

Routine Vision Examination..........................................................................................100% 

Prescription Eyewear 
For covered expenses in excess of the applicable deductible amount.......................70% 

Low Vision Benefit 
For covered expenses in excess of the applicable deductible amount 

 
Low vision testing....................................................................................................100% 

 
Low vision therapy...................................................................................................75% 

 
Low vision aids.........................................................................................................75% 

OTHER SERVICES: Covered expenses for the following services are eligible for benefits as explained in the 
Medical Benefits section of this policy and are subject to the deductible amount and coinsurance percentage, unless 
otherwise stated in this Data Page section. 

• Primary care to treat an illness or injury 
• Specialist care 
• Other practitioner care (nurse, physician assistant) 
• Outpatient facility fee 
• Outpatient surgery physician/surgical services 
• Hospice care 
• Infertility treatment 
• Private-duty nursing 
• Home health care 
• Emergency room services  
• Ambulance/emergency transportation 
• Inpatient hospital stay 
• Inpatient physician and surgical services 
• Bariatric surgery 
• Extended care facility 
• Prenatal and postnatal care 
• Delivery and all inpatient maternity care 
• Mental/behavioral health inpatient and outpatient services 
• Substance abuse disorder inpatient and outpatient services 
• Outpatient rehabilitation 
• Habilitation 
• Chiropractic care 
• Durable medical equipment 
• Hearing aids 
• Imaging (CT/PET scans, MRIs) 
• Rehabilitative speech therapy, occupational therapy, and physical therapy 
• Laboratory outpatient and professional services 
• X-rays and diagnostic imaging 
• Transplant 
• Accidental dental 
• Dialysis 
• Allergy testing 
• Chemotherapy 
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• Radiation
• Diabetes education
• Prosthetic devices
• Infusion therapy
• Treatment for temporomandibular joint disorders
• Nutritional counseling
• Reconstructive surgery
• Clinical trials
• Diabetes care management
• Dental anesthesia
• Congenital anomaly, including cleft lip/palate
• Sexual dysfunction
• Sterilization
• Blood services
• Anesthesia
• Cardiac rehabilitation
• Pulmonary rehabilitation
• Orthotic device for positional plagiocephaly
• Organ donor search

NOTE: When covered expenses are provided by an Indian Health Service provider, your cost share may be 
reduced. 

PRIOR AUTHORIZATION REQUIREMENTS 
We require prior authorization for certain covered expenses. When services or supplies are received from a 
network provider, the network provider is responsible for obtaining the prior authorization.  

This policy does not provide benefits for expenses received from a non-network provider, except for 
emergencies.  

Obtaining prior authorization does not guarantee payment. Please see the Prior Authorization section for more 
information. 
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Section 3 
GENERAL DEFINITIONS 

In this policy, italicized words are defined. Terms used 
primarily in one section of this policy are defined in 
that section for the convenience of the reader. Words 
not italicized will be given their ordinary meaning.  

Wherever used in this policy: 

"Accident" or "accidental" means an unintended or 
unforeseeable event or occurrence that occurs while 
this policy is in force and that is not excluded in the 
General Exclusions and Limitations section of this 
policy. 

"Coinsurance percentage" means the percentage of 
covered expenses that are payable by us after the 
deductible amount or copayment amount has been 
met, as applicable.  

"Copayment amount" means the amount of covered 
expenses that must be paid by a covered person for 
each service that is subject to a copayment amount 
(as shown in the Data Page), before benefits are 
payable for remaining covered expenses for that 
service under this policy. 

"Cosmetic treatment" means treatments, procedures, 
or services that change or improve appearance 
without significantly improving physiological function 
and without regard to any asserted improvement to 
the psychological consequences or socially avoidant 
behavior resulting from an injury, illness, or congenital 
anomaly.  

"Covered expense" means an expense that is:  

A. Provided for the purpose of preventing, 
evaluating, diagnosing, testing, or treating 
and illness or injury. 

B. Incurred while your or your dependent's 
insurance is in force under this policy;  

C. Covered by a specific benefit provision of this 
policy; and  

D. Not excluded anywhere in this policy.  

"Covered person" means you, your lawful spouse and 
each eligible child:  

A. Named in the application or enrollment form; 
or  

B. Whom we agree in writing to add as a 
covered person. 

"Custodial care" means care that is administered for 
assistance (rather than for training or education) of 
the patient in performing the activities of daily living. 
Custodial care also includes nonacute care for the 
comatose, semicomatose, paralyzed, or mentally 
incompetent patient. 

"Deductible amount" means the amount of eligible 
expenses, shown in the Data Page, that must actually 
be incurred by each covered person during any 
calendar year before any benefits are payable, unless 
the family deductible has been met, if applicable. The 
deductible amount does not include any copayment 
amount. 

A new deductible amount must be met each calendar 
year. 

"Dental expenses" means surgery or services 
provided to diagnose, prevent, or correct any ailments 
or defects of the teeth and supporting tissue and any 
related supplies or oral appliances. Expenses for 
such treatment are considered dental expenses 
regardless of the reason for the services. 

"Dependent" means your lawful spouse and/or an 
eligible child.  

"Designated facility" means a network facility that has 
entered into an agreement with us, or with an 
organization contracting on our behalf, to provide 
covered health services for the treatment of specified 
diseases or conditions. A designated facility may or 
may not be located within the network service area. 
The fact that a hospital is a network provider does not 
mean that it is a designated facility.  

"Doctor" means a duly licensed practitioner of the 
medical arts, limited to a physician holding an M.D. or 
D.O. degree, optometrist, dentist, podiatrist, 
chiropractor, or clinical psychologist. With regard to 
medical services provided to a covered person, a 
doctor must be currently licensed by the state in which 
the services are provided, and the services must be 
provided within the scope of that license. With regard 
to consulting services provided to us, a doctor must 
be currently licensed by the state in which the 
consulting services are provided. 

"Effective date" means the date a covered person 
becomes insured. The effective date is shown:  
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A. In the Data Page of this policy for initial 
covered persons; and  

B. In the written notification from us confirming 
the addition of a new covered person. 

"Eligible child" means your or your spouse's child, if 
that child is less than 26 years of age. 

As used in this definition, "child" means:  

A. A natural child;  

B. A legally adopted child;  

C. A child placed with you for adoption;  

D. A foster child; or 

E. A child for whom legal guardianship has been 
awarded to you or your spouse. 

It is your responsibility to notify us if your child ceases 
to be an eligible child. You must reimburse us for any 
benefits that we pay for a child at a time when the 
child did not qualify as an eligible child. 

"Eligible expense" means as determined below: 

A. For network providers: When a covered 
expense is received from a network provider, 
the eligible expense is the contracted fee with 
that provider. 

B. For non-network providers:  

1. When a covered expense is received 
from a non-network provider as a result 
of an emergency, the eligible expense is 
a rate agreed upon by us and the non-
network provider or a rate determined 
based upon the higher of: 

a. The median amount negotiated with 
network providers for the same 
service;  

b. 110% of the published rates allowed 
by the Centers for Medicare and 
Medicaid Services (CMS) for the 
same or similar services within the 
geographic market; or 

c. The amount that would be paid under 
Medicare for the same or similar 
service. 

2. For non-emergency covered expenses 
received at a network facility from a non-
network facility-based physician, the 
eligible expense is based on 110% of the 
published rates allowed by CMS for the 

same or similar service within the 
geographic market with the exception of 
the following: 

a. 50% of the published rates allowed 
by CMS for the same or similar 
freestanding laboratory service. 

b. 45% of the published rates allowed 
by CMS for the same or similar 
durable medical equipment from a 
freestanding supplier, or CMS 
competitive bid rates.  

3. Except as otherwise specified under B.1 
and B.2 above, when covered expenses 
are received from a non-network provider 
because there is no network provider 
who is reasonably accessible or available 
to provide appropriate services, the 
eligible expense is a rate agreed upon by 
us and the non-network provider or a rate 
determined based on 110% of the 
published rates allowed by CMS for the 
same or similar services within the 
geographic market. 

When a rate is not published by CMS for 
the service: 

a. A gap methodology will be applied 
that uses a relative value scale, 
which is usually based on the 
difficulty, time, work, risk, and 
resources of the service. The relative 
value scale currently used is created 
by OptumInsight. If the OptumInsight 
relative value scale becomes no 
longer available, a comparable scale 
will be used. We and OptumInsight 
are related companies through 
common ownership by UnitedHealth 
Group. 

b. For pharmaceutical products, gap 
methodologies are applied that are 
similar to the pricing methodology 
used by CMS, and produce fees 
based on published acquisition costs 
or average wholesale price for the 
pharmaceuticals. These 
methodologies are currently created 
by RJ Health Systems, Thomson 
Reuters (published in its Red Book), 
or UnitedHealthcare based on an 
internally developed pharmaceutical 
pricing resource. 
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c. If a gap methodology does not apply 
to the service, or the provider does 
not submit sufficient information on 
the claim to pay it under the CMS 
published rates or a gap 
methodology, the eligible expense is 
based on 50% of the provider's billed 
charge. 

IMPORTANT NOTE: This policy does not provide 
benefits for covered expenses provided by non-
network providers, except as set forth in B.1, B.2, or 
B.3 above. In these limited situations, payment will be 
made for covered expenses as set forth in B.1, B.2, 
or B.3. If the non-network provider seeks to collect 
from you amounts in excess of our payment, please 
call the number on your health insurance 
identification card, and we will commence negotiation 
with the non-network provider. If, as a result of this 
negotiation, we are required by law to make additional 
payment to the non-network provider, this will 
become the eligible expense and your cost share will 
be determined based on this higher amount. 

"Emergency" means a medical condition manifesting 
itself by acute symptoms of sufficient severity, 
including, but not limited to, severe pain, or by acute 
symptoms developing from a chronic medical 
condition, that would lead a prudent layperson, who 
possesses an average knowledge of health and 
medicine, to reasonably expect the absence of 
immediate medical attention to result in any of the 
following: 

A. Placing the health of the covered person (or, 
with respect to a pregnant woman, the health 
of the woman or her unborn child) in serious 
jeopardy; 

B. Serious impairment to bodily functions; or 

C. Serious dysfunction of any bodily organ or 
part. 

If a covered person experiences an emergency 
medical condition, one of the ways to access 
emergency services is to call 9-1-1. 

"Emergency services" means health care items and 
services furnished or required to screen for or treat an 
emergency until the covered person's condition is 
stabilized, including pre-hospital care and ancillary 
services routinely available to the emergency 
department. 

"Experimental or investigational treatment" means 
medical, surgical, diagnostic, or other health care 

services, treatments, procedures, technologies, 
supplies, devices, drug therapies, or medications 
that, after consultation with a medical professional, 
we determine to be:  

A. Under study in an ongoing phase I or II 
clinical trial as set forth in the United States 
Food and Drug Administration ("USFDA") 
regulation, regardless of whether the trial is 
subject to USFDA oversight. 

B. An unproven service.  

C. Subject to USFDA approval, and: 

1. It does not have USFDA approval; 

2. It has USFDA approval only under its 
Treatment Investigational New Drug 
regulation or a similar regulation; or  

3. It has USFDA approval, but is being used 
for an indication or at a dosage that is not 
an accepted off-label use. An accepted 
off-label use of a USFDA-approved drug 
is a use that is determined by us to be: 

a. Included in authoritative compendia 
as identified from time to time by the 
Secretary of Health and Human 
Services;  

b. Safe and effective for the proposed 
use based on supportive clinical 
evidence in peer-reviewed medical 
publications; or 

c. Not an unproven service; or 

4. It has USFDA approval, but is being used 
for a use, or to treat a condition, that is 
not listed on the Premarket Approval 
issued by the USFDA or has not been 
determined through peer-reviewed 
medical literature to treat the medical 
condition of the covered person.  

C. Experimental or investigational according to 
the provider's research protocols.  

Items C and D above do not apply to phase III or IV 
USFDA clinical trials.  

"Extended care facility" means an institution, or a 
distinct part of an institution, that:  

A. Is licensed as a hospital, extended care 
facility, or rehabilitation facility by the state in 
which it operates;  

B. Is regularly engaged in providing 24-hour 
skilled nursing care under the regular 
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supervision of a doctor and the direct 
supervision of a registered nurse;  

C. Maintains a daily record on each patient;  

D. Has an effective utilization review plan;  

E. Provides each patient with a planned 
program of observation prescribed by a 
doctor; and  

F. Provides each patient with active treatment of 
an illness or injury, in accordance with 
existing standards of medical practice for that 
condition. 

Extended care facility does not include a facility 
primarily for rest, the aged, treatment of substance 
abuse, custodial care, nursing care, or for care of 
mental disorders or the mentally incompetent.  

"Freestanding facility" means an outpatient, 
diagnostic, or ambulatory center, or independent 
laboratory, that performs services and submits claims 
separately from a hospital.  

"Generally accepted standards of medical practice" 
are standards that are based on credible scientific 
evidence published in peer-reviewed medical 
literature generally recognized by the relevant 
medical community, relying primarily on controlled 
clinical trials. 

If no credible scientific evidence is available, then 
standards that are based on physician specialty 
society recommendations or professional standards 
of care may be considered. We reserve the right to 
consult medical professionals in determining whether 
a health care service, supply, or drug is medically 
necessary and is a covered expense under this 
policy. The decision to apply physician specialty 
society recommendations, the choice of medical 
professional, and the determination of when to use 
any such opinion, will be determined by us.  

"Hospital" means an institution that:  

A. Operates as a hospital pursuant to law;  

B. Operates primarily for the reception, care, 
and treatment of sick or injured persons as 
inpatients;  

C. Provides 24-hour nursing service by 
registered nurses on duty or call;  

D. Has staff of one or more doctors available at 
all times;  

E. Provides organized facilities and equipment 
for diagnosis and treatment of acute medical, 
surgical, or mental conditions either on its 
premises or in facilities available to it on a 
prearranged basis; and  

F. Is not primarily a long-term care facility; an 
extended care facility, nursing, rest, custodial 
care, or convalescent home; a halfway 
house, transitional facility, or residential 
treatment facility; a place for the aged, drug 
addicts, alcoholics, or runaways; a facility for 
wilderness or outdoor programs; or a similar 
establishment. 

Hospital includes a tax-supported institution, 
including a health clinic certified as a Medicaid 
provider. 

While confined in a separate identifiable hospital unit, 
section, or ward used primarily as a nursing, rest, 
custodial care or convalescent home, rehabilitation 
facility, extended care facility, or residential treatment 
facility, halfway house, or transitional facility, a 
covered person will be deemed not to be confined in 
a hospital for purposes of this policy. 

"Illness" means a sickness, disease, disorder, or 
abnormal condition of a covered person. Illness does 
not include learning disabilities, attitudinal disorders, 
or disciplinary problems. All illnesses that exist at the 
same time and that are due to the same or related 
causes are deemed to be one illness. Further, if an 
illness is due to causes that are the same as, or 
related to, the causes of a prior illness, the illness will 
be deemed a continuation or recurrence of the prior 
illness and not a separate illness. 

"Immediate family" means the parents, spouse, 
children, or siblings of any covered person, or any 
person residing with a covered person. 

"Injury" means accidental bodily damage sustained 
by a covered person and inflicted on the body by an 
external force. All injuries due to the same accident 
are deemed to be one injury. 

"Inpatient" means that medical services, supplies, or 
treatment is received by a person who is an overnight 
resident patient of a hospital or other facility, using 
and being charged for room and board. 

"Intensive care unit" means a Cardiac Care Unit, or 
other unit or area of a hospital, that meets the 
required standards of the Joint Commission on 
Accreditation of Hospitals for Special Care Units.  
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"Loss" means an event for which benefits are payable 
under this policy. A loss must occur while the covered 
person is insured under this policy. 

"Medical practitioner" means a doctor or other health 
care provider licensed or certified by the state in 
which care is rendered and performing services within 
the scope of that license or certification. With regard 
to consulting services provided to us, a medical 
practitioner must be licensed or certified by the state 
in which the consulting services are provided.  

"Medically necessary" means those covered services 
or supplies that are:  

A. Provided for the diagnosis, treatment, cure or
relief of a health condition, illness, injury, or
disease and, except for participation in a
covered clinical trial, are not for experimental,
investigational, or cosmetic purposes;

B. Necessary for and appropriate to the
diagnosis, treatment, cure, or relief of a
health condition, illness, injury, disease or its
symptoms;

C. Within generally accepted standards of
medical care in the community; and

D. Not solely for the convenience of the covered
person, the covered person's family, or the
provider.

"Mental disorder" means a mental or emotional 
disease or disorder that is:  

A. A disease of the brain with predominant
behavioral symptoms;

B. A disease of the mind or personality,
evidenced by abnormal behavior; or

C. A disorder of conduct evidenced by socially
deviant behavior.

Mental disorder includes psychiatric illnesses listed in 
the current edition of the Diagnostic and Statistical 
Manual for Mental Disorders of the American 
Psychiatric Association. 

"Network" means a group of doctors and providers 
located in the network service area who have 
contracts that include an agreed upon price for health 
care expenses that are covered expenses under this 
policy. 

"Network provider" means a doctor, provider, or 
member pharmacy who is identified in the most 

current list for the network applicable to this policy and 
shown on your identification card. 

A covered person may locate network providers in 
your area by accessing our website at 
myuhc.com. A printed provider directory is 
available upon request. 

"Network service area" means those counties in 
North Carolina in which we offer medical expense 
coverage under policies issued on this form and 
under which the services of network providers are 
available for the network shown on your health 
insurance identification card. 

"Outpatient" means that medical services, supplies, 
or treatment is received by a covered person who is 
not receiving inpatient care in a hospital or medical 
facility. Outpatient does not include medical services, 
supplies, or treatment received by a covered person 
at home, school, or any other non-medical place of 
service, unless specifically covered in the home or 
school by this policy.  

"Outpatient surgical facility" means any facility with a 
medical staff of doctors that operates pursuant to law 
for the purpose of performing surgical procedures, 
and that does not provide accommodations for 
patients to stay overnight. This does not include 
facilities such as: acute-care clinics, urgent care 
centers, ambulatory-care clinics, freestanding 
emergency facilities, and doctor offices. 

"Policy" when italicized, means this policy issued and 
delivered to you. It includes the attached pages, the 
application(s) and/or enrollment form(s), if any, and 
any amendments. 

"Primary care physician" means a doctor who is a 
family practitioner, general practitioner, pediatrician, 
or internist. 

"Proof of loss" means information required by us to 
decide if a claim is payable and the amount that is 
payable. It includes, but is not limited to, claim forms, 
medical bills or records, other plan information, and 
network repricing information. Proof of loss must 
include a copy of all Explanation of Benefit forms from 
any other insurance carrier, including Medicare. 

"Residence" means the physical location where you 
live. If you live in more than one location, and you file 
a United States income tax return, the physical 
address (not a P.O. Box) shown on your United 
States income tax return as your residence will be 
deemed to be your place of residence. If you do not 
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file a United States income tax return, the residence 
where you spend the greatest amount of time in a 
calendar year will be deemed to be your place of 
residence.  

"Residential treatment facility" means a facility that 
provides (with or without charge) sleeping 
accommodations, and: 

A. Is not a hospital, extended care facility, or 
rehabilitation facility; or 

B. Is a unit whose beds are not licensed at a 
level equal to or more acute than skilled 
nursing. 

"Sexual dysfunction" means any of a group of sexual 
disorders characterized by inhibition of either sexual 
desire or the psychophysiological changes that 
usually characterize sexual response. Included are 
female sexual arousal disorder, male erectile 
disorder, and hypoactive sexual desire disorder. 

"Specialist physician" means a doctor who is not a 
primary care physician and who has completed 
advanced education and training in a specific field of 
medicine.  

"Spouse" means the person to whom you are legally 
married. 

"Substance abuse" means alcohol, drug or chemical 
abuse, overuse, or dependency. 

"Surgery" or "surgical procedure" means:  

A. An invasive diagnostic procedure; or  

B. The treatment of a covered person's illness 
or injury by manual or instrumental 
operations, performed by a doctor while the 
covered person is under general or local 
anesthesia.  

"Telehealth" means the delivery of health care 
services by means of real-time, two-way electronic 
audio-visual communication technologies, including 
secure video conferencing, to facilitate the diagnosis, 
consultation, or treatment of a covered person's 
condition while the covered person and the health 
care provider are in different locations. Telehealth 
does not include audio-only telephone, facsimile, 
texting, instant messaging, or electronic mail. 

"Unproven service(s)" means services, including 
medications, that are determined not to be effective 
for treatment of the medical condition, and/or not to 

have a beneficial effect on health outcomes, due to 
insufficient and inadequate clinical evidence from 
well-conducted randomized controlled trials or well-
conducted cohort studies in the prevailing published 
peer-reviewed medical literature. 

A. "Well-conducted randomized controlled 
trials" means that two or more treatments are 
compared to each other, the patient is not 
allowed to choose which treatment is 
received, and neither the provider nor the 
patient is informed as to which treatment the 
patient is receiving. 

B. "Well-conducted cohort studies" means 
patients who receive study treatment are 
compared to a group of patients who receive 
standard therapy. The comparison group 
must be nearly identical to the study 
treatment group.  

"Urgent care center" means a facility, not including a 
hospital emergency room or a doctor's office, that 
provides treatment or services that are required: 

A. To prevent serious deterioration of a covered 
person's health; and 

B. As a result of an unforeseen illness, injury, or 
the onset of acute or severe symptoms. 

"We," "our," or "us" refers to UnitedHealthcare of 
Wisconsin, a health maintenance organization (HMO) 
that is organized under the laws of the State of North 
Carolina. 

"You" or "your" refers to the Primary Insured named 
in the Data Page. 

Section 4 
PREMIUMS 

PREMIUM PAYMENT: Each premium is to be paid 
by you without contribution or reimbursement by or on 
behalf of any health care provider or any health care 
provider sponsored organization. We will also accept 
premium payments from the following third parties: 

A. Ryan White HIV/AIDS Program under Title 
XXVI of the Public Health Service Act. 

B. Indian tribes, tribal organizations, or urban 
Indian organizations. 

C. Local, state, and federal government 
programs, including grantees directed by 
government programs to make payments on 
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their behalf consistent with the program's 
statutory authority. 

Each premium is to be received by us on or before its 
due date. A due date is the last day of the period for 
which the preceding premium was paid.  

GRACE PERIOD: You have until the 31st day 
following each premium due date to pay all premiums 
due. We may pay benefits for your covered expenses 
incurred during this 31-day grace period. Any such 
benefit payment is made in reliance on the receipt of 
the full premium due from you by the end of the grace 
period. 

However, if we pay benefits for any claims during the 
grace period, and the full premium is not paid by the 
end of the grace period, we will require repayment of 
all benefits paid from you or any other person or 
organization that received payment on those claims. 
If repayment is due from another person or 
organization, you agree to assist and cooperate with 
us in obtaining repayment. You are responsible for 
repaying us if we are unsuccessful in recovering our 
benefits from these other sources. 

For Those Receiving an Advance Payment of Tax 
Credit: If you are receiving an Advance Payment of 
Tax Credit, as allowed under Section 36B of Title 26, 
as provided for by the Patient Protection and 
Affordable Care Act, you will have a 3-month grace 
period during which you may pay your premium and 
keep your coverage in force. We will pay benefits for 
your covered expenses during the first month of the 
grace period. You are responsible for paying the 
grace period premium. Prior to the last day of the 3-
month grace period, we must receive all premiums 
due for those 3 months. No claims will be paid beyond 
the initial month of the grace period until all premiums 
are paid for the full 3-month grace period. 

MISSTATEMENT OF AGE OR TOBACCO USE: If a 
covered person's age or tobacco use status has been 
misstated in the application or enrollment form, the 
premium payable under this policy shall be 
retroactively adjusted to be the premium that should 
have been paid based on the correct age or tobacco 
use status.  

CHANGE OR MISSTATEMENT OF RESIDENCE: If 
you change your residence, you must notify the 
federal Health Insurance Marketplace of your new 
residence. If your new residence is still in the same 
network service area, your premium may change and 
will be based on your new residence beginning on the 

date determined by the federal Health Insurance 
Marketplace. If your new residence is outside the 
network service area, coverage may end as 
described in the Continuing Eligibility section and/or 
the Termination section. 

BILLING/ADMINISTRATIVE FEES: We may charge 
a $20 fee for any check or automatic payment 
deduction that is returned unpaid. 

Section 5 
DEPENDENT COVERAGE 

Dependents may be enrolled only as determined by 
the federal Health Insurance Marketplace. You must 
notify the federal Health Insurance Marketplace of a 
new dependent to be added to this policy. 

EFFECTIVE DATE FOR DEPENDENTS: The 
effective date for your initial dependents, if any, is 
shown in the Data Page. Only dependents included 
in the application or enrollment form for coverage will 
be covered on your effective date. 

For dependents added to this policy after your 
effective date, unless the federal Health Insurance 
Marketplace determines a later date, the effective 
date of a dependent's coverage is as described in this 
section. 

ADDING A NEWBORN CHILD: Subject to a 
determination of the federal Health Insurance 
Marketplace, an eligible child born to you or your 
spouse will be covered from the time of birth until the 
31st day after its birth. The newborn child will be 
covered from the time of its birth for loss due to injury 
and illness, including loss from complications of birth, 
premature birth, medically diagnosed congenital 
defect(s), and birth abnormalities. 

Enrollment information from the federal Health 
Insurance Marketplace will be required to continue 
coverage beyond the 31st day after the date of birth 
of the child. You must notify the federal Health 
Insurance Marketplace of the child's birth. The 
effective date of the child's coverage will follow the 
rules of the federal Health Insurance Marketplace. 
Any additional premium necessary will be calculated 
from the date determined by the federal Health 
Insurance Marketplace.  

If additional premium is required, coverage of the 
child will terminate on the 31st day after its birth, 
unless we have received both written notice of the 
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child’s birth and the required premium within 90 days 
of the child’s birth. 

ADDING AN ADOPTED OR FOSTER CHILD: 
Subject to a determination of the federal Health 
Insurance Marketplace, an eligible child legally 
placed with you or your spouse for adoption or foster 
care will be covered from the date of placement until 
the 31st day after placement, unless the legal 
obligation is terminated and the child is removed from 
your or your spouse's custody.  

A child placed for adoption or foster care prior to the 
age of 18 years will be covered for loss due to injury 
and illness, including loss from complications of birth, 
premature birth, medically diagnosed congenital 
defect(s), and birth abnormalities.  

Enrollment information from the federal Health 
Insurance Marketplace will be required to continue 
coverage beyond the 31st day following placement of 
the child. You must notify the federal Health 
Insurance Marketplace of the child's placement for 
adoption or foster care. The effective date of the 
child's coverage will follow the rules of the federal 
Health Insurance Marketplace. Any additional 
premium necessary will be calculated from the date 
determined by the federal Health Insurance 
Marketplace.  

If additional premium is required, coverage of the 
child will terminate on the 31st day following 
placement, unless we have received both written 
notice of the child's placement and any additional 
premium required within 90 days of the date of 
placement. 

As used in this provision, "placement" means the 
earlier of: 

A. The date that you or your spouse assume
physical custody of the child for the purpose
of adoption or foster care; or

B. The date of entry of an order granting you or
your spouse custody of the child for the
purpose of adoption or foster care.

ADDING OTHER DEPENDENTS: Dependents may 
be enrolled only as determined by the federal Health 
Insurance Marketplace. You must notify the federal 
Health Insurance Marketplace of a new dependent to 
be added to this policy. The effective date of the 
dependent's coverage must follow the rules of the 
federal Health Insurance Marketplace. 

Section 6 
AMOUNT PAYABLE 

AMOUNT PAYABLE: A new deductible amount must 
be met each calendar year. 

We will pay the applicable coinsurance percentage in 
excess of the applicable deductible amount(s) and 
copayment amount(s) for a service or supply that: 

A. Qualifies as a covered expense under one or
more benefit provisions; and

B. Is received while the covered person's
insurance is in force under this policy if the
charge for the service or supply qualifies as
an eligible expense.

When the out-of-pocket maximum has been met, 
additional covered expenses incurred at network 
providers or due to an emergency at non-network 
providers will be payable at 100% of eligible 
expenses. 

The amount payable will be subject to: 

A. Any specific benefit limits stated in this policy;

B. A determination of eligible expenses; and

C. Any exclusion for expenses incurred at a
non-network provider. (Please refer to the
information in the Data Page.)

The applicable deductible amount(s), coinsurance 
percentage, and copayment amounts are shown in 
the Data Page.  

EXAMPLE PAYMENT CALCULATIONS: The 
following are examples of how we calculate your and 
our payment amounts: 

For Network Providers: We determine the 
contracted rate we have with the network provider for 
the service you receive. We calculate payment 
obligations based on that contracted rate. 

Example, which assumes the deductible amount has 
already been satisfied and no copayment amount is 
applicable: 

The charge is $1,200. 

The contracted rate is $900. 

Coinsurance percentage is 70%. 

We pay 70% of $900 = $630. 

You pay 30% of $900 = $270. 
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For Non-Network Providers: This policy does not 
provide benefits for covered expenses provided by 
non-network providers, except as set forth in the 
definition of “eligible expense.” In these limited 
situations, we determine the eligible expense as set 
forth in the definition of “eligible expense,” and then 
calculate payment obligations based on that amount. 

Example, which assumes the deductible amount has 
already been satisfied and no copayment amount is 
applicable: 

The charge is $1,200. 

The eligible expense is $1,100. 

Coinsurance percentage is 70%. 

We pay 70% of $1,100 = $770. 

You pay 30% of $1,100 = $330. 

PRIMARY CARE PHYSICIAN: In order to obtain 
benefits, you must select a network primary care 
physician for each covered person. You may select 
any network primary care physician who is accepting 
new patients and who practices in your state of 
residence. If you do not select a network primary care 
physician for each covered person, one will be 
assigned. You may obtain a list of network primary 
care physicians at our website or by calling the 
telephone number shown on the front page of your 
policy.  

The network primary care physician will be 
responsible for coordinating all covered health 
services and making referrals for services from other 
network providers. A covered person does not need 
a referral from his or her network primary care 
physician for obstetrical or gynecological treatment 
and may seek care directly from a network 
obstetrician or gynecologist. For all other network 
specialist physicians and other network primary care 
physicians, the covered person must obtain a referral 
from his or her selected/assigned network primary 
care physician in order to be eligible for benefits under 
this policy.  

You may change your network primary care physician 
by submitting a written request, online at our website, 
or by contacting our office at the number shown on 
your identification card. Changes are permitted once 
per month. Changes submitted on or before the 15th 
of the month will be effective on the first day of the 
following month. Changes submitted on or after the 
16th of the month will be effective on the first day of 
the second following month.  
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REFERRAL REQUIRED: A covered person does not 
need a referral from his or her network primary care 
physician for obstetrical or gynecological treatment 
from a network obstetrician or gynecologist. For all 
other network specialist physicians and other network 
primary care physicians, the covered person must 
obtain a referral from his or her selected/assigned 
network primary care physician for benefits to be 
payable under this policy. Please refer to the Data 
Page. 

If a covered person's network primary care physician 
obtains approval from us and refers the covered 
person to a non-network provider for a service or 
supply that is an eligible expense, the service or 
supply will be covered as a network eligible expense. 
If a covered person obtains a non-emergency service 
or supply from a non-network provider without first 
obtaining a referral from the covered person's 
network primary care physician, that service or supply 
will not be eligible for benefits under this policy. 

ONGOING SPECIALTY CARE: If a covered person 
has a serious or chronic degenerative, disabling, or 
life threatening disease or condition that, in the 
opinion of the covered person's network primary care 
physician, in consultation with a network specialist 
physician, requires ongoing specialty care, the 
covered person may request: 

A. An extended or standing referral to a network
specialist physician for a period not to exceed
12 months, which must be made under a
treatment plan coordinated by the network
primary care physician, the network specialist
physician, the covered person or his or her
designee, and us; or

B. The selection of a network specialist
physician as the covered person's primary
care physician. The network specialist
physician:

1. Must have expertise in treating the
serious or chronic degenerative,
disabling, or life threatening disease or
condition; and

2. Must agree to be responsible for and
capable of providing and coordination the
covered person's primary and specialty
care.

The selection of a network specialist 
physician as a primary care physician must 
be made under a treatment plan coordinated 
by the network specialist physician and the 
covered person or his or her designee, after 
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notice to the covered person's original 
primary care physician, and must be 
approved by us. 

NETWORK PROVIDER AVAILABILITY: Your 
network is shown on your health insurance 
identification card. This network offers a limited 
network of providers. To obtain network benefits, a 
covered person must receive covered services from 
a network provider, unless otherwise approved by us. 
You can confirm that a provider is a network provider 
by calling us at the telephone number on your health 
insurance identification card or you can access a 
directory of network providers online at 
myuhc.com. 

The following covered services may also be provided 
through the larger Compass network. A covered 
person is eligible for network benefits when these 
services are received from providers who are 
contracted with us, or with an organization contracting 
on our behalf, through the Compass network. 

A. Outpatient emergency services.

B. A hospital inpatient stay when the covered 
person is admitted to the hospital on an 
unscheduled basis because of an 
emergency.

C. Urgent care services that are required to 
prevent serious deterioration of a covered 
person's health as a result of an unforeseen 
illness, injury, or the onset of acute or severe 
symptoms. 

Go to myuhc.com or contact us for the Compass 
network provider directory.  

Also, if we determine that specific covered services 
are not available from a network provider, a covered 
person may be eligible for network benefits when 
those services are received from a Compass 
provider. In this situation, before the covered person 
receives the service, the covered person's primary 
care physician will notify us and, if we confirm that 
the services are not available from a network 
provider, we will work with the covered person and 
the primary care physician to coordinate these 
services through a Compass network provider. 

CONTINUITY OF CARE: This provision applies to a 
covered person if the covered person has an ongoing 
special condition and either of the following are true: 
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A. The network provider from whom the covered
person is receiving care contract with us has
been terminated as a network provider for
reasons other than those relating to quality of
care or fraud. We will notify the covered
person on a timely basis that the provider is
no longer a network provider and of the
covered person's right to elect continuity of
care with that provider.

B. The covered person is newly covered under
this policy because the covered person lost
employer group coverage and is receiving
treatment for an ongoing special condition
from a provider who is not a network provider
under this policy. We will notify the covered
person on the date of enrollment under this
policy of the right to elect continuity of care
with the provider.

The covered person's right to continue treatment from 
the non-network provider for an ongoing special 
condition will be valid for a transitional period of time 
as follows: 

A. In general, the covered person will have up to
90 days to continue treatment with the
provider before benefits will end. This 90-day
period will begin:

1. For a terminated network provider, on the
date of notice that such provider is no
longer a network provider; or

2. For a newly covered person, on the date
he or she becomes covered under this
policy.

B. For surgery, organ transplant, or inpatient
care that was scheduled before the covered
person receives notice that the provider is no
longer a network provider, or if the covered
person was on an established waiting list, the
transitional period will extend through the
date of discharge. In addition, coverage with
that provider will include post-discharge
follow-up care related to the surgery,
transplant, or other inpatient care occurring
within 90 days after the date of discharge.

C. For pregnancy, if the covered person has
entered the second trimester of pregnancy on
the date the covered person receives notice
that the provider is no longer a network
provider, coverage with the provider will
continue through treatment of the pregnancy,
including 60 days of postpartum care.
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D. If a covered person has been determined to 
be terminally ill at the time of a provider's 
termination as a network provider, and the 
provider was treating the terminal illness 
before the date of the provider's termination 
or the covered person's enrollment under this 
policy, the transitional period will extend for 
the remainder of the covered person's life 
with respect to care directly related to 
treatment of the terminal illness or its medical 
manifestations. 

In addition, the following conditions must be met 
during the transition period: 

A. If the provider is a terminated network 
provider, the provider must agree to accept 
reimbursement at the rates applicable before 
the start of the transitional period as payment 
in full. 

B. For a newly covered person, the provider 
must agree to accept the prevailing rate 
based on contracts we have with similar 
providers in the same or similar geographic 
area, plus any applicable copayment amount, 
as reimbursement in full. 

C. The provider must agree to comply with our 
quality assurance programs, if any, and to 
provide us with necessary medical 
information related to the care provided. 

D. The provider must agree to adhere to our 
established policies and procedures for 
network providers, including procedures 
regarding referrals, obtaining prior 
authorization, providing services pursuant to 
a treatment plan approved by us (if any), and 
member hold harmless provisions. 

E. The covered person or his/her representative 
must notify us that the covered person elects 
to continue receiving treatment from the non-
network provider. The notice must be 
provided to us as follows: 

1. For a terminated network provider, within 
45 days of the date the covered person 
receives notice that the provider is no 
longer a network provider; or 

2. For a newly covered person, within 45 
days of the covered person's effective 
date of coverage under this policy. 

F. The provider must agree to discontinue 
providing services at the end of the transition 
period and to assist the covered person in 
transitioning to a network provider. 

Definition: As used in this provision, "ongoing special 
condition" means: 

A. In the case of an acute illness, a condition 
that is serious enough to require medical care 
or treatment to avoid a reasonable possibility 
of death or permanent harm. 

B. In the case of a chronic illness or condition, a 
disease or condition that is life threatening, 
degenerative, or disabling, and requires 
medical care or treatment over a prolonged 
period of time. 

C. In the case of pregnancy, pregnancy from the 
start of the second trimester. 

D. In the case of a terminal illness, a covered 
person has been given a prognosis that the 
covered person has six months or less to live. 

COVERAGE UNDER OTHER POLICY 
PROVISIONS: Charges for services and supplies 
that qualify as covered expenses under one benefit 
provision will not qualify as covered expenses under 
any other benefit provision of this policy.  

Section 7 
MEDICAL BENEFITS 

Standard medical covered expenses are limited to 
charges for the services and supplies provided to a 
covered person and described in this section.  

For medically necessary services, we may compare 
the cost-effectiveness of alternate services or 
supplies when determining which of the services or 
supplies will be covered.  

AMBULANCE SERVICE BENEFITS: Covered 
expenses will include ambulance services for local 
ground transportation: 

A. From a covered person's home or the scene 
of an accident or emergency to the nearest 
hospital that can provide services appropriate 
to the covered person's illness or injury. 

B. Between hospitals. 

C. Between a hospital and an extended care 
facility. 

D. To the nearest neonatal special care unit for 
newborn infants treatment of illness, injuries, 
congenital birth defects, or complications of 
premature birth that require that level of care. 
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Benefits for air ambulance services are limited to: 

A. Services requested by police or medical 
authorities at the site of an emergency. 

B. Those situations in which ground 
transportation is not medically appropriate due 
to the severity of the illness or injury or the 
covered person is in a location that cannot be 
reached by ground ambulance. 

Non-emergency air ambulance services require prior 
authorization or services will not be covered. Please 
see the Prior Authorization section in this policy. 

Exclusions: No benefits will be paid for: 

A. Expenses incurred for ambulance services 
covered by a local governmental or municipal 
body, unless otherwise required by law. 

B. Air ambulance: 

1. Outside of the 50 United States and the 
District of Columbia; 

2. From a country or territory outside the 
United States to a location within the 50 
United States or the District of Columbia; 
or 

3. From a location within the 50 United 
States or the District of Columbia to a 
country or territory outside the United 
States. 

C. Ambulance services provided for a covered 
person's comfort or convenience, or for 
transportation to or from a doctor's office or 
dialysis center. 

D. Ambulance services provided for 
transportation for the purpose of services that 
are not covered expenses. 

ANESTHESIA: Covered expenses include charges 
incurred by a covered person for general, spinal 
block, or monitored regional anesthesia ordered by 
the attending doctor and administered by or under the 
supervision of a doctor other than the attending 
surgeon or assistant at surgery. 

Exclusions: Covered expenses do not include and 
not benefits will be paid for: 

A. Charges billed separately by the provider, 
which are not eligible for additional 
reimbursement. 

B. Local anesthetic covered as part of surgical 
benefits. 

BLOOD: Covered expenses include charges incurred 
by a covered person for transfusions of blood, 
plasma, blood plasma expanders, and other fluids 
injected into the bloodstream. The cost of storing a 
covered person's own blood will be a covered 
expense only when it is stored and used for a 
previously scheduled procedure. 

CLINICAL TRIALS: Covered expenses include 
charges incurred by a covered person for medically 
necessary costs of health care services associated 
with participation in a clinical trial, medically 
necessary monitoring, and the diagnosis and 
treatment of complications, only to the extent such 
costs are not funded by other resources. 

Covered expenses include the charges for the 
reasonable and necessary items and services used 
to prevent, diagnose, and treat complications arising 
from participating in a clinical trial.  

Benefits are available only when the covered person 
is clinically eligible for participation in the clinical trial 
as defined by the researcher. 

Exclusions: Covered expenses do not include and 
not benefits will be paid for:  

A. The costs of the actual investigational drug or 
device;  

B. Services that are not health care services;  

C. Services provided solely to satisfy data 
collection; 

D. Services not provided for direct clinical 
management; or  

E. Non-USFDA-approved drugs provided after 
the clinical trial has been concluded. 

Definitions:  

"Clinical trial" means phase II, III, and IV patient 
research studies designed to evaluate new 
treatments, including prescription drugs, and that: 

A.  Involve the treatment of life threatening 
medical conditions; 

B. Are medically indicated and preferable for the 
covered person compared to available non-
investigational treatment alternatives; and 

C. Have clinical and preclinical data that shows 
the trial will likely be more effective for the 
covered person than available non-
investigational treatment alternatives. 
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A clinical trial must: 

A. Involve determinations by treating 
physicians, relevant scientific data, and 
opinions of experts in relevant medical 
specialties. 

B. Be approved by centers or cooperative 
groups that are funded by one or more of the 
following: 

1. The National Institutes of Health (NIH); 

2. The Food and Drug Administration; 

3. The Centers for Disease Control and 
Prevention (CDC); 

4. The Agency for Health Care Research 
and Quality (AHRQ); 

5. The Department of Defense (DOD); or 

6. The Department of Veterans Affairs. 

C. Be conducted in a setting and by personnel 
that maintain a high level of expertise 
because of their training, experience, and 
volume of patients. 

"Life threatening condition" means a condition from 
which the likelihood of death is probable unless the 
course of the condition is interrupted. 

"Routine patient care costs" means items and 
services that would be considered covered expenses 
if the covered person were not involved in a clinical 
trial. Routine patient care costs do not include: 

A. The investigational item or service itself. 

B. Items or services provided solely to satisfy 
data collection and analysis needs and that 
are not used in the direct clinical 
management of the covered person.  

C. A service or supply that is clearly inconsistent 
with widely accepted and established 
standards of care for a particular diagnosis. 

D. Items and services provided by the research 
sponsors free of charge for any person 
enrolled in the clinical trial.  

DENTAL SERVICES: Covered expenses include 
charges incurred by a covered person for diagnostic, 
therapeutic, or surgical procedures, including oral 
surgery involving bones or joints of the jaw, when the 
procedure or dental treatment is related to one of the 
following conditions: 

A. Accidental injury of the natural teeth, jaw, 
cheeks, lips, tongue, roof, or floor of mouth 
suffered after the covered person's effective 
date of coverage. 

B. Congenital deformity, including cleft lip and/or 
cleft palate. 

C. Removal of tumors, cysts that are not related 
to teeth, or associated dental procedures; or 
exostoses for reasons other than preparation 
for dentures. 

Covered expenses also include: 

A. Dental implants and related procedures, such 
as bone grafting, associated with the three 
conditions listed above. 

B. Extractions, root canal therapy, crowns, 
bridges, and dentures necessary for 
treatment of the accidental dental injury or for 
reconstruction of the three conditions listed 
above. 

C. Dentures and orthodontic braces, if used to 
treat congenital deformity, including cleft lip 
and cleft palate. 

D. Surgery for the three conditions listed above 
only in the event that the condition results in 
functional impairment. 

Exclusion: No benefits will be paid for injury to the 
natural teeth as a result of chewing or biting. 

Definition: As used in this provision, "functional 
impairment" means an impairment that affects 
speech or the ability to eat or injury to the soft tissue 
of the mouth. 

DIABETES TREATMENT: Covered expenses 
include charges incurred by a covered person for 
equipment, supplies, services, medications, and 
laboratory procedures for the treatment of diabetes, 
and for diabetes self-management training and 
education. 

DIAGNOSTIC TESTING: Covered expenses include 
diagnostic procedures such as laboratory studies, 
radiology services, and other diagnostic testing, 
including: 

A. X-ray and other radiology services, including 
mammograms for any covered person 
diagnosed with breast disease. 

B. Electroencephalogram (EEG). 

C. Electrocardiogram (EKG). 
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D. Doppler studies. 

E. Pulmonary function tests (PFT). 

F. CT scans. 

G. Magnetic resonance imaging (MRI). 

H. Positron emission tomography (PET scans). 

DURABLE MEDICAL EQUIPMENT: Covered 
expenses include charges incurred by a covered 
person for: 

A. The rental of durable medical equipment; and 

B. Delivery and set-up charges associated with 
durable medical equipment. 

Replacement of durable medical equipment is 
covered only when necessitated by normal growth or 
when it exceeds its useful life. 

If more than one device can meet a covered person's 
functional needs, only the charge for the most cost 
effective device will be considered a covered 
expense. 

If more cost effective, we may authorize the purchase 
of the equipment in lieu of its rental. If making a 
purchase, we may deduct previous rental payments 
from the purchase allowance. 

Exclusion: Covered expenses do not include, and no 
benefits will be paid for, a motorized wheelchair. 

Definition: "Durable medical equipment" means 
items that are: 

A. Used for medical purposes;  

B. Ordered or provided by a doctor for outpatient 
use primarily in a home setting; 

C. Not consumable or disposable except as 
needed for the effective use of durable 
medical equipment; and  

D. Not useful to a person in the absence of a 
disease or disability. 

EMERGENCY: Covered expenses include the 
charges incurred by a covered person for emergency 
treatment of an injury or illness, even if confinement 
is not required. However, charges for the use of the 
emergency room itself will be subject to the 
emergency room copayment amount shown in the 
Data Page if the covered person is not directly 
admitted to the hospital for inpatient treatment. 
Emergency services shall be provided to the extent 

necessary to screen and stabilize the covered 
person. 

If a covered person experiences an emergency 
medical condition, one of the ways to access 
emergency services is to call 9-1-1. 

Definition: "Stabilize" means that appropriate 
medical care is provided to prevent a material 
deterioration of the covered person's condition, within 
reasonable medical probability, including medically 
necessary services and supplies to maintain 
stabilization until the covered person is transferred. 

FAMILY PLANNING: Covered expenses include 
charges incurred by a covered person for: 

A. Diagnosis and treatment of any underlying 
cause of infertility. 

B. Diagnosis, treatment, and correction of any 
underlying cause of sexual dysfunction. 

C. Sterilization, including female tubal ligation 
and male vasectomy. 

D. Contraceptive devices, including the insertion 
or removal of, and any medically necessary 
consultations, examinations, or procedures 
associated with, the use of intrauterine 
devices, diaphragms, injectable 
contraceptives, and implanted hormonal 
contraceptives. 

Limitation: Benefits for diagnosis and treatment of 
any underlying cause of infertility are limited to 3 
medical ovulation induction cycles per covered 
person per lifetime. 

Exclusions: Covered expenses do not include and 
no benefits will be paid for: 

A. The collection and storage of blood and stem 
cells taken from the umbilical cord and 
placenta for future use in fighting a disease. 

B. Artificial means of conception, including, but 
not limited to, artificial insemination, in-vitro 
fertilization (IVF), ovum or embryo 
placement, intracytoplasmic sperm injection 
(ICSI), and gamete intrafallopian transfer 
(GIFT) and associated services. 

C. Donor eggs and sperm. 

D. Surrogate mothers. 

E. Reversal of sterilization. 
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F. Treatment of infertility or reduced fertility that 
results from a prior sterilization procedure or 
a normal physiological change such as 
menopause. 

Definition: "Infertility" means the inability to conceive 
a child after 12 consecutive months of unsuccessful 
attempts. 

HABILITATIVE SERVICES: Covered expenses 
include the charges incurred for habilitative services 
for a covered person with a congenital, genetic, or 
early acquired disorder when both of the following 
conditions are met: 

A. The treatment is administered by a licensed 
speech-language pathologist, licensed 
audiologist, licensed occupational therapist, 
licensed physical therapist, or doctor.  

B. The initial or continued treatment must be 
proven and not experimental or 
investigational treatment. 

When the covered person reaches his or her 
maximum level of improvement or does not 
demonstrate continued progress under a treatment 
plan, a service that was previously a habilitative 
service will no longer be considered a habilitative 
service. 

We may require that a treatment plan be provided or 
request medical records, clinical notes, or other 
necessary data to allow us to verify that initial or 
continued medical treatment is needed and that the 
covered person's condition is clinically improving as a 
result of the habilitative service(s). 

Therapies provided for the purpose of general well-
being or conditioning in the absence of a disabling 
condition are not considered habilitative services. A 
service will not be determined to be skilled simply 
because there is not an available caregiver.  

Limitations: 
A. Occupational therapy and physical therapy, 

including chiropractic services and 
osteopathic manipulation, are limited to a 
combined maximum of 30 visits per covered 
person per calendar year. 

B. Speech therapy is limited to a maximum of 30 
visits per covered person per calendar year. 
Speech therapy for stammering or stuttering 
is not a covered expense. 

The visit limitations above apply to all therapy 
services (except inpatient services), regardless of the 
provider of the therapy services (e.g., doctor, 
chiropractor, physical therapist, et al). 

Definitions: 

A "congenital, genetic, or early acquired disorder" 
includes, but is not limited to, the following: 

A. Hereditary disorders. 

B. A disorder resulting from an illness, injury, 
trauma, or some other event or condition 
suffered by a covered person prior to 
developing functional life skills such as, but 
not limited to, walking, talking, or self-help 
skills. 

C. Cerebral palsy, or other disorders resulting 
from early childhood illness, injury, or trauma. 

"Habilitative services" means medically necessary 
skilled health care services that help a person keep, 
learn, or improve skills and functioning for daily living. 
A habilitative service is skilled when all of the 
following are true:  

A. The service is part of a prescribed plan of 
treatment or maintenance program that is 
medically necessary to maintain a covered 
person's current condition or to prevent or 
slow further decline and that helps the 
covered person to meet functional goals in a 
treatment plan within a prescribed time 
frame. 

B. The service is ordered by a doctor and 
provided and administered by a licensed 
provider. 

C. The service is not delivered for the purpose 
of assisting with activities of daily living, 
including dressing, feeding, bathing, or 
transferring from a bed to a chair. 

D. The service requires clinical training in order 
to be delivered safely and effectively. 

E. The service is not custodial care.  

Habilitative services do not include: 

A. Services that are solely educational in nature 
or otherwise paid under state or federal law 
for purely educational services. 

B. Custodial care, respite care, day care, 
therapeutic recreation, vocational training, 
and residential treatment. 
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C. Services provided by family or household 
members. 

D. Treatment of mental disorders, other than 
congenital, genetic, or early acquired 
disorders. 

HOME HEALTH CARE: Covered expenses for the 
medically necessary care and treatment of an illness 
or injury at the covered person's home are limited to 
services and supplies that are: 

A. Prescribed by a doctor; 

C. Provided by a home health care agency; and 

D. Provided to a covered person who is 
homebound due to illness or injury. 

Covered expenses include charges incurred by a 
covered person for: 

A. Home health aide services.  

B. Part-time or intermittent nursing care provided 
by a Registered Professional Nurse (R.N.) or 
a Licensed Practical Nurse (L.P.N.). 

C. The professional fees of a licensed physical, 
occupational, or speech therapist, subject to 
the limitations applicable to these services.  

D. Rental of the durable medical equipment set 
forth in the Durable Medical Equipment 
provision in this section of this policy. 

Exclusion: No benefits will be payable for charges 
related to homemaker services, such as cooking and 
housekeeping, and for dietitian services or meals. 

Definitions: 

"Home health aide services" means those services 
directed toward the personal care of a covered 
person that are: 

A. Consistent with the written treatment plan 
prescribed by a doctor;  

B. Provided by a home health aide employed by 
a home health care agency; and  

C. Supervised by a registered nurse.  

"Home health care agency" means a public or private 
agency, or one of its subdivisions, that: 

A. Operates pursuant to law; 

B. Is regularly engaged in providing home health 
care under the regular supervision of a 
registered nurse; 

C. Maintains a daily medical record on each 
patient; and 

D. Provides each patient with a planned program 
of observation and treatment by a doctor, in 
accordance with existing standards of medical 
practice for the injury or illness requiring the 
home health care.  

An agency that is approved to provide home health 
care to those receiving Medicare benefits will be 
deemed to be a home health care agency.  

HOSPICE CARE: Covered expenses include 
charges incurred by a covered person for services 
provided by a hospice if a doctor has diagnosed the 
covered person as terminally ill. 

Any exclusion or limitation contained in this policy 
regarding the following will not be applied to this 
provision: 

A. An injury or illness arising out of, or in the 
course of, employment for wage or profit; 

B. Medical necessity of services or supplies, to 
the extent such services or supplies are 
provided as part of a hospice care program; or 

C. Expenses for other persons. 

Definitions: 

"Hospice" means an institution that: 

A. Provides a hospice care program;  

B. Is separated from or operated as a separate 
unit of a hospital, hospital-related institution, 
home health care agency, mental health 
facility, extended care facility, or any other 
licensed health care institution; 

C. Provides care for the terminally ill; and 

D. Is licensed by the state in which it operates. 

"Hospice care program" means a coordinated, 
interdisciplinary program prescribed and supervised 
by a doctor to meet the special physical, 
psychological, and social needs of a terminally ill 
covered person and those of his or her immediate 
family.  

"Terminally ill" means a doctor has given a prognosis 
that a covered person has six months or less to live. 

HOSPITAL INPATIENT STAY: Covered expenses 
include charges made by a hospital for: 



Sam
ple

IEX21-UHCWI-HMO-S4500-32 Page 24 091620 

A. Daily room and board and nursing services, 
not to exceed the hospital's most common 
semi-private room rate. 

B. Daily room and board and nursing services 
while confined in an intensive care unit, not to 
exceed the eligible expense.  

C. A medically necessary isolation unit equipped 
and staffed as such. 

D. Inpatient use of an operating, treatment, or 
recovery room. 

E. Outpatient use of an operating, treatment, or 
recovery room for surgery. 

F. The cost and administration of an anesthetic. 

G. Hemodialysis and the charges for processing 
and administration of blood or blood 
components. 

H. Services and supplies, including drugs and 
medicines, that are routinely provided by the 
hospital to persons for use only while they are 
inpatients.  

LAB, X-RAY, AND DIAGNOSTICS: Covered 
expenses include charges incurred by a covered 
person for: 

A. Diagnostic testing using radiologic, 
ultrasonographic, or laboratory services 
(psychometric, behavioral and educational 
testing are not included). 

B. Diagnostic computerized axial tomography 
(CAT or CT scan), magnetic resonance 
imaging (MRI), or positron emission 
tomography (PET scan). 

C. Pulmonary function tests (PFT), Doppler 
studies, electroencephalogram (EEG), and 
electrocardiogram (EKG). 

MASTECTOMY: See the Reconstructive Surgery 
provision in this section of this policy. 

MENTAL DISORDERS AND SUBSTANCE ABUSE: 
Covered expenses include charges incurred by a 
covered person for the diagnostic evaluation of 
mental disorders and substance abuse. 

Covered expenses include charges incurred by a 
covered person for treatment of mental disorders and 
substance abuse by an appropriately licensed 
provider or facility for the following levels of care: 

A. Inpatient treatment. 

B. Treatment in a residential treatment facility.  

C. Partial hospitalization/day treatment. 

D. Intensive outpatient treatment.  

E. Outpatient treatment. 

Inpatient and residential treatment facility treatment 
includes room and board at the hospital's or facility's 
most common semi-private room rate. 

Covered expenses include charges incurred by a 
covered person for the following services when 
provided by or under the direction of a properly 
qualified behavioral health provider: 

A. Diagnostic evaluations, assessment, and 
treatment planning. 

B. Treatment and/or procedures, including 
alcohol detoxification. 

C. Medication management and other 
associated treatments. 

D. Individual or family counseling, or group 
therapy. 

E. Provider-based case management services. 

F. Crisis intervention and stabilization for acute 
episodes. 

G. Professional services of mental health 
practitioners acting within the scope of their 
license, including psychiatrists, clinical social 
workers, licensed professional counselors, 
and marriage and family counselors. 

H. Biofeedback. 

Exclusions: Covered expenses do not include, and 
no benefits will be paid for, the charges incurred for: 

A. Services performed in connection with 
conditions not classified in the current edition 
of the Diagnostic and Statistical Manual of 
the American Psychiatric Association. 

B. Outside of initial assessment,: 

1. For services as treatments for a primary 
diagnosis of conditions and problems 
that may be a focus of clinical attention, 
but are specifically noted not to be mental 
disorders within the current edition of the 
Diagnostic and Statistical Manual of the 
American Psychiatric Association. 

2. For services as treatments for the 
primary diagnoses of learning 
disabilities, conduct and impulse control 
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disorders, pyromania, kleptomania, 
gambling disorder, and paraphilic 
disorder. 

3. For all unspecified disorders for which
the provider is not obligated to provide
clinical rationale as defined in the current
edition of the Diagnostic and Statistical
Manual for Mental Disorders of the
American Psychiatric Association.

C. Educational services that are focused on
primarily building skills and capabilities in
communication, social interaction, and
learning.

D. For tuition or services that are school-based
for children and adolescents required to be
provided by, or paid for by, the school under
the Individuals with Disabilities Education
Act.

E. Transitional living services.

F. Non-medical 24-hour withdrawal 
management.

G. High intensity residential care, including
American Society of Addiction Medicine 
(ASAM) criteria Level 3.3, for a covered 
person with substance-related and addictive 
disorders who is unable to participate in his 
or her care due to significant cognitive 
impairment.

Definitions: As used in this provision, the following 
terms have the meanings indicated: 

"Intensive outpatient treatment" means a structured 
outpatient treatment program that provides services 
for at least 3 hours per day, 2 or more days per week, 
for treatment of mental disorders or substance abuse. 

"Non-medical 24-hour withdrawal management" 
means an organized residential service, including 
those defined in American Society of Addiction 
medicine (ASAM) criteria Level 3.3, providing 24-
hour supervision, observation, and support for 
patients who are intoxicated or experiencing 
withdrawal, using peer and social support rather than 
medical and nursing care. 

"Partial hospitalization/day treatment" means a 
structured ambulatory program that provides services 
for at least 20 hours per week for treatment of mental 
disorders or substance abuse. 

"Transitional living services" means mental health 
services and substance abuse services that are 
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provided through facilities, group homes, and 
supervised apartments that provide up to 24-hour 
supervision, including those defined in American 
Society of Addiction Medicine (ASAM) criteria Level 
3.1, and that are either: 

A. Sober living arrangements such as drug-free
housing or alcohol/drug halfway houses that
provide stable and safe housing, an
alcohol/drug-free environment, and support
for recovery; or

B. Supervised living arrangements, which are
residences such as facilities, group homes,
and supervised apartments that provide
persons with stable and safe housing and the
opportunity to learn how to manage their
activities of daily living.

Transitional living services may be used as an adjunct 
to treatment when treatment does not offer the 
intensity and structure needed to assist the covered 
person with recovery. 

NECESSARY MEDICAL SUPPLIES: Covered 
expenses include charges incurred by a covered 
person for necessary medical supplies.  

Necessary medical supplies include, but are not 
limited to, dressings, crutches, orthopedic braces and 
splints, casts, ostomy supplies, catheters, oxygen, 
and diabetic supplies.  

Ostomy supplies include pouches, face plates, belts, 
irrigation sleeves, bags, ostomy irrigated catheters, 
and skin barriers. Ostomy supplies do not include 
deodorants, filters, lubricants, tape, appliance 
cleaners, adhesive, adhesive remover, or other items 
not listed as included. 

Necessary medical supplies do not include first aid 
supplies, cotton balls, rubbing alcohol, or like items 
routinely found in the home. 

Definition: "Necessary medical supplies" means 
medical supplies that are:  

A. Necessary to the care or treatment of an
injury or illness;

B. Not reusable or durable medical equipment;
and

C. Not able to be used by others.

OBESITY: Covered expenses include charges 
incurred by a covered person for the treatment of 
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morbid obesity, subject to the limitations in this 
provision. 

Limitations and Exclusions: Benefits for office visits 
for the evaluation and treatment of morbid obesity are 
limited to a maximum of 4 visits per covered person 
per calendar year. 

Network benefits for obesity surgery services are 
limited to services received at a designated facility for 
obesity surgery. Obesity surgery services received 
from a facility that is not a designated facility will be 
considered to be non-network services. 

Covered expenses do not include removal of excess 
skin from the abdomen, arms, or thighs. 

ORTHOTIC DEVICES: Covered expenses include 
charges incurred by a covered person for medically 
necessary orthotic devices prescribed by a doctor. 
This includes orthotic devices for the correction of 
positional plagiocephaly, including dynamic orthotic 
cranioplasty (DOC) bands (limited to once per 
lifetime) and soft helmets. Foot orthotics are covered 
only when custom molded to the covered person. 

Definition: "Orthotic devices" means rigid or semi-
rigid supportive devices that restrict or eliminate 
motion of a weak or diseased body part. 

OUTPATIENT SURGERY: Covered expenses 
include charges incurred by a covered person for: 

A. Outpatient use of an operating, treatment, or 
recovery room for surgery.  

B. Surgery in a doctor's office or at an outpatient 
surgical facility, including services and 
supplies. 

C. A doctor's fee for professional surgical 
services. 

D. The cost and administration of anesthetic. 

E. Oxygen and its administration. 

F. Processing and administration of blood or 
blood components. 

G. Diagnostic imaging and laboratory services 
required to augment a surgical procedure and 
performed on the same day as the surgical 
procedure. 

H. Pre-operative and post-operative care and 
care of complications. 

I. Diagnostic surgery. 

PHYSICIAN FEES: Covered expenses include 
charges incurred by a covered person for: 

A. Consultation with and/or the professional 
services of a doctor, including surgery. 

B. The professional services of a medical 
practitioner. 

C. The services of an assistant surgeon, limited 
to 16 percent of the eligible expense for the 
surgical procedure. 

PREGNANCY AND CHILDBIRTH: Covered 
expenses include the charges incurred by a covered 
person for:  

A. All maternity-related medical services for 
prenatal care, delivery, postnatal care, and 
any related complications of pregnancy.  

B. Prenatal test and testing of newborn children, 
including a newborn hearing screening when 
ordered by a doctor. 

C. The use of a hospital delivery room and 
related facilities and special procedures as 
may be necessary. 

D. The services of a certified nurse midwife. 

Newborns' and Mothers' Health Protection Act 
Statement of Rights: Under federal law, health 
insurance issuers generally may not restrict benefits 
otherwise provided 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 delivery by 
caesarean section. However, we may provide 
benefits for covered expenses incurred for a shorter 
stay if the attending provider (e.g., your physician, 
nurse midwife or physician assistant), after 
consultation with the mother, discharges the mother 
or newborn earlier. 

The level of benefits and out-of-pocket costs for any 
later part of the 48-hour (or 96-hour) stay will not be 
less favorable to the mother or newborn than any 
earlier part of the stay. We do not require that a 
physician or other health care provider obtain 
authorization for prescribing a length of stay of up to 
48 hours (or 96 hours). 

Definitions: 

"Complications of pregnancy" means: 

A. Conditions whose diagnoses are distinct from 
pregnancy, but are adversely affected by 
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pregnancy or are caused by pregnancy and 
not, from a medical viewpoint, associated 
with a normal pregnancy. This includes: 
ectopic pregnancy, spontaneous abortion, 
eclampsia, missed abortion, and similar 
medical and surgical conditions of 
comparable severity; but it does not include: 
false labor, preeclampsia, edema, prolonged 
labor, doctor prescribed rest during the 
period of pregnancy, morning sickness, and 
conditions of comparable severity associated 
with management of a difficult pregnancy, 
and not constituting a medically classifiable 
distinct complication of pregnancy.  

B. An emergency caesarean section or a non-
elective caesarean section.

"Non-elective caesarean section" means: 

A. A caesarean section where vaginal delivery
is not a medically viable option; or

B. A repeat caesarean section.

PRESCRIPTION DRUGS - OUTPATIENT: Covered 
expenses for outpatient prescription drugs are limited 
to charges from a licensed pharmacy for drugs that, 
under the applicable state law, may be dispensed 
only upon the written prescription of a doctor. 
Covered expenses include the dispensing of a 72-
hour supply of covered prescription drugs in an 
emergency situation. 

The appropriate drug choice for a covered person is 
a determination that is best made by the covered 
person and his or her doctor. 

Member Pharmacies: For covered expenses 
incurred at a member pharmacy when a prescription 
drug card is used, we will pay the charges at the 
negotiated rate, subject to the applicable prescription 
drug copayment amount and/or prescription drug 
coinsurance percentage, if any, as shown in the Data 
Page. For covered expenses incurred at a member 
pharmacy when a prescription drug card is not used, 
charges will be treated the same as any other medical 
covered expense incurred at a non-network provider. 
This may be less than the expense incurred by the 
covered person for the prescription order. 

Non-Member Pharmacies: Covered expenses do 
not include charges incurred at a non-member 
pharmacy or at a member pharmacy when your 
prescription drug card is not used, unless as a result 
of an emergency.  

Notice and Proof of Loss: In order to obtain 
payment for covered expenses incurred as a result of 
an emergency at a non-member pharmacy, or at a 
member pharmacy when a prescription drug card is 
not used, notice of claim and proof of loss must be 
submitted directly to us. Prescription drug claim forms 
may be obtained by accessing our website at 
myuhc.com or by calling the telephone number on 
your health insurance identification card. For 
covered expenses incurred at a member pharmacy 
when a prescription drug card is used, the member 
pharmacy has agreed to file necessary notice of 
claim and proof of loss with our pharmacy benefits 
manager. 

Prior Authorization Requirements: Before certain 
prescription drugs are dispensed to you, either your 
medical practitioner, your pharmacist, or you are 
required to obtain prior authorization from us or our 
designee. The reason for obtaining prior authorization 
is to determine whether the prescription drug, in 
accordance with our approved guidelines, meets the 
definition of a covered expense, and is not 
experimental or investigational treatment or an 
unproven service.  

Prior authorization may also be required: 

A. To determine if the prescription drug was
prescribed by a specialist physician; and

B. For certain programs that may have specific
requirements for participation and/or
activation of an enhanced level of benefits.

The prescription drugs requiring prior authorization 
are subject to periodic review and modification. You 
may access information on available programs and 
any applicable prior authorization, participation, or 
activation requirements through the Internet at 
myuhc.com or by calling the telephone number on 
your prescription drug card.  

If prior authorization is not obtained from us or our 
designee before the prescription drug is dispensed, 
you may pay more for that prescription order or refill. 
You will be required to pay for the prescription drug at 
the pharmacy. You can ask us to consider 
reimbursement after you receive the prescription 
drug.  

Prescription Drug List: Covered expenses for 
prescription drugs are limited to those included in the 
Prescription Drug List ("PDL") provided by our 
pharmacy benefits manager, OptumRx, at the time 
your prescription order is filled (formulary drugs). The 
PDL is determined by the UnitedHealthcare Individual 
Exchange Pharmacy Management Committee 
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comprised of senior level UnitedHealth Group 
physicians and business leaders. Their goal is to help 
ensure access to a wide range of medications while 
helping to control health care costs. As affiliates of 
UnitedHealthcare, both we and OptumRx use this 
PDL to administer prescription drug benefits. A copy 
of the PDL is available upon request. 

A covered person may be entitled to benefits for a 
prescription drug not included in the PDL (non-
formulary drugs) if, after consultation with the covered 
person's doctor, we determine that the formulary 
drugs are inappropriate therapy for the covered 
person's condition. 

A covered person must use the prior authorization 
process described in this Prescription Drugs benefit 
provision to request a non-formulary drug that is not 
included in the PDL. 

Right to Request an Exclusion Exception: When a 
prescription drug is excluded from coverage, a 
covered person or his or her representative may 
request an exception to gain access to the excluded 
prescription drug. To make a request, contact us in 
writing or call the telephone number on your 
identification card.  

If your request for an exception is approved by us, you 
may be responsible for paying the applicable 
prescription drug copayment amount and/or 
prescription drug coinsurance percentage, if any, 
based on the prescription drug's tier placement, in 
addition to any applicable ancillary charge. 

Tier Assignments: The applicable prescription drug 
copayment amount and/or prescription drug 
coinsurance percentage, if any, are determined by 
the tier to which the prescription drug is assigned. 
UnitedHealthcare's Individual Exchange Pharmacy 
Management Committee (“IEPMC”) assigns each 
prescription drug to a tier. A covered person can 
determine the tier status for a prescription drug by 
accessing his or her prescription benefits via our 
website at myuhc.com or by calling the 
telephone number on your identification card.  

Non-formulary drugs, which are approved for use as 
medically necessary subsequent to clinical review 
and authorization by the plan, will be subject to the 
Tier 4 cost share, unless the drug is considered a 
specialty prescription drug, in which case the Tier 5 
cost share will apply. 

Some prescription drugs are more cost effective for 
treatment of specific indications as compared to 
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others. Therefore, a prescription drug may be listed 
on multiple tiers, depending on the condition for which 
the prescription drug was prescribed or whether it was 
prescribed by a specialist physician. 

Tier Changes: The IEPMC determines changes in 
tier placement over time. They consider multiple 
factors including, but not limited to, clinical and 
economic factors. Clinical factors may include, but 
are not limited to, evaluation of the place in therapy or 
use as compared to other similar products, the site of 
care, relative safety or relative efficacy of the 
prescription drug, as well as whether supply limits 
should apply. Economic factors may include, but are 
not limited to, the prescription drug's acquisition cost 
including, but not limited to, available rebates and 
assessments on the cost effectiveness of the 
prescription drug. The tier to which a prescription drug 
is assigned may change periodically. These changes 
generally occur quarterly. If a prescription drug's tier 
changes, the applicable prescription drug copayment 
amount and/or prescription drug coinsurance 
percentage, if any, may change and you may be 
required to pay more or less for the prescription drug. 

Step Therapy: In order to receive benefits for a 
prescription drug subject to step therapy 
requirements, we may require that your doctor 
prescribe one or more other covered therapeutic 
alternatives for treatment of your condition first. You 
may determine whether a particular prescription drug 
or pharmaceutical product is subject to step therapy 
requirements by calling the telephone number on 
your identification card. 

Supply Limits: Prescription drugs are subject to 
supply limits, which may restrict the amount 
dispensed per prescription order or the amount 
dispensed per month's supply. For the applicable 
prescription drug copayment amount and/or 
prescription drug coinsurance percentage, if any, a 
covered person may receive a prescription drug in 
quantities up to the stated supply limit. Supply limits 
are subject to review and may change periodically. A 
covered person may determine the supply limits 
applicable to a particular prescription drug by calling 
the telephone number on your identification card. 

We require a covered person to use 75 percent of a 
prescription before it can be refilled, except in certain 
circumstances during a state of emergency or 
disaster. 

Designated Pharmacies: For certain prescription 
drugs, including, but not limited to, specialty 
prescription drugs, we may direct a covered person to 
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a designated pharmacy. If the covered person 
chooses not to obtain the prescription drug from the 
designated pharmacy to which the covered person is 
directed, no benefits will be payable for that 
prescription drug.  

Split Fill: Certain specialty prescription drugs may be 
dispensed by the designated pharmacy in 15-day 
supplies up to 90 days and at a pro-rated prescription 
drug copayment amount or prescription drug 
coinsurance percentage.  The covered person will 
receive a 15-day supply of their specialty prescription 
drug to determine if they will tolerate the specialty 
prescription drug prior to purchasing a full supply. The 
designated pharmacy will contact the covered person 
each time prior to dispensing the 15-day supply to 
confirm if the covered person is tolerating the 
specialty prescription drug.  You may find a list of 
specialty prescription drugs included in the Smart Fill 
Program, through the internet at myuhc.com or by 
calling Customer Care at the telephone number on 
your ID card. 

Therapeutic Class/Therapeutic Equivalent 
Maximum Allowable Charge: We may determine a 
maximum allowable charge for prescription drugs in a 
particular therapeutic class or that are therapeutically 
equivalent. If a covered person or his or her medical 
practitioner elects a prescription drug included in the 
same class that is more than the maximum allowable 
charge assigned, the covered person will be 
responsible for the costs in excess of the maximum 
allowable charge, in addition to the applicable 
prescription drug copayment amount and/or 
prescription drug coinsurance percentage, if any.  

Limitation on Selection of Pharmacies: If we 
determine that a covered person may be using 
prescription drugs in a harmful or abusive manner, or 
with harmful frequency, we may require the covered 
person to select a member pharmacy to provide and 
coordinate all future prescription services. If the 
covered person does not make a selection within 31 
days of the date that we notify the covered person, 
we will assign the covered person a single member 
pharmacy. Benefits will be paid only when the 
covered person uses the assigned pharmacy. 

Special Programs: We may have certain programs 
in which you may receive an enhanced or reduced 
benefit based on your actions, such as adherence or 
compliance to medication or treatment regimens 
and/or participation in health management programs. 
You may access information on these programs 
through the Internet at myuhc.com or by calling 

IEX21-UHCWI-HMO-S4500-32 

Customer Care at the telephone number on your 
health insurance identification card. 

No Assignment of Benefits: Benefits payable for 
drugs dispensed by a non-member pharmacy, or by 
a member pharmacy without using a prescription drug 
card, will not be assignable unless we are required by 
the laws of the state where you live to recognize all 
benefit assignments. Otherwise, any assignment or 
attempted assignment of these benefits will be void. 

Coupons: The value of any manufacturer coupons 
applied to member cost share may not apply to 
deductibles or total member out-of-pocket limits.  

Exclusions and Limitations: 

Benefits for outpatient prescription drugs for 
diagnosis and treatment of any underlying cause of 
infertility are limited to 3 medical ovulation induction 
cycles per covered person per lifetime. 

No benefits will be paid under this Prescription Drugs 
- Outpatient provision for expenses incurred:

A. For any medication that is used for the
treatment of erectile dysfunction or sexual
dysfunction, unless medically necessary.

B. For immunization agents (except as covered
under the Preventive Care benefit provision
in this policy), blood, or blood plasma.

C. For medication that is to be taken by the
covered person, in whole or in part, at the
place where it is dispensed.

D. For medication received while the covered
person is a patient at an institution that has a
facility for dispensing pharmaceuticals.

E. For a refill dispensed more than 12 months
from the date of a doctor's order.

F. Due to a covered person's addiction to, or
dependency on, foods.

G. For more than the predetermined managed
drug limitations assigned to certain drugs or
classification of drugs.

H. For a prescription order that is available in
over-the-counter form, or comprised of
components that are available in over-the-
counter form, and is therapeutically
equivalent, except as covered under the
Preventive Care benefit provision in this
policy.
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I. For drugs labeled "Caution - limited by 
federal law to investigational use," or for 
investigational or experimental drugs. 

J. For more than a 30-day supply, when 
dispensed in any one prescription order or 
refill, unless the prescription drug is 
commercially packaged in a form that cannot 
be broken to accommodate a 30-day supply. 
If a larger day supply must be dispensed due 
to packaging restrictions, the covered person 
is responsible to pay his or her cost share per 
each 30-day supply dispensed as a single fill. 

K. For a prescription drug that contains (an) 
active ingredient(s) that is/are: 

1. Available in and therapeutically 
equivalent to another covered 
prescription drug; or 

2. A modified version of and therapeutically 
equivalent to another covered 
prescription drug.  

Such determinations may be made up to six 
times during a calendar year, and we may 
decide at any time to reinstate benefits for a 
prescription drug that was previously 
excluded under this paragraph. 

L. For ancillary charges.  

M. In excess of the maximum allowable charge 
paid for a therapeutic class of/therapeutically 
equivalent prescription drugs.  

N. For prescription drugs dispensed in excess of 
the supply limit assigned, except under 
certain circumstances during a state of 
emergency or disaster. 

O. For compounded drugs that: 

1. Do not contain at least one ingredient 
that has been approved by the U.S. Food 
and Drug Administration (FDA) and 
require a prescription order or refill. 

2. Contain a non-FDA approved bulk 
chemical. 

3. Are available as a similar commercially 
available prescription drug. 

P. For a prescription drug with an approved 
biosimilar or a biosimilar and therapeutically 
equivalent to another covered prescription 
drug. Such determinations may be made up 
to six times during a calendar year. 

Q. For certain prescription drugs for which there 
are therapeutically equivalent alternatives 
available, unless otherwise required by law or 
approved by us. Such determinations may be 
made up to six times during a calendar year. 

R. For diagnostic kits and products. 

S. For publicly available software applications 
and/or monitors that may be available with or 
without a prescription order or refill. 

T. For any product for which the primary use is 
as a source of nutrition, nutritional 
supplement, or dietary management of 
disease; and for prescription medical food 
products even when used for the treatment of 
illness or injury, except as required by state 
law. 

U. For dental products, including, but not limited 
to, prescription fluoride topicals. 

V. For a prescription drug received from a non-
member pharmacy, or from a member 
pharmacy when a prescription drug card is 
not used, unless as a result of an emergency.  

W. For a prescription drug furnished or paid for 
by the local, state, or federal government, 
except as otherwise provided by law. 

X. For a drug that is not in the Prescription Drug 
List, except as otherwise provided by this 
policy. 

Y. For a prescription drug that contains 
marijuana, including medical marijuana. 

Z. For prescription drugs that exceed the 
minimum number of drugs required to be 
covered under the Patient Protection and 
Affordable Care Act (PPACA) essential 
health benefit requirements in the applicable 
United Sates Pharmacopeia category and 
class or applicable state benchmark plan 
category and class. 

AA. For a prescription drug that is USFDA 
approved as a package with a device or 
application, including smart package sensors 
and/or embedded drug sensors. This 
exclusion does not apply to a device or 
application that assists the covered person 
with the administration of a prescription drug. 

BB. For a prescription drug not included on any 
tier of the PDL, nor previously authorized, at 
the time the prescription order or refill is 
dispensed. We have developed a process for 
evaluating benefits for a prescription drug 
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that is not on an available tier of the PDL but 
that has been prescribed as a medically 
necessary and appropriate alternative. For 
information about this process, contact 
Customer Care at the telephone number on 
your health insurance identification card. 

CC. For certain new prescription drugs and/or 
new dosage forms until the date they are 
reviewed and assigned to a tier by our 
IEPMC. 

Covered expenses for the treatment of tobacco 
cessation include the charges for one prescription 
drug in each drug classification. No benefits will be 
paid for other expenses incurred due to addiction to, 
or dependency on, tobacco, except as required for 
covered expenses under the Preventive Care benefit 
provision in this policy. 

Definitions: 

"Ancillary charge" means the additional charge 
incurred by the covered person when two drugs are 
chemically equivalent and the higher-tiered drug of 
the two is dispensed. In addition to the prescription 
drug copayment amount and/or prescription drug 
coinsurance percentage, if any, that applies to the 
lower-tiered drug, the covered person is responsible 
for an ancillary charge of the difference between the 
cost of the lower-tiered drug and the higher-tiered 
drug dispensed. The ancillary charge does not apply 
to the network out-of-pocket maximum.  

"Biosimilar" means a biological prescription drug 
approved by the U.S. Food and Drug Administration 
(FDA) based on showing that it is highly similar to a 
reference product (a biological prescription drug) and 
has no clinically meaningful differences in terms of 
safety and effectiveness from the reference product. 

"Brand-name drug" means a prescription drug that: 

A. Is manufactured and marketed under a 
trademark or name by a specific drug 
manufacturer; or 

B. We identify as a brand-name product based 
on available data resources including, but not 
limited to, Medi-Span, that classify drugs as 
either brand or generic based on a number of 
factors. A drug identified as a "brand-name" 
by the manufacturer, pharmacy, or your 
physician may not be classified as a brand-
name drug by us.  

"Chemically equivalent" means that prescription 
drugs contain the same active ingredient. 

"Designated pharmacy" means a pharmacy that has 
entered into an agreement with us or with our 
pharmacy benefits manager to provide specific 
prescription drugs, including, but not limited to, 
specialty prescription drugs. The fact that a pharmacy 
is a member pharmacy does not mean that it is a 
designated pharmacy.  

"Generic drug" means a prescription drug that: 

A. Is chemically equivalent to a brand-name 
drug; or 

B. We identify as a generic product based on 
available data resources including, but not 
limited to, Medi-Span, that classify drugs as 
either brand or generic based on a number of 
factors. A drug identified as a "generic" by the 
manufacturer, pharmacy, or your physician 
may not be classified as a generic drug by us.  

"Managed drug limitations" means limits in coverage 
based upon time period, amount, or dose of a drug, 
or other specified predetermined criteria. 

"Member pharmacy" means a licensed pharmacy that 
has entered into a contract with our pharmacy 
benefits manager to provide prescription drugs to 
covered persons at a negotiated rate. 

"Prescription drug" means any medicinal substance 
whose label is required to bear the legend "RX only". 

"Prescription drug card" means a current, valid card, 
issued by us or our pharmacy benefits manager, that 
is properly used. 

"Prescription drug coinsurance percentage" means 
the percentage of covered expenses that are payable 
by us for each separate prescription order after the 
deductible amount has been met. 

"Prescription drug copayment amount" means the 
amount to be deducted from the total covered 
expense incurred for each separate prescription 
order. 

"Prescription order" means the request for each 
separate drug or medication by a doctor or each 
authorized refill of such requests. 

"Specialty prescription drug" means prescription 
drugs that are generally high cost, self-administered 
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biotechnology drugs used to treat patients with 
certain illnesses. You may access a complete list of 
specialty prescription drugs by accessing your 
prescription drug benefits via our website or by calling 
the telephone number on your identification card. 

"Therapeutic class" means a group or category of 
prescription drugs with similar uses and/or actions. 

"Therapeutically equivalent" means that two or more 
prescription drugs can be expected to produce 
essentially the same therapeutic outcome and 
toxicity. 

PREVENTIVE CARE: Covered expenses include the 
charges incurred by a covered person for the 
following preventive health services, if appropriate for 
the covered person and in accordance with the 
following recommendations and guidelines as 
required under applicable law: 

A. Evidence based items or services that have
in effect a rating of "A" or "B" in the current
recommendations of the United States
Preventive Services Task Force.

B. Immunizations that have in effect a
recommendation from the Advisory
Committee on Immunization Practices of the
Centers for Disease Control and Prevention
with respect to an individual.

C. Evidence-informed preventive care and
screenings for infants, children and
adolescents, in accordance with
comprehensive guidelines supported by the
Health Resources and Services
Administration.

D. Additional preventive care and screenings
not described in A above, in accordance with
comprehensive guidelines supported by the
Health Resources and Services
Administration for women.

With the exception of the application of reasonable 
medical management techniques as detailed in the 
following paragraph, the listed preventive care 
services are exempt from deductible amounts, 
coinsurance and copayment amounts when services 
are provided by a network provider.  

Benefits for preventive care expenses may include 
the use of reasonable medical management 
techniques authorized by federal law to promote the 
use of high value preventive services from network 
providers. When a covered person chooses not to 
use a high value preventive service (as identified on 

myuhc.com), deductible amounts, coinsurance, and/
or copayment amounts may be applied. 

As new recommendations and guidelines are issued, 
those services will be considered covered expenses 
when required by the United States Secretary of 
Health and Human Services, but not earlier than one 
year after the recommendation or guideline is issued. 

North Carolina State Mandated Preventive Care 
Benefits: Covered expenses also include charges 
incurred by a covered person for the following 
preventive care services: 

A. Diagnosis and evaluation of osteoporosis or
low bone mass for a covered person:

1. Who is estrogen deficient and at a clinical
risk of osteoporosis or low bone mass;

2. With radiographic osteopenia anywhere
in the skeleton;

3. Who is receiving long-term glucocorticoid
(steroid) therapy;

4. With permanent hyperparathyroidism;

5. Who is being monitored to assess the
response to or efficacy of commonly
accepted osteoporosis drug therapies;

6. Who has a history of low-trauma
fractures; or

7. With other conditions, or receiving
medical therapies known to cause
osteoporosis or low bone mass.

B. Colorectal cancer examinations and
laboratory tests for cancer for any non-
symptomatic covered person who is less than
50 years of age and at high risk for colon
cancer. High risk individuals are those that
have a higher potential of developing colon
cancer because of personal or family history
of certain intestinal disorders.

C. One routine prostate specific antigen (PSA)
test or an equivalent serological test for a
male covered person per calendar year, and
for additional PSA tests if recommended by a
doctor.

D. An annual screening for ovarian cancer for a
female covered person age 25 years or older
who is at risk for ovarian cancer. A person is
considered at risk if she:

1. Has a family history with at least one first-
degree relative with ovarian cancer, and
a second relative, either first-degree or
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second-degree with breast, ovarian, or 
nonpolyposis colorectal cancer; or 

2. Tested positive for a hereditary ovarian 
cancer syndrome. 

E. Mammograms more than once per year if 
recommended by a doctor for a female 
covered person who is considered at risk for 
breast cancer. A person is at risk if she: 

1. Has a personal history of breast cancer; 

2. Has a personal history of biopsy-proven 
benign breast disease; 

3. Has a mother, sister, or daughter who 
has or has had breast cancer; or 

4. Has not given birth before the age of 30 
years. 

F. Screening for the early detection of cervical 
cancer in accordance with the most recently 
published American Cancer Society 
guidelines or guidelines adopted by the North 
Carolina Advisory Committee on Cancer 
Coordination and Control. 

PRIVATE DUTY NURSING: Covered expenses 
include charges incurred by a covered person for the 
medically necessary private duty nursing services of 
a registered nurse (R.N.) or licensed practical nurse 
(L.P.N.) when ordered by a doctor for a covered 
person receiving active care management who needs 
more individual and continuous skilled care than can 
be provided in a skilled nursing visit through a home 
health care agency. 

PROSTHETIC APPLIANCES AND SERVICES: 
Covered expenses include charges incurred by a 
covered person for the purchase, fitting, adjustments, 
repairs, and replacement of prosthetic appliances if 
the device if required for the treatment of a condition 
resulting from an injury or illness. 

The type of prosthetic appliance will be based on the 
functional capacity of the covered person. If more 
than one device can meet a covered person's 
functional needs, only the charge for the most cost 
effective device will be considered a covered 
expense. 

Exclusions: Covered expenses do not include and 
not benefits will be paid for: 

A. Replacement necessary due to loss or 
misuse of the device. 

B. Dental appliances, except when medically 
necessary for the treatment of 
temporomandibular joint disorder. 

C. Cosmetic improvements, such as 
implantation of hair follicles and skin tone 
enhancements. 

D. Lenses for keratoconus or any other eye 
procedure, except as specifically covered 
under this policy. 

Definition: "Prosthetic appliance" means fixed or 
removable artificial limbs or other body parts that 
replace an absent natural part following loss of the 
body part. 

RECONSTRUCTIVE SURGERY: Covered expenses 
include the charges incurred by a covered person for 
reconstructive surgery limited to: 

A. Treatment provided for the correction of 
defects resulting from an injury incurred after 
the covered person's effective date or 
coverage.  

B. Surgery performed on a newborn, adopted, 
or foster child to correct congenital defects 
resulting in functional impairment of the child. 

C. The following, when provided to a covered 
person who elects breast reconstruction in 
connection with a mastectomy, regardless of 
the lapse of time between the mastectomy 
and the reconstruction and regardless of 
whether the mastectomy was covered under 
this policy: 

1. All stages of reconstruction of the breast 
on which the mastectomy has been 
performed. 

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

3. Prostheses and treatment for physical 
complications of mastectomy, including 
lymphedemas. 

4. An inpatient hospital stay following a 
covered mastectomy until the date of 
discharge as determined by the attending 
doctor in consultation with the covered 
person. 

Exclusion: Cosmetic treatment is not covered. 

Definition: "Reconstructive surgery" means surgery 
performed on an abnormal body structure caused by 
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congenital defects, developmental abnormalities, 
trauma, infection, tumors, or disease in order to 
improve function, to the extent possible. 

REHABILITATION AND EXTENDED CARE 
FACILITY: Covered expenses include the charges 
incurred by a covered person for: 

A. Inpatient rehabilitation services or 
confinement in an extended care facility. 

B. The following inpatient and outpatient 
therapy services if they are performed or 
prescribed by a doctor and furnished by a 
state-licensed medical practitioner in 
accordance with a written treatment plan: 

1. Cardiac rehabilitation therapy. 

2. Pulmonary and respiratory rehabilitation 
therapy. 

3. Occupational therapy and physical 
therapy, including chiropractic services 
and osteopathic manipulation, limited to 
a combined maximum of 30 visits per 
covered person per calendar year. 

4. Speech therapy, limited to a maximum of 
30 visits per covered person per calendar 
year. 

The visit limitations above apply to all therapy 
services (except inpatient services), regardless of the 
provider of the therapy services (e.g., doctor, 
chiropractor, physical therapist, et al). 

Short-term rehabilitative therapies are covered only 
for treatment of conditions that are expected to result 
in significant clinical improvement of the covered 
person's condition. 

Limitations:  

Covered expenses for confinement in an extended 
care facility are limited to 60 days per covered person 
per calendar year. 

Care ceases to be rehabilitation upon our 
determination of any of the following: 

A. The covered person has reached maximum 
therapeutic benefit. 

B. Further treatment cannot restore bodily 
function beyond the level the covered person 
already possesses. 

C. There is no measurable progress toward 
documented goals. 

D. Care is primarily custodial care. 

Exclusions: Covered expenses do not include and 
no benefits will be paid for: 

A. Cognitive therapy. 

B. Speech therapy for stammering or stuttering. 

C. Group classes for pulmonary rehabilitation. 

Definitions:  

"Acute rehabilitation" means two or more different 
types of therapy provided by one or more 
rehabilitation medical practitioners and performed for 
three or more hours per day, five to seven days per 
week, while the covered person is confined as an 
inpatient in a hospital, rehabilitation facility, or 
extended care facility. 

"Cardiac rehabilitation" means a medically 
supervised, exercise-based program in which 
patients with certain cardiac conditions (examples 
include, but are not limited to: an acute myocardial 
infarction within the last 12 months; a coronary 
bypass surgery; current stable angina pectoris; heart 
valve repair or replacement; percutaneous 
transluminal coronary angioplasty (PTCA) or 
coronary stenting; or a heart or heart-lung transplant) 
are prescribed a regimen of physical exercise. The 
primary intent is to improve the functional capacity of 
the heart and provide the necessary skills for self-
monitoring of unsupervised exercise. Components of 
a cardiac rehabilitation may include: cardiac risk 
factor modification, including education, counseling 
and behavioral intervention that are tailored to 
patient's individual needs; psychosocial assessment; 
outcomes assessment; and an individual treatment 
plan. 

"Intensive day rehabilitation" means two or more 
different types of therapy provided by one or more 
rehabilitation medical practitioners and performed for 
three or more hours per day, five to seven days per 
week. 

"Maximum therapeutic benefit" means the point in the 
course of treatment where no further improvement in 
a covered person's medical condition can be 
expected, even though there may be fluctuations in 
levels of pain and function. 

"Medically stabilized" means that the person is no 
longer experiencing further deterioration as a result of 
a prior injury or illness and there are no acute 
changes in physical findings, laboratory results, or 
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radiologic results that necessitate acute medical care. 
Acute medical care does not include acute 
rehabilitation.  

"Pain management program" means a program using 
interdisciplinary teams providing coordinated, goal-
oriented services to a covered person who has 
chronic pain that significantly interferes with physical, 
psychosocial, and vocational functioning. The 
purpose of a pain management program is to reduce 
pain, improve function, and decrease dependence on 
the health care system. A pain management program 
must be individualized and provide physical 
rehabilitation, education on pain, relaxation training, 
and medical evaluation. 

"Provider facility" means a hospital, rehabilitation 
facility, or extended care facility.  

"Pulmonary and respiratory rehabilitation" means an 
individualized multidisciplinary and comprehensive 
intervention for patients with chronic respiratory 
dysfunction who are symptomatic, who may have had 
an acute exacerbation, and who often have a 
decreased ability to participate in activities of daily 
living. Underlying conditions vary, and may include 
obstructive (emphysema, chronic bronchitis) or 
restrictive (pulmonary fibrosis) pulmonary disease, 
neuromuscular disease, or lung cancer, as well as 
patients pre-or post-transplant or lung volume 
reduction surgery patients. 

"Rehabilitation" means care for restoration (including 
by education or training) of one's prior ability to 
function at a level of maximum therapeutic benefit. 
This type of care must be acute rehabilitation, 
subacute rehabilitation, or intensive day 
rehabilitation, and it includes rehabilitation therapy 
and pain management programs. An inpatient 
hospitalization will be deemed to be for rehabilitation 
at the time the patient has been medically stabilized 
and begins to receive rehabilitation therapy or 
treatment under a pain management program. 

"Rehabilitation facility" means an institution or a 
separate identifiable hospital unit, section, or ward 
that:  

A. Is licensed by the state as a rehabilitation 
facility; and  

B. Operates primarily to provide 24-hour 
primary care or rehabilitation of sick or injured 
persons as inpatients.  

Rehabilitation facility does not include a facility 
primarily for rest, the aged, long term care, assisted 

living, custodial care, nursing care or for care of the 
mentally incompetent. 

"Rehabilitation medical practitioner" means a doctor, 
physical therapist, speech therapist, occupational 
therapist, or respiratory therapist. A rehabilitation 
medical practitioner must be licensed or certified by 
the state in which care is rendered and performing 
services within the scope of that license or 
certification. 

"Rehabilitation therapy" means physical therapy, 
occupational therapy, speech therapy, or pulmonary 
or respiratory therapy. 

"Subacute rehabilitation" means one or more different 
types of therapy provided by one or more 
rehabilitation medical practitioners and performed for 
one-half hour to two hours per day, five to seven days 
per week, while the covered person is confined as an 
inpatient in a hospital, rehabilitation facility, or 
extended care facility.  

SUBSTANCE ABUSE TREATMENT: Please see the 
Mental Disorders and Substance Abuse benefit 
provision in this policy. 

TELEHEALTH SERVICES: Covered expenses 
include charges incurred by a covered person for 
telehealth services. 

THERAPEUTIC TREATMENTS: Covered expenses 
include charges incurred by a covered person for: 

A. Chemotherapy, including intravenous 
chemotherapy. 

B. Radiation therapy or treatment, including 
accelerated partial breast radiotherapy (breast 
brachytherapy). 

C. Hemodialysis and the charges by a hospital for 
processing and administration of blood or 
blood components. 

D. Oxygen and its administration. 

E. Dialysis treatment. 

F. Home infusion therapy, which is the 
administration of a prescription drug directly 
into a body organ or cavity or via intravenous, 
intraspinal, intramuscular, subcutaneous, or 
epidural routes, under a plan prescribed by a 
doctor and provided by or under the 
supervision of a registered nurse or licensed 
practical nurse. 
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TRANSPLANTS: Covered expenses include the 
charges incurred by a covered person for medically 
necessary solid organ transplants and non-solid 
organ transplants that are not experimental or 
investigational treatment.  

If we determine that a covered person is an 
appropriate candidate for a transplant, covered 
expenses will include charges incurred for: 

A. Pre-transplant evaluation. 

B. Pre-transplant harvesting. 

C. Pre-transplant stabilization, meaning an 
inpatient stay to medically stabilize a covered 
person to prepare for a later transplant, 
whether or not the transplant occurs. 

D. High dose chemotherapy that is not 
experimental or investigational treatment. 

E. Peripheral stem cell collection. 

F. Procurement of the organ. 

G. Hospital services, doctor fees, and 
associated costs of the transplant, including 
complications that arise from the procedure. 

H. Post-transplant follow-up. 

I. Search and testing to locate a suitable donor. 
Benefits for the reasonable and necessary 
services related to the search for a donor are 
subject to the Transplant Donor Expenses 
provision. 

Transplant Donor Expenses: We will cover the 
medical expenses incurred by a live donor as if they 
were medical expenses of the covered person if: 

A. They would otherwise be considered covered 
expenses under this policy; and 

B. The covered person received an organ or 
bone marrow of the live donor. 

Both the covered person receiving the transplant and 
the donor are entitled to benefits under this 
Transplants provision. Benefits provided to the donor 
will be applied to the covered person's expenses. 

Travel and Lodging: Covered expenses include 
travel and lodging for the covered person, any live 
donor, and the immediate family to accompany the 
covered person to and from the transplant facility. All 
claims for travel and lodging expenses must include 
detailed receipts. 

Limitation: Network benefits for transplant services 
are limited to services received at a designated facility 
for transplants. Transplant services received from a 
facility that is not a designated facility will be 
considered to be non-network services. 

Exclusions: No benefits will be paid for charges: 

A. For the purchase price of the organ or tissue, 
if sold rather than donated to the recipient. 

B. For a prophylactic bone marrow harvest or 
peripheral blood stem cell collection when no 
transplant occurs. 

C. For animal to human transplants. 

D. For artificial or mechanical devices designed 
to replace a human organ temporarily or 
permanently. 

E. For procurement or transportation of the 
organ or tissue, unless expressly provided for 
in this provision. 

F. To keep a donor alive for the transplant 
operation. 

G. For a live donor where the live donor is 
receiving a transplanted organ to replace the 
donated organ. 

H. For a transplant under study in an ongoing 
phase I or II clinical trial as set forth in the 
United States Food and Drug Administration 
("USFDA") regulation, regardless of whether 
the trial is subject to USFDA oversight. 

URGENT CARE SERVICES: Covered expenses 
include the charges incurred for services, including 
professional services, received at an urgent care 
center. 

VISION-RELATED SERVICES: Covered expenses 
include the charges incurred by a covered person for: 

A. Therapeutic contact lenses when used as a 
corneal bandage for a medical condition. 

B. One-time replacement of eyeglasses or 
contact lenses due to a prescription change 
following cataract surgery. 

C. One routine comprehensive eye examination 
per covered person per calendar year. 
Diagnosis and treatment of medical 
conditions of the eye, and drugs administered 
for purposes other than for a visual exam, are 
not considered to be part of a routine eye 
examination and are subject to the benefits, 
limitations, and exclusions of this policy. 
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Benefits under this paragraph are covered 
outside of essential health benefits. 

NORTH CAROLINA STATE MANDATED 
BENEFITS: Covered expenses include charges 
incurred by a covered person for the following: 

A. Dental Anesthesia: Covered expenses 
include general anesthesia, facility fees, and 
other related charges incurred in conjunction 
with dental care (but not include the actual 
dental services) that is provided in a hospital 
or outpatient surgical facility to the following 
covered persons, when certified by the 
covered person's doctor as medically 
necessary to safely and effectively perform 
the procedure: 

1. An eligible child less than 9 years of age; 

2. A covered person with a serious mental 
or physical condition; or 

3. A covered person with significant 
behavioral problems. 

B. Hearing Aids: Covered expenses include 
charges incurred by a covered person less 
than 22 years of age for: 

1. One hearing aid per hearing impaired ear 
every 36 months. 

2. Medically necessary services ordered by 
a doctor or licensed audiologist. 

3. A new hearing aid when alterations to the 
existing hearing aid cannot adequately 
meet the needs of the covered person. 

4. All related services, including the initial 
hearing and evaluation, fitting and 
adjustments, and supplies, including ear 
molds. 

C. Lymphadema: Covered expenses include 
charges incurred by a covered person for 
diagnosis, evaluation, and treatment of 
lymphedema, including equipment, supplies, 
complex decongestive therapy, gradient 
compression garments, and self-
management training and education. 

No benefits will be paid for over-the-counter 
compression or elastic knee-highs or other 
stocking products. 

As used in this provision, "gradient 
compression garment" means a garment that 
is custom-fit for the covered person and that 
requires a prescription. It does not include 

disposable medical supplies such as over-
the-counter compression or elastic knee-high 
or other stocking products. 

D. Temporomandibular Joint Disorder: 
Covered expenses include charges incurred 
by a covered person for diagnostic, 
therapeutic, or surgical procedures, including 
oral surgery involving bones or joints of the 
jaw, face, or head, when the procedure is 
related to temporomandibular joint (TMJ) 
disease. Therapeutic covered expenses for 
TMJ disease include splinting and the use of 
intra-oral prosthetic appliances to reposition 
the bones.  

Surgical covered expenses for TMJ disease 
are limited to surgery performed on the TMJ. 
If TMJ disease is caused by malocclusion, 
covered expenses include surgical correction 
of the malocclusion when medically 
necessary.  

Covered expenses do not include: tooth 
extraction, orthodontic braces, occlusal (bite) 
adjustments, crowns, bridges, dentures, 
dental implants, root canals, or treatment for 
periodontal disease. 

Section 8 
PRIOR AUTHORIZATION 

PRIOR AUTHORIZATION REQUIRED: Some 
covered expenses require prior authorization. When 
services or supplies are received from a network 
provider, the network provider is responsible for 
obtaining the prior authorization. 

This policy does not provide benefits for expenses 
received from a non-network provider, except for 
emergencies. 

HOW TO OBTAIN PRIOR AUTHORIZATION: To 
obtain prior authorization or to confirm that a network 
provider has obtained prior authorization, contact us 
by telephone at the telephone number listed on your 
health insurance identification card before the service 
or supply is provided to the covered person.  

FAILURE TO OBTAIN PRIOR AUTHORIZATION: 
Failure to comply with the prior authorization 
requirements will result in benefits being reduced or 
denied. Please see the Prior Authorization 
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Requirements provision in the Data Page for specific 
details. 

Network providers cannot bill you for services for 
which they fail to obtain prior authorization as 
required. 

Benefits will not be reduced or denied for failure to 
comply with prior authorization requirements prior to 
an emergency. However, you must contact us as 
soon as reasonably possible after the emergency 
occurs. 

PRIOR AUTHORIZATION DOES NOT 
GUARANTEE BENEFITS: Our authorization does 
not guarantee either payment of benefits or the 
amount of benefits. Eligibility for, and payment of, 
benefits are subject to all terms and conditions of this 
policy. Even when we have authorized treatment of a 
specific illness or condition, benefits remain subject to 
the terms and conditions of this policy. Services and 
supplies must be a covered expense under this policy 
in order for benefits to be payable. If we determine 
that a specific service, supply, or item is a covered 
expense under this policy, we will not subsequently 
retract our determination after the service, supply, or 
item has been furnished unless our determination 
was based on a material misrepresentation about the 
covered person's health condition that was knowingly 
made by the covered person or the provider of the 
service, supply, or item. 

Section 9 
GENERAL EXCLUSIONS AND LIMITATIONS 

No benefits will be paid for: 

A. Any service or supply that would be provided 
without cost to you or your covered 
dependent in the absence of insurance 
covering the charge.  

B. Expenses/surcharges imposed on you or 
your covered dependent by a provider 
(including a hospital) but that are actually the 
responsibility of the provider to pay.  

C. Any services performed by a member of a 
covered person's immediate family.  

D. Any services not identified and included as 
covered expenses under this policy. You will 
be fully responsible for payment for any 
services that are not covered expenses.  

E. Any portion of the charges incurred that are 
in excess of eligible expenses, except to the 
extent that charges are for emergency 
services required to stabilize a covered 
person.  

Even if not specifically excluded by this policy, no 
benefit will be paid for a service or supply unless it is:  

A. Administered or ordered by a doctor; and  

B. Medically necessary to the diagnosis or 
treatment of an injury or illness, or covered 
under the Preventive Care benefit provision. 

Covered expenses will not include, and no benefits 
will be paid for any charges that are incurred:  

A. For services or supplies that are provided 
prior to the effective date or after the 
termination date of this policy. 

B. For non-emergency services or supplies 
received from a provider who is not a network 
provider, except as specifically provided for 
by this policy.  

C. For non-emergency services or supplies 
received from a provider outside of the 
network service area.  

D. For weight modification, including wiring of 
the teeth and all forms of intestinal bypass 
surgery, except as expressly provided for by 
this policy. 

E. For breast reduction or augmentation, except 
as expressly provided for by this policy.  

F. For modification of the physical body in order 
to improve the psychological, mental, or 
emotional well-being of the covered person. 

G. For any drug, treatment, or procedure that 
promotes conception or prevents childbirth, 
including but not limited to artificial 
insemination or treatment for infertility or 
impotency, except as expressly provided for 
by this policy.  

H. For reversal of sterilization. 

I. For abortion, unless the life of the mother 
would be endangered if the fetus were 
carried to term or the pregnancy is the result 
of rape or incest. 

J. For expenses for television, telephone, or 
expenses for other persons. 

K. For marriage, family, or child counseling for 
the treatment of premarital, marriage, family, 
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or child relationship dysfunctions, except as 
expressly provided for by this policy. 

L. For telephone consultations or for failure to 
keep a scheduled appointment. 

M. For hospital room and board and nursing 
services for the first Friday or Saturday of an 
inpatient stay that begins on one of those 
days, unless it is an emergency, or medically 
necessary inpatient surgery is scheduled for 
the day after the date of admission. 

N. For stand-by availability of a medical 
practitioner when no treatment is rendered. 

O. For dental expenses, including braces for any 
medical or dental condition, surgery and 
treatment for oral surgery, except as 
expressly provided for under this policy. 

P. For cosmetic treatment, except as expressly 
provided for in the Reconstructive Surgery 
benefit provision or as otherwise provided for 
by this policy. 

Q. For diagnosis or treatment of attitudinal 
disorders or disciplinary problems.  

R. For diagnosis or treatment of nicotine 
addiction, except as otherwise covered under 
this policy. 

S. For charges related to, or in preparation for, 
tissue or organ transplants, except as 
expressly provided for under the Transplant 
benefit provision.  

T. For eye refractive surgery, when the primary 
purpose is to correct nearsightedness, 
farsightedness, or astigmatism. 

U. While confined primarily to receive custodial 
care, educational care, or nursing services, 
unless expressly provided for by this policy. 

V. For vocational or recreational therapy, 
vocational rehabilitation, outpatient speech 
therapy, or occupational therapy, except as 
expressly provided for in this policy. 

W. Except as specifically identified as a covered 
expense under this policy, for expenses for 
alternative treatments or complementary 
medicine using non-orthodox therapeutic 
practices that do not follow conventional 
medicine. These include, but are not limited 
to, acupressure, acupuncture, aroma 
therapy, hypnotism, massage therapy, 
rolfing, and other forms of alternative 
treatment as defined by the Office of 
Alternative Medicine of the National Institutes 

of Health; and wilderness therapy, outdoor 
therapy, boot camp, equine therapy, art 
therapy, music therapy, dance therapy, and 
similar programs. 

X. For eyeglasses, contact lenses, hearing aids, 
eye refraction, visual therapy, or for any 
examination or fitting related to these 
devices, except as specifically provided 
under this policy or in a rider attached to this 
policy. 

Y. For premarital examinations and educational 
programs, except as expressly provided for in 
this policy.   

Z. For experimental or investigational 
treatment(s) or unproven services. The fact 
that an experimental or investigational 
treatment or unproven service is the only 
available treatment for a particular condition 
will not result in benefits if the procedure is 
considered to be an experimental or 
investigational treatment or unproven service 
for the treatment of that particular condition. 

AA. For expenses incurred outside of the United 
States, except for expenses incurred for 
emergency treatment of a covered person. 

BB. For services or supplies for the treatment of 
an occupational injury or illness that are paid 
under the North Carolina Workers' 
Compensation Act only to the extent such 
services or supplies are the liability of the 
employee, employer, or workers' 
compensation insurance carrier according to 
a final adjudication under the North Carolina 
Workers' Compensation Act or an order of 
the North Carolina Industrial Commission 
approving a settlement agreement under the 
North Carolina Workers' Compensation Act. 

CC. As a result of: 

1. An injury or illness caused by any act of 
declared or undeclared war.  

2. The covered person taking part in a riot. 

3. The covered person's commission of a 
felony, whether or not charged. 

DD. For or related to durable medical equipment 
or for its fitting, implantation, adjustment, or 
removal, or for complications therefrom, 
except as expressly provided for under the 
Medical Benefits section.  

EE. For or related to surrogate parenting. 
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FF. For or related to treatment of hyperhidrosis 
(excessive sweating). 

GG. For fetal reduction surgery. 

HH. As a result of any injury sustained during or 
due to participating, instructing, 
demonstrating, guiding, or accompanying 
others in any of the following: professional or 
semi-professional sports; parachute jumping; 
hang-gliding; racing or speed testing any 
motorized vehicle or conveyance; scuba/skin 
diving (when diving 60 or more feet in depth); 
skydiving; bungee jumping; or rodeo sports. 

II. As a result of any injury sustained during or 
due to participating, instructing, 
demonstrating, guiding, or accompanying 
others in any of the following if the covered 
person is paid to participate or instruct: 
operating or riding on a motorcycle; racing or 
speed testing any non-motorized vehicle or 
conveyance; horseback riding; rock or 
mountain climbing; or skiing. 

JJ. As a result of any injury sustained while 
operating, riding in, or descending from any 
type of aircraft if the covered person is a pilot, 
officer, or member of the crew of such aircraft 
or is giving or receiving any kind of training or 
instructions or otherwise has any duties that 
require him or her to be aboard the aircraft. 

KK. For routine foot care for palliative or cosmetic 
reasons; nail trimming, cutting, or debriding; 
hygienic and preventive maintenance foot 
care; treatment of flat feet; treatment of 
subluxation of the foot; and shoes, shoe 
orthotics that are not custom molded to the 
covered person, shoe inserts, and arch 
supports. This exclusion does not apply to 
foot care related to treatment and 
management of diabetes. 

LL. For a service for which a non-network 
provider waives, does not pursue, or fails to 
collect any applicable copayment amount, 
deductible amount, and/or coinsurance 
amount owed. 

MM. For devices used specifically as safety items 
or to affect performance in sports-related 
activities. 

NN. For the following items, even if prescribed by 
a doctor:  

1. Blood pressure cuff/monitor. 

2. Enuresis alarm. 

3. Non-wearable external defibrillator. 

4. Trusses. 

5. Ultrasonic nebulizers. 

OO. For oral appliances for snoring. 

PP. For medical and surgical treatment for 
snoring, except when provided as a part of 
treatment for documented obstructive sleep 
apnea. 

QQ. For physical, psychiatric or psychological 
exams, testing, all forms of vaccinations, and 
immunizations or treatments that are 
otherwise covered under this policy when: 

1. Required solely for purposes of school, 
sports or camp, travel, career or 
employment, insurance, marriage or 
adoption. 

2. Related to judicial or administrative 
proceedings or orders. 

3. Conducted for purposes of medical 
research, except as provided under the 
Clinical Trials benefit. 

4. Required to obtain or maintain a license 
of any type. 

RR. For individual and group nutritional 
counseling, including non-specific disease 
nutritional education such as general good 
eating habits, calorie control, or dietary 
preferences. This exclusion does not apply 
to: 

1. Covered expenses for preventive care as 
described in the Preventive Care benefit 
provision. 

2. Medical nutritional education services 
that are provided as part of treatment for 
a disease by appropriately licensed or 
registered health care professionals 
when both of the following are true: 

a. Nutritional education is required for a 
disease in which patient self-
management is an important 
component of treatment. 

b. There exists a knowledge deficit 
regarding the disease that requires 
the intervention of a trained health 
professional. 

SS. For enteral feedings, even if the sole source 
of nutrition. 

TT. For infant formula and donor breast milk. 
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UU. For nutritional or cosmetic therapy using high 
dose or mega quantities of vitamins, 
minerals, or elements, and other nutrition-
based therapy. Examples include 
supplements, electrolytes, and foods of any 
kind (including high protein foods and low 
carbohydrate foods). 

VV. For services: 

1. Provided at a freestanding facility or 
diagnostic hospital-based facility without 
an order written by a doctor or other 
provider; 

2. That are self-directed to a freestanding 
facility or diagnostic hospital-based 
facility; or 

3. Ordered by a doctor or other provider 
who is an employee or representative of 
a freestanding facility or diagnostic 
hospital-based facility, when the doctor 
or provider: 

a. Has not been actively involved in the 
covered person's medical care prior 
to ordering the service; or 

b. Is not actively involved in the covered 
person's medical care after the 
service is received. 

This exclusion does not apply to 
mammography. 

WW. For services that are school-based. 

LIMITATION ON BENEFITS FOR SERVICES 
PROVIDED BY MEDICARE OPT-OUT 
PRACTITIONERS: Benefits for covered expenses 
incurred by a Medicare-eligible individual for services 
and supplies provided by a Medicare opt-out 
practitioner will be determined as if the services and 
supplies had been provided by a Medicare-
participating practitioner. (Benefits will be determined 
as if Medicare had, in fact, paid the benefits it would 
have paid if the services and supplies had been 
provided by a Medicare-participating practitioner.) 

"Medicare opt-out practitioner" means a medical 
practitioner who:  

A. Has filed an affidavit with the Department of 
Health and Human Services stating that he, 
she, or it will not submit any claims to 
Medicare during a two-year period; and  

B. Has been designated by the Secretary of that 
Department as a Medicare opt-out 
practitioner.  

"Medicare-participating practitioner" means a medical 
practitioner who is eligible to receive reimbursement 
from Medicare for treating Medicare-eligible 
individuals. 

Section 10 
CONTINUING ELIGIBILITY 

FOR ALL COVERED PERSONS: A covered 
person's eligibility for insurance under this policy will 
cease: 

A. When a covered person is no longer a United 
States citizen or lawfully present in the United 
States. 

B. On the date a covered person no longer 
resides in the network service area.  

C. On the date the federal Health Insurance 
Marketplace determines that a covered 
person is no longer eligible for coverage 
through the federal Health Insurance 
Marketplace. 

Residency Requirements: You must reside in the 
network service area where this policy was issued in 
order for coverage to remain in force. If you move 
outside of the network service area, you may 
designate another covered person under this policy 
who is remaining a resident of the network service 
area as the new primary insured. Covered persons 
who meet the definition of dependent for the new 
primary insured may remain covered under this 
policy. 

FOR DEPENDENTS: A covered spouse will cease to 
be a covered person at the end of the premium period 
in which he or she ceases to be your dependent due 
to divorce. A covered child will cease to be a covered 
person at the end of the calendar year in which he or 
she ceases to be an eligible child. The federal Health 
Insurance Marketplace will determine the specific 
date the dependent's coverage terminates. 

A covered person will not cease to be a dependent 
eligible child solely because of age if the eligible child 
is:  

A. Not capable of self-sustaining employment 
due to mental or physical disability that began 
before the age limit was reached; and  
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B. Mainly dependent on you for support.  

You must provide proof of the child’s incapacity and 
dependency to us within 31 days of the child’s 
attainment of the limiting age and subsequently as 
required by us, but not more often than annually. 

Section 11 
TERMINATION 

TERMINATION OF POLICY: All insurance will cease 
on termination of this policy. This policy will terminate: 

A. If premiums are not received by us when due, 
subject to the Grace Period provision in this 
policy. 

B. If we decline to renew this policy, as stated in 
the Guaranteed Renewable provision or as 
explained in the Discontinuance provision. 

C. On the date we receive a request from you to 
terminate this policy, or any later date stated 
in your request, subject to the rules of the 
federal Health Insurance Marketplace. 

D. On the date of your death, if this policy covers 
only you. 

E. On the date all covered persons under this 
policy move out of the network service area. 

F. On the date determined by the federal Health 
Insurance Marketplace if all covered persons 
under this policy are no longer eligible for 
coverage through the federal Health 
Insurance Marketplace  

G. On the date determined by the federal Health 
Insurance Marketplace if we receive notice 
from the federal Health Insurance 
Marketplace that this policy is to be 
terminated. 

Notice of termination of this policy, including the 
reason, will be provided to you at least 30 days prior 
to the date of termination. We will refund any premium 
paid and not earned due to policy termination.  

This policy may also terminate due to changes in the 
actuarial value requirements under state or federal 
law. If this policy terminates for this reason, a new 
policy will be issued to you.  

If this policy covers you and your spouse and/or 
child(ren), it may be continued after your death by 
your spouse, if a covered person. Your spouse will 

replace you as the insured. We will refund any 
premium paid and not earned due to your death.  

DISCONTINUANCE: 

90-Day Notice: If we discontinue offering and refuse 
to renew all plans issued under this product, we will 
provide a written notice to you at least 90 days prior 
to the date that we discontinue coverage. You will be 
offered an option to purchase any other coverage in 
the individual market we offer in your state at the time 
of discontinuance of this policy. This option to 
purchase other coverage will be on a guaranteed 
issue basis without regard to health status.  

180-Day Notice: If we discontinue offering and refuse 
to renew all individual policies/certificates in the 
individual market in the state where you reside, we 
will provide a written notice to you and the 
Commissioner of Insurance at least 180 days prior to 
the date that we stop offering and terminate all 
existing individual policies/certificates in the individual 
market in the state where you reside. 

CERTIFICATE OF CREDITABLE COVERAGE: As 
required by the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA), we will provide a 
certificate of creditable coverage for a covered person 
who loses coverage under this policy. A certificate of 
creditable coverage is a written certification of the 
covered person's period of creditable coverage under 
this policy. 

We will also provide a certificate of creditable 
coverage upon request by the covered person or on 
the covered person's behalf when the request is 
made not more than 24 months after the date the 
covered person's coverage under this policy ends.  

Definition: "Creditable coverage" means coverage 
under any of the following: 

A. A group health plan. 

B. Health insurance coverage in the group 
market or individual market. 

C. Part A or part B of Title XVIII of the Social 
Security Act. 

D. Title XIX of the Social Security Act (other than 
coverage consisting solely of benefits under 
Section 1928). 

E. Chapter 55 of Title 10 of the United States 
Code. 
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F. A medical care program of the Indian Health 
Service or of a tribal organization. 

G. A state health benefits risk pool. 

H. A health plan offered under Chapter 89 of 
Title 5 of the United States Code. 

I. A public health plan, as defined in federal 
regulations. 

J. A health benefit plan under Section 5(e) of 
the Peace Corps Act. 

K. Title XXI of the Social Security Act (State 
Children's Health Insurance Program). 

L. Short-term limited duration health insurance 
coverage. 

Creditable coverage does not include coverage 
consisting solely of coverage of excepted benefits. 

Section 12 
CLAIMS 

CLAIM FORMS: We will furnish claim forms after we 
receive notice of a claim. If our usual claim forms are 
not furnished within 15 days, you or your covered 
dependent may file a claim without them. The claim 
must contain written proof of loss. 

NOTICE OF CLAIM: We must receive notice of claim 
within 30 days of the date the loss began or as soon 
as reasonably possible. 

PROOF OF LOSS: Written proof of loss must be 
provided to us within 180 days of the loss or as soon 
as reasonably possible. Proof of loss provided more 
than one year late will not be accepted, unless you or 
your covered dependent had no legal capacity in that 
year. 

COOPERATION PROVISION: Each covered person, 
or other person acting on his or her behalf, must 
cooperate fully with us to assist us in determining our 
rights and obligations under this policy and, as often 
as may be reasonably necessary: 

A. Sign, date and deliver to us authorizations to 
obtain any medical or other information, 
records or documents we deem relevant from 
any person or entity. 

B. Obtain and furnish to us, or our 
representatives, any medical or other 
information, records or documents we deem 
relevant. 

C. Answer, under oath or otherwise, any 
questions we deem relevant, which we or our 
representatives may ask. 

D. Furnish any other information, aid or 
assistance that we may require, including 
without limitation, assistance in 
communicating with any person or entity 
(including requesting any person or entity to 
promptly provide to us, or our representative, 
any information, records or documents 
requested by us). 

If any covered person, or other person acting on his 
or her behalf, fails to provide any of the items or 
information requested or to take any action 
requested, the claim(s) will be closed and no further 
action will be taken by us unless and until the item or 
information requested is received or the requested 
action is taken, subject to the terms and conditions of 
this policy.  

In addition, failure on the part of any covered person, 
or other person acting on his or her behalf, to provide 
any of the items or information requested or to take 
any action requested may result in the denial of 
claims of all covered persons. 

TIME FOR PAYMENT OF CLAIMS: Benefits will be 
paid as soon as we receive proper proof of loss. 

PAYMENT OF CLAIMS: Except as set forth in this 
provision, all benefits are payable to you. Any 
accrued benefits unpaid at your death, or your 
dependent's death may, at our option, be paid either 
to the beneficiary or to the estate. If any benefit is 
payable to your or your dependent's estate, or to a 
beneficiary who is a minor or is otherwise not 
competent to give valid release, we may pay up to 
$1,000 to any relative who, in our opinion, is entitled 
to it. 

We may pay all or any part of the benefits provided 
by this policy for hospital, surgical, nursing, or medical 
services, directly to the hospital or other person 
rendering such services.  

Any payment made by us in good faith under this 
provision shall fully discharge our obligation to the 
extent of the payment. We reserve the right to deduct 
any overpayment made under this policy from any 
future benefits under this policy. 

ASSIGNMENT: We will reimburse a hospital or 
health care provider if your health insurance benefits 



Sam
ple

IEX21-UHCWI-HMO-S4500-32 Page 44 091620 

are assigned by you in writing and we approve the 
assignment. 

Any assignment to a hospital or person providing the 
treatment, whether with or without our approval, shall 
not confer upon such hospital or person, any right or 
privilege granted to you under this policy except for 
the right to receive benefits, if any, that we have 
determined to be due and payable. 

MEDICAID REIMBURSEMENT: The amount 
payable under this policy will not be changed or 
limited for reason of a covered person being eligible 
for coverage under the Medicaid program of the state 
in which he or she lives.  

We will pay the benefits of this policy to the state if: 

A. A covered person is eligible for coverage
under his or her state's Medicaid program;
and

B. We receive proper proof of loss and notice
that payment has been made for covered
expenses under that program.

Our payment to the state will be limited to the amount 
payable under this policy for the covered expenses 
for which reimbursement is due. Payment under this 
provision will be made in good faith. It will satisfy our 
responsibility to the extent of that payment. 

CUSTODIAL PARENT: This provision applies if the 
parents of a covered eligible child are divorced or 
legally separated and both the custodial parent and 
the non-custodial parent are subject to the same court 
or administrative order establishing custody. The 
custodial parent, who is not a covered person, will 
have the rights stated below if we receive a copy of 
the order establishing custody. 

Upon request by the custodial parent, we will: 

A. Provide the custodial parent with information
regarding the terms, conditions, benefits,
exclusions and limitations of this policy;

B. Accept claim forms and requests for claim
payment from the custodial parent; and

C. Make claim payments directly to the custodial
parent for claims submitted by the custodial
parent. Payment of claims to the custodial
parent, which are made under this provision,
will fully discharge our obligations.

A custodial parent may, with our approval, assign 
claim payments to the hospital or medical practitioner 
providing treatment to an eligible child.  

PHYSICAL EXAMINATION AND AUTOPSY: We 
shall have the right and opportunity to have a covered 
person examined while a claim is pending or while a 
dispute over the claim is pending. These 
examinations are made at our expense and as often 
as we may reasonably require. We also have the right 
to have an autopsy made where it is not prohibited by 
law. 

LEGAL ACTIONS: No suit may be brought by you on 
a claim sooner than 60 days after the required proof 
of loss is given. No suit may be brought more than 
three years after the date proof of loss is required.  

Section 13 
GRIEVANCE PROCEDURES 

GENERAL INFORMATION: The appeal and 
grievance procedures are voluntary to the covered 
person.  

Services provided by Health Insurance Smart NC are 
available through the North Carolina Department of 
Insurance (NCDOI). To reach this program, contact: 

By Mail: 
North Carolina Department of Insurance 
Health Insurance Smart NC 
1201 Mail Service Center 
Raleigh, NC  27699-1201 
Toll Free Telephone: (855) 408-1212 
Fax Number: (919) 807-6865 

In Person: 

For the physical address for Health Insurance Smart 
NC, please visit the web page: 
ncdoi.gov/consumers/health-insurance. 

Toll Free Telephone: (855) 408-1212 

ncdoi.gov/consumers/health-insurance/health-claim-
denied/request-external-review for External 
Review information and Request Form 

DEFINITIONS: As used in this section, the following 
terms have the meanings indicated: 

“Adverse benefit determination” means: 
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A. Any claim denial, reduction, or termination of, 
or a failure to provide, or make payment (in 
whole or in part) for a benefit, including: 

1. Deductible credits; coinsurance; co-pay; 
provider network reductions or 
exclusions, or other cost sharing 
requirements; 

2. Any instance where the plan pays less 
than the total expenses submitted 
resulting in covered person 
responsibility; 

3. A benefit resulting from the application of 
any utilization review; 

4. A covered benefit that is otherwise 
denied as not medically necessary or 
appropriate; or 

5. A covered benefit that is otherwise 
denied as experimental or investigational 
treatment; 

6. A denial of benefits based on whether a 
service can effectively be provided in 
network; 

B. Any denial, reduction, termination, or failure 
to provide or make payment that is based on 
a determination of a participant’s eligibility to 
participate in the health plan, including any 
decision to deny coverage at time of 
application or placing a medical rider; and 

C. Any rescission of coverage, including offering 
the option of accepting a medical rider in lieu 
of rescission, (whether or not the rescission 
has an adverse effect on any particular 
benefit at that time). 

“Authorized representative” means: 

A. A person to whom a covered person has 
given express written consent to represent 
the covered person; 

B. A person authorized by law to provide 
substituted consent for a covered person; or 

C. A family member of the covered person or the 
covered person's treating health care 
professional when the covered person is 
unable to provide consent. 

For purposes of these procedures, a reference to a 
covered person may also refer to an authorized 
representative. 

“Clinical peer” means a health care professional who 
holds an unrestricted license in a state of the United 
States, in the same or similar specialty, and routinely 
provides the health care services subject to utilization 
review. 

“Covered person” means a policyholder, subscriber, 
enrollee, or other individual covered by a health 
benefit plan. A covered person includes a person who 
has applied for insurance and who was declined or 
rescinded.  It also includes an authorized 
representative. 

“Emergency medical condition” means a medical 
condition manifesting itself by acute symptoms of 
sufficient severity including, but not limited to, severe 
pain, or by acute symptoms developing from a 
chronic medical condition that would lead a prudent 
layperson, possessing an average knowledge of 
health and medicine, to reasonably expect the 
absence of immediate medical attention to result in 
any of the following: 

A. Placing the health of an individual, or with 
respect to a pregnant woman, the health of 
the woman or her unborn child, in serious 
jeopardy; 

B. Serious impairment to bodily functions; 

C. Serious dysfunction of any bodily organ or 
part; or 

D. Seriously jeopardize the ability of an 
individual to regain maximum function. 

Other than above, the decision as to whether a 
condition involves an emergency medical condition is 
to be determined by the attending provider, and the 
plan must defer to such determination of the attending 
provider. 

“Emergency services” means health care items and 
services furnished or required to screen for or treat an 
emergency medical condition until the condition is 
stabilized, including prehospital care and ancillary 
services routinely available to the emergency 
department. 

“Grievance” means: 

A. A written complaint submitted by a covered 
person regarding: 

1. Our decisions, policies, or actions related 
to availability, delivery, or quality of 
health care services; 
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2. Claims payment, handling, or 
reimbursement for services; 

3. The contractual relationship between a 
covered person and us; or 

4. A noncertification. 

B. Grievance does not include a written 
complaint submitted by a covered person 
about a decision based solely on the fact that 
the health benefit plan contains a specific 
exclusion for the expense in question in the 
policy of coverage. 

“Noncertification” means a recommendation by us or 
recommended by the Review Agent that an 
admission, availability of care, continued stay, or 
other health care service has been reviewed and, 
based upon the information provided, does not meet 
our requirements for medical necessity, 
appropriateness, health care setting, level of care or 
effectiveness, or does not meet the prudent layperson 
standard for coverage of emergency services, and 
the requested service is therefore denied, reduced, or 
terminated. A noncertification is not a decision 
rendered solely on the basis that the health benefit 
plan does not provide benefits for the health care 
service in question, if the exclusion of the specific 
service requested is clearly stated in the policy. A 
noncertification includes any situation in which we or 
our designated agent makes a decision about 
whether a requested treatment is experimental, 
investigational, or cosmetic, and the extent of 
coverage under the health benefit plan is affected by 
that decision. Please note, this includes retrospective 
reviews.   

“Post-service claim” means any claim for benefits for 
medical care or treatment that is not a pre-service 
claim. 

“Pre-service claim” means any claim for benefits for 
medical care or treatment that requires our approval 
in advance of the covered person obtaining the 
medical care. 

“Prudent layperson standard” means the covered 
person acting reasonably would have believed that an 
emergency medical condition existed. When 
emergency services are provided by a non-network 
provider, the prudent layperson standard also means 
that the covered person acting reasonably would 
have believed a delay would worsen the emergency, 
or the covered person did not seek services from a 
network provider because of circumstances beyond 
the covered person’s control. 

“Rescission” means a cancellation or discontinuance 
of coverage that has a retroactive effect.   

“Utilization review” means a set of formal techniques 
designed to monitor the use of or evaluate the clinical 
necessity, appropriateness, efficacy or efficiency of 
health care services, procedures, providers, or 
facilities. These techniques may include: 

A. Ambulatory review — Utilization review of 
services performed or provided in an 
outpatient setting. 

B. Case management — A coordinated set of 
activities conducted for individual patient 
management of serious, complicated, 
protracted, or other health conditions. 

C. Certification — A determination by us or our 
designated utilization review organization 
that an admission, availability of care, 
continued stay, or other service has been 
reviewed and, based on the information 
provided, satisfies our requirements for 
medically necessary services and supplies, 
appropriateness, health care setting, level of 
care, and effectiveness. 

D. Concurrent review — Utilization review 
conducted during a patient's hospital stay or 
course of treatment. 

E. Discharge planning — The formal process for 
determining, before discharge from a 
provider facility, the coordination and 
management of the care that a patient 
receives after discharge from a provider 
facility. 

F. Prospective review — Utilization review 
conducted before an admission or a course 
of treatment including any required 
preauthorization or precertification. 

G. Retrospective review — Utilization review of 
medically necessary services and supplies 
that is conducted after services have been 
provided to a patient, but not the review of a 
claim that is limited to an evaluation of 
reimbursement levels, veracity of 
documentation, accuracy of coding, or 
adjudication for payment. Retrospective 
review includes the review of claims for 
emergency services to determine whether 
the prudent layperson standard has been 
met. 

H. Second opinion — An opportunity or 
requirement to obtain a clinical evaluation by 
a provider other than the provider originally 
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making a recommendation for a proposed 
service to assess the clinical necessity and 
appropriateness of the proposed service. 

INTERNAL PROCEDURES FOR ADVERSE 
BENEFIT DETERMINATIONS INVOLVING 
NONCERTIFICATIONS  

A. Request: A covered person or a provider 
acting on behalf of a covered person has 180 
days following receipt of an initial notification 
of a noncertification. 

B. Reviewer’s Requirements: Reviews will be 
completed by a medical doctor, licensed to 
practice medicine in North Carolina, who was 
not involved in the noncertification. 

C. Acknowledgement: Within 3 business days 
after receiving the grievance, we will provide 
the covered person with: 

1. The name, address, and telephone 
number of the person assigned to 
coordinate the review; and 

2. Instructions for submitting written 
material for consideration. 

D. General Information: 

1. A covered person shall be provided, 
upon request and free of charge, 
reasonable access to, and copies of, all 
documents, records, and other 
information relevant to the covered 
person’s claim for benefits. 

2. All comments, documents, records and 
other information submitted by the 
covered person relating to the claim for 
benefits, regardless of whether such 
information was submitted or considered 
in the initial decision, will be considered 
in the internal grievance review. 

3. The covered person will receive from us, 
free of charge, any new or additional 
evidence considered by the reviewer. We 
will give the covered person the new 
information as soon as possible and 
sufficiently in advance of the turnaround 
time for response in order to give the 
covered person a reasonable opportunity 
to respond prior to that due date. 

4. The covered person will receive from us, 
free of charge, any new or additional 
medical rationale. We will give the 
covered person the new medical 
rationale as soon as possible and 

sufficiently in advance of the turnaround 
time for our decision due in less than 10 
days. If the state turnaround for response 
in order to give the covered person a 
reasonable opportunity to respond prior 
to that due date. 

5. An insurer that is providing benefits for an 
ongoing course of treatment cannot be 
reduced or terminated without providing 
advance notice and an opportunity for 
advance review. The insured is required 
to provide continued coverage pending 
the outcome of the grievance review. 

6. The internal grievance review process 
must be exhausted before the covered 
person may request an external review 
unless: 

a. We have agreed to waive the 
exhaustion requirement; 

b. We fail to follow the grievance review 
process; or 

c. The covered person files an 
expedited review request at the 
same time as an expedited internal 
grievance review request. 

E. Resolution Timeframe: We will notify the 
covered person and the covered person’s 
provider of the grievance decision in clear 
terms, within 30 days after we receive the 
grievance request. 

F. Notification of Decision: For upheld or 
modified decisions, the written decision will 
include: 

1. The professional qualification and 
licensure of the reviewer(s); 

2. Identification of the medical experts 
whose advice was obtained on our 
behalf, without regard to whether the 
advice was relied upon in making the 
decision; 

3. A statement of the reviewer’s 
understanding of the reason for the 
grievance; 

4. The reviewer’s decision in clear terms 
and the medical rationale for the decision 
in enough detail for the covered person 
to respond further to our position; 

5. A reference to the evidence or 
document(s) used as the basis for the 
decision, including the clinical review 
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criteria used to make the determination 
and instructions for requesting the clinical 
review criteria; 

6. Reference to the specific plan provision 
on which the decision is based; 

7. A statement that the covered person is 
entitled to receive, upon request and free 
of charge, reasonable access to, and 
copies of, all documents, records, and 
other information relevant to the covered 
person’s claim for benefits; 

8. A statement that the decision is our final 
decision in the matter; 

9. A statement advising the covered person 
of their right to request an external 
review, the North Carolina External 
Review Notice and a copy of the form 
that authorizes us to disclose protected 
health information; 

10. A statement advising the covered person 
that they may have a right to bring a civil 
action under federal law; 

11. If an internal rule, guideline, protocol, or 
other similar criterion was relied upon in 
making the adverse decision, either the 
specific rule, guideline, protocol, or other 
similar criterion; or a statement that such 
rule, guideline, protocol, or other similar 
criterion was relied upon in making the 
adverse decision and that a copy of the 
rule, guideline, protocol, or other similar 
criterion will be provided free of charge to 
the covered person upon request;  

12. The date of service;  

13. The health care provider’s name;  

14. The claim amount;  

15. The diagnosis and procedure codes with 
their corresponding meanings, or an 
explanation that the diagnosis and/or 
procedure codes are available upon 
request;  

16. Our denial code with corresponding 
meaning;  

17. A description of any standard used, if 
any, in denying the claim;  

18. That assistance is available by 
contacting the specific state’s consumer 
assistance department, if applicable;  

19. A culturally linguistic statement based 
upon the covered person’s county or 
state of residence that provides for oral 
translation of the grievance decision, if 
applicable;  

20. Notice that help may be available by 
contacting the Commissioner’s office or 
Health Insurance Smart NC at the 
address and phone number listed under 
General Information above.  

G. Expedited Review: 

1. Request: An expedited grievance review 
is available when medically justified or 
where the time frames for the standard 
review would reasonably appear to 
seriously jeopardize the life or health of a 
covered person or jeopardize the 
covered person’s ability to regain 
maximum function. The request may be 
made orally or in writing to us. An 
expedited review is not available for post-
service claims. 

2. Transmission of Information: All 
necessary information, including the 
grievance review decision, will be 
transmitted between us and the covered 
person by telephone, facsimile, or the 
most expeditious method available.  

3. Reviewer’s Requirements: The 
procedure for an expedited review will be 
the same as in the standard review, refer 
to the Reviewer’s Requirements in the 
Internal Procedures for Adverse Benefit 
Determinations involving 
Noncertifications.  

4. Resolution Timeframe and Notification of 
Decision: We will notify the covered 
person of the grievance decision as soon 
as possible but no later than within 72 
hours of receipt of the grievance. The 
decision notice will include the same 
information as required in the standard 
review, refer to the Notification of 
Decision in the Internal Procedures for 
Adverse Benefit Determinations 
involving Noncertifications.  

INTERNAL PROCEDURES FOR ADVERSE 
BENEFIT DETERMINATIONS NOT INVOLVING 
NONCERTIFICATIONS 

A. Request: A covered person or a provider 
acting on behalf of a covered person has 180 
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days following receipt of an initial notification 
to file a grievance. 

B. Panel Review Requirements: 

1. Grievances will be reviewed by a panel 
appointed by us.   

2. The panel will be comprised of the 
following: 

a. No person on the panel will have 
been previously involved in the 
grievance, have a financial interest in 
the outcome of the review, or be 
employees of ours or our Review 
Agent.   

b. A person who was previously 
involved in the matter may appear 
before the panel to present 
information or answer questions. 

C. Acknowledgement: Within 10 business days 
after receipt of a grievance, we will inform the 
covered person of: 

1. The name, address and telephone 
number of the person assigned to 
coordinate the review; 

2. Their right to: 

a. Request and receive all information 
relevant to the case; 

b. Attend the review meeting and 
present his or her case to the review 
panel; 

c. Submit supporting material to the 
review panel both before and at the 
review meeting; 

d. Ask questions of any member of the 
review panel; and 

e. Be assisted or represented at the 
review meeting by a person of his or 
her choosing, including a provider, 
family member, employer 
representative or attorney; and 

3. Notice that help may be available by 
contacting Health Insurance Smart NC at 
the address and phone number listed 
under the General Information provision 
included in this section. 

D. Right to Appear: 

1. The covered person will be notified in 
writing at least 15 days before the review 
meeting date. 

2. A covered person does not have to 
attend the review meeting to receive a full 
review. 

E. General Information: 

1. A covered person shall be provided, 
upon request and free of charge, 
reasonable access to, and copies of, all 
documents, records, and other 
information relevant to the covered 
person’s claim for benefits. 

2. All comments, documents, records and 
other information submitted by the 
covered person relating to the claim for 
benefits, regardless of whether such 
information was submitted or considered 
in the initial decision, will be considered 
in the internal grievance review. 

3. The covered person will receive from us, 
free of charge, any new or additional 
evidence considered by the reviewer. We 
will give the covered person the new 
information as soon as possible and 
sufficiently in advance of the turnaround 
time for response in order to give the 
covered person a reasonable opportunity 
to respond prior to that due date. 

4. The covered person will receive from us, 
free of charge, any new or additional 
medical rationale. We will give the 
covered person the new medical 
rationale as soon as possible and 
sufficiently in advance of the turnaround 
time for our decision is due in less than 
10 days. If the state turnaround for 
response in order to give the covered 
person a reasonable opportunity to 
respond prior to that due date. 

5. An insurer that is providing benefits for an 
ongoing course of treatment cannot be 
reduced or terminated without providing 
advance notice and an opportunity for 
advance review. The insurer is required 
to provide continued coverage pending 
the outcome of the grievance review. 

F. Resolution Timeframe: 

1. For grievances regarding post-service 
claims, the review panel will schedule 
and hold the review meeting within 45 
days after receipt of the grievance. The 
review panel will send a written decision 
in clear terms to the covered person and, 
if applicable, to the covered person's 
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provider, within 7 business days of 
completing the review meeting. 

2. For grievances regarding pre-service 
claims, the review panel will schedule 
and hold the review meeting and provide 
a written decision in clear terms to the 
covered person within 30 days after 
receipt of the grievance. 

G. Notification of Decision: For upheld, modified, 
or overturned decisions, the written notice of 
the decision must include: 

1. The professional qualifications and 
licensures of the persons on the review 
panel; 

2. Identification of the medical experts 
whose advice was obtained on our 
behalf, without regard to whether the 
advice was relied upon in making the 
decision; 

3. A statement of the review panel’s 
understanding of the nature of the 
covered person’s grievance and all 
pertinent facts; 

4. The review panel’s recommendation to 
us and the rationale and specific 
reason(s) behind that recommendation; 

5. A description of or reference to the 
evidence or document(s) considered by 
the review panel as the basis for its 
recommendation; 

6. A clear explanation of the decision 
including the rationale for our decision if 
it differs from the review panel's 
recommendation; 

7. Reference to the specific plan provision 
on which the decision is based; 

8. A statement that the covered person is 
entitled to receive, upon request and free 
of charge, reasonable access to, and 
copies of, all documents, records, and 
other information relevant to the covered 
person’s claim for benefits; 

9. A statement that the decision is our final 
decision in the matter; 

10. A statement advising the covered person 
that they may have a right to bring a civil 
action under federal law; 

11. If an internal rule, guideline, protocol, or 
other similar criterion was relied upon in 

making the adverse decision, either the 
specific rule, guideline, protocol, or other 
similar criterion; or a statement that such 
rule, guideline, protocol, or other similar 
criterion was relied upon in making the 
adverse decision and that a copy of the 
rule, guideline, protocol, or other similar 
criterion will be provided free of charge to 
the covered person upon request; 

12. The date of service; 

13. The health care provider’s name; 

14. The claim amount; 

15. The diagnosis and procedure codes with 
their corresponding meanings, or an 
explanation that the diagnosis and/or 
procedure codes are available upon 
request; 

16. The insurer’s denial code with 
corresponding meaning; 

17. A description of any standard used, if 
any, in denying the claim; 

18. That assistance is available by 
contacting the specific state’s consumer 
assistance department, if applicable; 

19. A culturally linguistic statement based 
upon the covered person’s county or 
state of residence that provides for oral 
translation of the grievance decision, if 
applicable; 

20. Notice that help may be available by 
contacting the Commissioner’s office or 
Health Insurance Smart NC at the 
address and phone number listed under 
the General Information provision in this 
section. 

H. Expedited Review: 

1. Request: An expedited grievance review 
is available when medically justified or 
where the time frames for the standard 
review would reasonably appear to 
seriously jeopardize the life or health of a 
covered person or jeopardize the 
covered person’s ability to regain 
maximum function. The request may be 
made orally or in writing to us. An 
expedited review is not available for post-
service claims. 

2. Transmission of Information: All 
necessary information, including the 
grievance review decision, will be 
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transmitted between us and the covered 
person by telephone, facsimile, or the 
most expeditious method available. 

3. Panel Review Requirements: The 
procedure for an expedited review will be 
the same as in the standard review, refer 
to Panel Review Requirements under the 
Internal Procedures for Adverse Benefit 
Determinations Not Involving 
Noncertifications provision in this 
section. However, the review meeting 
may take place by way of a telephone 
conference call or through the exchange 
of written information. 

4. Resolution Timeframe and Notification of 
Decision: We will notify the covered 
person of the grievance decision as soon 
as possible but no later than within 72 
hours of receipt of the grievance. The 
decision notice will include the same 
information as required in the standard 
review, refer to the Notification of 
Decision under the Internal Procedures 
for Adverse Benefit Determinations Not 
Involving Noncertifications provision in 
this section. 

INTERNAL GRIEVANCE PROCEDURES NOT 
INVOLVING ADVERSE BENEFIT 
DETERMINATIONS OR NONCERTIFICATIONS 

A. First Level Review: 

1. Request: A covered person or a provider 
acting on behalf of a covered person may 
file a grievance regarding any policy, 
decision or action of the insurer that 
affects the covered person, except for a 
decision based solely on the fact that the 
health benefit plan contains an exclusion 
for the expense in question. The covered 
person may submit written material for 
consideration but is not permitted to 
attend the first level review. 

2. Reviewer’s Requirements: 

a. First level reviews will not include 
persons involved in the initial 
decision. 

b. If the review involves a clinical issue, 
at least one person reviewing the 
grievance will be a medical doctor 
with appropriate expertise to 
evaluate the matter. 

3. Acknowledgment: 

a. Within 3 business days of receiving 
a grievance, we will provide the 
covered person with: 

i. The name, address and 
telephone number of the person 
assigned to coordinate the 
review; and   

ii. Instructions for submitting 
written material for 
consideration. 

b. For grievances concerning quality of 
clinical care delivered by the covered 
person’s provider, we will 
acknowledge the grievance within 10 
business days. The 
acknowledgement will advise the 
covered person that: 

i. We will refer the grievance to its 
quality assurance committee for 
review and consideration or any 
appropriate action against the 
provider; and 

ii. State law does not allow for a 
second level grievance review 
for grievances concerning 
quality of care. 

4. Resolution Timeframe: We will send a 
written decision in clear terms to the 
covered person, and the covered 
person's provider, if applicable, within 30 
days after receipt of the grievance.   

5. Notification of Decision: If the decision is 
not in favor of the covered person, the 
written decision will include: 

a. The professional qualifications and 
licensure of the reviewer(s); 

b. A statement of the reviewers 
understanding of the grievance; 

c. The reviewer's decision in clear 
terms and the contractual basis or 
medical rationale in sufficient detail 
for the covered person to respond 
further to our position; 

d. A reference to the evidence or 
documentation used as the basis for 
the decision; 

e. Except for quality of care, excluded 
benefits or service or noncertification 
issues which are not eligible for 
second level grievance review, a 
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statement advising the covered 
person of the right to request a 
second level review and a 
description of the procedures for 
submitting a second level grievance; 
and 

f. Notice that help may be available by 
contacting Health Insurance Smart 
NC at the address and phone 
number listed under the General 
Information provision in this section. 

B. Second Level Review: 

1. Request: A covered person or a provider 
acting on behalf of a covered person, 
who is dissatisfied with a first level 
grievance review decision may file a 
request for a second level grievance 
review. 

2. Second level reviews are not allowed for 
benefits or services that are clearly 
excluded under this policy, quality of care 
complaints, or noncertifications. 

3. Panel Review Requirements:   

a. Second level reviews will be 
completed by a panel appointed by 
us. 

b. The panel will be comprised of the 
following: 

i. No person on the panel will have 
been previously involved in the 
grievance, have a financial 
interest in the outcome of the 
review, or be employees of ours 
or our Review Agent.   

ii. A person who was previously 
involved in the matter may 
appear before the panel to 
present information or answer 
questions. 

iii. For grievances involving a 
clinical issue: 

a. All of the persons will be 
medical providers who have 
appropriate expertise and 
will include at least one 
clinical peer; and 

b. If a clinical reviewer was 
utilized on the first level 
review and the review panel 
consists of three or more 

people, we may include one 
of our employees on the 
panel. 

4. Acknowledgement: Within 10 business 
days after receipt of a request for a 
second level review, we will inform the 
covered person of: 

a. The name, address and telephone 
number of the person assigned to 
coordinate the second level review; 

b. Their right to: 

i. Request and receive all 
information relevant to the case; 

ii. Attend the review meeting and 
present his or her case to the 
review panel; 

iii. Submit supporting material to the 
review panel both before and at 
the review meeting; 

iv. Ask questions of any member of 
the review panel; and 

v. Be assisted or represented at the 
review meeting by a person of 
his or her choosing, including a 
provider, family member, 
employer representative or 
attorney; and 

c. Notice that help may be available by 
contacting Health Insurance Smart 
NC at the address and phone 
number listed under the General 
Information provision in this section. 

5. Right to Appear: 

a. The covered person will be notified in 
writing at least 15 days before the 
review meeting date. 

b. A covered person does not have to 
attend the second level review 
meeting to receive a full review. 

6. Resolution Timeframe:   

a. The review panel will schedule and 
hold a review meeting within 45 days 
after receipt of a request for a second 
level review. 

b. We will send a written decision in 
clear terms to the covered person 
and, if applicable, to the covered 
person’s provider, within 7 business 
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days of completing the review 
meeting.   

7. Notification of Decision: The written 
notice of the decision must include: 

a. The professional qualifications and 
licensures of the persons on the 
review panel; 

b. A statement of the review panel’s 
understanding of the nature of the 
covered person’s grievance and all 
pertinent facts; 

c. The review panel’s recommendation 
to us and the rationale behind that 
recommendation; 

d. A description of or reference to the 
evidence or document(s) considered 
by the review panel as the basis for 
its recommendation; 

e. If the review is for a clinical matter, a 
written statement of the clinical 
rationale, including the clinical review 
criteria, that was used by the review 
panel to make the recommendation; 

f. The rationale for our decision if it 
differs from the review panel's 
recommendation; 

g. A statement that the decision is our 
final decision in the matter; and 

h. Notice that help may be available by 
contacting the Commissioner’s office 
or Health Insurance Smart NC at the 
address and phone number listed 
under the General Information 
provision in this section. 

8. Expedited Review: 

a. Request: An expedited second level 
review is available when medically 
justified, whether or not the first level 
review was expedited. 

b. Panel Review Requirements: The 
procedure for an expedited review 
will be the same as in the standard 
review, refer to the Panel Review 
Requirements (Second Level 
Review) under the Internal 
Grievance Procedures Not Involving 
Adverse Benefit Determinations or 
Noncertifications provision in this 
section. However, the review 
meeting may take place by way of a 

telephone conference call or through 
the exchange of written information. 

c. Resolution Timeframe and 
Notification Decision: We will 
conduct the review and 
communicate our written decision 
within 4 days after receiving all 
necessary information. The decision 
notice will include the same 
information as required in the 
standard review; refer to the 
Notification of Decision (Second 
Level Review) under the Internal 
Grievance Procedures Not Involving 
Adverse Benefit Determinations or 
Noncertifications provision in this 
section. 

NORTH CAROLINA EXTERNAL REVIEW NOTICE 
UNITEDHEALTHCARE OF WISCONSIN, INC. 

North Carolina law provides for review of 
noncertification decisions by an external, 
Independent Review Organization (IRO). The North 
Carolina Department of Insurance (NCDOI) 
administers this service at no charge to you, 
arranging for an IRO to review your case once the 
NCDOI establishes that your request is complete and 
eligible for review. You or someone you have 
authorized to represent you may request an external 
review. We will notify you in writing of your right to 
request an external review each time you receive:  

A. A noncertification decision; or  

B. An appeal decision upholding a 
noncertification decision.  

In order for your request to be eligible for external 
review, the NCDOI must determine the following:  

A. That you had coverage with us in effect when 
the noncertification decision was issued;  

B. That the service for which the noncertification 
was issued appears to be a covered service 
under this policy;  

C. That you have exhausted our internal review 
process as described below; and  

D. That you have provided all the information 
and forms necessary to process the external 
review.  

External review is performed on a standard and 
expedited timetable, depending on which is 
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requested and on whether medical circumstances 
meet the criteria for expedited review.  

STANDARD EXTERNAL REVIEW  

You will be considered to have exhausted the internal 
review process if you have:  

A. Completed our appeal process and received 
a written determination from us;  

B. Filed an appeal and except to the extent that 
you have requested or agreed to a delay, 
have not received our written decision within 
60 days of the date you can demonstrate that 
you submitted the request; or  

C. Received notification that we have agreed to 
waive the requirement to exhaust the internal 
appeal process.  

If your request for a standard external review is 
related to a retrospective noncertification (a 
noncertification which occurs after you have received 
the services in question), you will not be eligible to 
request a standard external review until you have 
completed our internal review process and received a 
written final determination from us.  

If you wish to request a standard external review, you 
(or your representative) must make this request to 
NCDOI within 120 days of receiving our written notice 
of final determination that the services in question are 
not approved. When processing your request for 
external review, the NCDOI will require you to provide 
the NCDOI with a written, signed authorization for the 
release of any of your medical records that may need 
to be reviewed for the purpose of reaching a decision 
on the external review.  

Within 10 business days of receipt of your request for 
a standard external review, the NCDOI will notify you 
and your provider of whether your request is complete 
and whether it is accepted. If the NCDOI notifies you 
that your request is incomplete, you must provide all 
requested additional information to the NCDOI within 
150 days of the date of our written notice of final 
determination. If the NCDOI accepts your request, the 
acceptance notice will include: 

A. The name and contact information for the 
IRO assigned to your case;  

B. A copy of the information about your case 
that we have provided to the NCDOI;  

C. Notice that we will provide you or your 
authorized representative with a copy of the 
documents and information considered in 

making the denial decision (which will also be 
sent to the IRO); and  

D. Notification that you may submit additional 
written information and supporting 
documentation relevant to the initial 
noncertification to the assigned IRO within 7 
days after receipt of the notice of acceptance.  

If you choose to provide any additional information to 
the IRO, you must also provide that same information 
to us at the same time using the same means of 
communication (e.g., you must fax the information to 
us if you faxed it to the IRO). When faxing information 
to us, send it to (866) 654-6323. If you choose to mail 
your information, send it to:  

Grievance Administrator  
UnitedHealthcare of Wisconsin, Inc.  
PO Box 6111  
Cypress, CA 90630  

Please note that you may also provide this additional 
information to the NCDOI within the 7-day deadline 
rather than sending it directly to the IRO and us. The 
NCDOI will forward this information to the IRO and us 
within 2 business days of receiving your additional 
information.  

The IRO will send you written notice of its 
determination within 45 days of the date the NCDOI 
received your standard external review request. If the 
IRO’s decision is to reverse the noncertification, we 
will reverse the noncertification decision within 3 
business days of receiving notice of the IRO’s 
decision and provide coverage for the requested 
service or supply that was the subject of the 
noncertification decision. If you are no longer covered 
by us at the time we receive notice of the IRO’s 
decision to reverse the noncertification, we will only 
provide coverage for those services or supplies you 
actually received or would have received prior to 
disenrollment if the service had not been noncertified 
when first requested.  

EXPEDITED EXTERNAL REVIEW  

An expedited external review of a noncertification 
decision may be available if you have a medical 
condition where the time required to complete an 
expedited internal grievance review or a standard 
external review would reasonably be expected to 
seriously jeopardize your life or health or would 
jeopardize your ability to regain maximum function. If 
you meet this requirement, you may make a written 
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request to the NCDOI for an expedited review after 
you receive:  

A. A noncertification decision from us AND file a
request with us for an expedited appeal; or

B. An appeal decision upholding a
noncertification decision.

You may also make a request for an expedited 
external review if you receive an adverse internal 
appeal decision concerning a noncertification of an 
admission, availability of care, continued stay or 
emergency care, but have not been discharged from 
the inpatient facility.  

In consultation with a medical professional, the 
NCDOI will review your request and determine 
whether it qualifies for expedited review. You and 
your provider will be notified within 2 days if your 
request is accepted for expedited external review. If 
your request is not accepted for expedited review, the 
NCDOI may:  

A. Accept the case for standard external review
if our internal review process was already
completed; or

B. Require the completion of our internal review
process before you may make another
request for an external review with the
NCDOI.

An expedited external review is not available for 
retrospective noncertifications.  

The IRO will communicate its decision to you within 3 
days of the date the NCDOI received your request for 
an expedited external review. If the IRO’s decision is 
to reverse the noncertification, we will, within 1 day of 
receiving notice of the IRO’s decision, reverse the 
noncertification decision for the requested service or 
supply that is the subject of the noncertification 
decision. If you are no longer covered by us at the 
time we receive notice of the IRO’s decision to 
reverse the noncertification, we will only provide 
coverage for those services or supplies you actually 
received or would have received prior to 
disenrollment if the service had not been noncertified 
when first requested.  

The IRO’s external review decision is binding on us 
and you, except to the extent you may have other 
remedies available under applicable federal or state 
law. You may not file a subsequent request for an 
external review involving the same noncertification 
decision for which you have already received an 
external review decision.  

For further information about External Review or to 
request an external review, contact the NCDOI at:  

By Mail: 

NC Department of Insurance  
Health Insurance Smart NC  
1201 Mail Service Center  
Raleigh, NC 27699-1201  
Toll Free Telephone: (855) 408-1212 
Fax Number: (919) 807-6865  

In Person: 

For the physical address for Health Insurance Smart 
NC, please visit the web page: 
ncdoi.gov/consumers/health-insurance.  

Toll Free Telephone: (855) 408-1212 

ncdoi.gov/consumers/health-insurance/health-claim-
denied/request-external-review for External Review 
information and Request Form  

Services provided by Health Insurance Smart NC are 
available through the North Carolina Department of 
Insurance. To reach this Program, contact Health 
Insurance Smart NC at the address, phone number, 
or email address listed above. 

Section 14 
GENERAL PROVISIONS 

ENTIRE CONTRACT: This policy, with the 
application and/or enrollment form and any rider-
amendments, is the entire contract between you and 
us. No change in this policy will be valid unless it is 
approved by one of our officers and noted on or 
attached to this policy.  

No agent may: 

A. Change this policy;

B. Waive any of the provisions of this policy;

C. Extend the time for payment of premiums; or

D. Waive any of our rights or requirements.

NON-WAIVER: If we or you fail to enforce or to insist 
on strict compliance with any of the terms, conditions, 
limitations or exclusions of this policy, that will not be 
considered a waiver of any rights under this policy. A 
past failure to strictly enforce this policy will not be a 
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waiver of any rights in the future, even in the same 
situation or set of facts. 

RESCISSIONS: No misrepresentation of fact made 
regarding a covered person during the application or 
enrollment process that relates to insurability or 
eligibility will be used to void/rescind the insurance 
coverage or deny a claim unless: 

A. The misrepresented fact is contained in a 
written application or enrollment form, 
including amendments, signed by a covered 
person;  

B. A copy of the application or enrollment form, 
and any amendments, has been furnished to 
the covered person(s), or to their beneficiary; 
and 

C. The misrepresentation of fact was 
intentionally made and material to our 
determination to issue coverage to any 
covered person.  

A covered person's coverage will be voided/rescinded 
and claims denied if that person performs an act or 
practice that constitutes fraud. 

REPAYMENT FOR FRAUD, MISREPRESEN-
TATION OR FALSE INFORMATION: If we find that 
a covered person has performed an act, practice, or 
omission that constitutes fraud, or has made an 
intentional misrepresentation of material fact, we 
have the right to demand that the covered person pay 
back all benefits we paid to you or the covered person 
incorrectly as a result of the covered person's actions, 
or paid in your/the covered person's name, during the 
time the covered person was insured under this 
policy. 

UNIFORM MODIFICATION: We may modify our 
health insurance products effective January 1 of each 
calendar year, in accordance with state and federal 
law. If that action affects your plan, we will provide you 
with a new or modified plan. 

CONFORMITY WITH STATE LAWS: This policy will 
be interpreted by, and administered solely according 
to, the requirements of the laws of the state in which 
it is initially issued/delivered and any applicable 
federal law. Any part of this policy in conflict with the 
laws of the state where you reside on this policy's 
effective date or on any premium due date is changed 
to conform to the minimum requirements of that 
state's laws.  

CONDITIONS PRIOR TO LEGAL ACTION: On 
occasion, we may have a disagreement related to 
coverage, benefits, premiums, or other provisions 
under this policy. Litigation is an expensive and time-
consuming way to resolve these disagreements and 
should be the last resort in a resolution process. 
Therefore, with a view to avoiding litigation, you must 
give written notice to us of your intent to sue us as a 
condition prior to bringing any legal action. Your 
notice must:  

A. Identify the coverage, benefit, premium, or 
other disagreement;  

B. Refer to the specific policy provision(s) at 
issue; and  

C. Include all relevant facts and information that 
support your position.  

Unless prohibited by law, you agree that you waive 
any action for statutory or common law extra-
contractual or punitive damages that you may have if 
the specified contractual claims are paid, or the 
issues giving rise to the disagreement are resolved or 
corrected, within 30 days after we receive your notice 
of intention to sue us. 

 



Sam
ple

SA-S-1754R1-UHCWI-TI-32 Page 1 01/01/21 

UNITEDHEALTHCARE OF WISCONSIN, INC. 
PEDIATRIC DENTAL RIDER 

This rider is effective at the same time as the policy. 

By attachment of this rider, the policy is amended to the extent of any conflict or inconsistencies with the 
following: 

This rider amends the policy to make benefits available for covered expenses for dental services provided to 
covered persons under the age of 19. A covered person’s eligibility for benefits under this rider will terminate on 
the last day of the calendar year the covered person reaches the age of 19. 

NETWORK BENEFITS ONLY: Benefits are available only for covered expenses incurred at a network provider. 
Covered expenses do not include non-dental emergency expenses incurred at a non-network provider. Covered 
expenses for dental emergency treatment received from a non-network provider will be treated as though the 
expenses were incurred at a network provider. 

No benefits will be paid for charges incurred in excess of eligible expenses. Eligible expenses under this rider are 
subject to the deductible amount and applicable coinsurance percentage as shown in the Data Pages of your 
policy unless otherwise stated under the Dental Benefits provision of this rider.   

DEFINITIONS: For the purposes of this rider the following definitions have the indicated meanings: 

"Covered expense" means a dental service that is: 

A. Incurred while the covered person is insured under this rider; 

B. Prescribed, ordered, recommended, authorized or approved for a covered person by a dentist; 

C. Dentally necessary; 

D. Covered by a specific benefit provision specified in this rider; 

E. Not excluded in this rider;  

F. Allowed under all other applicable terms and conditions of the policy; and 

G. Provided by or under the direction of a network provider, except for a dental emergency. 

We will not pay benefits for that part of a covered expense which: 

A. Is subject to a deductible amount or coinsurance percentage; 

B. Exceeds any applicable benefit maximum; 

C. Exceeds the frequency limits described in this rider;  or 

D. Is otherwise subject to an exclusion or limitation under this rider or the policy. 

"Dental emergency" means severe pain, swelling or bleeding of the teeth or supporting tissue which occurs as the 
direct result of unforeseen events or circumstances and in the judgment of a reasonable person, requires 
immediate care and treatment which is sought or received within 24 hours of onset. 

"Dental service" means any of the following services or items that are provided for dental care or treatment 
provided by a dentist to the teeth or supporting tissue: 

A. Consultation, advice, diagnosis, surgery, visit, or referral; 

B. Procedure, treatment, or other care; 

C. Supply, equipment; or 
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D. Drug or medicine. 

However, if this rider describes only certain services or items as dental services, then we will only pay benefits 
under this rider for those services or items. In addition, we will not pay benefits for any dental service unless it 
satisfies the definition of a covered expense. 

"Dentally necessary" means necessary from a dental perspective, satisfying all of the following requirements:  

A. Does not, exceed in scope, duration or intensity that level of care which is needed to provide safe, 
adequate, and appropriate diagnosis or treatment to the covered person; 

B. Is known to be safe, effective and appropriate by most U.S. dentists with regard to accepted standards of 
dental practice at the time when the dental service is provided; 

C. Cannot be provided primarily for the comfort or convenience of a covered person or dentist; 

D. Cannot be omitted without an adverse effect; 

E. Is appropriate for the covered person’s diagnosis or symptoms; and 

F. Is the most cost-effective treatment that is appropriate for the covered person’s diagnosis. This means 
there is no other similar or alternate dental service as determined by us available at a lower cost. 

A final decision to provide dental services can only be made by the covered person and his/her dentist. However, 
we will determine if a dental service is dentally necessary based on our consultation with an appropriate 
dentist/consultant. 

To determine what is dentally necessary, we may require copies of dental records with information to support that 
treatment, level or frequency of treatment or that the appliance or device is consistent with the dental condition 
and accepted standards of dental practice. 

The fact that any particular dentist may prescribe, order, recommend, or approve a treatment, test, or procedure 
does not, of itself, make the treatment, test, or procedure, dentally necessary. A determination of what is dentally 
necessary does not constitute a dental treatment decision. 

"Dentist" means a legally licensed dentist practicing within the scope of the license and currently licensed by the 
state in which the services are provided. Dentist also includes: 

A. A legally licensed oral surgeon, endodontist, orthodontist, periodontist, prosthodontist and pedodontist, 
practicing within the scope of his or her license; and 

B. A legally licensed dental hygienist practicing within the scope of the license while under the supervision of 
a dentist. 

A dentist cannot be an immediate family member of a covered person. 

"Eligible expense" means a covered expense as determined below: 

A. For network providers: When a covered expense is received from a network provider, the eligible 
expense is the contracted fee with that provider. 

B. For non-network providers: When a covered expense is received from a non-network provider as a result 
of a dental emergency, the eligible expense is the lessor of the billed charge or a lower amount 
negotiated with the provider or authorized by state law. 

"Incurred" means that a dental service has been provided to a covered person and a fee or charge is owed to the 
dentist for the service. Covered expenses for dental services will be considered to be incurred for: 

A. Appliances or a modification of appliances on the date the master impression is made; 

B. A crown, a bridge, a veneer or inlay or onlay restoration on the date the tooth or teeth are prepared; 
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C. Root canal therapy on the date the pulp chamber is opened; and 

D. All other charges on the date the dental service is rendered or a supply furnished. 

"Network" means a group of dentists who have contracts that include an agreed upon price for dental services. 

"Network provider" means a dentist who has agreed with a network to provide dental services at the contracted 
rate and who is identified in the most current list of network providers for the network shown on the front of your 
dental identification card. 

"Non-network provider" means a dentist who has not agreed with a network to provide dental services at the 
contracted rate. 

DENTAL BENEFITS: For purposes of this rider the following is added: 

Covered expenses under this rider are limited to the dental services described below for covered persons. 

For all covered expenses under this rider, the following dental services will be considered part of the entire dental 
service and not eligible for benefits as a separate service: cement bases; study models/diagnostic casts; acid 
etch; and bonding agents. 

PREVENTIVE/DIAGNOSTIC SERVICES 
(Preventive/Diagnostic Services are not subject to the deductible amount) 

A. The following dental services are limited to once every 6 months: 

1. D0120 Periodic oral evaluations. 

2. D0140 Limited oral evaluations (problem focused). 

3. D0145 Limited oral evaluation for patients under 3 years of age in counseling with primary caregiver. 

4. D0150 Comprehensive oral evaluation. 

5. D0180 Comprehensive periodontal evaluation. 

B. D0160 Detailed and extensive oral evaluation and re-evaluation - problem focused. 

C. D0170 Re-evaluation - limited, problem focused. 

D. D0171 Re-evaluation - post operative office visit. 

E. D0210 Intraoral - Complete series (including bitewings), limited to 1 every 60 months. 

F. D0220 Intraoral - periapical first film. 

G. D0230 Intraoral - periapical, each additional film. 

H. D0240 Intraoral - occlusal film. 

I. The following dental services are limited to 1 set every 6 months: 

1. D0270 Bitewings - single film. 

2. D0272 Bitewings - two films. 

3. D0273 Bitewings - three films. 

4. D0274 Bitewings - four films. 

5. D0277 Vertical bitewings. 

J. D0330 Panoramic radiographs, limited to 1 every 60 months. 

K. D0340 Cephalometric radiographic images. 
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L. D0350 2D oral/facial photographic images obtained intra-orally or extra-orally. 

M. D0391 Interpretation of diagnostic image. 

N. D0470 Diagnostic casts. 

O. D1110 or D1120 Dental prophylaxis (cleaning), limited to 1 every 6 months 

P. D1206 or D1208 Fluoride, limited to 2 every 12 months. 

Q. D1351 Sealant - per tooth - unrestored permanent molars only, limited to once per tooth every 36 months. 

R. D1352 Preventive resin restoration in a moderate to high caries risk patient, limited to once per tooth 
every 36 months. 

S. D1353 Sealant repair - per tooth, limited to once per tooth every 36 months. 

T. D1510 Space maintainer - fixed - unilateral. 

U. D1516 Space maintainer - fixed – bilateral, maxillary. 

V. D1517 Space maintainer - fixed – bilateral, mandibular. 

W. D1520 Space maintainer - removable - unilateral. 

X. D1526 Space maintainer - removable - bilateral, maxillary. 

Y. D1527 Space maintainer - removable – bilateral, mandibular. 

Z. D1551 Re-cement or re-bond bilateral space maintainer, maxillary. 

AA. D1552 Re-cement or re-bond bilateral space maintainer, mandibular. 

BB. D1553 Re-cement or re-bond unilateral space maintainer. 

CC. D1575 Distal shoe space maintainer - fixed - unilateral. 

BASIC/ADJUNCTIVE SERVICES 
A. D2140 Amalgams - one surface, primary or permanent, multiple restorations on one surface will be 

treated as a single filling. 

B. D2150 Amalgams - two surfaces, primary or permanent, multiple restorations on one surface will be 
treated as a single filling. 

C. D2160 Amalgams - three surfaces, primary or permanent, multiple restorations on one surface will be 
treated as a single filling. 

D. D2161 Amalgams - four or more surfaces, primary or permanent, multiple restorations on one surface will 
be treated as a single filling. 

E. D2330 Resin-based composite - one surface - anterior, multiple restorations on one surface will be 
treated as a single filling. 

F. D2331 Resin-based composite - two surfaces - anterior, multiple restorations on one surface will be 
treated as a single filling. 

G. D2332 Resin-based composite - three surfaces - anterior, multiple restorations on one surface will be 
treated as a single filling. 

H. D2335 Resin-based composite - four or more surfaces - anterior, multiple restorations on one surface will 
be treated as a single filling. 

I. D9110 Palliative (emergency) treatment of dental pain - minor procedure. 

J. D9222 Deep sedation/general anesthesia - first 15 minutes. 

K. D9223 Deep sedation/general anesthesia - each subsequent 15 minute increments. 

L. D9239 Intravenous moderate (conscious) sedation/analgesia - first 15 minutes. 
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M. D9243 Intravenous moderate (conscious) sedation/analgesia - each subsequent 15 minute increments. 

N. D9310 Consultation - diagnostic service provided by a dentist other than the requesting dentist or doctor. 

O. D9610 Therapeutic drug injection. 

P. D9930 Treatment of complications (post-surgical) unusual circumstances. 

Q. D9940 Occlusal guard, limited to 1 every 12 months. 

ENDODONTICS 
A. D3110 Pulp cap - direct (excluding final restoration). 

B. D3120 Pulp cap – indirect (excluding final restoration), once per tooth. 

C. D3220 Therapeutic pulpotomy - excluding final restoration.  If a root canal is within 45 days of pulpotomy, 
the pulpotomy is not a covered service since it is considered a part of the root canal procedure. 

D. D3222 Partial pulpotomy for apexogenesis - permanent tooth with incomplete root development.  If a root 
canal is within 45 days of pulpotomy, the pulpotomy is not a covered service since it is considered a part 
of the root canal procedure. 

E. D3230 Pulpal therapy (resorbable filling) - anterior, primary tooth (excluding final restoration). 

F. D3240 Pulpal therapy (resorbable filling) - posterior, primary tooth (excluding final restoration). 

G. D3310 Anterior root canal (excluding final restoration). 

H. D3320 Bicuspid root canal (excluding final restoration). 

I. D3330 Molar root canal (excluding final restoration). 

J. D3346 Retreatment of previous root canal therapy - anterior. 

K. D3347 Retreatment of previous root canal therapy - bicuspid. 

L. D3348 Retreatment of previous root canal therapy - molar. 

M. D3351 Apexification/recalcification - initial visit. 

N. D3352 Apexification/recalcification - interim medication replacement. 

O. D3353 Apexification/recalcification - final visit. 

P. D3355 Pulpal regeneration - initial visit. 

Q. D3356 Pulpal regeneration - interim medication replacement. 

R. D3357 Pulpal regeneration - completion of treatment. 

S. D3410 Apicoectomy - anterior. 

T. D3421 Apicoectomy - bicuspid (first root). 

U. D3425 Apicoectomy - molar (first root). 

V. D3426 Apicoectomy - each additional root. 

W. D3427 Periradicular surgery without apicoectomy. 

X. D3430 Retrograde filling - per root. 

Y. D3450 Root amputation - per root. 

Z. D3920 Hemisection (including any root removal), not including root canal therapy. 

PERIODONTICS 
A. D4210 Gingivectomy or gingivoplasty - four or more teeth, limited to 1 every 36 months. 
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B. D4211 Gingivectomy or gingivoplasty - one to three teeth, limited to 1 every 36 months. 

C. D4212 Gingivectomy or gingivoplasty - with restorative procedures, per tooth, limited to 1 every 36 
months. 

D. D4240 Gingival flap - four or more teeth, limited to 1 every 36 months. 

E. D4241 Gingival flap procedure, including root planning, one to three contiguous teeth or tooth bounded 
spaces per quadrant, limited to 1 every 36 months. 

F. D4249 Clinical crown lengthening - hard tissue. 

G. D4260 Osseous surgery - four or more teeth (including flap entry and closure), limited to 1 every 36 
months. 

H. D4261 Osseous surgery - one to three teeth (including flap entry and closure), limited to 1 every 36 
months. 

I. D4263 Bone replacement graft - first site in quadrant, limited to 1 every 36 months. 

J. D4270 Pedicle soft tissue graft procedure. 

K. D4273 Subepithelial connective tissue graft procedure. 

L. D4275 Soft tissue allograft, limited to 1 every 36 months. 

M. D4277 Free soft tissue graft procedure, first tooth. 

N. D4278 Free soft tissue graft procedure, each additional tooth. 

O. The following dental services are limited to 1 time per quadrant every 24 months: 

1. D4341 Periodontal scaling and root planing (four or more teeth per quadrant).  

2. D4342 Periodontal scaling and root planing (one to three teeth per quadrant). 

P. D4346 Scaling in presence of generalized moderate or severe gingival inflammation - full mouth, after 
oral evaluation. 

Q. D4355 Full mouth debridement to enable comprehensive evaluation and diagnosis, limited to 1 per 
lifetime. 

R. D4910 Periodontal maintenance, limited to 4 every 12 months combined with dental prophylaxis 
(cleaning). 

S. D7921 Collect and apply autologous product, limited to 1 every 36 months. 

ORAL SURGERY 
A. D7111 Extraction coronal remnants, deciduous teeth. 

B. D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps removal). 

C. D7210 Surgical removal of erupted tooth requiring elevation of mucoperiosteal flap and removal of bone 
and/or section of tooth. 

D. D7220 Removal of impacted tooth - soft tissue. 

E. D7230 Removal of impacted tooth - partially bony. 

F. D7240 Removal of impacted tooth - completely bony. 

G. D7241 Removal of impacted tooth - completely bony, with unusual surgical complications. 

H. D7250 Surgical removal of residual tooth roots (cutting procedure). 

I. D7251 Coronectomy - intentional partial tooth removal. 

J. D7270 Tooth reimplantation and/or stabilization of accidentally evulsed or displaced tooth. 
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K. D7280 Surgical access of an unerupted tooth. 

L. D7310 Alveoloplasty in conjunction with extractions - per quadrant. 

M. D7311 Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant. 

N. D7320 Alveoloplasty not in conjunction with extractions - per quadrant. 

O. D7321 Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per quadrant. 

P. D7471 Removal of lateral exostosis (maxilla or mandible). 

Q. D7510 Incision and drainage of abscess - intraoral soft tissue. 

R. D7511 Incision and drainage of abscess - intraoral soft tissue complicated. 

S. D7520 Incision and drainage of abscess - extraoral soft tissue. 

T. D7521 Incision and drainage of abscess - extraoral soft tissue complicated. 

U. D7910 Suture of recent small wound up to 5 cm. 

V. D7953 Bone replacement graft for ridge preservation. 

W. D7971 Excision of pericoronal gingiva. 

X. D7999 Unspecified surgery, by report.  

PROSTHODONTIC SERVICES 

Replacement of complete dentures, fixed and removable partial dentures, crowns, inlays or onlays submitted for 
payment under this policy is limited to 1 time every 60 months from initial or supplemental placement.  

A. D2510 Inlay - metallic - one surface. 

B. D2520 Inlay - metallic - two surfaces. 

C. D2530 Inlay - metallic - three or more surfaces. 

D. The following dental services are limited to 1 time per tooth every 60 months: 

1. D2542 Onlay - metallic - two surfaces. 

2. D2543 Onlay - metallic - three surfaces. 

3. D2544 Onlay - metallic - four or more surfaces. 

4. D2642 Onlay - porcelain/ceramic - two surfaces. 

5. D2643 Onlay - porcelain/ceramic - three surfaces. 

6. D2644 Onlay - porcelain/ceramic - four or more surfaces. 

7. D2740 Crown - porcelain/ceramic substrate. 

8. D2750 Crown - porcelain fused to high noble metal. 

9. D2751 Crown - porcelain fused to predominately base metal. 

10. D2752 Crown - porcelain fused to noble metal. 

11. D2780 Crown - 3/4 cast high noble metal. 

12. D2781 Crown - 3/4 predominately base metal. 

13. D2783 Crown - 3/4 porcelain/ceramic. 

14. D2790 Crown - full cast high noble metal. 

15. D2791 Crown - full cast predominately base metal. 

16. D2792 Crown - full cast noble metal. 
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17. D2794 Crown - titanium. 

18. D2930 Prefabricated stainless steel crown - primary tooth. 

19. D2931 Prefabricated stainless steel crown - permanent tooth. 

E. D2929 Prefabricated porcelain crown - primary tooth, limited to 1 every 60 months. 

F. D2910 Re-cement or re-bond inlay or onlay. 

G. D2915 Re-cement or re-bond cast indirectly fabricated or prefabricated post or core. 

H. D2920 Re-cement or re-bond crown. 

I. D2921 Re-attachment of tooth fragment, incisal edge or cusp. 

J. D2940 Protective restorations (sedative filling). 

K. D2941 Interim therapeutic restoration - primary dentition. 

L. D2950 Core buildup, including any pins, limited to 1 time per tooth every 60 months. 

M. D2951 Pin retention - per tooth, in addition to restoration. 

N. D2954 Prefabricated post and core in addition to crown, limited to 1 time per tooth every 60 months. 

O. D2980 Crown repair. 

P. D2981 Inlay repair. 

Q. D2982 Onlay repair. 

R. D2983 Veneer repair. 

S. D2990 Resin infiltration - smooth surface, limited to 1 every 36 months. 

T. The following dental services are limited to any 1 every 60 months: 

1. D5110 Complete denture - maxillary. 

2. D5120 Complete denture - mandibular. 

3. D5130 Immediate denture - maxillary. 

4. D5140 Immediate denture - mandibular. 

5. D5211 Maxillary partial denture - resin base. 

6. D5212 Mandibular partial denture - resin base. 

7. D5213 Maxillary partial denture - cast metal framework with resin denture base. 

8. D5214 Mandibular partial denture - cast metal framework with resin denture base. 

9. D5282 Removable unilateral partial denture - one piece cast metal, maxillary (including 
retentive/clasping materials, rests, and teeth). 

10. D5283 Removable unilateral partial denture - one piece cast metal, mandibular (including 
retentive/clasping materials, rests, and teeth). 

11. D5284 Removable unilateral partial denture - one piece flexible base, per quadrant (including 
retentive/clasping materials, rests, and teeth). 

12. D5286 Removable unilateral partial denture - one piece resin, per quadrant (including 
retentive/clasping materials, rests, and teeth). 

U. D5410 Adjust complete denture - maxillary. 

V. D5411 Adjust complete denture - mandibular. 

W. D5421 Adjust partial denture - maxillary. 
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X. D5422 Adjust partial denture - mandibular. 

Y. D5511 Repair broken complete denture base, maxillary. 

Z. D5512 Repair broken complete denture base, mandibular. 

AA. D5520 Replace missing or broken teeth - complete denture. 

BB. D5611 Repair resin partial denture base, mandibular. 

CC. D5612 Repair resin partial denture base, maxillary. 

DD. D5621 Repair cast partial framework, mandibular. 

EE. D5622 Repair cast partial framework, maxillary. 

FF. D5630 Repair or replace broken clasp retentive/clasping materials per tooth. 

GG. D5640 Replace broken teeth - per tooth. 

HH. D5650 Add tooth to existing partial denture. 

II. D5660 Add clasp to existing partial denture. 

JJ. The following dental services are limited to 1 time every 36 months when performed more than 6 months 
after the initial insertion: 

1. D5710 Rebase complete maxillary denture. 

2. D5711 Rebase complete mandibular denture. 

3. D5720 Rebase maxillary partial denture. 

4. D5721 Rebase mandibular partial denture. 

5. D5730 Reline complete maxillary denture (chairside). 

6. D5731 Reline complete mandibular denture (chairside). 

7. D5740 Reline maxillary partial denture (chairside). 

8. D5741 Reline mandibular partial denture (chairside). 

9. D5750 Reline complete maxillary denture (laboratory). 

10. D5751 Reline complete mandibular denture (laboratory). 

11. D5760 Reline maxillary partial denture (laboratory). 

12. D5761 Reline mandibular partial denture (laboratory). 

KK. D5850 Tissue conditioning - maxillary. 

LL. D5851 Tissue conditioning - mandibular. 

MM. The following dental services are limited to any 1 every 60 months: 

1. D6210 Pontic - cast high noble metal. 

2. D6211 Pontic - cast predominately base metal. 

3. D6212 Pontic - cast noble metal.  

4. D6214 Pontic - titanium. 

5. D6240 Pontic - porcelain fused to high noble metal. 

6. D6241 Pontic - porcelain fused to predominately base metal. 

7. D6242 Pontic - porcelain fused to noble metal. 

8. D6245 Pontic - porcelain/ceramic. 
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9. D6519 Inlay/onlay - porcelain/ceramic. 

10. D6520 Inlay - metallic, two surfaces.  

11. D6530 Inlay - metallic, three or more surfaces. 

12. D6543 Onlay - metallic, three surfaces. 

13. D6544 Onlay - metallic, four or more surfaces. 

14. D6545 Retainer - cast metal for resin bonded fixed prosthesis. 

15. D6548 Retainer - porcelain/ceramic for resin bonded fixed prosthesis. 

16. D6549 Resin retainer - for resin bonded fixed prosthesis. 

17. D6600 Inlay - porcelain/ceramic, two surfaces. 

18. D6601 Inlay - porcelain/ceramic, three or more surfaces. 

19. D6608 Onlay - porcelain/ceramic, two surfaces. 

20. D6609 Onlay - porcelain/ceramic, three or more surfaces. 

21. D6740 Crown - porcelain/ceramic. 

22. D6750 Crown - porcelain fused to high noble metal. 

23. D6751 Crown - porcelain fused to predominately base metal. 

24. D6752 Crown - porcelain fused to noble metal. 

25. D6780 Crown - 3/4 cast high noble metal. 

26. D6781 Crown - 3/4 cast predominately base metal. 

27. D6782 Crown - 3/4 cast noble metal. 

28. D6783 Crown - 3/4 porcelain/ceramic. 

29. D6790 Crown - full cast high noble metal. 

30. D6791 Crown - full cast predominately base metal. 

31. D6792 Crown - full cast noble metal. 

NN. D6930 Re-cement or re-bond fixed partial denture. 

OO. D6980 Fixed partial denture repair, by report. 

IMPLANTS 
A. The following dental services are limited to any 1 every 60 months: 

1. D6010 Endosteal implant. 

2. D6012 Surgical placement of interim implant body. 

3. D6040 Eposteal implant. 

4. D6050 Transosteal implant, including hardware. 

5. D6053 Implant supported complete denture. 

6. D6054 Implant supported partial denture.  

7. D6055 Connecting bar - implant or abutment supported. 

8. D6056 Prefabricated abutment. 

9. D6057 Custom abutment. 

10. D6058 Abutment supported porcelain ceramic crown. 
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11. D6059 Abutment supported porcelain fused to high noble metal. 

12. D6060 Abutment supported porcelain fused to predominately base metal crown. 

13. D6061 Abutment supported porcelain fused to noble metal crown. 

14. D6062 Abutment supported cast high noble crown. 

15. D6063 Abutment supported cast predominately base metal crown. 

16. D6064 Abutment supported cast noble metal crown. 

17. D6065 Implant supported porcelain/ceramic crown. 

18. D6066 Implant supported porcelain fused to high metal crown. 

19. D6067 Implant supported metal crown. 

20. D6068 Abutment supported retainer for porcelain/ceramic fixed partial denture. 

21. D6069 Abutment supported retainer for porcelain fused to high noble metal fixed partial denture. 

22. D6070 Abutment supported retainer for porcelain fused to predominately base metal fixed partial 
denture. 

23. D6071 Abutment supported retainer for porcelain fused to noble metal fixed partial denture. 

24. D6072 Abutment supported retainer for cast high noble metal fixed partial denture. 

25. D6073 Abutment supported retainer for predominately base metal fixed partial denture. 

26. D6074 Abutment supported retainer for cast noble metal fixed partial denture. 

27. D6075 Implant supported retainer for ceramic fixed partial denture. 

28. D6076 Implant supported retainer for porcelain fused to high noble metal fixed partial denture. 

29. D6077 Implant supported retainer for cast metal fixed partial denture. 

30. D6080 Implant maintenance procedures. 

31. D6081 Scaling and debridement in the presence of inflammation or mucositis of a single implant, 
including cleaning of the implant surfaces, without flap entry and closure. 

32. D6090 Repair implant prosthesis. 

33. D6091 Replacement of semi-precision or precision attachment. 

34. D6095 Repair implant abutment. 

35. D6100 Implant removal. 

36. D6101 Debridement periimplant defect. 

37. D6102 Debridement and osseous periimplant defect. 

38. D6103 Bone graft periimplant defect. 

39. D6104 Bone graft implant replacement. 

40. D6110 Implant/abutment supported removable denture for edentulous arch - maxillary. 

41. D6111 Implant/abutment supported removable denture for edentulous arch - mandibular. 

42. D6112 Implant/abutment supported removable denture for partially edentulous arch - maxillary. 

43. D6113 Implant/abutment supported removable denture for partially edentulous arch - mandibular. 

44. D6114 Implant/abutment supported fixed partial denture for edentulous arch - maxillary. 

45. D6115 Implant/abutment supported fixed partial denture for edentulous arch - mandibular. 

46. D6116 Implant/abutment supported fixed partial denture for partially edentulous arch - maxillary. 
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47. D6117 Implant/abutment supported fixed partial denture for partially edentulous arch - mandibular. 

48. D6190 Implant index. 

B. D6092 Re-cement or re-bond implant/abutment supported crown. 

C. D6093 Re-cement or re-bond implant/abutment supported fixed partial denture. 

MEDICALLY NECESSARY ORTHODONTIC SERVICES 

Under this rider, orthodontic services are services or supplies furnished by a dentist in order to diagnose or 
correct misalignment of the teeth or the bite. Unless otherwise excluded, orthodontic services will be considered 
covered expenses under this rider only when the service or supply has been prior authorized to be medically 
necessary. PRIOR AUTHORIZATION REVIEW FOR MEDICALLY NECESSARY ORTHODONTIC SERVICES IS 
MANDATORY. 

It is your responsibility to obtain this prior authorization for all orthodontic services prior to treatment. If you do not 
obtain prior authorization, we have the right to deny your claim for failure to comply with this requirement. 
Obtaining prior authorization for medically necessary orthodontic services does not guarantee payment under this 
rider or the policy. 

Services or supplies for comprehensive orthodontic treatment will be prior authorized by us to be medically 
necessary covered expenses, only when those services or supplies are related to an identifiable syndrome such 
as cleft lip and/or palate, Crouzon’s syndrome, Treacher-Collins syndrome, Pierre-Robin syndrome, hemi-facial 
atrophy, hemi-facial hypertrophy, or other severe craniofacial deformities which result in a physically handicapping 
malocclusion as determined by our dental consultants. Covered expenses will not include and no benefits are 
available for comprehensive orthodontic treatment for crowded dentitions (crooked teeth), excessive spacing 
between teeth, temporomandibular joint (TMJ) conditions and/or having horizontal/vertical (overjet/overbite) 
discrepancies. 

For comprehensive orthodontic treatment prior authorized by us to be medically necessary covered expenses, 
benefits will be paid for covered persons in equal monthly installments over the course of the entire orthodontic 
treatment plan, starting on the date that the orthodontic bands and appliances are first placed, or on the date a 
one-step orthodontic procedure is performed. 

If a treatment plan is not submitted, you will be responsible for payment of any dental treatment not prior 
authorized by us to be medically necessary. Clinical situations that can be effectively treated by a less costly, 
clinically acceptable alternative procedure will be considered covered expenses and assigned benefits based on 
the less costly procedure.  

After the deductible amount as shown in the Data Pages is met, medically necessary orthodontic services are 
subject to the applicable coinsurance percentage as shown in the Data Page of your policy and are limited to the 
following:  

A. D8010 Limited orthodontic treatment of the primary dentition. 

B. D8020 Limited orthodontic treatment of the transitional dentition. 

C. D8030 Limited orthodontic treatment of the adolescent dentition. 

D. D8050 Interceptive orthodontic treatment of the primary dentition. 

E. D8060 Interceptive orthodontic treatment of the transitional dentition. 

F. D8070 Comprehensive orthodontic treatment of the transitional dentition. 

G. D8080 Comprehensive orthodontic treatment of the adolescent dentition. 

H. D8090 Comprehensive orthodontic treatment of adult dentition. 

I. D8210 Removable appliance therapy. 
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J. D8220 Fixed appliance therapy. 

K. D8660 Pre-orthodontic treatment visit. 

L. D8670 Periodic orthodontic treatment visit. 

M. D8680 Orthodontic retention (removal of appliances, construction and replacement of retainers). 

LIMITATIONS/EXCLUSIONS: No benefits will be paid for any services not identified and included as covered 
expenses under this rider. You will be fully responsible for payment for any service which is not a covered 
expense or which exceeds the eligible expense determined for a covered expense. 

Covered expenses will not include, and no benefits will be paid for any charges that are incurred for: 

A. Any expense or service related to that expense that is: 

1. Not identified as a covered expense in this rider. 

2. Provided by a non-network provider. 

3. For a dental service that is not rendered or that is not rendered within the scope of the dentist's 
license. 

4. Billed for incision and drainage if the involved abscessed tooth is removed on the same date of 
service. 

5. For telephone consultations, for failure to keep a scheduled appointment, and sales tax. 

6. For any dental service incurred directly or indirectly as a result of the covered person being 
intoxicated, as defined by applicable state law in the state in which the loss occurred, or under the 
influence of illegal narcotics or controlled substance unless administered or prescribed by a doctor. 

7. For or while receiving investigational treatment or for complications there from, including expenses 
that might otherwise be covered if they were not incurred in conjunction with, as a result of, or while 
receiving investigational treatment. 

8. As a result of dental services arising out of, or in the course of, employment for wage or profit, if the 
covered person is insured, or is required to be insured, by workers' compensation insurance pursuant 
to the applicable state or federal law. 

9. As a result of: 

a. Dental services necessitated due to any act of declared or undeclared war. 

b. The covered person taking part in a riot. 

c. The covered person's commission of a felony, whether or not charged. 

B. Any dental service: 

1. Provided without cost to a covered person in the absence of insurance covering the charge. 

2. That exceeds the frequency limitations as identified in this rider. 

3. Performed by a dentist who is a member of the covered person's immediate family. 

4. Provided prior to the effective date or after the termination date of this policy. 

5. Received outside of the United States. 

6. Related to the temporomandibular joint (TMJ), either bilateral or unilateral, or upper and lower jaw 
bone surgery (including that related to the temporomandibular joint). No coverage is provided for 
orthognathic surgery, jaw alignment, or treatment for the temporomandibular joint. 

7. Performed solely for cosmetic/aesthetic reasons (Cosmetic procedures are those procedures that 
improve physical appearance such as internal and external bleaching). 

C. Maxillofacial prosthetics and related services. 
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D. Treatment of benign neoplasms, cysts, or other pathology involving benign lesions, except excisional 
removal; and treatment of malignant neoplasms or congenital anomalies of hard or soft tissue, including 
excision. 

E. Reconstructive surgery, regardless of whether or not the surgery is incidental to a dental disease, injury, 
or congenital anomaly when the primary purpose is to improve physiological functioning of the involved 
part of the body. 

F. Placement of fixed partial dentures solely for the purpose of achieving periodontal stability. 

G. Sealants for teeth other than permanent molars. 

H. Fixed or removable prosthodontic restoration procedures for complete oral rehabilitation or 
reconstruction. 

I. Gold foil restorations. 

J. Provisional crown/retainer crown, provisional pontic, post removal, temporary crown, and coping.  

K. Endodontic implants and intentional reimplantation. 

L. Precision attachments, personalization, precious metal bases and other specialized techniques. 

M. Cone Beam Imaging and Cone Beam MRI procedures. 

N. Setting of facial bony fractures and any treatment associated with the dislocation of facial skeletal hard 
tissue. 

O. Mouthguards; replacement of dentures that have been lost, stolen, or misplaced; harmful habit 
appliances; replacement of lost or missing appliances; replacement or repair of orthodontic 
retainers/appliances; removal of space maintainers; treatment splints; bruxism appliance; and sleep 
disorder appliance. 

P. Oral hygiene instructions; plaque control; nutritional counseling; tobacco counseling; charges for 
completing dental claim forms; charges for copies of your records, charts or x-rays; photographs; any 
dental supplies including but not limited to take-home fluoride; sterilization fees; treatment of halitosis and 
any related procedures; and lab procedures. 

Q. Drugs/medications, obtainable with or without a prescription, unless they are dispensed and utilized in the 
dental office during the patient visit. 

R. Interim complete denture and interim partial denture. 

S. Replacement of complete dentures, fixed and removable partial dentures or crowns and implants, implant 
crowns and prosthesis if damage or breakage was directly related to provider error. This type of 
replacement is the responsibility of the dentist. If replacement is due to patient non-compliance, the 
patient is liable for the cost of the replacement. 

T. Hospital costs or any additional fees that the dentist or hospital charges for treatment at the hospital 
(inpatient or outpatient). 

U. Charges for dental services that are not documented in the dentist records, not directly associated with 
dental disease or not performed in a dental setting. 

V. Orthodontia, unless covered expenses have been prior authorized to be medically necessary. 
Orthodontia coverage does not include the installation of a space maintainer, any treatment related to 
treatment of the temporomandibular joint, any surgical procedure to correct a malocclusion, replacement 
of lost or broken retainers and/or habit appliances, repair of damaged orthodontic appliances, and any 
fixed or removable interceptive orthodontic appliances previously submitted for payment under the plan. 

W. To alter vertical dimension and/or restore or maintain the occlusion.  Such procedures include, but are not 
limited to, equilibration, periodontal splinting, full mouth rehabilitation, and restoration for misalignment of 
teeth. 
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X. Desensitizing medicament or resin; local anesthesia; regional and trigeminal division block anesthesia;
non-intravenous conscious sedation; analgesia, anxiolysis, and inhalation of nitrous oxide.

Y. Acupuncture; acupressure and other forms of alternative treatment, whether or not used as anesthesia.

Z. When two or more dental services are submitted and the dental services are considered part of the same
dental service to one another, we will pay the most comprehensive dental service.

AA. When two or more dental services are submitted on the same day and the dental services are considered 
mutually exclusive (when one dental service contradicts the need for the other dental service), we will pay 
for the dental service that represents the final treatment. 

BB. Any dental services for which benefits are payable under a medical policy issued by us. 

ALTERNATE PROCEDURES: If two or more services are considered to be acceptable to correct the same 
dental condition, the amount payable will be based on the covered expenses for the least expensive service that 
will produce a professionally satisfactory result as determined by us or our representatives. 

For purposes of this rider, Requests for Predetermination in your policy is replaced with the following: 

REQUESTS FOR PREDETERMINATIONS: If the total cost for a dental treatment plan is expected to be 
$300 or more, we strongly encourage you or your covered dependent or the dentist to request a predetermination 
from us. The request must include information about the treatment plan. We will tell the dentist what benefit 
amount we expect to pay, subject to the Alternate Procedures section. 

Our estimate is valid for 180 days from the date we provide it to the dentist, as long as your covered dependent’s 
insurance is in force when the dental service is incurred. If your covered dependent will not receive the dental 
services within the 180 days, you or your covered dependent or the dentist must request another 
predetermination from us. Dental services must be incurred while your covered dependents are insured by the 
plan. 

Except as specifically stated in this rider, the benefits under this rider are subject to all of the terms, definitions, 
conditions, exclusions, limitations and prior authorization requirements of the policy, including any applicable 
deductible amounts and coinsurance percentage. 

This rider will not change, waive, or extend any part of the policy other than as stated herein. 

UnitedHealthcare of Wisconsin, Inc. 

 

President 
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UNITEDHEALTHCARE OF WISCONSIN, INC. 
PEDIATRIC VISION RIDER  

 

This rider is effective at the same time as the policy. 

By attachment of this rider, the policy is amended to the extent of any conflict or inconsistencies with the 
following: 

This rider amends the policy to make benefits available for covered expenses for vision services provided to 
covered persons under the age of 19. A covered person’s eligibility for benefits under this rider will terminate on 
the last day of the calendar year the covered person reaches the age of 19. 

NETWORK BENEFITS ONLY: Benefits are available only for covered expenses incurred at a network provider. 

No benefits will be paid for charges incurred in excess of eligible expenses. Eligible expenses under this rider are 
subject to the deductible amount and applicable coinsurance percentage amount shown in the Data Page of your 
policy, unless otherwise stated under the Covered Expense provision of this rider. 

DEFINITIONS: For the purposes of this rider, the following definitions have the indicated meanings:  

“Contact lenses” are lenses worn on the surface of the eye to correct visual acuity limitations.  Benefits include the 
fitting/evaluation fees and contacts. 

“Covered contact lens selection” means a selection of available contact lenses that may be obtained from a 
network provider, subject to the payment of any applicable deductible amount and coinsurance percentage.  

“Eyeglass frame” means a structure that contains eyeglass lenses, holding the lenses in front of the eyes and are 
supported by the bridge of the nose.  

“Eyeglass lenses” are lenses that are mounted in an eyeglass frame and worn on the face to correct visual acuity 
limitations. 

“Network provider” means any optometrist, ophthalmologist, or other person who may lawfully provide services 
who has agreed with a network to provide vision services covered by this plan at a contracted rate. 

“Non-network provider” means any optometrist, ophthalmologist, or other person who may lawfully provide 
services who has not agreed with a network to provide vision services covered by this plan at a contracted rate.  

“Optional lens extras” are special lens stock or modifications to lenses that do not correct visual acuity problems. 
Optional lens extras include: ultraviolet protective coating, fashion and gradient tinting, oversized, glass-grey #3 
prescription sunglass lenses, blended segment lenses, intermediate vision lenses, standard progressive lenses, 
premium progressives, photochromic glass lenses, plastic photosensitive lenses, polarized lenses, standard anti-
reflective coating, premium anti-reflective coating, ultra anti-reflective coating and hi-index lenses. 

“Routine vision examination” is an examination of the eyes and principal vision functions according to the 
standards of care in the jurisdiction in which the covered person resides, to include: 

A. A case history, including chief complaint and/or reason for examination, patient medical/eye history, 
current medications, etc. 

B. Recording of monocular and binocular visual acuity, far and near, with and without present correction 
(20/20, 20/40, etc.). 

C. Cover test at 20 feet and 16 inches (checks eye alignment). 
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D. Ocular motility including versions (how well eyes track) near point convergence (how well eyes move
together for near vision tasks, such as reading), and depth perception.

E. Pupil responses (neurological integrity).

F. External exam.

G. Pupil dilation, when professionally indicated.

H. Retinoscopy (when applicable) - objective refraction to determine lens power of corrective lenses,
subjective refraction - to determine lens power of corrective lenses.

I. Phorometry/Binocular testing - far and near (how well eyes work as a team).

J. Tests of accommodation and/or near point refraction (how well a covered person sees at near point (i.e.:
reading, etc).

K. Tonometry, when indicated (tests pressure in eye - glaucoma check).

L. Ophthalmoscopic examination of the internal eye.

M. Confrontation visual fields.

N. Biomicroscopy.

O. Color vision testing.

P. Diagnosis/prognosis.

Q. Specific recommendations.

Post examination procedures will be performed only when materials are needed. 

HOW THE VISION BENEFIT PROGRAM WORKS:  When obtaining services from a network provider, you 
will be required to pay the network provider any deductible amount and coinsurance percentage as shown in the 
Data Page.   

To locate a network provider, you can contact the provider locator service at (800) 638-3120. You can also 
access a listing of network providers, as well as other important information regarding your vision coverage, by 
visiting our vision website at myuhcvision.com. Identify yourself as having UnitedHealthcare Vision 
coverage and provide your identification number when scheduling an appointment with a network provider.   

 No coverage is available if you receive services from a non-network provider. 

COVERED EXPENSES: Benefits are limited to charges incurred for the vision services described below, per 
covered person, but only when each service is a covered expense: 

A. Routine vision examination. Benefits are limited to 1 exam every calendar year and is not subject to the
deductible amount shown in the Data Pages of your policy.

B. Prescription eyewear. Benefits are limited to 1 pair of prescription eyeglass lenses every calendar year
and 1 eyeglass frame every calendar year, or a 12 month supply of contact lenses from the covered
contact lens selection or necessary contact lenses:

1. Eyeglass lenses, includes single vision, bifocal, trifocal, polycarbonate, and lenticular lenses and
scratch resistant coating, as prescribed by an ophthalmologist or optometrist;  eyeglass frame and
their fitting and subsequent adjustments to maintain comfort and efficiency; or

2. Contact lenses that are in lieu of an eyeglass frame and eyeglass lenses; or

3. Necessary contact lenses that are in lieu of an eyeglass frame and eyeglass lenses: This benefit is
available when a provider has determined a need for and has prescribed the service. Such
determination will be made by the provider and not by us. Contact lenses are necessary if the
covered person has:
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a. Keratoconus;

b. Pathological myopia;

c. Aniseikonia;

d. Aniridia;

e. Anisometropia;

f. Irregular astigmatism;

g. Aphakia;

h. Post traumatic disorder; or

i. Corneal disorders.

C. Low Vision Benefit. The low vision benefit is available to a covered person who has severe visual
problems that cannot be corrected with regular lenses. This benefit is available where a vision provider
has determined a need for and has prescribed the service. Such determination will be made by the vision
provider and not by us. Benefits are limited to once every 5 years. This benefit includes:

1. Low vision testing: Complete low vision analysis and diagnosis, which includes a comprehensive
examination of visual functions, including the prescription of corrective eyewear or vision aids where
indicated.

2. Low vision therapy: Subsequent low vision therapy if prescribed.

3. Low vision aids, if prescribed, such as spectacles, magnifiers, and telescopes.

You will be required to pay all billed charges for low vision services at the time of service. You may then 
seek reimbursement from us by providing: (1) your name and identification number; (2) itemized paid 
receipts; and (3) patient’s name and date of birth. Submit this information to us by mail to: 

UnitedHealthcare Vision  
Attention: Claims Department 
P.O. Box 30978 
Salt Lake City, UT 84130-0549 

EXCLUSIONS AND LIMITATIONS: No benefits will be paid for any service not identified and included as a 
covered expense under this rider. You will be fully responsible for payment for any service which is not a covered 
expense or which exceeds the eligible expense determined for a covered expense. Covered expenses will not 
include and no benefits are payable under this rider for any charges incurred for the following:  

A. Orthoptics or vision therapy training and any associated supplemental testing.

B. Non-prescription items (e.g. plano lenses).

C. Optional lens extras.

D. Replacement of an eyeglass frame and eyeglass lenses furnished under this plan which are lost or
broken except at the normal intervals when services are otherwise available.

E. Medical or surgical treatment of the eyes.

F. Missed appointment charges.

G. Applicable sales tax charge on vision care services.

H. Corrective surgical procedures such as, but not limited to, Radial Keratotomy (RK) and Photo-refractive
Keratectomy (PRK).

I. Contact lenses if an eyeglass frame and eyeglass lenses are received in the same calendar year.

J. Eyeglass frame and eyeglass lenses if contact lenses are received in the same calendar year.
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K. Services or treatments that are already excluded in the General Exclusions and Limitations section of the
policy.

L. Not identified as a covered expense in this rider.

M. Services provided by a non-network provider.

HEALTH INSURANCE FOR VISION SERVICES:  If any covered expenses under this rider are also payable 
under health insurance or other health coverage, we will not make payment under this vision rider until after we 
determine what benefits are paid or payable by the health insurance or other health coverage plan. 

Our payment under this rider will be reduced by the amount of any benefits that are payable for a covered person 
by any other vision or health plan. 

COVERAGE UNDER OTHER POLICY PROVISIONS: Charges for services and supplies that qualify as 
covered expenses under one benefit provision will not qualify as covered expenses under any other benefit 
provision of this policy. 

Except as specifically stated in this rider, the benefits under this rider are subject to all of the terms, definitions, 
conditions, exclusions, and limitations of the policy, including any applicable deductible amounts and coinsurance 
percentage. 

This rider will not change, waive or extend any part of the policy, other than as stated herein. 

UnitedHealthcare of Wisconsin, Inc. 

President 

CSNC21EX4794589_001


	D. A foster child; or
	A. For network providers: When a covered expense is received from a network provider, the eligible expense is the contracted fee with that provider.
	B. For non-network providers:
	1. When a covered expense is received from a non-network provider as a result of an emergency, the eligible expense is a rate agreed upon by us and the non-network provider or a rate determined based upon the higher of:
	a. The median amount negotiated with network providers for the same service;
	b. 110% of the published rates allowed by the Centers for Medicare and Medicaid Services (CMS) for the same or similar services within the geographic market; or
	c. The amount that would be paid under Medicare for the same or similar service.

	2. For non-emergency covered expenses received at a network facility from a non-network facility-based physician, the eligible expense is based on 110% of the published rates allowed by CMS for the same or similar service within the geographic market ...
	a. 50% of the published rates allowed by CMS for the same or similar freestanding laboratory service.
	b. 45% of the published rates allowed by CMS for the same or similar durable medical equipment from a freestanding supplier, or CMS competitive bid rates.

	3. Except as otherwise specified under B.1 and B.2 above, when covered expenses are received from a non-network provider because there is no network provider who is reasonably accessible or available to provide appropriate services, the eligible expen...
	a. A gap methodology will be applied that uses a relative value scale, which is usually based on the difficulty, time, work, risk, and resources of the service. The relative value scale currently used is created by OptumInsight. If the OptumInsight re...
	b. For pharmaceutical products, gap methodologies are applied that are similar to the pricing methodology used by CMS, and produce fees based on published acquisition costs or average wholesale price for the pharmaceuticals. These methodologies are cu...
	c. If a gap methodology does not apply to the service, or the provider does not submit sufficient information on the claim to pay it under the CMS published rates or a gap methodology, the eligible expense is based on 50% of the provider's billed charge.
	a. Included in authoritative compendia as identified from time to time by the Secretary of Health and Human Services;
	b. Safe and effective for the proposed use based on supportive clinical evidence in peer-reviewed medical publications; or
	c. Not an unproven service; or


	A. Ryan White HIV/AIDS Program under Title XXVI of the Public Health Service Act.
	B. Indian tribes, tribal organizations, or urban Indian organizations.
	C. Local, state, and federal government programs, including grantees directed by government programs to make payments on their behalf consistent with the program's statutory authority.
	A. An extended or standing referral to a network specialist physician for a period not to exceed 12 months, which must be made under a treatment plan coordinated by the network primary care physician, the network specialist physician, the covered pers...
	B. The selection of a network specialist physician as the covered person's primary care physician. The network specialist physician:
	1. Must have expertise in treating the serious or chronic degenerative, disabling, or life threatening disease or condition; and
	2. Must agree to be responsible for and capable of providing and coordination the covered person's primary and specialty care.

	A. The network provider from whom the covered person is receiving care contract with us has been terminated as a network provider for reasons other than those relating to quality of care or fraud. We will notify the covered person on a timely basis th...
	B. The covered person is newly covered under this policy because the covered person lost employer group coverage and is receiving treatment for an ongoing special condition from a provider who is not a network provider under this policy. We will notif...
	A. In general, the covered person will have up to 90 days to continue treatment with the provider before benefits will end. This 90-day period will begin:
	1. For a terminated network provider, on the date of notice that such provider is no longer a network provider; or
	2. For a newly covered person, on the date he or she becomes covered under this policy.

	B. For surgery, organ transplant, or inpatient care that was scheduled before the covered person receives notice that the provider is no longer a network provider, or if the covered person was on an established waiting list, the transitional period wi...
	C. For pregnancy, if the covered person has entered the second trimester of pregnancy on the date the covered person receives notice that the provider is no longer a network provider, coverage with the provider will continue through treatment of the p...
	D. If a covered person has been determined to be terminally ill at the time of a provider's termination as a network provider, and the provider was treating the terminal illness before the date of the provider's termination or the covered person's enr...
	A. If the provider is a terminated network provider, the provider must agree to accept reimbursement at the rates applicable before the start of the transitional period as payment in full.
	B. For a newly covered person, the provider must agree to accept the prevailing rate based on contracts we have with similar providers in the same or similar geographic area, plus any applicable copayment amount, as reimbursement in full.
	C. The provider must agree to comply with our quality assurance programs, if any, and to provide us with necessary medical information related to the care provided.
	D. The provider must agree to adhere to our established policies and procedures for network providers, including procedures regarding referrals, obtaining prior authorization, providing services pursuant to a treatment plan approved by us (if any), an...
	E. The covered person or his/her representative must notify us that the covered person elects to continue receiving treatment from the non-network provider. The notice must be provided to us as follows:
	1. For a terminated network provider, within 45 days of the date the covered person receives notice that the provider is no longer a network provider; or
	2. For a newly covered person, within 45 days of the covered person's effective date of coverage under this policy.

	F. The provider must agree to discontinue providing services at the end of the transition period and to assist the covered person in transitioning to a network provider.
	A. In the case of an acute illness, a condition that is serious enough to require medical care or treatment to avoid a reasonable possibility of death or permanent harm.
	B. In the case of a chronic illness or condition, a disease or condition that is life threatening, degenerative, or disabling, and requires medical care or treatment over a prolonged period of time.
	C. In the case of pregnancy, pregnancy from the start of the second trimester.
	D. In the case of a terminal illness, a covered person has been given a prognosis that the covered person has six months or less to live.
	A. From a covered person's home or the scene of an accident or emergency to the nearest hospital that can provide services appropriate to the covered person's illness or injury.
	B. Between hospitals.
	C. Between a hospital and an extended care facility.
	D. To the nearest neonatal special care unit for newborn infants treatment of illness, injuries, congenital birth defects, or complications of premature birth that require that level of care.
	A. Services requested by police or medical authorities at the site of an emergency.
	B. Those situations in which ground transportation is not medically appropriate due to the severity of the illness or injury or the covered person is in a location that cannot be reached by ground ambulance.
	A. Expenses incurred for ambulance services covered by a local governmental or municipal body, unless otherwise required by law.
	B. Air ambulance:
	1. Outside of the 50 United States and the District of Columbia;
	2. From a country or territory outside the United States to a location within the 50 United States or the District of Columbia; or
	3. From a location within the 50 United States or the District of Columbia to a country or territory outside the United States.

	C. Ambulance services provided for a covered person's comfort or convenience, or for transportation to or from a doctor's office or dialysis center.
	D. Ambulance services provided for transportation for the purpose of services that are not covered expenses.
	A. Charges billed separately by the provider, which are not eligible for additional reimbursement.
	B. Local anesthetic covered as part of surgical benefits.
	A. The costs of the actual investigational drug or device;
	B. Services that are not health care services;
	C. Services provided solely to satisfy data collection;
	D. Services not provided for direct clinical management; or
	E. Non-USFDA-approved drugs provided after the clinical trial has been concluded.
	A. Involve determinations by treating physicians, relevant scientific data, and opinions of experts in relevant medical specialties.
	B. Be approved by centers or cooperative groups that are funded by one or more of the following:
	1. The National Institutes of Health (NIH);
	2. The Food and Drug Administration;

	C. Be conducted in a setting and by personnel that maintain a high level of expertise because of their training, experience, and volume of patients.
	DENTAL SERVICES: Covered expenses include charges incurred by a covered person for diagnostic, therapeutic, or surgical procedures, including oral surgery involving bones or joints of the jaw, when the procedure or dental treatment is related to one o...
	A. Accidental injury of the natural teeth, jaw, cheeks, lips, tongue, roof, or floor of mouth suffered after the covered person's effective date of coverage.
	B. Congenital deformity, including cleft lip and/or cleft palate.
	C. Removal of tumors, cysts that are not related to teeth, or associated dental procedures; or exostoses for reasons other than preparation for dentures.
	A. Dental implants and related procedures, such as bone grafting, associated with the three conditions listed above.
	B. Extractions, root canal therapy, crowns, bridges, and dentures necessary for treatment of the accidental dental injury or for reconstruction of the three conditions listed above.
	C. Dentures and orthodontic braces, if used to treat congenital deformity, including cleft lip and cleft palate.
	D. Surgery for the three conditions listed above only in the event that the condition results in functional impairment.
	DIABETES TREATMENT: Covered expenses include charges incurred by a covered person for equipment, supplies, services, medications, and laboratory procedures for the treatment of diabetes, and for diabetes self-management training and education.
	A. X-ray and other radiology services, including mammograms for any covered person diagnosed with breast disease.
	B. Electroencephalogram (EEG).
	C. Electrocardiogram (EKG).
	D. Doppler studies.
	E. Pulmonary function tests (PFT).
	F. CT scans.
	G. Magnetic resonance imaging (MRI).
	H. Positron emission tomography (PET scans).
	DURABLE MEDICAL EQUIPMENT: Covered expenses include charges incurred by a covered person for:
	A. The rental of durable medical equipment; and
	B. Delivery and set-up charges associated with durable medical equipment.
	A. Used for medical purposes;
	B. Ordered or provided by a doctor for outpatient use primarily in a home setting;
	C. Not consumable or disposable except as needed for the effective use of durable medical equipment; and
	D. Not useful to a person in the absence of a disease or disability.
	EMERGENCY: Covered expenses include the charges incurred by a covered person for emergency treatment of an injury or illness, even if confinement is not required. However, charges for the use of the emergency room itself will be subject to the emergen...
	A. Diagnosis and treatment of any underlying cause of infertility.
	B. Diagnosis, treatment, and correction of any underlying cause of sexual dysfunction.
	C. Sterilization, including female tubal ligation and male vasectomy.
	D. Contraceptive devices, including the insertion or removal of, and any medically necessary consultations, examinations, or procedures associated with, the use of intrauterine devices, diaphragms, injectable contraceptives, and implanted hormonal con...
	A. The collection and storage of blood and stem cells taken from the umbilical cord and placenta for future use in fighting a disease.
	B. Artificial means of conception, including, but not limited to, artificial insemination, in-vitro fertilization (IVF), ovum or embryo placement, intracytoplasmic sperm injection (ICSI), and gamete intrafallopian transfer (GIFT) and associated services.
	C. Donor eggs and sperm.
	D. Surrogate mothers.
	E. Reversal of sterilization.
	F. Treatment of infertility or reduced fertility that results from a prior sterilization procedure or a normal physiological change such as menopause.
	A. Occupational therapy and physical therapy, including chiropractic services and osteopathic manipulation, are limited to a combined maximum of 30 visits per covered person per calendar year.
	B. Speech therapy is limited to a maximum of 30 visits per covered person per calendar year. Speech therapy for stammering or stuttering is not a covered expense.
	A. Hereditary disorders.
	B. A disorder resulting from an illness, injury, trauma, or some other event or condition suffered by a covered person prior to developing functional life skills such as, but not limited to, walking, talking, or self-help skills.
	C. Cerebral palsy, or other disorders resulting from early childhood illness, injury, or trauma.
	D. Treatment of mental disorders, other than congenital, genetic, or early acquired disorders.
	A. Prescribed by a doctor;
	C. Provided by a home health care agency; and
	D. Provided to a covered person who is homebound due to illness or injury.
	A. Home health aide services.
	B. Part-time or intermittent nursing care provided by a Registered Professional Nurse (R.N.) or a Licensed Practical Nurse (L.P.N.).
	C. The professional fees of a licensed physical, occupational, or speech therapist, subject to the limitations applicable to these services.
	D. Rental of the durable medical equipment set forth in the Durable Medical Equipment provision in this section of this policy.
	A. Consistent with the written treatment plan prescribed by a doctor;
	B. Provided by a home health aide employed by a home health care agency; and
	C. Supervised by a registered nurse.
	A. Operates pursuant to law;
	B. Is regularly engaged in providing home health care under the regular supervision of a registered nurse;
	C. Maintains a daily medical record on each patient; and
	D. Provides each patient with a planned program of observation and treatment by a doctor, in accordance with existing standards of medical practice for the injury or illness requiring the home health care.
	A. An injury or illness arising out of, or in the course of, employment for wage or profit;
	B. Medical necessity of services or supplies, to the extent such services or supplies are provided as part of a hospice care program; or
	C. Expenses for other persons.
	A. Provides a hospice care program;
	B. Is separated from or operated as a separate unit of a hospital, hospital-related institution, home health care agency, mental health facility, extended care facility, or any other licensed health care institution;
	C. Provides care for the terminally ill; and
	D. Is licensed by the state in which it operates.
	A. Daily room and board and nursing services, not to exceed the hospital's most common semi-private room rate.
	B. Daily room and board and nursing services while confined in an intensive care unit, not to exceed the eligible expense.
	C. A medically necessary isolation unit equipped and staffed as such.
	D. Inpatient use of an operating, treatment, or recovery room.
	E. Outpatient use of an operating, treatment, or recovery room for surgery.
	F. The cost and administration of an anesthetic.
	G. Hemodialysis and the charges for processing and administration of blood or blood components.
	H. Services and supplies, including drugs and medicines, that are routinely provided by the hospital to persons for use only while they are inpatients.
	A. Diagnostic testing using radiologic, ultrasonographic, or laboratory services (psychometric, behavioral and educational testing are not included).
	B. Diagnostic computerized axial tomography (CAT or CT scan), magnetic resonance imaging (MRI), or positron emission tomography (PET scan).
	C. Pulmonary function tests (PFT), Doppler studies, electroencephalogram (EEG), and electrocardiogram (EKG).
	G. Professional services of mental health practitioners acting within the scope of their license, including psychiatrists, clinical social workers, licensed professional counselors, and marriage and family counselors.
	H. Biofeedback.
	A. Outpatient use of an operating, treatment, or recovery room for surgery.
	B. Surgery in a doctor's office or at an outpatient surgical facility, including services and supplies.
	C. A doctor's fee for professional surgical services.
	D. The cost and administration of anesthetic.
	E. Oxygen and its administration.
	F. Processing and administration of blood or blood components.
	G. Diagnostic imaging and laboratory services required to augment a surgical procedure and performed on the same day as the surgical procedure.
	H. Pre-operative and post-operative care and care of complications.
	I. Diagnostic surgery.
	A. Consultation with and/or the professional services of a doctor, including surgery.
	B. The professional services of a medical practitioner.
	C. The services of an assistant surgeon, limited to 16 percent of the eligible expense for the surgical procedure.
	A. All maternity-related medical services for prenatal care, delivery, postnatal care, and any related complications of pregnancy.
	B. Prenatal test and testing of newborn children, including a newborn hearing screening when ordered by a doctor.
	C. The use of a hospital delivery room and related facilities and special procedures as may be necessary.
	D. The services of a certified nurse midwife.
	A. Diagnosis and evaluation of osteoporosis or low bone mass for a covered person:
	1. Who is estrogen deficient and at a clinical risk of osteoporosis or low bone mass;
	2. With radiographic osteopenia anywhere in the skeleton;
	3. Who is receiving long-term glucocorticoid (steroid) therapy;
	4. With permanent hyperparathyroidism;
	5. Who is being monitored to assess the response to or efficacy of commonly accepted osteoporosis drug therapies;
	6. Who has a history of low-trauma fractures; or
	7. With other conditions, or receiving medical therapies known to cause osteoporosis or low bone mass.

	B. Colorectal cancer examinations and laboratory tests for cancer for any non-symptomatic covered person who is less than 50 years of age and at high risk for colon cancer. High risk individuals are those that have a higher potential of developing col...
	C. One routine prostate specific antigen (PSA) test or an equivalent serological test for a male covered person per calendar year, and for additional PSA tests if recommended by a doctor.
	D. An annual screening for ovarian cancer for a female covered person age 25 years or older who is at risk for ovarian cancer. A person is considered at risk if she:
	1. Has a family history with at least one first-degree relative with ovarian cancer, and a second relative, either first-degree or second-degree with breast, ovarian, or nonpolyposis colorectal cancer; or
	2. Tested positive for a hereditary ovarian cancer syndrome.

	E. Mammograms more than once per year if recommended by a doctor for a female covered person who is considered at risk for breast cancer. A person is at risk if she:
	1. Has a personal history of breast cancer;
	2. Has a personal history of biopsy-proven benign breast disease;
	3. Has a mother, sister, or daughter who has or has had breast cancer; or
	4. Has not given birth before the age of 30 years.

	F. Screening for the early detection of cervical cancer in accordance with the most recently published American Cancer Society guidelines or guidelines adopted by the North Carolina Advisory Committee on Cancer Coordination and Control.
	A. Replacement necessary due to loss or misuse of the device.
	B. Dental appliances, except when medically necessary for the treatment of temporomandibular joint disorder.
	C. Cosmetic improvements, such as implantation of hair follicles and skin tone enhancements.
	D. Lenses for keratoconus or any other eye procedure, except as specifically covered under this policy.
	B. Surgery performed on a newborn, adopted, or foster child to correct congenital defects resulting in functional impairment of the child.
	4. An inpatient hospital stay following a covered mastectomy until the date of discharge as determined by the attending doctor in consultation with the covered person.

	A. Inpatient rehabilitation services or confinement in an extended care facility.
	B. The following inpatient and outpatient therapy services if they are performed or prescribed by a doctor and furnished by a state-licensed medical practitioner in accordance with a written treatment plan:
	1. Cardiac rehabilitation therapy.
	2. Pulmonary and respiratory rehabilitation therapy.
	3. Occupational therapy and physical therapy, including chiropractic services and osteopathic manipulation, limited to a combined maximum of 30 visits per covered person per calendar year.
	4. Speech therapy, limited to a maximum of 30 visits per covered person per calendar year.

	A. The covered person has reached maximum therapeutic benefit.
	B. Further treatment cannot restore bodily function beyond the level the covered person already possesses.
	C. There is no measurable progress toward documented goals.
	D. Care is primarily custodial care.
	A. Cognitive therapy.
	B. Speech therapy for stammering or stuttering.
	C. Group classes for pulmonary rehabilitation.
	A. Chemotherapy, including intravenous chemotherapy.
	B. Radiation therapy or treatment, including accelerated partial breast radiotherapy (breast brachytherapy).
	C. Hemodialysis and the charges by a hospital for processing and administration of blood or blood components.
	D. Oxygen and its administration.
	E. Dialysis treatment.
	F. Home infusion therapy, which is the administration of a prescription drug directly into a body organ or cavity or via intravenous, intraspinal, intramuscular, subcutaneous, or epidural routes, under a plan prescribed by a doctor and provided by or ...
	F. Procurement of the organ.
	I. Search and testing to locate a suitable donor. Benefits for the reasonable and necessary services related to the search for a donor are subject to the Transplant Donor Expenses provision.
	A. Therapeutic contact lenses when used as a corneal bandage for a medical condition.
	B. One-time replacement of eyeglasses or contact lenses due to a prescription change following cataract surgery.
	C. One routine comprehensive eye examination per covered person per calendar year. Diagnosis and treatment of medical conditions of the eye, and drugs administered for purposes other than for a visual exam, are not considered to be part of a routine e...
	A. Dental Anesthesia: Covered expenses include general anesthesia, facility fees, and other related charges incurred in conjunction with dental care (but not include the actual dental services) that is provided in a hospital or outpatient surgical fac...
	1. An eligible child less than 9 years of age;
	2. A covered person with a serious mental or physical condition; or
	3. A covered person with significant behavioral problems.

	B. Hearing Aids: Covered expenses include charges incurred by a covered person less than 22 years of age for:
	1. One hearing aid per hearing impaired ear every 36 months.
	2. Medically necessary services ordered by a doctor or licensed audiologist.
	3. A new hearing aid when alterations to the existing hearing aid cannot adequately meet the needs of the covered person.
	4. All related services, including the initial hearing and evaluation, fitting and adjustments, and supplies, including ear molds.

	C. Lymphadema: Covered expenses include charges incurred by a covered person for diagnosis, evaluation, and treatment of lymphedema, including equipment, supplies, complex decongestive therapy, gradient compression garments, and self-management traini...
	D. Temporomandibular Joint Disorder: Covered expenses include charges incurred by a covered person for diagnostic, therapeutic, or surgical procedures, including oral surgery involving bones or joints of the jaw, face, or head, when the procedure is r...
	1. An injury or illness caused by any act of declared or undeclared war.
	a. Nutritional education is required for a disease in which patient self-management is an important component of treatment.
	b. There exists a knowledge deficit regarding the disease that requires the intervention of a trained health professional.
	a. Has not been actively involved in the covered person's medical care prior to ordering the service; or
	b. Is not actively involved in the covered person's medical care after the service is received.


	F. On the date determined by the federal Health Insurance Marketplace if all covered persons under this policy are no longer eligible for coverage through the federal Health Insurance Marketplace
	G. On the date determined by the federal Health Insurance Marketplace if we receive notice from the federal Health Insurance Marketplace that this policy is to be terminated.
	A. A group health plan.
	B. Health insurance coverage in the group market or individual market.
	C. Part A or part B of Title XVIII of the Social Security Act.
	D. Title XIX of the Social Security Act (other than coverage consisting solely of benefits under Section 1928).
	E. Chapter 55 of Title 10 of the United States Code.
	F. A medical care program of the Indian Health Service or of a tribal organization.
	G. A state health benefits risk pool.
	H. A health plan offered under Chapter 89 of Title 5 of the United States Code.
	I. A public health plan, as defined in federal regulations.
	J. A health benefit plan under Section 5(e) of the Peace Corps Act.
	K. Title XXI of the Social Security Act (State Children's Health Insurance Program).
	L. Short-term limited duration health insurance coverage.
	A. Any claim denial, reduction, or termination of, or a failure to provide, or make payment (in whole or in part) for a benefit, including:
	1. Deductible credits; coinsurance; co-pay; provider network reductions or exclusions, or other cost sharing requirements;
	2. Any instance where the plan pays less than the total expenses submitted resulting in covered person responsibility;
	3. A benefit resulting from the application of any utilization review;
	4. A covered benefit that is otherwise denied as not medically necessary or appropriate; or
	5. A covered benefit that is otherwise denied as experimental or investigational treatment;
	6. A denial of benefits based on whether a service can effectively be provided in network;

	B. Any denial, reduction, termination, or failure to provide or make payment that is based on a determination of a participant’s eligibility to participate in the health plan, including any decision to deny coverage at time of application or placing a...
	C. Any rescission of coverage, including offering the option of accepting a medical rider in lieu of rescission, (whether or not the rescission has an adverse effect on any particular benefit at that time).
	A. A person to whom a covered person has given express written consent to represent the covered person;
	B. A person authorized by law to provide substituted consent for a covered person; or
	C. A family member of the covered person or the covered person's treating health care professional when the covered person is unable to provide consent.
	A. Placing the health of an individual, or with respect to a pregnant woman, the health of the woman or her unborn child, in serious jeopardy;
	B. Serious impairment to bodily functions;
	C. Serious dysfunction of any bodily organ or part; or
	D. Seriously jeopardize the ability of an individual to regain maximum function.
	A. A written complaint submitted by a covered person regarding:
	1. Our decisions, policies, or actions related to availability, delivery, or quality of health care services;
	2. Claims payment, handling, or reimbursement for services;
	3. The contractual relationship between a covered person and us; or
	4. A noncertification.

	B. Grievance does not include a written complaint submitted by a covered person about a decision based solely on the fact that the health benefit plan contains a specific exclusion for the expense in question in the policy of coverage.
	A. Ambulatory review — Utilization review of services performed or provided in an outpatient setting.
	B. Case management — A coordinated set of activities conducted for individual patient management of serious, complicated, protracted, or other health conditions.
	C. Certification — A determination by us or our designated utilization review organization that an admission, availability of care, continued stay, or other service has been reviewed and, based on the information provided, satisfies our requirements f...
	D. Concurrent review — Utilization review conducted during a patient's hospital stay or course of treatment.
	E. Discharge planning — The formal process for determining, before discharge from a provider facility, the coordination and management of the care that a patient receives after discharge from a provider facility.
	F. Prospective review — Utilization review conducted before an admission or a course of treatment including any required preauthorization or precertification.
	G. Retrospective review — Utilization review of medically necessary services and supplies that is conducted after services have been provided to a patient, but not the review of a claim that is limited to an evaluation of reimbursement levels, veracit...
	H. Second opinion — An opportunity or requirement to obtain a clinical evaluation by a provider other than the provider originally making a recommendation for a proposed service to assess the clinical necessity and appropriateness of the proposed serv...
	A. Request: A covered person or a provider acting on behalf of a covered person has 180 days following receipt of an initial notification of a noncertification.
	B. Reviewer’s Requirements: Reviews will be completed by a medical doctor, licensed to practice medicine in North Carolina, who was not involved in the noncertification.
	C. Acknowledgement: Within 3 business days after receiving the grievance, we will provide the covered person with:
	1. The name, address, and telephone number of the person assigned to coordinate the review; and
	2. Instructions for submitting written material for consideration.

	D. General Information:
	1. A covered person shall be provided, upon request and free of charge, reasonable access to, and copies of, all documents, records, and other information relevant to the covered person’s claim for benefits.
	2. All comments, documents, records and other information submitted by the covered person relating to the claim for benefits, regardless of whether such information was submitted or considered in the initial decision, will be considered in the interna...
	3. The covered person will receive from us, free of charge, any new or additional evidence considered by the reviewer. We will give the covered person the new information as soon as possible and sufficiently in advance of the turnaround time for respo...
	4. The covered person will receive from us, free of charge, any new or additional medical rationale. We will give the covered person the new medical rationale as soon as possible and sufficiently in advance of the turnaround time for our decision due ...
	5. An insurer that is providing benefits for an ongoing course of treatment cannot be reduced or terminated without providing advance notice and an opportunity for advance review. The insured is required to provide continued coverage pending the outco...
	6. The internal grievance review process must be exhausted before the covered person may request an external review unless:
	a. We have agreed to waive the exhaustion requirement;
	b. We fail to follow the grievance review process; or
	c. The covered person files an expedited review request at the same time as an expedited internal grievance review request.


	E. Resolution Timeframe: We will notify the covered person and the covered person’s provider of the grievance decision in clear terms, within 30 days after we receive the grievance request.
	F. Notification of Decision: For upheld or modified decisions, the written decision will include:
	1. The professional qualification and licensure of the reviewer(s);
	2. Identification of the medical experts whose advice was obtained on our behalf, without regard to whether the advice was relied upon in making the decision;
	3. A statement of the reviewer’s understanding of the reason for the grievance;
	4. The reviewer’s decision in clear terms and the medical rationale for the decision in enough detail for the covered person to respond further to our position;
	5. A reference to the evidence or document(s) used as the basis for the decision, including the clinical review criteria used to make the determination and instructions for requesting the clinical review criteria;
	6. Reference to the specific plan provision on which the decision is based;
	7. A statement that the covered person is entitled to receive, upon request and free of charge, reasonable access to, and copies of, all documents, records, and other information relevant to the covered person’s claim for benefits;
	8. A statement that the decision is our final decision in the matter;
	9. A statement advising the covered person of their right to request an external review, the North Carolina External Review Notice and a copy of the form that authorizes us to disclose protected health information;
	10. A statement advising the covered person that they may have a right to bring a civil action under federal law;
	11. If an internal rule, guideline, protocol, or other similar criterion was relied upon in making the adverse decision, either the specific rule, guideline, protocol, or other similar criterion; or a statement that such rule, guideline, protocol, or ...
	12. The date of service;
	13. The health care provider’s name;
	14. The claim amount;
	15. The diagnosis and procedure codes with their corresponding meanings, or an explanation that the diagnosis and/or procedure codes are available upon request;
	16. Our denial code with corresponding meaning;
	17. A description of any standard used, if any, in denying the claim;
	18. That assistance is available by contacting the specific state’s consumer assistance department, if applicable;
	19. A culturally linguistic statement based upon the covered person’s county or state of residence that provides for oral translation of the grievance decision, if applicable;
	20. Notice that help may be available by contacting the Commissioner’s office or Health Insurance Smart NC at the address and phone number listed under General Information above.

	G. Expedited Review:
	1. Request: An expedited grievance review is available when medically justified or where the time frames for the standard review would reasonably appear to seriously jeopardize the life or health of a covered person or jeopardize the covered person’s ...
	2. Transmission of Information: All necessary information, including the grievance review decision, will be transmitted between us and the covered person by telephone, facsimile, or the most expeditious method available.
	3. Reviewer’s Requirements: The procedure for an expedited review will be the same as in the standard review, refer to the Reviewer’s Requirements in the Internal Procedures for Adverse Benefit Determinations involving Noncertifications.
	4. Resolution Timeframe and Notification of Decision: We will notify the covered person of the grievance decision as soon as possible but no later than within 72 hours of receipt of the grievance. The decision notice will include the same information ...

	A. Request: A covered person or a provider acting on behalf of a covered person has 180 days following receipt of an initial notification to file a grievance.
	B. Panel Review Requirements:
	1. Grievances will be reviewed by a panel appointed by us.
	2. The panel will be comprised of the following:
	a. No person on the panel will have been previously involved in the grievance, have a financial interest in the outcome of the review, or be employees of ours or our Review Agent.
	b. A person who was previously involved in the matter may appear before the panel to present information or answer questions.


	C. Acknowledgement: Within 10 business days after receipt of a grievance, we will inform the covered person of:
	1. The name, address and telephone number of the person assigned to coordinate the review;
	2. Their right to:
	a. Request and receive all information relevant to the case;
	b. Attend the review meeting and present his or her case to the review panel;
	c. Submit supporting material to the review panel both before and at the review meeting;
	d. Ask questions of any member of the review panel; and
	e. Be assisted or represented at the review meeting by a person of his or her choosing, including a provider, family member, employer representative or attorney; and

	3. Notice that help may be available by contacting Health Insurance Smart NC at the address and phone number listed under the General Information provision included in this section.

	D. Right to Appear:
	1. The covered person will be notified in writing at least 15 days before the review meeting date.
	2. A covered person does not have to attend the review meeting to receive a full review.

	E. General Information:
	1. A covered person shall be provided, upon request and free of charge, reasonable access to, and copies of, all documents, records, and other information relevant to the covered person’s claim for benefits.
	2. All comments, documents, records and other information submitted by the covered person relating to the claim for benefits, regardless of whether such information was submitted or considered in the initial decision, will be considered in the interna...
	3. The covered person will receive from us, free of charge, any new or additional evidence considered by the reviewer. We will give the covered person the new information as soon as possible and sufficiently in advance of the turnaround time for respo...
	4. The covered person will receive from us, free of charge, any new or additional medical rationale. We will give the covered person the new medical rationale as soon as possible and sufficiently in advance of the turnaround time for our decision is d...
	5. An insurer that is providing benefits for an ongoing course of treatment cannot be reduced or terminated without providing advance notice and an opportunity for advance review. The insurer is required to provide continued coverage pending the outco...

	F. Resolution Timeframe:
	1. For grievances regarding post-service claims, the review panel will schedule and hold the review meeting within 45 days after receipt of the grievance. The review panel will send a written decision in clear terms to the covered person and, if appli...
	2. For grievances regarding pre-service claims, the review panel will schedule and hold the review meeting and provide a written decision in clear terms to the covered person within 30 days after receipt of the grievance.

	G. Notification of Decision: For upheld, modified, or overturned decisions, the written notice of the decision must include:
	1. The professional qualifications and licensures of the persons on the review panel;
	2. Identification of the medical experts whose advice was obtained on our behalf, without regard to whether the advice was relied upon in making the decision;
	3. A statement of the review panel’s understanding of the nature of the covered person’s grievance and all pertinent facts;
	4. The review panel’s recommendation to us and the rationale and specific reason(s) behind that recommendation;
	5. A description of or reference to the evidence or document(s) considered by the review panel as the basis for its recommendation;
	6. A clear explanation of the decision including the rationale for our decision if it differs from the review panel's recommendation;
	7. Reference to the specific plan provision on which the decision is based;
	8. A statement that the covered person is entitled to receive, upon request and free of charge, reasonable access to, and copies of, all documents, records, and other information relevant to the covered person’s claim for benefits;
	9. A statement that the decision is our final decision in the matter;
	10. A statement advising the covered person that they may have a right to bring a civil action under federal law;
	11. If an internal rule, guideline, protocol, or other similar criterion was relied upon in making the adverse decision, either the specific rule, guideline, protocol, or other similar criterion; or a statement that such rule, guideline, protocol, or ...
	12. The date of service;
	13. The health care provider’s name;
	14. The claim amount;
	15. The diagnosis and procedure codes with their corresponding meanings, or an explanation that the diagnosis and/or procedure codes are available upon request;
	16. The insurer’s denial code with corresponding meaning;
	17. A description of any standard used, if any, in denying the claim;
	18. That assistance is available by contacting the specific state’s consumer assistance department, if applicable;
	19. A culturally linguistic statement based upon the covered person’s county or state of residence that provides for oral translation of the grievance decision, if applicable;
	20. Notice that help may be available by contacting the Commissioner’s office or Health Insurance Smart NC at the address and phone number listed under the General Information provision in this section.

	H. Expedited Review:
	1. Request: An expedited grievance review is available when medically justified or where the time frames for the standard review would reasonably appear to seriously jeopardize the life or health of a covered person or jeopardize the covered person’s ...
	2. Transmission of Information: All necessary information, including the grievance review decision, will be transmitted between us and the covered person by telephone, facsimile, or the most expeditious method available.
	3. Panel Review Requirements: The procedure for an expedited review will be the same as in the standard review, refer to Panel Review Requirements under the Internal Procedures for Adverse Benefit Determinations Not Involving Noncertifications provisi...
	4. Resolution Timeframe and Notification of Decision: We will notify the covered person of the grievance decision as soon as possible but no later than within 72 hours of receipt of the grievance. The decision notice will include the same information ...

	A. First Level Review:
	1. Request: A covered person or a provider acting on behalf of a covered person may file a grievance regarding any policy, decision or action of the insurer that affects the covered person, except for a decision based solely on the fact that the healt...
	2. Reviewer’s Requirements:
	a. First level reviews will not include persons involved in the initial decision.
	b. If the review involves a clinical issue, at least one person reviewing the grievance will be a medical doctor with appropriate expertise to evaluate the matter.

	3. Acknowledgment:
	a. Within 3 business days of receiving a grievance, we will provide the covered person with:
	i. The name, address and telephone number of the person assigned to coordinate the review; and
	ii. Instructions for submitting written material for consideration.

	b. For grievances concerning quality of clinical care delivered by the covered person’s provider, we will acknowledge the grievance within 10 business days. The acknowledgement will advise the covered person that:
	i. We will refer the grievance to its quality assurance committee for review and consideration or any appropriate action against the provider; and
	ii. State law does not allow for a second level grievance review for grievances concerning quality of care.


	4. Resolution Timeframe: We will send a written decision in clear terms to the covered person, and the covered person's provider, if applicable, within 30 days after receipt of the grievance.
	5. Notification of Decision: If the decision is not in favor of the covered person, the written decision will include:
	a. The professional qualifications and licensure of the reviewer(s);
	b. A statement of the reviewers understanding of the grievance;
	c. The reviewer's decision in clear terms and the contractual basis or medical rationale in sufficient detail for the covered person to respond further to our position;
	d. A reference to the evidence or documentation used as the basis for the decision;
	e. Except for quality of care, excluded benefits or service or noncertification issues which are not eligible for second level grievance review, a statement advising the covered person of the right to request a second level review and a description of...
	f. Notice that help may be available by contacting Health Insurance Smart NC at the address and phone number listed under the General Information provision in this section.


	B. Second Level Review:
	1. Request: A covered person or a provider acting on behalf of a covered person, who is dissatisfied with a first level grievance review decision may file a request for a second level grievance review.
	2. Second level reviews are not allowed for benefits or services that are clearly excluded under this policy, quality of care complaints, or noncertifications.
	3. Panel Review Requirements:
	a. Second level reviews will be completed by a panel appointed by us.
	b. The panel will be comprised of the following:
	i. No person on the panel will have been previously involved in the grievance, have a financial interest in the outcome of the review, or be employees of ours or our Review Agent.
	ii. A person who was previously involved in the matter may appear before the panel to present information or answer questions.
	iii. For grievances involving a clinical issue:
	a. All of the persons will be medical providers who have appropriate expertise and will include at least one clinical peer; and
	b. If a clinical reviewer was utilized on the first level review and the review panel consists of three or more people, we may include one of our employees on the panel.



	4. Acknowledgement: Within 10 business days after receipt of a request for a second level review, we will inform the covered person of:
	a. The name, address and telephone number of the person assigned to coordinate the second level review;
	b. Their right to:
	i. Request and receive all information relevant to the case;
	ii. Attend the review meeting and present his or her case to the review panel;
	iii. Submit supporting material to the review panel both before and at the review meeting;
	iv. Ask questions of any member of the review panel; and
	v. Be assisted or represented at the review meeting by a person of his or her choosing, including a provider, family member, employer representative or attorney; and

	c. Notice that help may be available by contacting Health Insurance Smart NC at the address and phone number listed under the General Information provision in this section.

	5. Right to Appear:
	a. The covered person will be notified in writing at least 15 days before the review meeting date.
	b. A covered person does not have to attend the second level review meeting to receive a full review.

	6. Resolution Timeframe:
	a. The review panel will schedule and hold a review meeting within 45 days after receipt of a request for a second level review.
	b. We will send a written decision in clear terms to the covered person and, if applicable, to the covered person’s provider, within 7 business days of completing the review meeting.

	7. Notification of Decision: The written notice of the decision must include:
	a. The professional qualifications and licensures of the persons on the review panel;
	b. A statement of the review panel’s understanding of the nature of the covered person’s grievance and all pertinent facts;
	c. The review panel’s recommendation to us and the rationale behind that recommendation;
	d. A description of or reference to the evidence or document(s) considered by the review panel as the basis for its recommendation;
	e. If the review is for a clinical matter, a written statement of the clinical rationale, including the clinical review criteria, that was used by the review panel to make the recommendation;
	f. The rationale for our decision if it differs from the review panel's recommendation;
	g. A statement that the decision is our final decision in the matter; and
	h. Notice that help may be available by contacting the Commissioner’s office or Health Insurance Smart NC at the address and phone number listed under the General Information provision in this section.

	8. Expedited Review:
	a. Request: An expedited second level review is available when medically justified, whether or not the first level review was expedited.
	b. Panel Review Requirements: The procedure for an expedited review will be the same as in the standard review, refer to the Panel Review Requirements (Second Level Review) under the Internal Grievance Procedures Not Involving Adverse Benefit Determin...
	c. Resolution Timeframe and Notification Decision: We will conduct the review and communicate our written decision within 4 days after receiving all necessary information. The decision notice will include the same information as required in the standa...


	A. A noncertification decision; or
	B. An appeal decision upholding a noncertification decision.
	A. That you had coverage with us in effect when the noncertification decision was issued;
	B. That the service for which the noncertification was issued appears to be a covered service under this policy;
	C. That you have exhausted our internal review process as described below; and
	D. That you have provided all the information and forms necessary to process the external review.
	A. Completed our appeal process and received a written determination from us;
	B. Filed an appeal and except to the extent that you have requested or agreed to a delay, have not received our written decision within 60 days of the date you can demonstrate that you submitted the request; or
	C. Received notification that we have agreed to waive the requirement to exhaust the internal appeal process.
	A. The name and contact information for the IRO assigned to your case;
	B. A copy of the information about your case that we have provided to the NCDOI;
	C. Notice that we will provide you or your authorized representative with a copy of the documents and information considered in making the denial decision (which will also be sent to the IRO); and
	D. Notification that you may submit additional written information and supporting documentation relevant to the initial noncertification to the assigned IRO within 7 days after receipt of the notice of acceptance.
	A. A noncertification decision from us AND file a request with us for an expedited appeal; or
	B. An appeal decision upholding a noncertification decision.
	A. Accept the case for standard external review if our internal review process was already completed; or
	B. Require the completion of our internal review process before you may make another request for an external review with the NCDOI.
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	A. Incurred while the covered person is insured under this rider;
	B. Prescribed, ordered, recommended, authorized or approved for a covered person by a dentist;
	C. Dentally necessary;
	D. Covered by a specific benefit provision specified in this rider;
	E. Not excluded in this rider;
	F. Allowed under all other applicable terms and conditions of the policy; and
	G. Provided by or under the direction of a network provider, except for a dental emergency.
	A. Is subject to a deductible amount or coinsurance percentage;
	B. Exceeds any applicable benefit maximum;
	C. Exceeds the frequency limits described in this rider;  or
	D. Is otherwise subject to an exclusion or limitation under this rider or the policy.
	A. Consultation, advice, diagnosis, surgery, visit, or referral;
	B. Procedure, treatment, or other care;
	C. Supply, equipment; or
	D. Drug or medicine.
	A. Does not, exceed in scope, duration or intensity that level of care which is needed to provide safe, adequate, and appropriate diagnosis or treatment to the covered person;
	B. Is known to be safe, effective and appropriate by most U.S. dentists with regard to accepted standards of dental practice at the time when the dental service is provided;
	C. Cannot be provided primarily for the comfort or convenience of a covered person or dentist;
	D. Cannot be omitted without an adverse effect;
	E. Is appropriate for the covered person’s diagnosis or symptoms; and
	F. Is the most cost-effective treatment that is appropriate for the covered person’s diagnosis. This means there is no other similar or alternate dental service as determined by us available at a lower cost.
	A. A legally licensed oral surgeon, endodontist, orthodontist, periodontist, prosthodontist and pedodontist, practicing within the scope of his or her license; and
	B. A legally licensed dental hygienist practicing within the scope of the license while under the supervision of a dentist.
	A. For network providers: When a covered expense is received from a network provider, the eligible expense is the contracted fee with that provider.
	B. For non-network providers: When a covered expense is received from a non-network provider as a result of a dental emergency, the eligible expense is the lessor of the billed charge or a lower amount negotiated with the provider or authorized by sta...
	A. Appliances or a modification of appliances on the date the master impression is made;
	B. A crown, a bridge, a veneer or inlay or onlay restoration on the date the tooth or teeth are prepared;
	C. Root canal therapy on the date the pulp chamber is opened; and
	D. All other charges on the date the dental service is rendered or a supply furnished.
	A. The following dental services are limited to once every 6 months:
	1. D0120 Periodic oral evaluations.
	2. D0140 Limited oral evaluations (problem focused).
	3. D0145 Limited oral evaluation for patients under 3 years of age in counseling with primary caregiver.
	4. D0150 Comprehensive oral evaluation.
	5. D0180 Comprehensive periodontal evaluation.

	B. D0160 Detailed and extensive oral evaluation and re-evaluation - problem focused.
	C. D0170 Re-evaluation - limited, problem focused.
	D. D0171 Re-evaluation - post operative office visit.
	E. D0210 Intraoral - Complete series (including bitewings), limited to 1 every 60 months.
	F. D0220 Intraoral - periapical first film.
	G. D0230 Intraoral - periapical, each additional film.
	H. D0240 Intraoral - occlusal film.
	I. The following dental services are limited to 1 set every 6 months:
	J. D0330 Panoramic radiographs, limited to 1 every 60 months.
	K. D0340 Cephalometric radiographic images.
	L. D0350 2D oral/facial photographic images obtained intra-orally or extra-orally.
	M. D0391 Interpretation of diagnostic image.
	N. D0470 Diagnostic casts.
	O. D1110 or D1120 Dental prophylaxis (cleaning), limited to 1 every 6 months
	P. D1206 or D1208 Fluoride, limited to 2 every 12 months.
	Q. D1351 Sealant - per tooth - unrestored permanent molars only, limited to once per tooth every 36 months.
	R. D1352 Preventive resin restoration in a moderate to high caries risk patient, limited to once per tooth every 36 months.
	S. D1353 Sealant repair - per tooth, limited to once per tooth every 36 months.
	T. D1510 Space maintainer - fixed - unilateral.
	U. D1516 Space maintainer - fixed – bilateral, maxillary.
	V. D1517 Space maintainer - fixed – bilateral, mandibular.
	W. D1520 Space maintainer - removable - unilateral.
	X. D1526 Space maintainer - removable - bilateral, maxillary.
	Y. D1527 Space maintainer - removable – bilateral, mandibular.
	Z. D1551 Re-cement or re-bond bilateral space maintainer, maxillary.
	AA. D1552 Re-cement or re-bond bilateral space maintainer, mandibular.
	BB. D1553 Re-cement or re-bond unilateral space maintainer.
	CC. D1575 Distal shoe space maintainer - fixed - unilateral.
	A. D2140 Amalgams - one surface, primary or permanent, multiple restorations on one surface will be treated as a single filling.
	B. D2150 Amalgams - two surfaces, primary or permanent, multiple restorations on one surface will be treated as a single filling.
	C. D2160 Amalgams - three surfaces, primary or permanent, multiple restorations on one surface will be treated as a single filling.
	D. D2161 Amalgams - four or more surfaces, primary or permanent, multiple restorations on one surface will be treated as a single filling.
	E. D2330 Resin-based composite - one surface - anterior, multiple restorations on one surface will be treated as a single filling.
	F. D2331 Resin-based composite - two surfaces - anterior, multiple restorations on one surface will be treated as a single filling.
	G. D2332 Resin-based composite - three surfaces - anterior, multiple restorations on one surface will be treated as a single filling.
	H. D2335 Resin-based composite - four or more surfaces - anterior, multiple restorations on one surface will be treated as a single filling.
	I. D9110 Palliative (emergency) treatment of dental pain - minor procedure.
	J. D9222 Deep sedation/general anesthesia - first 15 minutes.
	K. D9223 Deep sedation/general anesthesia - each subsequent 15 minute increments.
	L. D9239 Intravenous moderate (conscious) sedation/analgesia - first 15 minutes.
	M. D9243 Intravenous moderate (conscious) sedation/analgesia - each subsequent 15 minute increments.
	N. D9310 Consultation - diagnostic service provided by a dentist other than the requesting dentist or doctor.
	O. D9610 Therapeutic drug injection.
	P. D9930 Treatment of complications (post-surgical) unusual circumstances.
	Q. D9940 Occlusal guard, limited to 1 every 12 months.
	A. D3110 Pulp cap - direct (excluding final restoration).
	B. D3120 Pulp cap – indirect (excluding final restoration), once per tooth.
	C. D3220 Therapeutic pulpotomy - excluding final restoration.  If a root canal is within 45 days of pulpotomy, the pulpotomy is not a covered service since it is considered a part of the root canal procedure.
	D. D3222 Partial pulpotomy for apexogenesis - permanent tooth with incomplete root development.  If a root canal is within 45 days of pulpotomy, the pulpotomy is not a covered service since it is considered a part of the root canal procedure.
	E. D3230 Pulpal therapy (resorbable filling) - anterior, primary tooth (excluding final restoration).
	F. D3240 Pulpal therapy (resorbable filling) - posterior, primary tooth (excluding final restoration).
	G. D3310 Anterior root canal (excluding final restoration).
	H. D3320 Bicuspid root canal (excluding final restoration).
	I. D3330 Molar root canal (excluding final restoration).
	J. D3346 Retreatment of previous root canal therapy - anterior.
	K. D3347 Retreatment of previous root canal therapy - bicuspid.
	L. D3348 Retreatment of previous root canal therapy - molar.
	M. D3351 Apexification/recalcification - initial visit.
	N. D3352 Apexification/recalcification - interim medication replacement.
	O. D3353 Apexification/recalcification - final visit.
	P. D3355 Pulpal regeneration - initial visit.
	Q. D3356 Pulpal regeneration - interim medication replacement.
	R. D3357 Pulpal regeneration - completion of treatment.
	S. D3410 Apicoectomy - anterior.
	T. D3421 Apicoectomy - bicuspid (first root).
	U. D3425 Apicoectomy - molar (first root).
	V. D3426 Apicoectomy - each additional root.
	W. D3427 Periradicular surgery without apicoectomy.
	X. D3430 Retrograde filling - per root.
	Y. D3450 Root amputation - per root.
	Z. D3920 Hemisection (including any root removal), not including root canal therapy.
	A. D4210 Gingivectomy or gingivoplasty - four or more teeth, limited to 1 every 36 months.
	B. D4211 Gingivectomy or gingivoplasty - one to three teeth, limited to 1 every 36 months.
	C. D4212 Gingivectomy or gingivoplasty - with restorative procedures, per tooth, limited to 1 every 36 months.
	D. D4240 Gingival flap - four or more teeth, limited to 1 every 36 months.
	E. D4241 Gingival flap procedure, including root planning, one to three contiguous teeth or tooth bounded spaces per quadrant, limited to 1 every 36 months.
	F. D4249 Clinical crown lengthening - hard tissue.
	G. D4260 Osseous surgery - four or more teeth (including flap entry and closure), limited to 1 every 36 months.
	H. D4261 Osseous surgery - one to three teeth (including flap entry and closure), limited to 1 every 36 months.
	I. D4263 Bone replacement graft - first site in quadrant, limited to 1 every 36 months.
	J. D4270 Pedicle soft tissue graft procedure.
	K. D4273 Subepithelial connective tissue graft procedure.
	L. D4275 Soft tissue allograft, limited to 1 every 36 months.
	M. D4277 Free soft tissue graft procedure, first tooth.
	N. D4278 Free soft tissue graft procedure, each additional tooth.
	O. The following dental services are limited to 1 time per quadrant every 24 months:
	P. D4346 Scaling in presence of generalized moderate or severe gingival inflammation - full mouth, after oral evaluation.
	Q. D4355 Full mouth debridement to enable comprehensive evaluation and diagnosis, limited to 1 per lifetime.
	R. D4910 Periodontal maintenance, limited to 4 every 12 months combined with dental prophylaxis (cleaning).
	S. D7921 Collect and apply autologous product, limited to 1 every 36 months.
	A. D7111 Extraction coronal remnants, deciduous teeth.
	B. D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps removal).
	C. D7210 Surgical removal of erupted tooth requiring elevation of mucoperiosteal flap and removal of bone and/or section of tooth.
	D. D7220 Removal of impacted tooth - soft tissue.
	E. D7230 Removal of impacted tooth - partially bony.
	F. D7240 Removal of impacted tooth - completely bony.
	G. D7241 Removal of impacted tooth - completely bony, with unusual surgical complications.
	H. D7250 Surgical removal of residual tooth roots (cutting procedure).
	I. D7251 Coronectomy - intentional partial tooth removal.
	J. D7270 Tooth reimplantation and/or stabilization of accidentally evulsed or displaced tooth.
	K. D7280 Surgical access of an unerupted tooth.
	L. D7310 Alveoloplasty in conjunction with extractions - per quadrant.
	M. D7311 Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant.
	N. D7320 Alveoloplasty not in conjunction with extractions - per quadrant.
	O. D7321 Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per quadrant.
	P. D7471 Removal of lateral exostosis (maxilla or mandible).
	Q. D7510 Incision and drainage of abscess - intraoral soft tissue.
	R. D7511 Incision and drainage of abscess - intraoral soft tissue complicated.
	S. D7520 Incision and drainage of abscess - extraoral soft tissue.
	T. D7521 Incision and drainage of abscess - extraoral soft tissue complicated.
	U. D7910 Suture of recent small wound up to 5 cm.
	V. D7953 Bone replacement graft for ridge preservation.
	W. D7971 Excision of pericoronal gingiva.
	X. D7999 Unspecified surgery, by report.
	A. D2510 Inlay - metallic - one surface.
	B. D2520 Inlay - metallic - two surfaces.
	C. D2530 Inlay - metallic - three or more surfaces.
	D. The following dental services are limited to 1 time per tooth every 60 months:
	1. D2542 Onlay - metallic - two surfaces.
	2. D2543 Onlay - metallic - three surfaces.
	17. D2794 Crown - titanium.
	18. D2930 Prefabricated stainless steel crown - primary tooth.
	19. D2931 Prefabricated stainless steel crown - permanent tooth.

	E. D2929 Prefabricated porcelain crown - primary tooth, limited to 1 every 60 months.
	F. D2910 Re-cement or re-bond inlay or onlay.
	G. D2915 Re-cement or re-bond cast indirectly fabricated or prefabricated post or core.
	H. D2920 Re-cement or re-bond crown.
	I. D2921 Re-attachment of tooth fragment, incisal edge or cusp.
	J. D2940 Protective restorations (sedative filling).
	K. D2941 Interim therapeutic restoration - primary dentition.
	L. D2950 Core buildup, including any pins, limited to 1 time per tooth every 60 months.
	M. D2951 Pin retention - per tooth, in addition to restoration.
	N. D2954 Prefabricated post and core in addition to crown, limited to 1 time per tooth every 60 months.
	O. D2980 Crown repair.
	P. D2981 Inlay repair.
	Q. D2982 Onlay repair.
	R. D2983 Veneer repair.
	S. D2990 Resin infiltration - smooth surface, limited to 1 every 36 months.
	T. The following dental services are limited to any 1 every 60 months:
	U. D5410 Adjust complete denture - maxillary.
	V. D5411 Adjust complete denture - mandibular.
	W. D5421 Adjust partial denture - maxillary.
	X. D5422 Adjust partial denture - mandibular.
	Y. D5511 Repair broken complete denture base, maxillary.
	Z. D5512 Repair broken complete denture base, mandibular.
	AA. D5520 Replace missing or broken teeth - complete denture.
	BB. D5611 Repair resin partial denture base, mandibular.
	CC. D5612 Repair resin partial denture base, maxillary.
	DD. D5621 Repair cast partial framework, mandibular.
	EE. D5622 Repair cast partial framework, maxillary.
	FF. D5630 Repair or replace broken clasp retentive/clasping materials per tooth.
	GG. D5640 Replace broken teeth - per tooth.
	HH. D5650 Add tooth to existing partial denture.
	II. D5660 Add clasp to existing partial denture.
	JJ. The following dental services are limited to 1 time every 36 months when performed more than 6 months after the initial insertion:
	1. D5710 Rebase complete maxillary denture.
	2. D5711 Rebase complete mandibular denture.
	3. D5720 Rebase maxillary partial denture.
	4. D5721 Rebase mandibular partial denture.
	5. D5730 Reline complete maxillary denture (chairside).
	6. D5731 Reline complete mandibular denture (chairside).
	7. D5740 Reline maxillary partial denture (chairside).
	8. D5741 Reline mandibular partial denture (chairside).
	9. D5750 Reline complete maxillary denture (laboratory).
	10. D5751 Reline complete mandibular denture (laboratory).
	11. D5760 Reline maxillary partial denture (laboratory).
	12. D5761 Reline mandibular partial denture (laboratory).

	KK. D5850 Tissue conditioning - maxillary.
	LL. D5851 Tissue conditioning - mandibular.
	MM. The following dental services are limited to any 1 every 60 months:
	1. D6210 Pontic - cast high noble metal.
	2. D6211 Pontic - cast predominately base metal.
	3. D6212 Pontic - cast noble metal.
	4. D6214 Pontic - titanium.
	5. D6240 Pontic - porcelain fused to high noble metal.
	6. D6241 Pontic - porcelain fused to predominately base metal.
	7. D6242 Pontic - porcelain fused to noble metal.
	8. D6245 Pontic - porcelain/ceramic.
	9. D6519 Inlay/onlay - porcelain/ceramic.
	10. D6520 Inlay - metallic, two surfaces.
	11. D6530 Inlay - metallic, three or more surfaces.
	12. D6543 Onlay - metallic, three surfaces.
	13. D6544 Onlay - metallic, four or more surfaces.
	14. D6545 Retainer - cast metal for resin bonded fixed prosthesis.
	15. D6548 Retainer - porcelain/ceramic for resin bonded fixed prosthesis.
	16. D6549 Resin retainer - for resin bonded fixed prosthesis.
	17. D6600 Inlay - porcelain/ceramic, two surfaces.
	18. D6601 Inlay - porcelain/ceramic, three or more surfaces.
	19. D6608 Onlay - porcelain/ceramic, two surfaces.
	20. D6609 Onlay - porcelain/ceramic, three or more surfaces.
	21. D6740 Crown - porcelain/ceramic.
	22. D6750 Crown - porcelain fused to high noble metal.
	23. D6751 Crown - porcelain fused to predominately base metal.
	24. D6752 Crown - porcelain fused to noble metal.
	25. D6780 Crown - 3/4 cast high noble metal.
	26. D6781 Crown - 3/4 cast predominately base metal.
	27. D6782 Crown - 3/4 cast noble metal.
	28. D6783 Crown - 3/4 porcelain/ceramic.
	29. D6790 Crown - full cast high noble metal.
	30. D6791 Crown - full cast predominately base metal.
	31. D6792 Crown - full cast noble metal.

	NN. D6930 Re-cement or re-bond fixed partial denture.
	OO. D6980 Fixed partial denture repair, by report.
	A. The following dental services are limited to any 1 every 60 months:
	1. D6010 Endosteal implant.
	2. D6012 Surgical placement of interim implant body.
	3. D6040 Eposteal implant.
	4. D6050 Transosteal implant, including hardware.
	5. D6053 Implant supported complete denture.
	6. D6054 Implant supported partial denture.
	7. D6055 Connecting bar - implant or abutment supported.
	8. D6056 Prefabricated abutment.
	9. D6057 Custom abutment.
	10. D6058 Abutment supported porcelain ceramic crown.
	11. D6059 Abutment supported porcelain fused to high noble metal.
	12. D6060 Abutment supported porcelain fused to predominately base metal crown.
	13. D6061 Abutment supported porcelain fused to noble metal crown.
	14. D6062 Abutment supported cast high noble crown.
	15. D6063 Abutment supported cast predominately base metal crown.
	16. D6064 Abutment supported cast noble metal crown.
	17. D6065 Implant supported porcelain/ceramic crown.
	18. D6066 Implant supported porcelain fused to high metal crown.
	19. D6067 Implant supported metal crown.
	20. D6068 Abutment supported retainer for porcelain/ceramic fixed partial denture.
	21. D6069 Abutment supported retainer for porcelain fused to high noble metal fixed partial denture.
	22. D6070 Abutment supported retainer for porcelain fused to predominately base metal fixed partial denture.
	23. D6071 Abutment supported retainer for porcelain fused to noble metal fixed partial denture.
	24. D6072 Abutment supported retainer for cast high noble metal fixed partial denture.
	25. D6073 Abutment supported retainer for predominately base metal fixed partial denture.
	26. D6074 Abutment supported retainer for cast noble metal fixed partial denture.
	27. D6075 Implant supported retainer for ceramic fixed partial denture.
	28. D6076 Implant supported retainer for porcelain fused to high noble metal fixed partial denture.
	29. D6077 Implant supported retainer for cast metal fixed partial denture.
	30. D6080 Implant maintenance procedures.
	31. D6081 Scaling and debridement in the presence of inflammation or mucositis of a single implant, including cleaning of the implant surfaces, without flap entry and closure.
	32. D6090 Repair implant prosthesis.
	33. D6091 Replacement of semi-precision or precision attachment.
	34. D6095 Repair implant abutment.
	35. D6100 Implant removal.
	36. D6101 Debridement periimplant defect.
	37. D6102 Debridement and osseous periimplant defect.
	38. D6103 Bone graft periimplant defect.
	39. D6104 Bone graft implant replacement.
	40. D6110 Implant/abutment supported removable denture for edentulous arch - maxillary.
	41. D6111 Implant/abutment supported removable denture for edentulous arch - mandibular.
	42. D6112 Implant/abutment supported removable denture for partially edentulous arch - maxillary.
	43. D6113 Implant/abutment supported removable denture for partially edentulous arch - mandibular.
	44. D6114 Implant/abutment supported fixed partial denture for edentulous arch - maxillary.
	45. D6115 Implant/abutment supported fixed partial denture for edentulous arch - mandibular.
	46. D6116 Implant/abutment supported fixed partial denture for partially edentulous arch - maxillary.
	47. D6117 Implant/abutment supported fixed partial denture for partially edentulous arch - mandibular.
	48. D6190 Implant index.

	B. D6092 Re-cement or re-bond implant/abutment supported crown.
	C. D6093 Re-cement or re-bond implant/abutment supported fixed partial denture.
	A. D8010 Limited orthodontic treatment of the primary dentition.
	B. D8020 Limited orthodontic treatment of the transitional dentition.
	C. D8030 Limited orthodontic treatment of the adolescent dentition.
	D. D8050 Interceptive orthodontic treatment of the primary dentition.
	E. D8060 Interceptive orthodontic treatment of the transitional dentition.
	F. D8070 Comprehensive orthodontic treatment of the transitional dentition.
	G. D8080 Comprehensive orthodontic treatment of the adolescent dentition.
	H. D8090 Comprehensive orthodontic treatment of adult dentition.
	I. D8210 Removable appliance therapy.
	J. D8220 Fixed appliance therapy.
	K. D8660 Pre-orthodontic treatment visit.
	L. D8670 Periodic orthodontic treatment visit.
	M. D8680 Orthodontic retention (removal of appliances, construction and replacement of retainers).
	A. Any expense or service related to that expense that is:
	1. Not identified as a covered expense in this rider.
	2. Provided by a non-network provider.
	3. For a dental service that is not rendered or that is not rendered within the scope of the dentist's license.
	4. Billed for incision and drainage if the involved abscessed tooth is removed on the same date of service.
	5. For telephone consultations, for failure to keep a scheduled appointment, and sales tax.
	6. For any dental service incurred directly or indirectly as a result of the covered person being intoxicated, as defined by applicable state law in the state in which the loss occurred, or under the influence of illegal narcotics or controlled substa...
	7. For or while receiving investigational treatment or for complications there from, including expenses that might otherwise be covered if they were not incurred in conjunction with, as a result of, or while receiving investigational treatment.
	8. As a result of dental services arising out of, or in the course of, employment for wage or profit, if the covered person is insured, or is required to be insured, by workers' compensation insurance pursuant to the applicable state or federal law.
	9. As a result of:
	a. Dental services necessitated due to any act of declared or undeclared war.
	b. The covered person taking part in a riot.
	c. The covered person's commission of a felony, whether or not charged.


	B. Any dental service:
	C. Maxillofacial prosthetics and related services.
	D. Treatment of benign neoplasms, cysts, or other pathology involving benign lesions, except excisional removal; and treatment of malignant neoplasms or congenital anomalies of hard or soft tissue, including excision.
	E. Reconstructive surgery, regardless of whether or not the surgery is incidental to a dental disease, injury, or congenital anomaly when the primary purpose is to improve physiological functioning of the involved part of the body.
	F. Placement of fixed partial dentures solely for the purpose of achieving periodontal stability.
	G. Sealants for teeth other than permanent molars.
	H. Fixed or removable prosthodontic restoration procedures for complete oral rehabilitation or reconstruction.
	I. Gold foil restorations.
	J. Provisional crown/retainer crown, provisional pontic, post removal, temporary crown, and coping.
	K. Endodontic implants and intentional reimplantation.
	L. Precision attachments, personalization, precious metal bases and other specialized techniques.
	M. Cone Beam Imaging and Cone Beam MRI procedures.
	N. Setting of facial bony fractures and any treatment associated with the dislocation of facial skeletal hard tissue.
	O. Mouthguards; replacement of dentures that have been lost, stolen, or misplaced; harmful habit appliances; replacement of lost or missing appliances; replacement or repair of orthodontic retainers/appliances; removal of space maintainers; treatment ...
	P. Oral hygiene instructions; plaque control; nutritional counseling; tobacco counseling; charges for completing dental claim forms; charges for copies of your records, charts or x-rays; photographs; any dental supplies including but not limited to ta...
	Q. Drugs/medications, obtainable with or without a prescription, unless they are dispensed and utilized in the dental office during the patient visit.
	R. Interim complete denture and interim partial denture.
	S. Replacement of complete dentures, fixed and removable partial dentures or crowns and implants, implant crowns and prosthesis if damage or breakage was directly related to provider error. This type of replacement is the responsibility of the dentist...
	T. Hospital costs or any additional fees that the dentist or hospital charges for treatment at the hospital (inpatient or outpatient).
	U. Charges for dental services that are not documented in the dentist records, not directly associated with dental disease or not performed in a dental setting.
	V. Orthodontia, unless covered expenses have been prior authorized to be medically necessary. Orthodontia coverage does not include the installation of a space maintainer, any treatment related to treatment of the temporomandibular joint, any surgical...
	W. To alter vertical dimension and/or restore or maintain the occlusion.  Such procedures include, but are not limited to, equilibration, periodontal splinting, full mouth rehabilitation, and restoration for misalignment of teeth.
	X. Desensitizing medicament or resin; local anesthesia; regional and trigeminal division block anesthesia; non-intravenous conscious sedation; analgesia, anxiolysis, and inhalation of nitrous oxide.
	Y. Acupuncture; acupressure and other forms of alternative treatment, whether or not used as anesthesia.
	Z. When two or more dental services are submitted and the dental services are considered part of the same dental service to one another, we will pay the most comprehensive dental service.
	AA. When two or more dental services are submitted on the same day and the dental services are considered mutually exclusive (when one dental service contradicts the need for the other dental service), we will pay for the dental service that represent...
	BB. Any dental services for which benefits are payable under a medical policy issued by us.
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	a. Keratoconus;
	b. Pathological myopia;
	c. Aniseikonia;
	d. Aniridia;
	e. Anisometropia;
	f. Irregular astigmatism;
	g. Aphakia;
	h. Post traumatic disorder; or
	i. Corneal disorders.




