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UnitedHealthcare of Wisconsin, Inc. 
10701 W. Research Road, Wauwatosa, WI 53266; Telephone (800) 657-8205 

Value Silver 3 Free Visits-D 
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 31 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. 
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 
As a cost containment feature, this policy contains prior authorization requirements. Benefits are reduced 
or denied if the requirements are not met. Please refer to the Data Page and the Prior Authorization section. 
WARNING: Any person who knowingly, and with intent to injure, defraud, or deceive any insurer, makes any claim 
for the proceeds of an insurance policy containing any false, incomplete, or misleading information is guilty of a 
felony. 
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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 eligible expenses incurred at a network provider. No benefits are payable 
for non-emergency expenses incurred at a non-network provider. 
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.  
Covered expenses for emergency treatment received from a non-network provider will be paid as 
eligible expenses. As a result, you will be responsible for paying the difference between the amount 
billed by the non-network provider and the eligible expense.  
Non-emergency covered expenses provided at a network facility by a non-network facility-based 
physician will be paid as eligible expenses. As a result, you will be responsible for paying the difference 
between the amount billed by the non-network facility-based physician and the eligible expense. 

DEDUCTIBLE AMOUNT, per covered person, per calendar year 
Network Provider ..................................................................................................................................... $900 

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 ........................................................ 85% 
(Not applicable to covered expenses subject to a copayment amount, unless otherwise specifically stated) 

NETWORK OUT-OF-POCKET MAXIMUM, per calendar year 
Per Covered Person .............................................................................................................................. $2,850 

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. 

Additional office visits per covered person per calendar year are subject to the plan deductible amount and 
coinsurance percentage. 

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 ........................ $400 

URGENT CARE: Copayment amount for the first 3 occurrences per covered person per calendar year ........ $50 

Additional occurrences per covered person per calendar year are subject to the plan deductible amount and 
coinsurance percentage  

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

Hospital-Based Lab ..................................................................................................................................... 70% 

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 ......................................................................................................... $300 

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................................................................................................... 70% 

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. 
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Tier 1, prescription drug copayment amount per prescription order or refill ........................................... $5 

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

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 coinsurance percentage per prescription order or refill .......................... 75% 

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. 

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; or  

D. 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 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:  

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; or 

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. 

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 
laboratory service. 

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

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. 

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: Except when the eligible 
expense is an amount negotiated with the provider, 
non-network providers and non-network facility-
based physicians may bill you for any difference 
between the billed charges and the eligible expense. 
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"Emergency" means a medical condition manifesting 
itself by acute symptoms of sufficient severity 
(including severe pain) such that a prudent layperson, 
who possesses an average knowledge of health and 
medicine, could reasonably expect the absence of 
immediate medical attention to result in: 

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. 

"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.  

D. 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 
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 
use disorder, 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 



Sam
ple

IEX21-UHCWI-HMO-S900-35 Page 9 012220 

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. 

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.  

"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 a health care service, 
supply, or drug provided for the purpose of 
preventing, evaluating, diagnosing, or treating an 
illness, injury, condition, disease, or its symptoms, 
that is determined by us or in consultation with an 
appropriate medical professional to be:  

A. In accordance with generally accepted 
standards of medical practice; 

B. Clinically appropriate, in terms of type, 
frequency, extent, site, and duration, and 
considered effective for the covered person's 
illness, injury, condition, disease, or its 
symptoms; 

C. Not provided mainly for the covered person's 
convenience or that of the covered person's 
doctor or other health care provider; 

D. Not furnished solely to promote athletic 
achievement, a desired lifestyle, or to 
improve the covered person's environmental 
or personal comfort; and 

E. As cost effective as any established 
alternative service, supply, or drug that is as 
likely to produce equivalent therapeutic or 
diagnostic results as to the diagnosis or 
treatment of the covered person's illness, 
injury, condition, disease, or its symptoms. 
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A health care service, supply, or drug will not meet 
this definition based solely on the fact that a doctor or 
health care provider of a covered person performs, 
provides, prescribes, orders, recommends, or 
approves that service, supply, or drug. 

"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 
Oklahoma 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 

IEX21-UHCWI-HMO-S900-35 

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 
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.

"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 use disorder" means alcohol, drug or 
chemical abuse, overuse, or dependency. 
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"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, Inc. 

"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, or a third party identified below, 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: 

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

 Indian tribes, tribal organizations, or urban 
Indian organizations. 

 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. 

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 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 
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those 3 months. No claims will be paid beyond the 
initial 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: Upon prior 
written notice, we may impose an administrative fee 
for credit card payments. This does not obligate us to 
accept credit card payments. We will 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. 

FOR INITIAL 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 
child’s birth and the required premium within 90 days 
of the child’s birth. 

Covered expenses will include charges incurred by 
the newborn eligible child for transportation 
necessary for the provision of medical care when: (A) 
The newborn child is transported to the nearest 
hospital capable of providing the medically necessary 
treatment on a timely basis; and (B) The mode of 
transportation is the most economical mode available 
consistent with the well-being of the newborn child. 
Transportation coverage shall not exceed the eligible 
expenses, and an itemized statement of expenses 
shall accompany each claim. 

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

A child placed for adoption 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.  

If the child is adopted prior to 18 months of age, the 
child will be covered for the costs associated with the 
birth of the child. The covered person must submit: 
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A. Medical bills and records associated with the 
birth of the adopted child; 

B. Proof that the covered person has paid, or is 
responsible for payment of the costs 
associated with the birth; and 

C. Proof that the birth was not covered by 
another health insurance plan, including 
Medicaid. 

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 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  

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

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.  

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.  
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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.  

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. 

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. 

IEX21-UHCWI-HMO-S900-35 

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.  

DISCLOSURE OF ELIGIBLE EXPENSES: Eligible 
expenses may be established based on rates from 
one or more regional/national databases for the same 
or similar services for a geographic area. This may 
result in an amount less than that billed by a health 
care provider who may then bill you for the difference. 

A health care provider may request the information 
used to determine rates for one or more 
regional/national databases for the same or similar 
services for a geographic area. Such information shall 
be provided to the health care provider for a 
reasonable cost within ten (10) working days of the 
request. Inquiries should be directed to: 

UnitedHealthcare of Wisconsin, Inc. 
10701 W. Research Road 
Wauwatosa, WI 53226 
(800) 675-8205
UHCprovider.com

If the requested information is not provided, you or 
your health care provider may contact the Oklahoma 
Insurance Commissioner at the address provided 
below: 

Oklahoma Insurance Department 
400 NE 50th Street 
Oklahoma City, OK 73105 
(405) 521-2828

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.  

ALLERGY BENEFITS: Covered expenses include 
charges incurred by a covered person for allergy 
testing and allergy injections. 

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

To the nearest hospital that can provide 
services appropriate to the covered person's 
illness or injury as follows: 
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1. From your home to a hospital'; 

2. From the scene of an accident or medical 
emergency to a hospital; 

3. Between hospitals; 

4. Between a hospital and a skilled nursing 
facility; or 

5. From the hospital to your home. 

 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. 

Benefits for air ambulance services are limited to: 

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

 Those situations in which the covered person 
is in a location that cannot be reached by 
ground ambulance. 

Exclusions: No benefits will be paid for: 

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

 Non-emergency air ambulance. 

 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. 

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. 

AMBULATORY SURGICAL FACILITY SERVICES: 
Covered expenses include charges incurred by a 
covered person for ambulatory hospital-type services, 
not including doctor's services, given to a covered 
person in and by an ambulatory surgical facility only 
when: 

A. Such services are medically necessary. 

B. An operative or cutting procedure which 
cannot be done in a doctor's office is actually 
performed; and 

C. The operative or cutting procedure is a 
covered expense under this policy. 

Definition: 

"Ambulatory surgical facility" means a provider with 
an organized staff of doctors which: 

A. Has permanent facilities and equipment for 
the primary purpose of performing surgical 
procedures on an outpatient basis; 

B. Provides treatment by or under the 
supervision of doctors and nursing services 
whenever the patient is in the facility; 

C. Does not provide inpatient accommodations; 
and 

D. Is not, other than incidentally, a facility used 
as an office or clinic for the private practice of 
a doctor or other provider. 

CHIROPRACTIC CARE: Covered expenses include 
the therapeutic application of manual manipulative 
treatment with or without ancillary physiologic 
treatment and/or rehabilitative methods rendered to 
restore/improve motion, reduce pain, and improve 
function. Covered expenses shall include the 
following services provided by a chiropractor: 

 Services and supplies for analysis and 
adjustment of spinal subluxation. 

 Diagnosis and treatment by manipulation of 
the skeletal structure. 

 Muscle stimulation by any means (except 
treatment of fractures and dislocations of the 
extremities). 

CLINICAL TRIALS: Covered expenses include 
charges incurred by a covered person for routine 
patient care costs incurred as a result of participation 
in a Phase I, II, III, or IV clinical trial for the prevention, 
early detection, or treatment of cancer or other life 
threatening conditions and is one of the following: 

 A federally funded or approved trial; 

1. A clinical trial conducted under an FDA 
investigational new drug or application; 
or 

2. A drug trial that is exempt from the 
requirement of an FDA investigational 
new drug application. 

Covered expenses include the charges for the 
reasonable and necessary items and services used 
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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: No benefits will be paid for the cost of: 

 The investigational item, device or service; 

 Items and services provided solely to satisfy 
data collection and analysis needs and that 
are not used in direct clinical management; 

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

 A clinical trial that does not meet criteria 
established by applicable law. 

Definitions:  

"Clinical trial" means a research study that: 

A. Is approved or funded by one or more of the 
following: 

1. National Institutes of Health (NIH). 

2. Centers for Disease Control and 
Prevention (CDC). 

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

4. Centers for Medicare and Medicaid 
Services (CMS). 

5. A cooperative group or center of any of 
the entities listed above, or the 
Department of Defense (DOD) or the 
Veterans Administration (VA). 

6. A qualified non-governmental research 
entity identified in the guidelines issued 
by the National Institutes of Health for 
center support grants. 

7. The Department of Veterans Affairs, the 
Department of Defense or the 
Department of Energy provides that the 
study or investigation has been reviewed 
and approved through a system of peer 
review that is determined by the 
Secretary of Health and Human Services 
to: 

a. Be comparable to the system of peer 
review studies used by the National 
Institutes of Health; and 

b. Ensure unbiased review of the 
highest scientific standards by 
qualified individuals who have no 
interest in the outcome of the review. 

B. Is conducted under an investigational new 
drug application reviewed by the Food and 
Drug Administration. 

C. Is a drug trial that is exempt from having such 
an investigational new drug application. 

D. Has a written protocol that describes a 
scientifically sound study and has been 
approved by all relevant institutional review 
boards before participants are enrolled in the 
trial. 

"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 CARE - ANESTHESIA: Covered expenses 
will include general anesthesia and services incurred 
at a hospital or ambulatory surgical center for any 
medically necessary dental procedure when provided 
to a covered person who is: 

A. Severely disabled; or 

B. Eight years old or younger with a medical or 
emotional condition which requires 
hospitalization or general anesthesia for 
dental care; 

C. Four years of age or younger, who, in the 
judgement of the treating practitioner, is not 
of sufficient emotional development to 
undergo medically necessary dental 
procedure without the use of anesthesia. 
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DENTAL INJURIES: Covered expenses include 
charges incurred by a covered person for dental 
expenses necessary for the treatment of an 
accidental injury to the jaws, sound natural teeth, 
mouth or face. 

Note: Injury caused by chewing or biting an object or 
substance placed in the covered person's mouth is 
not considered an accidental injury, regardless of 
whether the covered person knew the object or 
substance was capable of causing such injury if 
chewed or bitten. 

DIABETES EQUIPMENT, SUPPLIES, AND SELF-
MANAGEMENT SERVICES: Covered expenses 
include charges incurred by a covered person for 
equipment, supplies, and related services for the 
treatment of Type I, Type II, and gestational diabetes 
when medically necessary and when prescribed by a 
doctor or other health care provider. Covered 
expenses include the following: 

 Continuous blood glucose monitors. 

 Insulin pumps, infusion devices, and related 
supplies. (Insulin pump replacement is 
covered only for pumps older than 48 months 
and if the pump cannot be repaired.) 

 Cartridges for the legally blind. 

 Insulin pumps. 

 Insulin infusion devices. 

 Podiatric appliances for prevention of 
complications associated with diabetes; and 

 Other diabetes equipment and related 
services that are determined to be medically 
necessary by the Oklahoma State Board of 
Health, provided such equipment and supplies 
have been approved by the federal Food and 
Drug Administration (FDA). 

Covered expenses include diabetes self-
management training in an inpatient or outpatient 
setting which enables diabetic patients to understand 
the diabetic management process and daily 
management of diabetic therapy as a method of 
avoiding frequent hospitalizations and complications. 
Diabetes self-management training must be 
conducted in accordance with the standards 
developed by the Oklahoma State Board of Health in 
consultation with a national diabetes association 
affiliated with this state and at least three medical 
directors of health benefit plans selected by the 
Oklahoma State Department of Health. Covered 
expenses for diabetes self-management training, 

including medical nutrition therapy relating to diet, 
caloric intake, and diabetes management (excluding 
programs the only purpose of which are weight 
reduction) shall be limited to the following: 

A. Visits medically necessary upon the 
diagnosis of diabetes; 

B. A doctor's diagnosis which represents a 
significant change in the covered person's 
symptoms or condition making medically 
necessary changes in the covered person's 
self-management; and 

C. Visits when reeducation or refresher training 
is medically necessary. 

Payment for the covered expenses required for 
diabetes self-management training in accordance 
with this provision will be required only upon 
certification by the health care provider providing the 
training that the patient has successfully completed 
diabetes self-management training. 

Diabetes self-management training and training 
related to medical nutrition therapy, when provided by 
a registered, certified, or licensed health care 
professional, will also include home visits when 
medically necessary and shall include instruction in 
medical nutrition therapy only by a licensed registered 
dietician or licensed certified nutritionist when 
authorized by the covered person's supervising 
doctor and when medically necessary. 

Covered expenses for the equipment, supplies and 
self-management services specified in this provision 
will be provided in accordance with the terms and 
conditions of the appropriate benefit provision of this 
policy (for example, Prescription Drugs - Outpatient, 
Durable Medical Equipment, and Home Health Care 
Services). 

DURABLE MEDICAL EQUIPMENT: Covered 
expenses include charges incurred by a covered 
person for the rental, or, at our option, the purchase if 
it will be less expenses, of. durable medical 
equipment, provided such equipment meets the 
following criteria: 

A. It provides therapeutic benefits or enables 
the covered person to perform certain tasks 
that he or she would be unable to perform 
otherwise due to certain medical conditions 
and/or illness; 

B. It can withstand repeated use and is primarily 
and customarily used to serve a medical 
purpose; 



Sam
ple

IEX21-UHCWI-HMO-S900-35 Page 18 012220 

C. It is generally not useful to a person in the 
absence of an illness or injury and is 
appropriate for use in the home; and 

D. It is prescribed by a doctor and meets the 
criteria of medical necessity for the given 
diagnosis. 

Examples of durable medical equipment are: 
wheelchairs, hospital beds, traction equipment, 
canes, crutches, walkers, kidney machines, 
ventilators, oxygen, and other medically necessary 
items. Also included are repairs, maintenance, and 
costs of delivery of equipment, as well as expendable 
and nonreusable items essential to the effective use 
of the equipment. Such repair and replacement is not 
included if the equipment is lost, damaged, or 
destroyed due to improper use or abuse. 

Durable medical equipment does not include 
equipment, or electrical or mechanical features to 
enhance basic equipment, that serves as a comfort or 
convenience (such as a computer). In addition, 
equipment used for environmental settings or 
surroundings of an individual are not included, such 
as air conditions, air filters, portable Jacuzzi pumps, 
humidifiers, or modifications to the covered person's 
home or vehicle. 

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. 

EYEGLASSES FOR DISEASE OR INJURY: 
Covered expenses include examinations for 
prescribing or fitting of eyeglasses or contact lenses 
for the following only: 

 Aphakic patients (including lenses required 
after cataract surgery) and soft lenses or 
sclera shells to treat disease or injury; or 

 Vision examination performed in connection 
with the diagnosis or treatment of disease or 
injury. 

HABILITATIVE SERVICES: Covered expenses 
include the charges incurred for habilitative services 
for a covered person with a disabling condition 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. 

We will determine if benefits are available by 
reviewing both the skilled nature of the habilitative 
service and the need for doctor-directed medical 
management. 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.  

Limitation: Covered expenses for physical therapy, 
occupational therapy, and speech therapy under the 
habilitative services are limited to a combined 
maximum of 25 visits per calendar year per covered 
person. 

Definition: 

"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. 

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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A service that does not help the covered person to 
meet functional goals in a treatment plan within a 
prescribed time frame. 

HOME HEALTH CARE: Covered expenses include 
charges incurred by a covered person for home 
health care when the program or agency is an 
approved provider and the care is prescribed by a 
doctor. Covered expenses include the following: 

 Medical and surgical supplies. 

 Prescribed drugs ordered by a doctor. 

 Oxygen and its administration.  

Limitations: Home health care services are limited to 
30 visits per calendar year per covered person, 
limited to the following: 

A. Professional services of a registered nurse, 
licensed practical nurse, or licensed 
vocational nurse. 

B. Medical social service consultations. 

C. Health aide services while the covered 
person is receiving covered nursing or 
therapy services. 

D. Services of a licensed registered dietician or 
licensed certified nutritionist, when 
authorized by the patient's supervising doctor 
and when medically necessary as part of 
diabetes self-management training. 

Exclusion: No benefits will be paid for home health 
care services for: 

A. Dietician services, except as specified for 
diabetes self-management training. 

B. Homemaker services. 

C. Maintenance therapy. 

D. Speech therapy. 

E. Durable medical equipment. 

F. Food or home-delivered meals. 

G. Intravenous drug, fluid, or nutritional therapy, 
except when the covered person has 
received prior authorization. 

Definitions: 

"Home health care" means care or treatment of an 
illness or injury: 

A. Provided by a home health care agency;  

B. Prescribed and supervised by a doctor; 

C. Provided in your home by a registered nurse, 
or provided by either a home health aide or 
licensed practical nurse and supervised by a 
registered nurse; 

D. Provided on a part-time, intermittent care 
schedule; or  

E. Provided when skilled care is required. 

We will determine if benefits are available by 
reviewing the skilled nature of the service and the 
need for doctor-directed medical management. 

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

 Operates pursuant to law as a home health 
care agency. 

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

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

3. 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 SERVICES: Covered expenses include 
charges incurred by a covered person for hospice 
care and services performed under the direction of 
the covered person's attending doctor in an approved 
hospital, hospice facility or in-home hospice program. 

Definitions: 

"Hospice" means a provider which provides an 
integrated set of services designed to provide 
palliative and supportive care to terminally ill patients 
and their families. 

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

HOSPITAL SERVICES: Charges made by a hospital 
are limited to: 

A. Bed, board and general nursing service in: 
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1. A room with two or more beds. 

2. A private room (private room allowance 
is equal to the most prevalent 
semiprivate room charges of the covered 
person's hospital). Private room charges 
in excess of the semiprivate room 
allowance will not be eligible for benefits 
unless the patient is required under the 
infection control policy of the hospital to 
be in isolation to prevent contagion. 

3. A bed in a special care unit which gives 
intensive care to the critically ill. 

 Ancillary services including: 

1. Operating, delivery and treatment rooms. 

2. Prescribed drugs. 

3. Whole blood, blood processing and 
administration. 

4. Anesthesia supplies and services 
rendered by an employee of the hospital 
or other provider. 

5. Medical and surgical dressings, supplies, 
casts and splints. 

6. Oxygen. 

7. Subdermally implanted devices or 
appliances necessary for the 
improvement of physiological function. 

8. Diagnostic services. 

9. Therapy services. 

C. Surgery. 

D. Routine nursery care. 

Exclusions: Routine nursery care does not include 
treatment or evaluation for medical or surgical 
reasons during or after the mother's maternity 
confinement. 

No benefits will be paid for routine nursery care for an 
infant born to a dependent child. 

MASTECTOMY AND RECONSTRUCTIVE 
SURGICAL SERVICES: Covered expenses include 
charges incurred by a covered person for hospital, 
surgical, and medical services for the treatment of 
breast cancer and other breast conditions, including: 

A. Inpatient hospital services for: 

1. Not less than 48 hours of inpatient care 
following a mastectomy; and 

2. Not less than 24 hours of inpatient care 
following a lymph node dissection for the 
treatment of breast cancer. 

Covered expenses may include a shorter 
length of hospital inpatient stay where the 
attending doctor, in consultation with the 
patient, determines that a shorter period of 
hospital stay is appropriate. 

B. Reconstructive breast surgery performed as 
a result of a partial or total mastectomy. 
Covered expenses shall consist of the 
following, when provided in a manner 
determined in consultation with the attending 
doctor and the patient: 

1. Reconstruction of the breast on which the 
mastectomy has been performed; 

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

3. Prostheses and physical complications 
at all stages of mastectomy, including 
lymphedema. 

Note: Breast reconstruction or implantation or 
removal of breast prostheses is a covered expense 
only when performed solely and directly as a result of 
mastectomy, which is medically necessary. 

MATERNITY SERVICES: Covered expenses include 
charges incurred by a covered person for normal 
pregnancy, complications of pregnancy, and 
interruptions of pregnancy such as miscarriage or 
spontaneous abortion. 

Covered expenses for maternity services include the 
following: 

A. A minimum of 48 hours of inpatient care at a 
hospital, or a birthing center licensed as a 
hospital, for the mother and newborn child 
following a vaginal delivery; or 

B. A minimum of 96 hours of inpatient care at a 
hospital, or a birthing center licensed as a 
hospital, for the mother and newborn child 
following a cesarean section; and 

C. Postpartum home care following a vaginal 
delivery if childbirth occurs at home or in a 
birthing center licensed as a birthing center. 
Covered expenses will include one home visit 
within 48 hours of childbirth by a medical 
practitioner whose scope of practice includes 
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providing postpartum care. The visits shall 
include, at a minimum: 

1. Physical assessment of the mother and 
newborn child. 

2. Parent education regarding childhood 
immunizations. 

3. Training or assistance with breast or 
bottle feeding. 

4. Performance of any medically 
necessary and appropriate clinical tests. 

At the mother's discretion, visits may occur at 
the facility instead of the home. 

A shorter length of hospital inpatient stay for services 
related to maternity/obstetrical and newborn care 
may be provided if: 

A. The licensed health care providers determine 
that the mother and newborn child meet 
medical criteria contained within guidelines, 
developed by or in cooperation with licensed 
health care providers, which recognize 
treatment standards, including, but not 
limited to, the most current treatment 
standards of the American Academy of 
Pediatrics and the American College of 
Obstetrics and Gynecologists, that determine 
the appropriate length of stay based upon: 

1. Evaluation of the antepartum, 
intrapartum, and postpartum course of 
the mother and newborn infant; 

2. The gestational age, birth weight, and 
clinical condition of the newborn infant; 

3. The demonstrated ability of the mother to 
care for the newborn infant post 
discharge; and 

4. The availability of post discharge follow-
up to verify the condition of the newborn 
infant in the first 48 hours after delivery. 

B. This policy covers one home visit, within 48 
hours of discharge, by a licensed health care 
provider whose scope of practice includes 
providing postpartum care. Such visits shall 
include, at a minimum: 

1. Physical assessment of the mother and 
newborn infant; 

2. Parent education regarding childhood 
immunizations; 

3. Training or assistance with breast or 
bottle feeding; and 

4. Performance of any medically necessary 
and appropriate clinical tests. 

At the mother's discretion, visits may occur at 
the facility of the provider instead of the 
home. 

Newborns' and Mothers' Health Protection Act 
Statement of Rights: If expenses for hospital 
confinement in connection with childbirth are 
otherwise included as covered expenses, we will not 
limit the number of days for these expenses to less 
than that stated in this provision. 

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 cesarean 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 (of 96 hours). 

Definitions: 

"Complications of pregnancy" means: 

A. Conditions whose diagnoses are distinct from 
pregnancy, but are adversely affected by 
pregnancy or are caused by pregnancy and 
not, from a medical viewpoint, associated 
with a normal pregnancy. This includes: 
ectopic pregnancy, spontaneous abortion, 
acute nephritis, nephrosis, cardiac 
decompensation, 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 
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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. 

MENTAL DISORERS: Please see the Psychiatric 
Services benefit provision in this policy. 

NECESSARY MEDICAL SUPPLIES: Covered 
expenses include the charges incurred for necessary 
medical supplies.  

"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.  

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

ORTHOTIC DEVICES: Covered expenses include 
charges incurred by a covered person for a rigid or 
semi-rigid supportive device which limits or stops 
motion of a weak or diseased body part and which is 
medically necessary to restore the covered person to 
his or her previous level of daily living activity. 
Replacement of such devices are covered expenses 
when medically necessary. 

Covered expenses include the following: 

A. Braces for the leg, arm, neck, back, or 
shoulder. 

B. Back and surgical corsets. 

C. Splints for the extremities. 

D. Trusses. 

Limitations: Covered expenses for orthotic devices 
is limited to a maximum of 15 per benefit period per 
covered person.  

Exclusions: No benefits will be paid for: 

A. Arch supports and other foot support devices. 

B. Elastic stockings. 

C. Garter belts or similar devices. 

D. Orthopedic shoes. 

OUTPATIENT DIAGNOSTIC SERVICES: Covered 
expenses include charges incurred by a covered 
person for the following outpatient diagnostic 
services: 

A. Laboratory and pathology. 

B. ECG, EEG, and other electronic diagnostic 
medical procedures and physiological 
medical testing. 

OUTPATIENT THERAPY SERVICES: Covered 
expenses include charges incurred by a covered 
person for the following outpatient therapy services: 

A. Radiation therapy. 

B. Chemotherapy. 

C. Respiratory therapy. 

D. Dialysis treatment. 

E. Infusion therapy. 

F. Physical therapy, occupational therapy, and 
speech therapy. 

Limitations: Covered expenses for outpatient 
physical therapy, occupational therapy, and speech 
therapy are limited to a combined maximum of 25 
visits per calendar year per covered person. 

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. 

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 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.  
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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. 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 
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your prescription order is filled (formulary drugs). The 
PDL is determined by the UnitedHealthcare Individual 
Exchange Pharmacy Management Committee 
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 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. We will notify the covered person 
of our determination within 72 hours of our receipt of 
the request. 

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. 

Urgent Requests: If your request requires immediate 
action and a delay could significantly increase the risk 
to the covered person's health or the ability to regain 
maximum function, call us as soon as possible. We 
will provide a written or electronic determination 
within 24 hours of our receipt of the request. 

Tier Assignments: The applicable prescription drug 
the copayment amount, and 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 
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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 they are 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 
others. Therefore, a prescription drug may be listed 
on multiple tiers, depending on the condition for which 
the prescription drug was prescribed. 

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 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 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. 

PRESCRIPTION EYE DROPS REFILLS: Charges 
incurred for a refill of a 30-day supply of prescription 
eye drops will be covered if: 

A. The amount of time has passed in which the 
insured should have used at least 70% of the 
dosage units of the prescription eye drops 
according to a doctor's order, or 21-days 
have passed from: 

1. The original date the prescription was 
distributed to the insured; or 

2. The date the most recent refill was 
distributed to the insured. 

B. The prescribing doctor indicates on the 
original prescription that additional quantities 
are needed; 

C. The refill requested by the insured does not 
exceed the number of additional quantities 
prescribed. 

D. The prescription eye drops prescribed by the 
doctor are a covered expense under the 
policy. 

Covered expenses for prescription eye drops are 
subject to any applicable deductible amounts, 
copayment amounts, or coinsurance provisions. 

Initial Prescription for Opioid Drugs: Charges 
incurred for the initial prescription written by a doctor 
or medical practitioner for opioid drugs, for the 
treatment of acute pain, will be limited to no more than 
a seven-day supply. 

Designated Pharmacies: For certain prescription 
drugs, including, but not limited to, specialty 
prescription drugs, we may direct a covered person to 
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 
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specialty prescription drugs included in the Smart Fill 
Program, through the internet at myuhc.com or by 
calling Customer Services 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 prescription drug 
deductible amount, 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 
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. 

Prescribed for Diabetes Management: Covered 
expenses include the following when prescribed by a 
doctor for the diabetes management: 

A. Blood glucose monitors, excluding continuous
glucose monitors.

B. Test strips for glucose monitors, including
glucose control solutions, lancets, and lancing
devices.

C. Visual reading urine test strips.

D. Insulin.

E. Injection aids, syringes, and needles.

F. FDA-approved oral agents to control blood
sugar.

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: 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.

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. For a refill to replace medication that has
been lost or stolen.

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

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

I. 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.

J. For drugs labeled "Caution - limited by
federal law to investigational use," or for
investigational or experimental drugs.
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K. 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. 
In circumstances where a larger day supply 
must be dispensed due to packaging 
restrictions, the member is responsible to pay 
their cost share per each 30-day supply 
dispensed as a single fill. 

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

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

4. 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. 

M. For ancillary charges.  

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

O. For prescription drugs dispensed in excess of 
the supply limit assigned. 

P. 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. 

Q. 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. 

R. 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. 

S. For diagnostic kits and products. 

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

U. 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. 

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

W. 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. 

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

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

Z. For prescription drugs designed to adjust 
sleep schedules, such as for jet lag or shift 
work. 

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

BB. 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. 

CC. 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. 

DD. 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 
that is not on an available tier of the PDL but 
that has been prescribed as a medically 
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necessary and appropriate alternative. For 
information about this process, contact 
Customer Care at the telephone number on 
your health insurance identification card. 

EE. 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: 

"Acute pain" means pain, whether resulting from 
disease, accidental or intentional trauma or other 
cause, that a doctor or medical practitioner 
reasonably expects to last only a short period of time. 
Acute pain does not include chronic pain, pain being 
treated as part of cancer care, hospice or other end-
of-life care, or pain being treated as part of palliative 
care. 

"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 deductible amount, 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.  

"Initial prescription" means a prescription issued to a 
covered person who: 

 Has not previously been issued a prescription 
for the drug or it pharmaceutical equivalent in 
the past year; or 

 Has previously had a prescription for the drug 
or its pharmaceutical equivalent within the 
past year, but requires a prescription for the 
drug or its pharmaceutical equivalent due to a 
surgical procedure or new acute event. 

"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". 
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"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 after the deductible amount/prescription drug 
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 
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. Such services will
include the following.

Immunizations mandated under Oklahoma law and 
covered under the Outpatient Medical Services 
provision of the Surgical/Medical Services benefit 
shall be exempt from any deductible amount, 
coinsurance, and copayment amounts regardless of 
whether the services are provided by a network 
provider or non-network provider. 

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. 

PRIVATE DUTY NURSING SERVICES: Covered 
expenses include charges incurred by a covered 
person for services of a registered nurse, licensed 
practical nurse, or licensed vocational nurse when 
ordered by a doctor and when medically necessary. 

Limitations: Services are limited to 85 visits per 
calendar year per covered person. 

Definition: "Private duty nursing" means 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 
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skilled nursing visit through a home health care 
agency. 

PROSTHETIC APPLIANCES: Covered expenses 
include charges incurred by a covered person for 
devices, along with pertinent supplies, which replace 
all or part of an absent body organ and which are 
medically necessary for the alleviation or correction of 
conditions arising out of bodily injury or illness. 
Eyeglass lens, soft lens, and contact lens are covered 
expenses if prescribed as part of postoperative 
treatment for cataract extraction. Implantation or 
removal of breast prostheses is a covered expense 
only in connection with reconstructive breast surgery 
performed solely and directly as a result of 
mastectomy which is medically necessary. 

Replacement appliances are covered expenses when 
medically necessary. 

PSYCHIATRIC CARE SERVICES: Covered 
expenses include charges incurred by a covered 
person for the following when the covered person 
receives treatment for mental disorders: 

A. Inpatient facility services provided by: 

1. A hospital; 

2. A psychiatric hospital; 

3. A residential treatment center; or 

4. Another plan-approved network facility. 

B. Inpatient medical services including: 

1. Medical care visits; 

2. Individual psychotherapy; 

3. Group psychotherapy; 

4. Psychological testing; and 

5. Convulsive therapy treatment. Covered 
expenses will be provided for 
electroshock treatment or convulsive 
drug therapy including anesthesia when 
given together with treatment by the 
same doctor or other provider. 

 Outpatient psychiatric care services including: 

1. Facility and medical services. 

2. Day/night psychiatric care services from 
an approved facility on a day-only or 
night-only basis in a planned treatment 
program. 

3. Drug addiction, substance use disorder, 
and alcoholism. 

Exclusions: No benefits will be paid for both an 
inpatient medical care visit and individual 
psychotherapy when performed on the same day by 
the same doctor. 

REHABILITATION CARE: Covered expenses 
include the charges incurred by a covered person for 
inpatient hospital services, including physical therapy, 
speech therapy, and occupational therapy, provided 
by the rehabilitation department of a hospital, or other 
approved rehabilitation facility, after the acute care 
stage of an illness or injury. 

Limitations: Covered expenses for rehabilitation 
care are limited to 30 days of inpatient care per 
calendar year per covered person. 

SKILLED NURSING FACILITY SERVICES: Covered 
expenses include charges incurred by a covered 
person for inpatient hospital services and supplies 
provided to a covered person who is an inpatient of 
an approved skilled nursing facility. 

Limitations: Covered expenses for skilled nursing 
facility services are limited to 30 days of inpatient care 
per calendar year per covered person. 

Exclusions: No benefits will be paid for: 

A. Once you can no longer improve from 
treatment; or 

B. Custodial care, or care for someone's 
convenience. 

Definition: 

"Skilled nursing facility" means a provider which 
mainly provides inpatient skilled nursing and related 
services to patients who need skilled nursing services 
around the clock but who do not need acute care in a 
hospital bed. Such care is given by or under the 
supervision of doctors. A skilled nursing facility is not, 
other than incidentally, a place that provides: 

A. Custodial care, ambulatory, or part-time care; 
or 

B. Treatment for mental disorders, alcoholism, 
drug abuse, or pulmonary tuberculosis. 

SURGICAL/MEDICAL SERVICES: Covered 
expenses for surgical and medical services a covered 
person receives from a doctor or other provider 
include the following: 
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Surgery: Covered expenses include visits before and 
after surgery. 

If an incidental procedure is performed at the same 
time as a more complex primary procedure, then 
eligible expenses will be payable for only the primary 
procedure. Separate eligible expenses will not be 
payable for any incidental procedures performed at 
the same time. An incidental procedure is a 
procedure carried out at the same time as a primary 
surgical procedure, but which is clinically integral to 
the performance of the primary procedure and, 
therefore should not be reimbursed separately. 

When more than one surgical procedure is performed 
through more than one route of access during one 
operation, covered expenses include: 

A. The primary procedure; plus 

B. 50% of the amount payable for each of the 
additional procedures had those procedures 
been performed alone. 

Covered expenses include charges incurred by a 
covered person for sterilization, regardless of medical 
necessity. 

Assistant Surgeon: Covered expenses include 
services of a doctor who actively assists the operating 
surgeon in the performance of covered surgery. 
Covered expenses will include services for an 
assistant surgeon, limited to 20 percent of the eligible 
expense for the surgical procedure, only if determined 
to be medically necessary. 

Charges for a medical practitioner who is not a doctor 
and who is acting as a surgical assistant, will be 
limited to 14 percent of the eligible expense for the 
surgical procedure, including a registered nurse first 
assistant or physician's assistant. 

Anesthesia: Covered expenses include 
administration of anesthesia by a doctor or other 
provider who is not the surgeon or assistant surgeon. 

Inpatient Medical Services: Covered expenses for 
medical care when the covered person is inpatient for 
a condition not related to surgery, pregnancy, or 
mental disorders except as specified include the 
following: 

A. Inpatient medical care visits limit to one visit 
or other service per day by the attending 
doctor. 

B. Intensive medical care such as constant 
doctor attendance and treatment when the 
covered person's condition requires it. 

C. Concurrent care. 

1. Care for a medical condition by a doctor 
who is not the covered person's surgeon 
while in the hospital for surgery. 

2. If the nature of the illness or injury 
requires, care by two or more doctors 
during one hospital stay. 

D. Consultation by another doctor when 
requested by the covered person's attending 
doctor, limited to one visit or other service per 
day for each consulting doctor. Staff 
consultations required by hospital rules are 
excluded. 

E. Newborn well baby care. Routine nursery 
care visits to examine a newborn covered 
person, limited to the first 48 hours following 
a vaginal delivery or 96 hours following 
delivery by cesarean section. No additional 
inpatient visits are covered for well baby care. 

Outpatient Medical Services: Covered expenses for 
outpatient medical care that is not related to surgery, 
pregnancy, or mental disorders include the following: 

A. Home, office, and other outpatient visits and 
consultations for the examination, diagnosis, 
and treatment of an injury or illness. 

B. Contraceptive devices which are: 

1. Placed or prescribed by a doctor. 

2. Intended primarily for the purpose of 
preventing human conception; and 

3. Approved by the United States Food 
and Drug Administration as acceptable 
methods of contraception. 

C. For breast cancer screenings performed by 
all forms of low-dose mammography, 
including but not limited to digital 
mammography and breast tomosynthesis, on 
an annual basis. Low-dose mammograms to 
determine the presence of occult breast 
cancer at the following intervals: 

1. One screening mammogram for covered 
persons age thirty-five (35) through thirty-
nine (39). 

2. One screening mammogram biennially to 
covered persons age forty (40) through 
age forty-nine (49). 
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3. One screening mammogram per year for 
covered persons age 50 and over. 

D. Annual screening for the early detection of 
prostate cancer in male covered persons.  

E. Prostate-specific antigen screenings, and a 
digital rectal examination in accordance with 
the American Cancer Society guidelines, 
including: 

1. One annual test for covered person at 
least 50 years if age. 

2. One annual test for covered persons age 
40 and over who are at high risk for 
prostate cancer as determined by the 
most recent published guidelines of the 
American Cancer Society. 

Covered expenses for prostate cancer 
screenings will be exempt from any 
deductible amounts. 

F. Colorectal cancer examinations and 
laboratory tests for cancer screenings for any 
nonsymptomatic covered person, in 
accordance with standard, accepted 
published medical practice guidelines. 

G. Child health supervision services. The 
periodic review of a child's physical and 
emotional status by a doctor or other provider 
pursuant to a doctor's supervision, including 
a history, complete physical examination, 
developmental assessment, anticipatory 
guidance, appropriate immunizations and 
laboratory tests in keeping with prevailing 
medical standards. 

Child health supervision services must be 
rendered during a periodic review, provided 
by or under the supervision of a single doctor 
during the course of one visit. Covered 
expenses include one visit per recommended 
approximate age as follows: birth, two 
months, four months, six months, nine 
months, twelve months, eighteen months, 
two years, three years, four years, five years, 
six years, eight years, ten years, twelve 
years, fourteen years, sixteen years, and 
eighteen years. 

Child health supervision services are limited 
to covered persons under age 19 years. 

H. Audiological services and hearing aids for an 
eligible child up to the age of 18, limited to: 

1. One hearing aid per ear every 48 months 
for covered persons; and 

2. Up to four additional ear molds per 
calendar year for covered persons. 

Hearing aids must be prescribed, filled and 
dispensed by a licensed audiologist. 

I. Bone density testing when ordered or 
performed by a doctor or other provider. 

 Routine annual obstetrical/gynecological 
exams. 

Routine screenings under this provision may be 
exempt from any deductible amounts, coinsurance 
provisions, and copayment amounts when the 
services are provided by a network provider, as 
stated in the Preventive Care benefit provision. 

Definitions. 

"Breast tomsynthesis" means a radiologic 
mammography procedure that involves the 
acquisition of projection images over a stationary 
breast to produce cross-sectional digital images of 
the breast from which applicable breast cancer 
screening diagnosis may be determined. 

"Low-dose mammography" means: 

 The x-ray examination of the breast using 
equipment specifically dedicated for such 
purpose, with an average radiation exposure 
delivery of less than one rad mid-breast and 
with two views for each breast; 

 Digital mammography; or 

C. Breast tomsynthesis. 

SUBSTANCE USE DISORDER TREATMENT: 
Please see the Psychiatric Services benefit provision 
in this policy. 

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 
indulging CAR-T cell therapy for malignancies, when 
order by a doctor. Benefits are available for 
transplants when the transplant meets the definition 
of covered expenses investigational treatment.  

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

 Musculoskeletal transplants; 

 Parathyroid transplants; 

 Cornea transplants 

 Kidney transplants; 

 Heart transplants; 

 Single lung, double lung and heart/lung 
transplants; 

 Liver transplants; 

 Intestinal transplants; 

 Small bowel/liver or multivisceral (abdominal) 
transplants; 

 Pancreas transplants; 

 Islet cell transplants; and 

 Bone marrow transplants. 

The above listed transplants include the following 
services: 

 Pre-transplant evaluation. 

1. Pre-transplant harvesting. 

2. 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. 

3. High dose chemotherapy. 

4. Peripheral stem cell collection. 

5. Procurement services of the organ. 

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

7. Post-transplant follow-up. 

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; 

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

C. When a covered person receives an organ or 
bone marrow of a live donor and both the 

recipient and live donor are covered under 
one of our plans, each is entitled to the 
benefits covered under this policy. 

Research-Urgent Bone Marrow Transplant 
Benefits within National Institutes of Health 
Clinical Trials Only: Bone marrow transplants that 
are otherwise excluded by this policy as experimental 
or investigational treatment are covered expenses if 
the bone marrow transplant meets all of the following 
criteria: 

A. It is therapeutic (not diagnostic or supportive) 
treatment used to directly improve health 
outcomes for a condition that is life 
threatening and that has a poor prognosis 
with the most effective conventional 
treatment. For purposes of this provision, a 
condition is considered life threatening, if it 
has a substantial probability of causing 
premature death and all other conventional 
treatments have failed, or are not medically 
appropriate. 

B. The bone marrow transplant is available to 
the covered person seeking it and will be 
provided within a clinical trial conducted or 
approved by the National Institutes of Health. 

C. The bone marrow transplant is not available 
free or at a reduced rate; and 

D. The bone marrow transplant is not excluded 
by another provision of this policy. 

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. 
Covered expenses under this paragraph are limited 
to $5,000. 

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: The transplant must meet the criteria 
established by us for assessing and performing organ 
or tissue transplants, or bone marrow transplant 
procedures, as set forth in our written medical 
policies. 

In addition to exclusions set forth elsewhere in this 
policy, no benefits will be paid for the following organ 
or tissue transplants or bone marrow transplants or 
related services: 
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A. Adrenal to brain transplants. 

B. Allogeneic islet cell transplants. 

C. High-dose chemotherapy or high-dose 
radiation therapy if the associated autologous 
or allogeneic bone marrow transplant, stem 
cell or progenitor cell treatment or rescue is 
not a covered expense. 

D. Small bowel transplants using a living donor. 

E. Any organ or tissue transplant or bone 
marrow transplant from a non-human donor 
or for the use of non-human organs for 
extracorporeal support and/or maintenance. 

F. Any artificial device for 
transplantation/implantation, except for 
limited instances as reflected in our written 
medical policies. 

G. Any organ or tissue transplant or bone 
marrow transplant procedure which we 
consider to be experimental or investigational 
treatment. 

H. Expenses related to the purchase, 
evaluation, procurement services, or 
transplant procedure if the organ or tissue or 
bone marrow transplant or stem cells or 
progenitor cells are sold rather than donated 
to the covered person recipient. 

I. All services, provided directly for or relative to 
any organ or tissue transplant, or bone 
marrow transplant procedure which is not 
specifically listed as a covered expense in 
this policy. 

Definitions: 

"Bone marrow transplant" means a medical and/or 
surgical procedure comprised of several steps or 
stages including: 

A. The harvest of stem cells or progenitor cells, 
whether from the bone marrow or from the 
blood, from a third-party donor (allogeneic 
transplant) or from the patient (autologous 
transplant); 

B. Processing and/or storage of the stem cells 
or progenitor cells after harvesting; 

C. The administration of high-dose 
chemotherapy and/or high-dose radiation 
therapy, when this step is prescribed by the 
treating doctor; 

D. The infusion of the harvested stem cells or 
progenitor cells; and 

E. Hospitalization, observation, and 
management of reasonably anticipated 
complications such as graft versus host 
disease, infections, bleeding, organ or 
system toxicities and low blood counts. 

The above definition of autologous bone marrow 
transplant specifically includes transplants wherein 
the transplant component is derived from circulating 
blood in lieu of, or in addition to, harvested directly 
from the bone marrow, a procedure commonly known 
as peripheral stem cell or progenitor cell transplant or 
rescue procedure. This definition further specifically 
includes all component parts of the procedure 
including, without limitation, the high-dose 
chemotherapy and/or high-dose radiation therapy. 

"High-dose chemotherapy" means a form of 
chemotherapy wherein the dose exceeds standard 
doses of chemotherapy to the extent that virtually all 
patients who receive high-dose chemotherapy 
sustain destruction of the bone marrow to the point 
that bone marrow or peripheral stem cells or 
progenitor cells must be implanted or infused to keep 
the patient alive. 

"High-dose radiation therapy" means a form of 
radiation therapy wherein the dose exceeds standard 
doses of radiation therapy resulting in destruction of 
the bone marrow to the point that bone marrow or 
peripheral stem cells or progenitor cells must be 
implanted or infused to keep the patient alive. 

”Procurement services" means the services provided 
to search for and match the human organ, tissue, 
bone marrow, peripheral stem cells or progenitor cells 
donated to the transplant recipient, surgically remove 
the organ, tissue, bone marrow, peripheral stem cells 
or progenitor cells from the donor and transport the 
organ, tissue, bone marrow, peripheral stem cells or 
progenitor cells to the location of the recipient within 
24 hours after the match is made.  

TREATMENT FOR AUTISM SPECTRUM 
DISORDERS: Covered expenses will include 
charges incurred for the screening, diagnosis and 
treatment of autism spectrum disorders. 

Speech, physical and occupational therapy services 
provided for the treatment of autism spectrum 
disorders are limited to a maximum of 390 visits per 
year for a covered person. 

Definitions: "Autism spectrum disorder" means any 
of the pervasive developmental disorders or autism 
spectrum disorders as defined by the most recent 
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edition of the Diagnostic and Statistical Manual of 
Mental Disorders (DSM) or the edition that was in 
effect at the time of diagnosis. 

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

WIGS OR OTHER SCALP PROSTHESES: Covered 
expenses include charges incurred by a covered 
person for wigs or other scalp prostheses which are 
necessary for the comfort and dignity of the covered 
person and which are required due to hair loss 
resulting from radiation therapy or chemotherapy. 

Limitations: Covered expenses are limited to 1 wig 
per calendar year per covered person. 

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 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. 

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.  

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. 
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D. For weight modification, or for surgical 
treatment of acupuncture, including wiring of 
the teeth and all forms of intestinal bypass 
surgery. 

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 transsexual surgery or any treatment 
leading to or in connection with transsexual 
surgery. 

H. 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.  

I. For reversal of sterilization. 

J. For abortion (unless the life of the mother 
would be endangered if the fetus were 
carried to term). 

K. For transcutaneous electrical nerve 
stimulator (TENS). 

L. For orthoptic training. 

M. For treatment of malocclusions, disorders of 
the temporomandibular joint, or 
craniomandibular disorders, except as 
described in the covered expenses of the 
Medical Benefits section. 

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

O. For marriage, family, or child counseling for 
the treatment of premarital, marriage, family, 
or child relationship dysfunctions. 

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

Q. For personal hygiene and convenience items 
regardless of whether or not recommended 
by a Physician or other Provider. Examples 
include: computers; air conditioners, air 
purifiers or filters; humidifiers; physical fitness 
equipment, including exercise bicycles or 
treadmills; or modifications to your home or 
vehicle. 

R. 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. 

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

T. For orthognathic surgery, osteotomy or any 
other form of oral surgery, dentistry or dental 
processes to the teeth and surrounding 
tissue (including complications resulting 
therefrom), except for: 

1. Treatment of accidental injury to the jaw, 
sound natural teeth, mouth or face; or 

2. For the improvement of the physiological 
functioning of a malformed body member 
resulting from a congenital defect. 

Benefits are not provided for dental implants, 
grafting of alveolar ridges or for any 
complications arising from such procedures. 

U. 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. 

V. For cosmetic treatment. 

W. For diagnosis or treatment of attitudinal 
disorders or disciplinary problems, except as 
provided under Medical Benefits in the 
Treatment for Autism Spectrum Disorder 
provision of the policy.  

X. For applied behavioral analysis. 

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

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

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

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

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

DD. Except as specifically identified as a covered 
expense under this policy, for expenses for 
alternative treatments or complementary 
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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. 

EE. 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. 

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

GG. 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. 

HH. For expenses incurred outside of the United 
States. 

II. As a result of an injury or illness 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 
applicable state or federal law. If you enter 
into a settlement that waives a covered 
person's right to recover future medical 
benefits under a workers' compensation law 
or insurance plan, this exclusion will still 
apply. In the event that the workers' 
compensation insurance carrier denies 
coverage for a covered person's workers' 
compensation claim, this exclusion will still 
apply unless that denial is appealed to the 
proper governmental agency and the denial 
is upheld by that agency. 

JJ. As a result of: 

1. The covered person taking part in a riot. 

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

KK. As a result of injuries or illnesses caused by 
an act of war declared or undeclared, while 
serving in the military or naval service, or any 
auxiliary unit, of the United States, including 
but not limited to: 

1. Service as a member of a Regular or 
Reserve component of the U.S. Army, Air 
Force, Navy, Coast Guard, or Marine 
Corps; 

2. Service as a commissioned officer of the 
Public Health Service or the National 
Oceanic and Atmospheric 
Administration; or 

3. Military or naval service in an auxiliary 
military organization, including but not 
limited to the Coast Guard Auxiliary, the 
temporary Coast Guard Reserve, the 
Civilian Auxiliary to the Military Police or 
the Civil Air Patrol. 

LL. 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.  

MM. For any illness or injury incurred as a 
result of the covered person being under the 
influence of illegal narcotics or controlled 
substance unless administered or prescribed 
by a doctor. 

NN. For or related to surrogate parenting. 

OO. For or related to treatment of 
hyperhidrosis (excessive sweating). 

PP. For fetal reduction surgery. 

QQ. 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. 

RR. 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 
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speed testing any non-motorized vehicle or 
conveyance; horseback riding; rock or 
mountain climbing; or skiing. 

SS. 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. 

TT. For routine foot care; 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, shoe inserts, and arch 
supports, except as described under the 
Diabetes Equipment, Supplies, and Self-
Management Services provision of this 
policy. 

UU. 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. 

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

WW. 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, except as provided under the 
Orthotic Devices provision in the Medical 
Benefits section of this policy. 

5. Ultrasonic nebulizers. 

XX. For oral appliances for snoring. 

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

ZZ. 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. 

AAA. 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. Dietary formula necessary for the 
treatment of PKU or other heritable 
diseases. 

3. 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. 

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

CCC. For infant formula and donor breast 
milk. 

DDD. 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). 

EEE. For services: 

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

FFF. For services resulting from 
accidental bodily injuries arising out of a 
motor vehicle accident to the extent the 
services are payable under a medical 
expense payment provision of an automobile 
insurance policy. 

GGG. 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 
REIMBURSEMENT 

If a covered person's illness or injury is caused by the 
acts or omissions of a third party, we will not cover a 
loss to the extent that it is paid as part of a settlement 
or judgment by any third party. However, if payment 
by or for the third party has not been made by the time 
we receive acceptable proof of loss, we will pay 
regular policy benefits for the covered person's loss. 
We will have the right to be reimbursed to the extent 
of benefits we paid for the illness or injury if the 
covered person subsequently receives any payment 
from any third party. The covered person (or the 
guardian, legal representatives, estate, or heirs of the 
covered person) shall promptly reimburse us from the 
settlement, judgment, or any payment received from 
any third party. 

As a condition for our payment, the covered person 
or anyone acting on his or her behalf (including, but 
not limited to, the guardian, legal representatives, 
estate, or heirs) agrees: 

A. To fully cooperate with us in order to obtain 
information about the loss and its cause. 

B. To immediately inform us in writing of any 
claim made or lawsuit filed on behalf of a 
covered person in connection with the loss. 

C. To include the amount of benefits paid by us 
on behalf of a covered person in any claim 
made against any third party. 

D. That we: 

1. Will have a lien on all money received by 
a covered person in connection with the 
loss equal to the amount we have paid. 

2. May give notice of that lien to any third 
party or third party's agent or 
representative. 

3. Will have the right to intervene in any suit 
or legal action to protect our rights. 

4. Are subrogated to all of the rights of the 
covered person against any third party to 
the extent of the benefits paid on the 
covered person's behalf. 

5. May assert that subrogation right 
independently of the covered person. 

E. To take no action that prejudices our 
reimbursement and subrogation rights. 
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F. To sign, date, and deliver to us any 
documents we request that protect our 
reimbursement and subrogation rights. 

G. To not settle any claim or lawsuit against a 
third party without providing us with written 
notice of the intent to do so. 

H. To reimburse us from any money received 
from any third party, to the extent of benefits 
we paid for the illness or injury, whether 
obtained by settlement, judgment, or 
otherwise, and whether or not the third party's 
payment is expressly designated as a 
payment for medical expenses.  

I. That we may reduce other benefits under this 
policy by the amounts a covered person has 
agreed to reimburse us. 

Furthermore, as a condition of our payment, we may 
require the covered person or the covered person's 
guardian (if the covered person is a minor or legally 
incompetent) to execute a written reimbursement 
agreement. However, the terms of this provision 
remain in effect, regardless of whether or not an 
agreement is actually signed. 

We have a right to be reimbursed in full regardless of 
whether or not the covered person is fully 
compensated by any recovery received from any third 
party by settlement, judgment, or otherwise. 

We will not pay attorney fees or costs associated with 
the covered person's claim or lawsuit unless we 
previously agreed in writing to do so. 

If a dispute arises as to the amount a covered person 
must reimburse us, the covered person (or the 
guardian, legal representatives, estate, or heirs of the 
covered person) agrees to place sufficient funds in an 
escrow or trust account to satisfy the maximum lien 
amount asserted by us until the dispute is resolved. 

Definition: As used in this provision, the following 
term has the meaning indicated: 

"Third party" means a person or other entity that is or 
may be obligated or liable to the covered person for 
payment of any of the covered person's expenses for 
illness or injury. The term "third party" includes, but is 
not limited to, an individual person; a for-profit or non-
profit business entity or organization; a government 
agency or program; and an insurance company, 
including the covered person's own uninsured or 
underinsured motorist insurance carrier. 

Section 11 
CONTINUING ELIGIBILITY 

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

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

 On the date that a covered person’s premium 
is paid by any health care provider or any 
health care provider sponsored organization 
subject to the exceptions stated in the 
Premium Payment provision in Section 4 of 
the policy. 

 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 handicap or physical handicap 
that began before the age limit was reached; 
and  

B. Mainly dependent on you for support.  
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Section 12 
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 the 
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. 

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. 

Section 13 
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 90 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 
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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 
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 
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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.  

No action at law or in equity may be brought against 
us under this policy for any reason unless the covered 
person first completes all the steps in the 
complaint/grievance procedures made available to 
resolve disputes in your state under this policy. After 
completing that complaint/grievance procedures 
process, if you want to bring legal action against us 
on that dispute, you must do so within three years of 
the date we notified you of the final decision on your 
complaint/grievance. 

COORDINATION OF BENEFITS 

Some people have health care coverage through 
more than one plan at the same time. Coordination of 
Benefits ("COB") allows these plans to work together 
so that the total amount of all benefits will never be 
more than 100 percent of the allowable expenses 
during any calendar year. This helps to hold down the 
costs of health coverage. The order of benefit 
determination rules determine which plan will pay as 
the primary plan and which will be considered the 
secondary plan.  

This COB provision applies to this plan when a 
covered person has health care coverage under more 
than one plan. COB does not apply to life insurance, 
accidental death and dismemberment, or disability 
benefits. 

DEFINITIONS: As used in this provision, the following 
terms have the meanings set forth below: 

"Allowable expense" means a health care expense, 
including deductibles, coinsurance, and copayments, 
that is covered at least in part by any of the plans 
covering the person. If all plans covering the person 
are high-deductible health plans and the person 
intends to contribute to a health savings account, the 
primary high-deductible health plan's deductible is not 
an allowable expense. When a plan provides benefits 
in the form of service, the reasonable cash value of 
each service will be considered as both an allowable 
expense and a benefit paid. An expense or portion of 
an expense that is not covered by any of the plans is 
not an allowable expense. Any expense that a 

provider by law or in accordance with a contractual 
agreement is prohibited from charging a covered 
person is not an allowable expense. The following are 
examples of expenses that are not allowable 
expenses.  

 If a covered person is confined in a private 
hospital room, the difference between the 
cost of a semi-private room in the hospital 
and private (unless the patient's stay in a 
private hospital room is medically necessary 
in terms of generally accepted medical 
practice, or one of the plans routinely 
provides coverage for private hospital rooms) 
is not an allowable expense.  

 If a person is covered by two or more plans 
that compute their benefit payments on the 
basis of reasonable and customary fees or 
relative value schedule reimbursement or 
other similar reimbursement methodology, 
any amount charged by the provider in 
excess of the highest reimbursement amount 
for a specific benefit is not an allowable 
expense.  

 If a person is covered by two or more plans 
that compute their benefit payments on the 
basis of negotiated fees, any amount in 
excess of the highest negotiated fee is not an 
allowable expense.  

 If a person is covered by one plan that 
calculates its benefits or services on the 
basis of reasonable and customary fees or 
relative value schedule reimbursement or 
other similar reimbursement methodology 
and another plan that provides its benefits or 
services on the basis of negotiated fees, the 
primary plan's payment agreements shall be 
the allowable expense for all plans. However, 
if the provider is contracted with the 
secondary plan to provide the benefit or 
service for a specific negotiated fee or 
payment amount that is different than the 
primary plan's arrangement and if the 
provider's contract permits, that negotiated 
fee or payment shall be the allowable 
expense used by the secondary plan to 
determine benefits. 

 The amount that benefits are reduced under 
the primary plan because a covered person 
does not comply with the plan provisions will 
not be considered an allowable expense. 
Examples of these provisions are those 
related to second surgical opinions, 
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precertification requirements, and preferred 
provider arrangements. 

If the primary plan is a closed panel plan and the 
secondary plan is not a closed panel plan, the 
secondary plan shall pay or provide benefits as if it 
were the primary plan when a covered person uses a 
nonpanel provider, except for emergency services or 
authorized referrals that are paid by the primary plan.  

"Closed panel plan" is a plan that provides health 
benefits to covered persons primarily in the form of 
services through a panel of providers that have 
contracted with or are employed by the plan, and that 
limits or excludes benefits for services provided by 
other providers, except in cases of emergency or 
referral by a panel member. 

"Custodial parent" means a parent awarded custody 
by a court decree. In the absence of a court decree, 
it is the parent with whom the child resides more than 
one half of the calendar year without regard to any 
temporary visitation. 

"High deductible health plan" is a health plan that has 
a higher deductible than typical health plans, and has 
a maximum limit on the sum of the annual deductible 
and out-of-pocket medical expenses that you must 
pay for covered services, as determined by the 
Internal Revenue Service. 

"Plan" is any of the following that provides benefits or 
services for medical or dental care or treatment. 
However, if separate contracts are used to provide 
coordinated coverage for members of a group, the 
separate contracts are considered parts of the same 
plan and there is no COB among those separate 
contracts. 

"Plan" includes: 

 Group and nongroup insurance contracts and 
subscriber contracts. 

 Uninsured arrangements of group or group-
type coverage. 

 Group and non-group coverage through 
closed panel plans. 

 Group-type contracts. 

 Medical benefits coverage in automobile "no-
fault" and traditional automobile "fault" type 
contracts. 

 Medicare or other governmental benefits, as 
permitted by law, except as provided in a 

state plan under Medicaid. That part of the 
definition of plan may be limited to the 
hospital, medical and surgical benefits of the 
governmental program. 

 Group and non-group insurance contracts 
and subscriber contracts that pay or 
reimburse for the cost of dental care. 

"Plan" does not include: 

 Hospital indemnity coverage benefits or other 
fixed indemnity coverage. 

 Accident only coverage. 

 Specified disease or specified accident 
coverage. 

 Limited benefit health coverage. 

 School-accident type coverages that cover 
students for accidents only, including athletic 
injuries, either on a twenty-four hour basis or 
on a "to and from school" basis. 

 Benefits provided in long-term care insurance 
policies for non-medical services, for 
example, personal care, adult day care, 
homemaker services, assistance with 
activities of daily living, respite care and 
custodial care or contracts that pay a fixed 
daily benefit without regard to expenses 
incurred or the receipt of services. 

 Medicare supplement policies. 

 A state plan under Medicaid. 

 A governmental plan which, by law, provides 
benefits that are in excess of those of any 
private insurance plan or other non-
governmental plan. 

 Disability income protection coverage. 

Each contract for coverage is a separate plan. If a 
plan has two parts and COB rules apply only to one 
of the two, each of the parts is treated as a separate 
plan.  

"Primary plan" is the plan that pays first without regard 
to the possibility that another plan may cover some 
expenses. 

"Secondary plan" is the plan that pays after the 
primary plan. The secondary plan may reduce the 
benefits it pays so that payments from all plans do not 
exceed 100% of the total allowable expenses.  
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If a person is covered by more than one secondary 
plan, the order of benefit determination rules decide 
the order in which their benefits are determined in 
relation to each other. The benefits of each secondary 
plan may take into consideration the benefits of the 
primary plan or plans and the benefits of any other 
plan which, under the order of benefit determination 
rules, has its benefits determined before those of that 
secondary plan. 

ORDER OF BENEFIT DETERMINATION RULES: 
When two or more plans pay benefits, the rules for 
determining the order of payment are as follows: 

 The primary plan pays or provides its benefits 
as if the secondary plan or plans did not exist. 

 A plan which does not have a COB provision 
that is consistent with this regulation will 
always be the primary plan. There is one 
exception: coverage that is obtained by virtue 
of membership in a group that is designated 
to supplement a part of a basic package of 
benefits may provide that the supplementary 
coverage shall be excess to any other parts 
of the plan provided by the policyholder. 
Examples of these types of situations are 
major medical coverages that are 
superimposed over base plan hospital and 
surgical benefits, and insurance type 
coverages that are written in connection with 
a closed panel plan to provide out-of-network 
benefits. 

 A plan may consider the benefits paid or 
provided by another plan in determining its 
benefits only when it is secondary to that 
other plan.  

 The first of the following rules that describes 
which plan pays its benefits before another 
plan is the rule to use. 

1. Non-Dependent/Dependent - The plan 
that covers the person other than as a 
dependent, for example as an employee, 
member, subscriber or retiree is primary 
and the plan that covers the person as a 
dependent is secondary. However, if the 
person is a Medicare beneficiary and, as 
a result of federal law, Medicare is: 

a. Secondary to the plan covering the 
person as a dependent; and 

b. Primary to the plan covering the 
insured person as other than a 
dependent (e.g. a retired employee), 

then the order of benefits between the 
two plans is reversed so that the plan 
covering the person as an employee, 
member, subscriber or retiree is 
secondary and the other plan is primary. 

2. Child Covered Under More Than One 
Plan - Unless there is a court decree 
stating otherwise, the order of benefits 
when a child is covered by more than one 
plan is as follows: 

a. For a dependent child whose parents 
are married or living together, 
whether or not they have ever been 
married: 

i. The plan of the parent whose 
birthday falls earlier in the 
calendar year is the primary 
plan.  

ii. If both parents have the same 
birthday, the plan that has 
covered the parent the longest is 
the primary plan.  

b. For a dependent child whose parents 
are divorced or separated or not 
living together, whether or not they 
have been married: 

i. If a court decree states that one 
of the parents is responsible for 
the dependent child's health care 
expenses or health care 
coverage and the plan of that 
parent has actual knowledge of 
those terms, that is the primary 
plan. That rule applies to the plan 
years commencing after the plan 
is given notice of the court 
decree. 

ii. If a court decree states that both 
parents are responsible, or have 
joint custody without specifying 
that one parent has 
responsibility, for the dependent 
child's health care expenses or 
health care coverage, the 
provisions of subparagraph a. 
above shall determine the order 
of benefits. 

iii. If there is no court decree 
allocating responsibility for the 
dependent child's health care 
expenses or health care 
coverage, the order of benefits 
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for the child are as follows: the 
plan covering the custodial 
parent; the plan covering the 
spouse of the custodial parent, 
the plan covering the non-
custodial parent; and then the 
plan covering the spouse of the 
non-custodial parent.  

c. For a dependent child covered under 
more than one plan of individuals 
who are not the parents of the child, 
the order of benefits shall be 
determined, as applicable, under 
paragraphs (a) and (b) above as if 
those individuals were parents of the 
child. 

3. Active/Inactive Employee - The plan 
that covers a person as an employee 
who is neither laid off nor retired, is 
primary. The same would hold true if a 
person is a dependent of a person 
covered as a retiree and an employee. If 
the other plan does not have this rule, 
and if, as a result, the plans do not agree 
on the order of benefits, this rule is 
ignored. Coverage provided an individual 
as a retired worker and as a dependent 
of an actively working spouse will be 
determined under rule D.(1). 

4. Continuation Coverage - If a person 
whose coverage is provided under a right 
of continuation pursuant to federal or 
state law is covered under another plan, 
the plan covering the person as an 
employee, member, subscriber, or 
retiree (or as that person's dependent) is 
primary, and the continuation coverage is 
secondary. If the other plan does not 
have this rule, and if, as a result, the 
plans do not agree on the order of 
benefits, this rule is ignored. 

5. Longer/Shorter Length of Coverage - 
The plan that covered the person as an 
employee, member, subscriber or retiree 
longer is primary.  

6. If the preceding rules do not determine 
the primary plan, the allowable expenses 
shall be shared equally between the 
plans meeting the definition of plan. In 
addition, this plan will not pay more than 
it would have paid had it been primary. 

EFFECT ON THE BENEFITS OF THIS PLAN: When 
this plan is secondary it will calculate the benefits it 
would have paid in the absence of other health care 
coverage and apply that calculated amount to any 
allowable expense under its plan that is unpaid by the 
primary plan. Payments may be reduced by an 
amount so that, when combined with the amount paid 
by the primary plan, the total benefits paid or provided 
by all plans for the claim do not exceed 100 percent 
of the total allowable expense for that claim. The plan 
deductible will be credited any amounts it would have 
credited in the absence of other health care coverage. 

RIGHT TO RECEIVE AND RELEASE NEEDED 
INFORMATION: Certain facts about health care 
coverage and services are needed to apply these 
COB rules and to determine benefits payable under 
this plan and other plans. Claims Administration may 
get the facts it needs from or give them to other 
organizations or persons for the purpose of applying 
these rules and determining benefits payable under 
this plan and other plans covering the person claiming 
benefits. Claims Administration need not tell, or get 
the consent of, any person to do this. Each person 
claiming benefits under this plan must give Claims 
Administration any facts it needs to apply those rules 
and determine benefits payable. 

FACILITY OF PAYMENT: A payment made under 
another plan may include an amount that should have 
been paid under this plan. If it does, Claims 
Administration may pay that amount to the 
organization that made that payment. That amount 
will be treated as though it were a benefit paid under 
this plan. Claims Administration will not have to pay 
that amount again. The term "payment made" 
includes providing benefits in the form of services, in 
which case "payment made" means reasonable cash 
value of the benefits provided in the form of services. 

RIGHT OF RECOVERY: If the amount of payments 
made by Claims Administration is more than it should 
have paid under this COB provision, it may recover 
the excess from one or more of the persons it has 
paid or for whom it has paid; or any other person or 
organization that may be responsible for the benefits 
or services provided for the covered person. The 
"amount of the payments made" includes the 
reasonable cash value of any benefits provided in the 
form of services. 

CONFORMITY WITH STATE LAW: This 
Coordination of Benefits provision complies with the 
current laws of the state in which this policy was 
issued. If the law changes, or if you move your 
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residence, your policy will be considered to be 
amended to reflect applicable state law. 

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 
waiver of any rights in the future, even in the same 
situation or set of facts. 

RESCISSIONS: No incorrect statement, 
misrepresentation, omission, or concealment of fact 
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. It is fraudulent and/or made with the intent to 
deceive;  

B. It is material to the acceptance of the risk, or 
to the hazard assumed by us; and 

C. We would either not have issued coverage, 
or would not have provided coverage with 
respect to the hazard resulting in the loss.  

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, 
MISREPRESENTATION 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.  
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UNITEDHEALTHCARE OF WISCONSIN, INC. 
OKLAHOMA APPEAL PROCEDURES RIDER 

(NON-GRANDFATHERED PLANS) 

This rider is effective on DATE, or at the same time as the policy, whichever is later. 

By attachment of this rider, the policy is amended to the extent of any conflict with the following: 

A. DEFINITIONS:  As used in this rider, the following terms have the meanings indicated:

1. “Adverse benefit determination” (administrative appeals) means:

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:

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

ii. Any instance where the health plan pays less than the total expenses submitted resulting in
claimant responsibility;

iii. 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).

2. “Adverse determination” (clinical appeals) means a determination by us or our designee utilization
review organization that an admission, availability of care, continued stay or other health care service
that is a covered benefit 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, and the requested service or payment for the service is therefore denied, reduced or
terminated.

3. “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
only when the covered person is unable to provide consent.

4. “Covered person” means a policyholder, subscriber, enrollee or other individual participating in a
health benefit plan.

5. “Final adverse determination” means an adverse determination involving a covered benefit that has
been upheld by us, or our designee utilization review organization, at the completion of our internal
grievance process procedures.

6. “Post-service claim” means any claim for benefits for medical care or treatment that is not a pre-
service claim.

7. “Pre-service claim” means any claim for benefits for medical care or treatment that requires the
approval of the health plan in advance of the claimant obtaining the medical care.

8. “Rescission” means a cancellation or discontinuance of coverage that has a retroactive effect.
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9. “Retrospective review” means a review of medical necessity conducted after services have been 
provided to a patient, but does not include the review of a claim that is limited to an evaluation of 
reimbursement levels, veracity of documentation, accuracy of coding or adjudication for payment. 

10. “Urgent care claim” means: 

a. Any claim that a doctor with knowledge of the claimant’s medical condition determines is an 
urgent care claim to which the application of the time periods for making non-urgent care 
determinations could seriously jeopardize the life or health of the claimant or the ability of the 
claimant to regain maximum function. 

b. In the opinion of a doctor with knowledge of the claimant's medical condition, any claim for 
medical care or treatment where the application of the time periods for making non-urgent care 
determinations would subject the claimant to severe pain that cannot be adequately managed 
without the care or treatment that is the subject of the claim. 

c. Any claim for medical care or treatment where the application of the time periods for making 
non-urgent care determinations could seriously jeopardize the life or health of the claimant or the 
ability of the claimant to regain maximum function.  Whether a claim is an urgent care claim will 
be determined by an individual acting on our behalf applying the judgment of a prudent 
layperson who possesses an average knowledge of health and medicine. 

11. “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, or 
settings.  Techniques may include but are not limited to ambulatory review, prospective review, 
second opinion, certification, concurrent review, case management, discharge planning, or 
retrospective review. 

B. INTERNAL APPEAL PROCEDURES FOR ADVERSE DETERMINATIONS 
1. Response Timeframes 

a. Appeals regarding Urgent Care Claims 

i. Expedited appeals are completed with verbal notification as soon as possible, and no later 
than 72 hours after the request. 

a. Written confirmation must be provided within three calendar days of the verbal 
notification. 

b. The attending doctor or other ordering provider will be notified via telephone of the appeal 
outcome no later than 72 hours after the initiation of the appeal process. 

ii. An expedited appeal will not be provided for a retrospective review. 

b. All Other Appeals 

We will notify the covered person or, if applicable, their authorized representative in writing with 
the appeal decision within 30 calendar days if pre-service and within 60 calendar days if 
post service after receipt of the request for internal appeal. 

2. General Rules Applicable to All Internal Appeals 
a. The covered person or their authorized representative has 180 calendar days following receipt of 

an initial notification of an adverse benefit determination to file for an internal appeal. 

b. The covered person has the right to submit written comments, documents, records, and other 
information relating to the claim for benefits. 

c. The covered person has the right to review the claim file and to present evidence and testimony 
as part of the internal review process. 

d. A claimant shall be provided, upon request and free of charge, reasonable access to, and copies 
of, all documents, records, and other information relevant to the claimant’s claim for benefits. 



Sam
ple

SA-S-1576-UHCWI-TI-35 3 5/20/20 

e. All comments, documents, records and other information submitted by the claimant relating to 
the claim for benefits, regardless of whether such information was submitted or considered in the 
initial adverse benefit determination, will be considered in the internal appeal. 

f. The claimant will receive from us, as soon as possible, any new or additional evidence 
considered by the reviewer.  We will give the claimant 10 calendar days to respond to the new 
information before making a determination, unless the state turnaround time for response is due 
in less than 10 days.  If the state turnaround time is less than 10 days, the claimant will have the 
option of delaying the determination for a reasonable period of time to respond to the new 
information. 

g. The claimant will receive from us, as soon as possible, any new or additional medical rationale 
considered by the reviewer.  We will give the claimant 10 calendar days to respond to the new 
medical rationale before making a determination, unless the state turnaround time for response 
is due in less than 10 days.  If the state turnaround time is less than 10 days, the claimant will 
have the option of delaying the determination for a reasonable period of time to respond to the 
new medical rationale. 

h. Review of the appeal will be conducted by an individual selected by us who was not the 
individual who made the initial adverse benefit determination and is not the subordinate of the 
original reviewer. 

i. A health plan providing benefits for an ongoing course of treatment is required to provide 
continued coverage pending the outcome of an appeal.  This means that a health plan cannot 
reduce or terminate benefits without providing advance notice and an opportunity for advance 
review. 

3. Reviewer Requirements 
a. An Oklahoma-licensed doctor or Oklahoma-licensed health care professional shall actively 

participate in the appeal process. 

b. A doctor or health care provider who holds a current Oklahoma license must review all appeal 
requests for the determination of a service being medically necessary.  In addition, chiropractors 
also must be certified by the state of Oklahoma to conduct reviews. 

C. INTERNAL APPEAL PROCEDURES FOR ISSUES THAT ARE NOT ADVERSE DETERMINATIONS 
1. General Rules Applicable to All Appeals 

a. Claimants have 180 calendar days following receipt of an initial notification of an adverse benefit 
determination to file for an internal appeal. 

b. Claimants have the right to submit written comments, documents, records, and other information 
relating to the claim for benefits. 

c. Claimants have the right to review the claim file and to present evidence and testimony as part of 
the internal review process. 

d. A claimant shall be provided, upon request and free of charge, reasonable access to, and copies 
of, all documents, records, and other information relevant to the claimant’s claim for benefits. 

e. All comments, documents, records and other information submitted by the claimant relating to 
the claim for benefits, regardless of whether such information was submitted or considered in the 
initial adverse benefit determination, will be considered in the internal appeal. 

f. The claimant will receive from us, as soon as possible, any new or additional evidence 
considered by the reviewer.  We will give the claimant 10 calendar days to respond to the new 
information before making a determination, unless the state turnaround time for response is due 
in less than 10 days.  If the state turnaround time is less than 10 days, the claimant will have the 
option of delaying the determination for a reasonable period of time to respond to the new 
information. 
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g. The claimant will receive from us, as soon as possible, any new or additional medical rationale 
considered by the reviewer.  We will give the claimant 10 calendar days to respond to the new 
medical rationale before making a determination, unless the state turnaround time for response 
is due in less than 10 days.  If the state turnaround time is less than 10 days, the claimant will 
have the option of delaying the determination for a reasonable period of time to respond to the 
new medical rationale. 

h. Review of the appeal will be conducted by an individual selected by us who was not the 
individual who made the initial adverse benefit determination and is not the subordinate of the 
original reviewer. 

i. A health plan providing benefits for an ongoing course of treatment is required to provide 
continued coverage pending the outcome of an appeal.  This means that a health plan cannot 
reduce or terminate benefits without providing advance notice and an opportunity for advance 
review. 

j. The internal appeal process must be exhausted before the claimant may request an external 
review unless: 

i. We provide a waiver of this requirement; 

ii. We fail to follow the appeal process; or 

iii. The claimant files an urgent care claim external appeal at the same time as an urgent care 
claim internal appeal. 

2. Medical Judgment 

If the adverse benefit determination is based in whole or in part on a medical judgment, we will 
consult with a health care professional who has appropriate training and experience in the field of 
medicine involved in the medical issue and who was not consulted in connection with the original 
adverse benefit determination. 

3. Rescissions 

If the appeal concerns a rescission action, a reviewer who was not involved in the original adverse 
benefit determination will review the appeal. 

4. All Other 

All other adverse benefit determinations that are not based in whole or in part on a medical judgment 
will be reviewed by an impartial person who was not involved in making the original adverse benefit 
determination. 

5. Urgent Care Claim 

Internal review appeals of adverse benefit determinations involving urgent care claim will be: 

a. Submitted orally or in writing and all necessary information, including out benefit determination 
on review. 

b. Transmitted between us and the claimant by telephone, facsimile, electronically, or other 
available similarly expeditious method. 

c. Completed as soon as possible, but no longer than within 72 hours of the request; and 

Claimants may request an expedited external appeal at the same time the internal expedited review 
is requested and an Independent Review Organization (IRO) will determine if the internal expedited 
appeal needs to be completed before proceeding with the expedited external appeal. 

6. Timeframes for Internal Appeals Decisions 
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a. Post-service claim appeals:  We will notify the claimant in writing with the appeal decision 
within 60 calendar days after receipt of the claimant’s request for internal appeal. 

b. Pre-service claim appeals:  We will notify the claimant in writing with the appeal decision within 
30 calendar days after receipt of the claimant’s request for internal appeal. 

c. Urgent care claim appeals:  We will notify the claimant within 72 hours of request for internal 
appeal. 

7. Internal Appeal Response 

We will provide the appeal decision in writing. 

D. EXTERNAL REVIEW 
1. General Information 

a. We will pay the independent review organization (IRO) for the cost of conducting the 
independent external review. 

b. An external review decision is binding: 

i. On us except to the extent we have other remedies available under applicable state law. 

ii. On the covered person except to the extent the covered person has other remedies 
available under applicable federal or state law. 

c. A covered person or the covered person’s authorized representative shall not file a subsequent 
request for external review involving the same adverse determination or final adverse 
determination for which the covered person has already received an external review decision. 

d. In reaching a decision, the assigned IRO (or its clinical reviewers) shall not be bound by any 
decisions or conclusions reached during our utilization review process or internal grievance 
process. 

e. The Commissioner shall compile, maintain, and periodically update a list of approved IROs. 

f. The assignment by the Commissioner of an approved IRO to conduct an external review shall be 
done on a random basis from among those approved IROs qualified to conduct the particular 
external review based on the nature of the health care service that is the subject of the adverse 
determination or final adverse determination and other circumstances, including conflict of 
interest concerns. 

2. Non-Expedited (Standard) External Reviews 
a. Filing Eligibility 

i. Within four months after the date of receipt of a notice of an adverse determination or final 
adverse determination, a covered person or their authorized representative may file a written 
request for an external review with the Insurance Commissioner. 

ii. A covered person or authorized representative requesting an external review shall do so by 
submitting an External Review Request Form to the Insurance Commissioner. 

iii. A request for an external review shall not be made until the internal grievance process has 
been exhausted. 

a. Exception:  A request for an external review of an adverse determination may be made 
before our internal grievance procedures have been exhausted whenever we agree to 
waive the exhaustion requirement.  If the exhaustion requirement is waived, the covered 
person or their authorized representative may file a request in writing for a standard 
external review. 

b. The internal grievance process shall be considered exhausted if the covered person or 
authorized representative has filed a grievance involving an adverse determination and, 
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except to the extent the covered person or the authorized representative requested or 
agreed to a delay, has not received a written decision on the grievance from us within 30 
days for pre-service or 60 days for post service following the date the grievance was filed 
with us. 

c. Notwithstanding above item ii, a covered person or authorized representative may not 
make a request for an external review of an adverse determination involving a 
retrospective review determination until our internal grievance process has been 
exhausted. 

b. Preliminary Review and External Review Process 

i. Within one business day after receipt of a request for external review, the Commissioner 
shall send a copy of the request to us. 

ii. Within five business days following receipt of the copy of the external review request from 
the Commissioner, we will complete a preliminary review of the request to determine 
whether: 

a. The individual is or was a covered person in the health benefit plan at the time the health 
care service was requested or, in the case of a retrospective review, at the time the 
health care service was provided; 

b. The health care service that is the subject of the adverse determination or the final 
adverse determination is a covered service under the covered person’s health benefit 
plan, but for a determination by us that the health care service is not covered because it 
does not meet our requirements for medical necessity, appropriateness, health care 
setting, level of care or effectiveness; 

c. Unless not required to do so, the covered person has exhausted our internal grievance 
process; and 

d. The covered person has provided all the information and forms required to process an 
external review, including the release form for disclosure of protected health information. 

iii. Within one business day after completion of the preliminary review, we will send a written 
notice of initial determination to the Commissioner and covered person and, if applicable, the 
covered person’s authorized representative. 

a. The notice will be sent whenever a request for external review is determined eligible for 
external review. 

b. If the request is not complete, we will inform the Commissioner and covered person and, 
if applicable, the authorized representative in writing and include in the notice what 
information or materials are needed to make the request complete; 

c. If the request is not eligible for external review, we will inform the Commissioner and 
covered person and, if applicable, the authorized representative in writing and include in 
the notice the reasons for its ineligibility. 

d. The notice of initial determination shall include a statement informing the covered person 
and, if applicable, the authorized representative that our initial determination that the 
external review request is ineligible for review may be appealed to the Commissioner. 

iv. Within one business day after the date of receipt of a notice of initial determination that a 
request is eligible for external review, the Commissioner shall: 

a. Assign an IRO to conduct the external review and notify us of the name of the assigned 
IRO; and 

b. Notify in writing the covered person and, if applicable, the authorized representative of 
the request’s eligibility and acceptance for external review. 
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v. Within five business days after receipt of the name of the assigned IRO, we or our 
designee utilization review organization will provide to the assigned IRO the documents and 
any information considered in making the adverse determination or final adverse 
determination. 

a. Failure by us or our designee utilization review organization to provide the documents 
and information within the time specified will not delay the conduct of the external review. 

i. If we or our designee utilization review organization fails to provide the documents 
and information within the time specified, the assigned IRO may terminate the 
external review and make a decision to reverse the adverse determination or final 
adverse determination. 

ii. If the assigned IRO decides to terminate the external review and reverse the adverse 
determination or final adverse determination, the IRO shall notify the Commissioner, 
us, and the covered person and, if applicable, the authorized representative within 
one business day after making the decision. 

b. Upon receipt of any information submitted by the covered person or authorized 
representative, the assigned IRO shall within one business day forward the information to 
us.  (Refer to section D.2.c. regarding our review for reconsideration and termination.) 

vi. Within 45 days after receipt of the request for an external review, the assigned IRO shall 
provide written notice of its decision to uphold or reverse the adverse determination or the 
final adverse determination to the Commissioner, us, the covered person, and, if applicable, 
the authorized representative. 

vii. Upon receipt of a notice of a decision reversing the adverse determination or final adverse 
determination, we will immediately approve the coverage that was the subject of the 
adverse determination or final adverse determination. 

c. Reconsideration of Additional Information and Termination of External Reviews 

i. Upon receipt of additional information forwarded by the IRO, we may reconsider our adverse 
determination or final adverse determination which is the subject of the external review. 

ii. Our reconsideration of our adverse determination or final adverse determination will not 
delay or terminate the external review. 

iii. The external review may only be terminated if we decide, upon completion of our 
reconsideration, to reverse our determination and provide coverage or payment for the 
health care service that is the subject of the adverse determination or final adverse 
determination. 

a. Immediately upon, but in no more than within one business day after, making the 
decision to reverse our adverse determination or final adverse determination, we will 
send written notification of our decision to the Commissioner, the assigned IRO, the 
covered person, and, if applicable, the authorized representative. 

b. The assigned IRO shall terminate the external review upon receipt of the notice from us. 

3. Expedited External Reviews 
a. Filing Eligibility 

i. A covered person or their authorized representative may make an oral or written request for 
an expedited external review with the Insurance Commissioner at the time the covered 
person receives: 

a. An adverse determination if: 

i. The adverse determination involves a medical condition of the covered person for 
which the time frame for completion of an expedited internal review of a grievance 
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would seriously jeopardize the life or health of the covered person or would 
jeopardize the covered person’s ability to regain maximum function, or 

ii. The covered person or their authorized representative has filed a request for an 
expedited review of a grievance involving an adverse determination; or 

b. A final adverse determination if: 

i. The covered person has a medical condition where the time frame for completion of a 
standard external review would seriously jeopardize the life or health of the covered 
person or would jeopardize the covered person’s ability to regain maximum function, 
or 

ii. The final adverse determination concerns an admission, availability of care, 
continued stay or health care service for which the covered person received 
emergency services, but has not been discharged from a facility. 

ii. A covered person or authorized representative may request an expedited external review of 
an adverse determination at the same time as they request an expedited internal review of 
the adverse determination if the covered person has a medical condition where the time 
frame for completion of an expedited internal review would seriously jeopardize the life or 
health of the covered person or would jeopardize the covered person’s ability to regain 
maximum function. 

Important:  Expedited external review is available only if the patient’s treating health care 
provider certifies that adherence to the timeframe for the standard external review would 
seriously jeopardize the life or health of the covered person or would jeopardize the covered 
person’s ability to regain maximum function.  In such a situation, the Certification of Treating 
Health Care Provider section of the External Review Request Form must be completed. 

iii. An expedited external review may not be provided for retrospective adverse or final adverse 
determinations. 

b. Preliminary Review and Expedited External Review Process 

i. Upon receipt of a request for an expedited external review, the Commissioner immediately 
shall send a copy of the request to us. 

ii. Immediately upon receipt of the request, we will complete a preliminary review of the 
request to determine whether: 

a. The individual is or was a covered person in the health benefit plan at the time the health 
care service was requested or, in the case of a retrospective review, at the time the 
health care service was provided; 

b. The health care service that is the subject of the adverse determination or the final 
adverse determination is a covered service under the covered person’s health benefit 
plan, but for a determination by us that the health care service is not covered because it 
does not meet our requirements for medical necessity, appropriateness, health care 
setting, level of care or effectiveness; 

c. Unless not required to do so, the covered person has exhausted our internal grievance 
process; and 

d. The covered person has provided all the information and forms required to process an 
external review, including the release form for disclosure of protected health information. 

iii. We will immediately notify the Commissioner and the covered person and, if applicable, the 
authorized representative of its eligibility determination. 

iv. Upon receipt of the notice that the request meets the reviewability requirements, the 
Commissioner immediately shall assign an IRO to conduct the expedited external review 
and immediately notify us of the name of the assigned IRO. 
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v. Upon receipt of the notice of the name of the assigned IRO, we or our designee utilization 
review organization will provide or transmit all necessary documents and information 
considered in making the adverse determination or final adverse determination to the 
assigned IRO electronically or by telephone or facsimile or any other available expeditious 
method. 

vi. As expeditiously as the covered person’s medical condition or circumstances require, but in 
no event more than 72 hours after the date of receipt of the eligible request for an expedited 
external review, the assigned IRO shall: 

a. Determine whether the covered person shall be required to complete the expedited 
review process before it conducts the expedited external review.  Upon a determination 
that the covered person must first complete the expedited grievance review process, the 
IRO immediately shall notify the covered person and, if applicable, the authorized 
representative of this determination and that it will not proceed with the expedited 
external review until completion of the expedited grievance review process and the 
covered person’s grievance at the completion of the expedited grievance review process 
remains unresolved. 

b. Make a decision to uphold or reverse the adverse determination or final adverse 
determination; and 

c. Notify the Commissioner, us, the covered person, and, if applicable, the authorized 
representative.  If this notice was not in writing, within 48 hours after the date of providing 
that notice, the assigned IRO shall provide written confirmation of the decision to the 
Commissioner, us, the covered person, and, if applicable, the authorized representative. 

vii. Upon receipt of the notice of a decision reversing the adverse determination or final adverse 
determination, we immediately will approve the coverage that was the subject of the 
adverse determination or final adverse determination. 

4. Non-Expedited External Reviews for Experimental or Investigational Treatment 
a. Filing Eligibility 

i. Within four months after the date of receipt of a notice of an adverse determination or final 
adverse determination that involves a denial of coverage based on a determination that the 
health care service or treatment recommended or requested is experimental or 
investigational, a covered person or their authorized representative may file a written request 
for an external review with the Insurance Commissioner. 

ii. A covered person or authorized representative requesting an external review shall do so by 
submitting an External Review Request Form to the Insurance Commissioner. 

iii. A request for an external review shall not be made until the internal grievance process has 
been exhausted. 

a. Exception:  A request for an external review of an adverse determination may be made 
before our internal grievance procedures have been exhausted whenever the health 
carrier agrees to waive the exhaustion requirement.  If the exhaustion requirement is 
waived, the covered person or their authorized representative may file a request in writing 
for a non-expedited/standard external review. 

b. The internal grievance process shall be considered exhausted if the covered person or 
authorized representative has filed a grievance involving an adverse determination and, 
except to the extent the covered person or the authorized representative requested or 
agreed to a delay, has not received a written decision on the grievance from us within 30 
days following the date the grievance was filed with us. 

c. Notwithstanding above item ii, a covered person or authorized representative may not 
make a request for an external review of an adverse determination involving a 
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retrospective review determination until our internal grievance process has been 
exhausted. 

b. Preliminary Review and External Review Process for Experimental or Investigational Treatment 

i. Within one business day after receipt of a request for external review of experimental or 
investigational treatment, the Commissioner shall notify us. 

ii. Within five business days following receipt of the notice from the Commissioner, we will 
conduct and complete a preliminary review of the request to determine whether: 

a. The individual is or was a covered person in the health benefit plan at the time the health 
care service or treatment was recommended or requested or, in the case of a 
retrospective review, at the time the health care service or treatment was provided; 

b. The recommended or requested health care service or treatment that is the subject of the 
adverse determination or the final adverse determination: 

i. is a covered benefit under the covered person’s health benefit plan except for our 
determination that the service or treatment is experimental or investigational for a 
particular medical condition, and 

ii. is not explicitly listed as an excluded benefit under the covered person’s health 
benefit plan with us; 

c. The covered person’s treating doctor has certified that one of the following situations is 
applicable: 

i. Standard health care services or treatments have not been effective in improving the 
condition of the covered person, 

ii. Standard health care services or treatments are not medically appropriate for the 
covered person, or 

iii. There is no available standard health care service or treatment covered by us that is 
more beneficial than the recommended or requested health care service or 
treatment; 

d. The covered person’s treating doctor: 

i. Has recommended a health care service or treatment that the doctor certifies, in 
writing, is likely to be more beneficial to the covered person, in the doctor’s opinion, 
than any available standard health care services or treatments, or 

ii. Who is a licensed, board-certified or board-eligible doctor qualified to practice in the 
area of medicine appropriate to treat the covered person’s condition, has certified in 
writing that scientifically valid studies using accepted protocols demonstrate that the 
health care service or treatment requested by the covered person that is the subject 
of the adverse determination or final adverse determination is likely to be more 
beneficial to the covered person than any available standard health care services or 
treatments; 

e. Unless not required to do so, the covered person has exhausted our internal grievance 
process; and 

f. The covered person has provided all the information and forms required to process an 
external review, including the release form for disclosure of protected health information. 

iii. Within one business day after completion of the preliminary review, we will send a written 
notice of initial determination to the Commissioner and covered person and, if applicable, the 
covered person’s authorized representative. 

a. The notice will be sent whenever a request for external review is determined eligible for 
external review. 
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b. If the request is not complete, we will inform the Commissioner and covered person and, 
if applicable, the authorized representative in writing and include in the notice what 
information or materials are needed to make the request complete. 

c. If the request is not eligible for external review, we will inform the Commissioner and 
covered person and, if applicable, the authorized representative in writing and include in 
the notice the reasons for its ineligibility. 

d. The notice of initial determination shall include a statement informing the covered person 
and, if applicable, the authorized representative that our initial determination that the 
external review request is ineligible for review may be appealed to the Commissioner. 

iv. Within one business day after the date of receipt of a notice of initial determination that a 
request is eligible for external review, the Commissioner shall: 

a. Assign an IRO to conduct the external review and notify us of the name of the assigned 
IRO; and 

b. Notify in writing the covered person and, if applicable, the authorized representative of 
the request’s eligibility and acceptance for external review. 

v. Within five business days after receipt of the name of the assigned IRO, we or our 
designee utilization review organization will provide to the assigned IRO the documents and 
any information considered in making the adverse determination or final adverse 
determination. 

a. Our failure or our designee utilization review organization’s failure to provide the 
documents and information within the time specified will not delay the conduct of the 
external review. 

i. If we or our designee utilization review organization fail to provide the documents and 
information within the time specified, the assigned IRO may terminate the external 
review and make a decision to reverse the adverse determination or final adverse 
determination. 

ii. Immediately upon making the decision to terminate the external review and reverse 
the adverse determination or final adverse determination, the IRO shall notify the 
Commissioner, us, and the covered person and, if applicable, the authorized 
representative. 

b. Upon receipt of any information submitted by the covered person or authorized 
representative, the assigned IRO shall within one business day forward the information to 
us. 

c. Upon receipt of additional information forwarded by the IRO, we may reconsider our 
adverse determination or final adverse determination that is the subject of the external 
review.  We will follow the process for reconsideration as described in section D.2.c. 

vi. After completion of the external review, the assigned IRO shall provide written notice of its 
decision to uphold or reverse the adverse determination or the final adverse determination to 
the Commissioner, us, the covered person, and, if applicable, the authorized representative. 

vii. Upon receipt of a notice of a decision reversing the adverse determination or final adverse 
determination, we will immediately approve coverage of the recommended or requested 
health care service or treatment that was the subject of the adverse determination or final 
adverse determination. 

5. Expedited External Reviews for Experimental or Investigational Treatment 
a. Filing Eligibility 

i. Within four months after the date of receipt of a notice of an adverse determination or final 
adverse determination that involves a denial of coverage based on a determination that the 
health care service or treatment recommended or requested is experimental or 
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investigational, a covered person or their authorized representative may file a request for 
external review with the Insurance Commissioner. 

ii. A covered person or authorized representative may make an oral request for an expedited 
external review of the adverse determination or final adverse determination if the covered 
person’s treating doctor certifies, in writing, that the recommended or requested health care 
service or treatment that is the subject of the request would be significantly less effective if 
not promptly initiated. 

iii. A covered person or authorized representative may file a request for an expedited external 
review of an adverse determination at the same time as they file a request for an expedited 
internal review if the adverse determination involves a denial of coverage based on a 
determination that the recommended or requested health care service or treatment is 
experimental or investigational and the covered person’s treating doctor certifies in writing 
that the recommended or requested health care service or treatment that is the subject of 
the adverse determination would be significantly less effective if not promptly initiated. 

b. Preliminary Review and Expedited External Review Process for Experimental or Investigational 
Treatment 

i. Upon receipt of a request for an expedited external review, the Commissioner immediately 
shall notify us. 

ii. Upon notice of the request for expedited external review, we immediately will conduct and 
complete a preliminary review of the request to determine whether: 

a. The individual is or was a covered person in the health benefit plan at the time the health 
care service or treatment was recommended or requested or, in the case of a 
retrospective review, at the time the health care service or treatment was provided; 

b. The recommended or requested health care service or treatment that is the subject of the 
adverse determination or the final adverse determination: 

i. is a covered benefit under the covered person’s health benefit plan except for our 
determination that the service or treatment is experimental or investigational for a 
particular medical condition, and 

ii. is not explicitly listed as an excluded benefit under the covered person’s health 
benefit plan with us; 

c. The covered person’s treating doctor has certified that one of the following situations is 
applicable: 

i. Standard health care services or treatments have not been effective in improving the 
condition of the covered person, 

ii. Standard health care services or treatments are not medically appropriate for the 
covered person, or 

iii. There is no available standard health care service or treatment covered by us that is 
more beneficial than the recommended or requested health care service or 
treatment; 

d. The covered person’s treating doctor: 

i. Has recommended a health care service or treatment that the doctor certifies, in 
writing, is likely to be more beneficial to the covered person, in the doctor’s opinion, 
than any available standard health care services or treatments, or 

ii. Who is a licensed, board-certified or board-eligible doctor qualified to practice in the 
area of medicine appropriate to treat the covered person’s condition, has certified in 
writing that scientifically valid studies using accepted protocols demonstrate that the 
health care service or treatment requested by the covered person that is the subject 
of the adverse determination or final adverse determination is likely to be more 
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beneficial to the covered person than any available standard health care services or 
treatments; 

e. Unless not required to do so, the covered person has exhausted our internal grievance 
process; and 

f. The covered person has provided all the information and forms required to process an 
external review, including the release form for disclosure of protected health information. 

iii. We will immediately notify the Commissioner and the covered person and, if applicable, the 
authorized representative of our eligibility determination. 

iv. Upon receipt of the notice that the request meets the reviewability requirements, the 
Commissioner immediately shall assign an IRO to conduct the expedited external review 
and notify us of the name of the assigned IRO. 

v. Upon receipt of the notice of the name of the assigned IRO, we or our designee utilization 
review organization will provide or transmit all necessary documents and information 
considered in making the adverse determination or final adverse determination to the 
assigned IRO electronically or by telephone or facsimile or any other available expeditious 
method. 

vi. Upon receipt of a request for an expedited external review, the IRO shall determine whether 
the covered person shall be required to complete the expedited review process before it 
conducts the expedited external review.  Upon a determination that the covered person must 
first complete the expedited grievance review process, the IRO immediately shall notify the 
covered person and, if applicable, the authorized representative of this determination and 
that it will not proceed with the expedited external review until completion of the expedited 
grievance review process and the covered person’s grievance at the completion of the 
expedited grievance review process remains unresolved. 

vii. After completion of the expedited external review, the assigned IRO shall provide written 
notice of its decision to uphold or reverse the adverse determination or the final adverse 
determination to the Commissioner, us, the covered person, and, if applicable, the 
authorized representative. 

viii. Upon receipt of a notice of a decision reversing the adverse determination or final adverse 
determination, we immediately will approve coverage of the recommended or requested 
health care service or treatment that was the subject of the adverse determination or final 
adverse determination. 

This rider applies only to covered persons who reside in the state of Oklahoma. 

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 WICONSIN, 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 coinsurance percentage as shown on the Data Page 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;

D. Is subject to a waiting period. This is applicable to medically necessary orthodontic services; or

E. 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;



Sam
ple

SA-S-1754R-UHCWI-TI-35 Page 2 01/01/21 

B. Procedure, treatment, or other care;

C. Supply, equipment; or

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: 
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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. 

"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. 

"Waiting period" means a period of time for which a covered person must wait, after the effective date of 
coverage, before medically necessary orthodontic services as listed in Dental Benefits will be covered. 

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.  All 
benefits listed in this section are subject to the limitations and exclusions listed below and in the 
Limitations/Exclusions section of this rider and policy. 

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 coinsurance percentage as shown on the Data Page of your policy.   

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. 

DIAGNOSTIC SERVICES 
Benefits will not be provided for tests and oral pathology procedures, or for re-evaluations. 

A. The following dental services are limited to a combination of 2 every 12 months and is not subject to the 
deductible or coinsurance as shown on the Data Pages of the policy. Benefits will not be provided for 
comprehensive periodontal evaluations or problem-focused evaluations if dental services are provided on 
the same date as any other oral evaluation by the same dentist: 

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. D0160 Detailed and extensive oral evaluation and re-evaluation – problem focused. 

6. D0180 Comprehensive periodontal evaluation. 

DIAGNOSTIC RADIOGRAPHS 
Benefits will not be provided for any radiographs taken in conjunction with Temporomandibular Joint (TMJ) 
Dysfunction. 

Diagnostic radiographs are X-rays taken to diagnose a dental disease, including their interpretation, and include: 

A. The following dental services are limited to combined maximum of 1 every 36 months: 
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1. D0210 Intraoral - complete series (including bitewings). 

2. D0330 Panoramic radiograph image. 

B. D0220 Intraoral – periapical first film, as dentally necessary for diagnosis. 

C. D0230 Intraoral – periapical, each additional film, as dentally necessary for diagnosis. 

D. The following dental services are limited to 2 sets every 12 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. 

PREVENTIVE SERVICES 
A. D1110 or D1120 Dental prophylaxis (cleaning). Limited to two cleanings every 12 months in combination 

with periodontal maintenance treatments and is not subject to the deductible or coinsurance as shown on 
the Data Pages of the policy. 

B. D1206 or D1208 Fluoride treatment, limited to 2 applications every 12 months. 

C. D1320 Tobacco counseling for the control and prevention of oral disease. 

D. D1351 Sealant - per tooth. 

E. D1510 Space maintainer - fixed - unilateral. 

F. D1515 Space maintainer - fixed - bilateral. 

G. D1550 Re-cementation or re-bond space maintainer. 

ADJUNCTIVE SERVICES 
A. D9110 Palliative (emergency) treatment of dental pain – minor procedure – when not performed in 

conjunction with a definitive treatment. 

B. D9222 Deep sedation\general anesthesia – first 15 minutes, by report only and when determined to be 
dentally necessary for a covered person documented with a disability or justifiable medical or dental 
condition.  A person's apprehension does not constitute it to be dentally necessary. 

C. D9223 Deep sedation\general anesthesia – each subsequent 15 minute increments, by report only and 
when determined to be dentally necessary for a covered person documented with a disability or justifiable 
medical or dental condition.  A person's apprehension does not constitute it to be dentally necessary. 

D. D9230 Inhalation of nitrous oxide/anxiolysis, analgesia. 

BASIC RESTORATIVE SERVICES 
Benefits will not be provided for basic restorations that are placed within 12 months of the initial placement by the 
same dentist. 

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. 
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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. D2391 Resin-based composite - one surface, posterior, multiple restorations on one surface will be 
treated as a single filling. 

J. D2392 Resin-based composite - two surfaces, posterior, multiple restorations on one surface will be 
treated as a single filling. 

K. D2393 Resin-based composite - three surfaces, posterior, multiple restorations on one surface will be 
treated as a single filling. 

L. D2394 Resin-based composite - four or more surfaces, posterior, multiple restorations on one surface will 
be treated as a single filling. 

ENDODONTICS 
Benefits will not be provided for endodontic treatments provided within 12 months of the initial endodontic 
treatment by the same dentist. 

A. D3110 Pulp cap – direct (excluding final restoration). 

B. D3120 Pulp cap - indirect (excluding final restoration). 

C. D3220 Therapeutic pulpotomy – excluding final restoration – primary teeth only. 

D. D3221 Pulpal debridement, primary and permanent teeth. 

E. D3222 Partial pulpotomy for apexogenesis – permanent tooth with incomplete root development. 

F. D3230 Pulpal therapy (resorbable filling) - anterior, primary tooth (excluding final restoration). 

G. D3240 Pulpal therapy (resorbable filling) - posterior, primary tooth (excluding final restoration). 

H. D3310 Anterior root canal (excluding final restoration). 

I. D3320 Bicuspid root canal (excluding final restoration). 

J. D3330 Molar root canal (excluding final restoration). 

K. D3351 Apexification/recalcification - initial visit. 

L. D3352 Apexification/recalcification - interim medication replacement. 

M. D3353 Apexification/recalcification - final visit. 

N. D3410 Apicoectomy - anterior. 

O. D3421 Apicoectomy - bicuspid (first root). 

P. D3425 Apicoectomy - molar (first root). 

Q. D3426 Apicoectomy - each additional root. 

R. D3427 Periradicular surgery without apicoectomy. (not on Met) 

S. D3430 Retrograde filling - per root. (not on Met) 
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T. D3450 Root amputation - per root. 

U. D3920 Hemisection (including any root removal), not including root canal therapy. 

PERIODONTICS 
A. The following dental services are limited to a frequency of 1 per quadrant every 24 months: 

1. D4210 Gingivectomy or gingivoplasty - four or more teeth. 

2. D4211 Gingivectomy or gingivoplasty - one to three teeth. 

3. D4212 Gingivectomy or gingivoplasty – with restorative procedures, per tooth. 

B. The following dental services  are limited to 1 per quadrant every 24 months: 

1. D4230 Anatomical crown exposure, four or more contiguous teeth per quadrant 

2. D4231 Anatomical crown exposure, one to three teeth per quadrant 

C. D4249 Clinical crown lengthening – hard tissue. 

D. The following dental services are limited to 1 per quadrant every 24 months: 

1. D4260 Osseous surgery – four or more teeth (including flap entry and closure). 

2. D4261 Osseous surgery – one to three teeth (including flap entry and closure). 

E. The following dental services are limited to 1 per site every 24 months: 

1. D4270 Pedicle soft tissue graft procedure, per tooth. 

2. D4271 Free soft tissue graft procedure (including donor site surgery). 

3. D4275 Non-autogenous connective tissue graft (including recipient site and donor materials) first 
tooth, implant, or endentulous tooth position in graft. 

4. D4277 Free soft tissue graft procedure, first tooth. 

5. D4278 Free soft tissue graft procedure, additional teeth. 

F. D4274 Distal/proximal wedge – permanent teeth only.  

G. D4341 Periodontal scaling and root planing (four or more teeth per quadrant).  

H. D4342 Periodontal scaling and root planing (one to three teeth per quadrant). 

I. D4355 Full mouth debridement to enable comprehensive evaluation and diagnosis, limited to 1 every 12 
months.  

J. D4910 Periodontal maintenance, limited to 2 every 12 months in combination with routine dental 
prophylaxis (cleaning) and must be performed following active periodontal treatment. 

NON-SURGICAL EXTRACTIONS 
Non-surgical extractions are non-surgical removal of tooth and tooth structures and include: 

A. D7111 Extraction coronal remnants, deciduous teeth. 

B. D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps removal). 

ORAL SURGERY 
A. D7210 Surgical removal of erupted tooth requiring elevation of mucoperiosteal flap and removal of bone 

and/or section of tooth. 

B. D7220 Removal of impacted tooth - soft tissue. 

C. D7230 Removal of impacted tooth - partially bony. 



Sam
ple

SA-S-1754R-UHCWI-TI-35 Page 7 01/01/21 

D. D7240 Removal of impacted tooth - completely bony. 

E. D7241 Removal of impacted tooth - completely bony, with unusual surgical complications. 

F. D7250 Surgical removal of residual tooth roots (cutting procedure). 

G. D7310 Alveoloplasty in conjunction with extractions - per quadrant. 

H. D7311 Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant. 

I. D7320 Alveoloplasty not in conjunction with extractions - per quadrant. 

J. D7321 Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per quadrant. 

K. D7340 Vestibuloplasty – ridge extension (secondary epithelialization).  

L. D7350 Vestibuloplasty – ridge extension (including soft tissue grafts, muscle reattachment, revision of 
soft tissue attachment and management of hypertrophied and hyperplastic tissue).  

M. D7450 Removal of benign odontogenic cyst or tumor – lesion diameter up to 1.25 cm. 

N. D7451 Removal of benign odontogenic cyst or tumor – lesion diameter greater than 1.25 cm. 

O. D7471 Removal of lateral exostosis (maxilla and mandible). 

P. D7472 Removal of torus palatinus. 

Q. D7473 Removal of torus mandibularis. 

R. D7485 Surgical reduction of osseous tuberosity. 

S. D7490 Radical resection of maxilla and mandible. 

T. D7510 Incision and drainage of abscess - intraoral soft tissue. Intraoral soft tissue incision and drainage 
is only covered when it is provided as the definitive treatment of an abscess. 

U. D7511 Incision and drainage of abscess - intraoral soft tissue complicated. Intraoral soft tissue incision 
and drainage is only covered when it is provided as the definitive treatment of an abscess. 

V. D7520 Incision and drainage of abscess - extraoral soft tissue. 

W. D7521 Incision and drainage of abscess - extraoral soft tissue complicated. 

X. Other dentally necessary surgical and repair procedures not specifically excluded in this rider. 

PROSTHODONTIC SERVICES 
A. The following dental services are limited to 1 per tooth per 60 months whether placement was provided 

under this rider or any prior dental coverage, even if the original crown was stainless steel : 

1. D2410 Gold foil – one surface. 

2. D2420 Gold foil – two surfaces. 

3. D2430 Gold foil – three surfaces. 

4. D2510 Inlay - metallic - one surface.  

5. D2520 Inlay - metallic - two surfaces.  

6. D2530 Inlay - metallic - three or more surfaces.  

7. D2542 Onlay - metallic - two surfaces. 

8. D2543 Onlay - metallic - three surfaces. 

9. D2544 Onlay - metallic - four or more surfaces. 

10. D2642 Onlay - porcelain/ceramic - two surfaces.  

11. D2643 Onlay - porcelain/ceramic - three surfaces.  
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12. D2644 Onlay - porcelain/ceramic - four or more surfaces.  

13. D2662 Onlay – composite - two surfaces (must utilize indirect technique).  

14. D2663 Onlay – composite – three surfaces (must utilize indirect technique).  

15. D2664 Onlay – composite – four or more surfaces (must utilize indirect technique).  

16. D2710 Crown - resin-based composite (indirect). 

17. D2712 Crown – 3/4 resin-based composite (indirect). 

18. D2720 Crown – resin with high noble metal. 

19. D2721 Crown - resin with predominantly base metal. 

20. D2722 Crown – resin with noble metal. 

21. D2740 Crown – porcelain/ceramic substrate. 

22. D2751 Crown - porcelain fused to predominately base metal. 

23. D2752 Crown - porcelain fused to noble metal. 

24. D2753 Crown – porcelain fused to titanium and titanium alloys. 

25. D2780 Crown - 3/4 cast high noble metal. 

26. D2781 Crown - 3/4 predominately base metal. 

27. D2782 Crown – 3/4 cast noble metal. (not on Met) 

28. D2783 Crown - 3/4 porcelain/ceramic. 

29. D2790 Crown - full cast high noble metal. 

30. D2791 Crown - full cast predominately base metal. 

31. D2792 Crown - full cast noble metal. 

32. D2794 Crown – titanium and titanium alloys  

33. D2799 Provisional crown. 

34. D2929 Prefabricated porcelain crown – primary tooth. 

35. D2930 Prefabricated stainless steel crown - primary tooth. 

36. D2931 Prefabricated stainless steel crown - permanent tooth. 

37. D2932 Prefabricated resin crown. 

38. D2933 Prefabricated stainless steel crown with resin window. 

39. D2934 Prefabricated esthetic coated stainless steel, primary tooth. 

40. D2960 Labial veneer (resin laminate) – chairside. 

41. D2961 Labial veneer (resin laminate) - laboratory. 

42. D2962 Labial veneer (porcelain laminate) – laboratory. 

B. The following dental services are limited to 2 every 12 months: 

1. D2910 Re-cement inlay. 

2. D2915 Re-cement cast or prefabricate post and core. 

3. D2920 Re-cement crown. 

C. D2950 Core buildup, including any pins, limited to 1 build-up procedure per tooth every 60 months. 

D. D2951 Pin retention - per tooth, in addition to restoration. 
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E. D2952 Crown cast post/core, limited to 1 build-up procedure every 60 months. 

F. D2954 Prefabricated post and core in addition to crown. 

G. D2955 Post removal, not in conjunction with endodontic. 

H. D2980 Crown repair. 

I. D2981 Crown repair, by report. 

J. D2982 Onlay repair. 

K. D2983 Veneer repair. 

L. The following dental services are limited to 1 per 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. D5220 Mandibular partial denture, flexible base. 

10. D5221 Immediate maxillary partial denture – resin base (including retentive/clasping materials, rests, 
and teeth). 

11. D5222 Immediate mandibular partial denture – resin base (including retentive/clasping materials, 
rests, and teeth). 

12. D5223 Immediate maxillary partial denture – cast metal framework (including retentive/clasping 
materials, rests, and teeth). 

13. D5224 Immediate mandibular partial denture – cast metal framework (including retentive/clasping 
materials, rests, and teeth). 

14. D5282 Removable unilateral partial denture - one piece cast metal - maxillary (including 
retentive/clasping materials, rests, and teeth). 

15. D5283 Removable unilateral partial denture – one piece cast metal - mandibular (including 
retentive/clasping materials, rests, and teeth). 

16. D5284 Removable unilateral partial denture – one piece flexible base – per quadrant (including 
retentive/clasping materials, rests, and teeth). 

17. D5286 Removable unilateral partial denture – one piece resin – per quadrant (including 
retentive/clasping materials, rests, and teeth). 

M. The following dental services are limited to 3 per appliance every 12 months: 

1. D5410 Adjust complete denture - maxillary. 

2. D5411 Adjust complete denture - mandibular. 

3. D5421 Adjust partial denture - maxillary. 

4. D5422 Adjust partial denture - mandibular. 

N. D5511 Repair broken complete denture base, mandibular. 

O. D5512 Repair broken complete denture base, maxillary. 
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P. D5520 Replace missing or broken teeth - complete denture. 

Q. D5611 Repair resin partial denture base, mandibular. 

R. D5612 Repair resin partial denture base, maxillary. 

S. D5621 Repair cast partial denture base, mandibular. 

T. D5622 Repair cast partial denture base, maxillary. 

U. D5630 Repair or replace broken clasp retentive/clasping materials per tooth. 

V. D5640 Replace broken teeth - per tooth. 

W. D5650 Add tooth to existing partial denture. 

X. D5660 Add clasp to existing partial denture. 

Y. The following dental services are limited to 1 time per 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. 

6. D5731 Reline complete mandibular denture. 

7. D5740 Reline maxillary partial denture. 

8. D5741 Reline mandibular partial denture. 

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). 

Z. D5850 Tissue conditioning – maxillary. 

AA. D5851 Tissue conditioning – mandibular. 

BB. D6710 Crown - indirect resin based composite (not to be used as a temporary or provisional crown). 

CC. D6721 Crown - resin with predominantly base metal. 

DD. D6751 Crown - porcelain fused to predominantly base metal. 

EE. D6791 Crown - full cast predominantly base metal. 

FF. D6930 Re-cement or re-bond fixed partial denture. 

GG. D6973 Cord buildup for retainer, including any pins. 

HH. D6980 Fixed partial denture repair. 

II. D9120 Fixed partial denture resectioning. 

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 
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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 on the Data Pages is met and the waiting period has been satisifed, 
medically necessary orthodontic services are subject to a 50% coinsurance percentage 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. 

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), limited to 
one appliance every 60 months. 

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. 
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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. Not dentally necessary or medically necessary. 

3. Provided by a non-network provider. 

4. For a dental service that is not rendered or that is not rendered within the scope of the dentist's 
license. 

5. Billed for incision and drainage if the involved abscessed tooth is removed on the same date of 
service. 

6. For telephone consultations, for failure to keep a scheduled appointment, and sales tax. 

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 while serving in the 
military or naval service, or any auxiliary unit, of the United States, including but not limited to: 

i. Service as a member of a Regular or Reserve component of the U.S. Army, Air Force, Navy, 
Coast Guard, or Marine Corps. 

ii. Services as a commissioned officer of the Public Health Service of the National Oceanic and 
Atmospheric Administration; or 

iii. Military or naval service in an auxiliary military organization, including but not limited to the 
Coast Guard Auxiliary, the temporary Coast Guard Reserve, the Civilian Auxiliary to the 
Military Police or the Civil Air Patrol; 

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. Tests and oral pathology procedures, or re-evaluations. 

D. Pulp vitality tests, endodontic endosseous implants, intentional reimplantations, canal preparation, fitting 
of preformed dowel and post or post removal. 
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E. Duplicate, temporary or provisional prosthetic devices or other duplicate, temporary or provisional 
appliance. 

F. Endodontics therapy if a covered person discontinues endodontic treatment. 

G. Maxillofacial prosthetics and related services. 

H. 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. 

I. Excision of tumors or cysts of the jaws, cheeks, lips, tongue, roof and floor of the mouth. 

J. Surgical services related to a congenital malformation. 

K. 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. 

L. Prophylactic removal of third molars or impacted teeth (asymptomatic, nonpathological), or for complete 
bony impactions covered by another benefit plan. 

M. Pontics and overdentures. 

N. Placement of fixed partial dentures solely for the purpose of achieving periodontal stability. 

O. Periodontics, except for scaling and root planing. 

P. Implants and any implant related service. 

Q. Sealants for teeth other than permanent molars. 

R. Occlusion analysis or occlusal adjustments. 

S. Fixed or removable prosthodontic restoration procedures for complete oral rehabilitation or 
reconstruction. 

T. Guided tissue regeneration, or for biologic materials to aid in tissue regeneration. 

U. Precision attachments, personalization, precious metal bases and other specialized techniques. 

V. Cone Beam Imaging and Cone Beam MRI procedures. 

W. Setting of facial bony fractures and any treatment associated with the dislocation of facial skeletal hard 
tissue. 

X. 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; treatment splints; bruxism appliance; and sleep disorder appliance. 

Y. 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. 

Z. Drugs/medications, obtainable with or without a prescription, unless they are dispensed and utilized in the 
dental office during the patient visit. 

AA. 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. 

BB. Hospital costs or any additional fees that the dentist or hospital charges for treatment at the hospital 
(inpatient or outpatient). 
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CC. 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.

DD. Orthodontia, unless covered expenses have been prior authorized to be medically necessary and the 24
month waiting period has been satisfied.  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.

EE. 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. 

FF. Desensitizing medicament or resin; local anesthesia; regional and trigeminal division block anesthesia; 
intravenous conscious sedation/analgesia. 

GG. Acupuncture; acupressure and other forms of alternative treatment, whether or not used as 
anesthesia. 

HH. 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. 

II. 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.

JJ. 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. 
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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 coinsurance percentage amounts 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, contact lenses and follow-up care. 

“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 includes: ultraviolet protective coating, blended segment lenses, intermediate vision lenses, 
standard progressive lenses, 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 according to standards of care in your area, 
including: 

A. A patient history that includes reasons for exam, patient medical/eye history, and current medications. 

B. Visual acuity with each eye and both eyes, far and near, with and without glasses or contact lenses (for 
example, 20/20 and 20/40). 

C. Cover test at 20 feet and 16 inches (checks how the eyes work together as a team). 
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D. Ocular motility (how the eyes move) near point convergence (how well eyes move together for near vision
tasks, such as reading), and depth perception (3D vision).

E. Pupil reaction to light and focusing.

F. Exam of the eye lids, lashes, and outside of the eye.

G. Retinoscopy (when needed) – helps to determine the starting point of the refraction which determines the
lens power of the glasses.

H. Phorometry/Binocular testing - far and near (how well eyes work as a team).

I. Tests of accommodation - how well you see up close (for example,  reading).

J. Tonometry, when indicated - test pressure in eye  (glaucoma check).

K. Ophthalmoscopic examination of the inside of the eye.

L. Visual field testing.

M. Color vision testing.

N. Diagnosis/prognosis.

O. Specific recommendations.

Post exam procedures will be performed only when materials are needed. 

Or, in lieu of a complete exam, Retinoscopy (when applicable) – objection refraction to determine lens power of 
corrective lenses and subjective refraction to determine lens power of corrective lenses. 

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 and coinsurance shown on the Data Pages.

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, lined bifocal, lined trifocal, lenticular, polycarbonate lenses 
and scratch resistant coating, as prescribed by an ophthalmologist or optometrist; and 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: 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. 
Preauthorization is required. Contact lenses are necessary if the covered person has:

a. Keratoconus;

b. Pathological myopia; 
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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 and only when 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. This benefit includes and is limited as follows:

1. One (1) comprehensive low vision evaluation every 5 years.  You will be reimbursed 100% of billed
charges for covered expenses after the deductible amount as shown in the Data Page has been met.

2. Four (4) follow-up care visits in any 5 year period.

3. Low vision aids, if prescribed, such as  high-power 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, up to the allowance and lifetime maximum, 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 for eye disease which requires the services of a doctor.

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.

K. Services covered under your medical policy.
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L. Services or treatments that are already excluded in the General Exclusions and Limitations section of the
policy.

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. 

Golden Rule Insurance Company 

President 

CSOK21EX4796920_000


	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; or
	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.
	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 laboratory service.
	b. 45% of the published rates allowed by CMS for the same or similar durable medical equipment, or CMS competitive bid rates.
	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. To the nearest hospital that can provide services appropriate to the covered person's illness or injury as follows:
	1. From your home to a hospital';
	2. From the scene of an accident or medical emergency to a hospital;
	3. Between hospitals;
	4. Between a hospital and a skilled nursing facility; or
	5. From the hospital to your home.

	B. 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 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. Non-emergency air ambulance.
	C. 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.
	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.
	A. Services and supplies for analysis and adjustment of spinal subluxation.
	B. Diagnosis and treatment by manipulation of the skeletal structure.
	C. Muscle stimulation by any means (except treatment of fractures and dislocations of the extremities).
	A. A federally funded or approved trial;
	1. A clinical trial conducted under an FDA investigational new drug or application; or
	2. A drug trial that is exempt from the requirement of an FDA investigational new drug application.
	A. The investigational item, device or service;
	B. Items and services provided solely to satisfy data collection and analysis needs and that are not used in direct clinical management;
	C. A service that is clearly inconsistent with widely accepted and established standards of care for a particular diagnosis; or
	D. A clinical trial that does not meet criteria established by applicable law.
	Definitions:
	1. National Institutes of Health (NIH).
	a. Be comparable to the system of peer review studies used by the National Institutes of Health; and
	b. Ensure unbiased review of the highest scientific standards by qualified individuals who have no interest in the outcome of the review.


	DENTAL CARE - ANESTHESIA: Covered expenses will include general anesthesia and services incurred at a hospital or ambulatory surgical center for any medically necessary dental procedure when provided to a covered person who is:
	DENTAL INJURIES: Covered expenses include charges incurred by a covered person for dental expenses necessary for the treatment of an accidental injury to the jaws, sound natural teeth, mouth or face.
	DIABETES EQUIPMENT, SUPPLIES, AND SELF-MANAGEMENT SERVICES: Covered expenses include charges incurred by a covered person for equipment, supplies, and related services for the treatment of Type I, Type II, and gestational diabetes when medically neces...
	A. Continuous blood glucose monitors.
	B. Insulin pumps, infusion devices, and related supplies. (Insulin pump replacement is covered only for pumps older than 48 months and if the pump cannot be repaired.)
	C. Cartridges for the legally blind.
	D. Insulin pumps.
	E. Insulin infusion devices.
	F. Podiatric appliances for prevention of complications associated with diabetes; and
	G. Other diabetes equipment and related services that are determined to be medically necessary by the Oklahoma State Board of Health, provided such equipment and supplies have been approved by the federal Food and Drug Administration (FDA).
	DURABLE MEDICAL EQUIPMENT: Covered expenses include charges incurred by a covered person for the rental, or, at our option, the purchase if it will be less expenses, of. durable medical equipment, provided such equipment meets the following criteria:
	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...
	EYEGLASSES FOR DISEASE OR INJURY: Covered expenses include examinations for prescribing or fitting of eyeglasses or contact lenses for the following only:
	A. Aphakic patients (including lenses required after cataract surgery) and soft lenses or sclera shells to treat disease or injury; or
	B. Vision examination performed in connection with the diagnosis or treatment of disease or injury.
	A. Medical and surgical supplies.
	B. Prescribed drugs ordered by a doctor.
	H. Oxygen and its administration.
	C. Operates pursuant to law as a home health care agency.
	1. Is regularly engaged in providing home health care under the regular supervision of a registered nurse;
	2. Maintains a daily medical record on each patient; and
	3. 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.
	1. A room with two or more beds.
	2. A private room (private room allowance is equal to the most prevalent semiprivate room charges of the covered person's hospital). Private room charges in excess of the semiprivate room allowance will not be eligible for benefits unless the patient ...
	3. A bed in a special care unit which gives intensive care to the critically ill.

	B. Ancillary services including:
	1. Operating, delivery and treatment rooms.
	2. Prescribed drugs.
	3. Whole blood, blood processing and administration.
	4. Anesthesia supplies and services rendered by an employee of the hospital or other provider.
	5. Medical and surgical dressings, supplies, casts and splints.
	6. Oxygen.
	7. Subdermally implanted devices or appliances necessary for the improvement of physiological function.
	8. Diagnostic services.
	9. Therapy services.

	C. Surgery.
	D. Routine nursery care.
	1. Not less than 48 hours of inpatient care following a mastectomy; and
	1. Reconstruction of the breast on which the mastectomy has been performed;
	1. Physical assessment of the mother and newborn child.
	1. Evaluation of the antepartum, intrapartum, and postpartum course of the mother and newborn infant;
	2. The gestational age, birth weight, and clinical condition of the newborn infant;
	3. The demonstrated ability of the mother to care for the newborn infant post discharge; and
	4. The availability of post discharge follow-up to verify the condition of the newborn infant in the first 48 hours after delivery.
	1. Physical assessment of the mother and newborn infant;
	2. Parent education regarding childhood immunizations;
	3. Training or assistance with breast or bottle feeding; and
	4. Performance of any medically necessary and appropriate clinical tests.

	A. Blood glucose monitors, excluding continuous glucose monitors.
	B. Test strips for glucose monitors, including glucose control solutions, lancets, and lancing devices.
	C. Visual reading urine test strips.
	D. Insulin.
	E. Injection aids, syringes, and needles.
	F. FDA-approved oral agents to control blood sugar.
	BB. 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...
	A. Has not previously been issued a prescription for the drug or it pharmaceutical equivalent in the past year; or
	B. Has previously had a prescription for the drug or its pharmaceutical equivalent within the past year, but requires a prescription for the drug or its pharmaceutical equivalent due to a surgical procedure or new acute event.
	1. A hospital;
	2. A psychiatric hospital;
	3. A residential treatment center; or
	4. Another plan-approved network facility.
	1. Medical care visits;
	2. Individual psychotherapy;
	3. Group psychotherapy;
	4. Psychological testing; and
	5. Convulsive therapy treatment. Covered expenses will be provided for electroshock treatment or convulsive drug therapy including anesthesia when given together with treatment by the same doctor or other provider.

	C. Outpatient psychiatric care services including:
	1. Facility and medical services.
	1. Care for a medical condition by a doctor who is not the covered person's surgeon while in the hospital for surgery.
	1. Placed or prescribed by a doctor.
	1. One screening mammogram for covered persons age thirty-five (35) through thirty-nine (39).
	2. One screening mammogram biennially to covered persons age forty (40) through age forty-nine (49).
	3. One screening mammogram per year for covered persons age 50 and over.
	1. One annual test for covered person at least 50 years if age.
	2. One annual test for covered persons age 40 and over who are at high risk for prostate cancer as determined by the most recent published guidelines of the American Cancer Society.
	1. One hearing aid per ear every 48 months for covered persons; and

	I. Bone density testing when ordered or performed by a doctor or other provider.
	J. Routine annual obstetrical/gynecological exams.
	A. The x-ray examination of the breast using equipment specifically dedicated for such purpose, with an average radiation exposure delivery of less than one rad mid-breast and with two views for each breast;
	B. Digital mammography; or
	C. Breast tomsynthesis.
	A. Musculoskeletal transplants;
	B. Parathyroid transplants;
	C. Cornea transplants
	D. Kidney transplants;
	E. Heart transplants;
	F. Single lung, double lung and heart/lung transplants;
	G. Liver transplants;
	H. Intestinal transplants;
	I. Small bowel/liver or multivisceral (abdominal) transplants;
	J. Pancreas transplants;
	K. Islet cell transplants; and
	L. Bone marrow transplants.
	A. Pre-transplant evaluation.
	1. Pre-transplant harvesting.
	2. 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.
	3. High dose chemotherapy.
	4. Peripheral stem cell collection.
	5. Procurement services of the organ.
	6. Hospital services, doctor fees and associated costs of the transplant, including complications that arise from the procedure.
	7. Post-transplant follow-up.
	1. Treatment of accidental injury to the jaw, sound natural teeth, mouth or face; or
	2. For the improvement of the physiological functioning of a malformed body member resulting from a congenital defect.
	1. The covered person taking part in a riot.
	3. Military or naval service in an auxiliary military organization, including but not limited to the Coast Guard Auxiliary, the temporary Coast Guard Reserve, the Civilian Auxiliary to the Military Police or the Civil Air Patrol.
	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.


	A. On the date a covered person no longer resides in the network service area.
	B. On the date that a covered person’s premium is paid by any health care provider or any health care provider sponsored organization subject to the exceptions stated in the Premium Payment provision in Section 4 of the policy.
	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.
	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. If a covered person is confined in a private hospital room, the difference between the cost of a semi-private room in the hospital and private (unless the patient's stay in a private hospital room is medically necessary in terms of generally accept...
	B. If a person is covered by two or more plans that compute their benefit payments on the basis of reasonable and customary fees or relative value schedule reimbursement or other similar reimbursement methodology, any amount charged by the provider in...
	C. If a person is covered by two or more plans that compute their benefit payments on the basis of negotiated fees, any amount in excess of the highest negotiated fee is not an allowable expense.
	D. If a person is covered by one plan that calculates its benefits or services on the basis of reasonable and customary fees or relative value schedule reimbursement or other similar reimbursement methodology and another plan that provides its benefit...
	E. The amount that benefits are reduced under the primary plan because a covered person does not comply with the plan provisions will not be considered an allowable expense. Examples of these provisions are those related to second surgical opinions, p...
	A. Group and nongroup insurance contracts and subscriber contracts.
	B. Uninsured arrangements of group or group-type coverage.
	C. Group and non-group coverage through closed panel plans.
	D. Group-type contracts.
	E. Medical benefits coverage in automobile "no-fault" and traditional automobile "fault" type contracts.
	F. Medicare or other governmental benefits, as permitted by law, except as provided in a state plan under Medicaid. That part of the definition of plan may be limited to the hospital, medical and surgical benefits of the governmental program.
	G. Group and non-group insurance contracts and subscriber contracts that pay or reimburse for the cost of dental care.
	A. Hospital indemnity coverage benefits or other fixed indemnity coverage.
	B. Accident only coverage.
	C. Specified disease or specified accident coverage.
	D. Limited benefit health coverage.
	E. School-accident type coverages that cover students for accidents only, including athletic injuries, either on a twenty-four hour basis or on a "to and from school" basis.
	F. Benefits provided in long-term care insurance policies for non-medical services, for example, personal care, adult day care, homemaker services, assistance with activities of daily living, respite care and custodial care or contracts that pay a fix...
	G. Medicare supplement policies.
	H. A state plan under Medicaid.
	I. A governmental plan which, by law, provides benefits that are in excess of those of any private insurance plan or other non-governmental plan.
	J. Disability income protection coverage.
	A. The primary plan pays or provides its benefits as if the secondary plan or plans did not exist.
	B. A plan which does not have a COB provision that is consistent with this regulation will always be the primary plan. There is one exception: coverage that is obtained by virtue of membership in a group that is designated to supplement a part of a ba...
	C. A plan may consider the benefits paid or provided by another plan in determining its benefits only when it is secondary to that other plan.
	D. The first of the following rules that describes which plan pays its benefits before another plan is the rule to use.
	1. Non-Dependent/Dependent - The plan that covers the person other than as a dependent, for example as an employee, member, subscriber or retiree is primary and the plan that covers the person as a dependent is secondary. However, if the person is a M...
	a. Secondary to the plan covering the person as a dependent; and
	b. Primary to the plan covering the insured person as other than a dependent (e.g. a retired employee),

	2. Child Covered Under More Than One Plan - Unless there is a court decree stating otherwise, the order of benefits when a child is covered by more than one plan is as follows:
	a. For a dependent child whose parents are married or living together, whether or not they have ever been married:
	i. The plan of the parent whose birthday falls earlier in the calendar year is the primary plan.
	ii. If both parents have the same birthday, the plan that has covered the parent the longest is the primary plan.

	b. For a dependent child whose parents are divorced or separated or not living together, whether or not they have been married:
	i. If a court decree states that one of the parents is responsible for the dependent child's health care expenses or health care coverage and the plan of that parent has actual knowledge of those terms, that is the primary plan. That rule applies to t...
	ii. If a court decree states that both parents are responsible, or have joint custody without specifying that one parent has responsibility, for the dependent child's health care expenses or health care coverage, the provisions of subparagraph a. abov...
	iii. If there is no court decree allocating responsibility for the dependent child's health care expenses or health care coverage, the order of benefits for the child are as follows: the plan covering the custodial parent; the plan covering the spouse...

	c. For a dependent child covered under more than one plan of individuals who are not the parents of the child, the order of benefits shall be determined, as applicable, under paragraphs (a) and (b) above as if those individuals were parents of the child.

	3. Active/Inactive Employee - The plan that covers a person as an employee who is neither laid off nor retired, is primary. The same would hold true if a person is a dependent of a person covered as a retiree and an employee. If the other plan does no...
	4. Continuation Coverage - If a person whose coverage is provided under a right of continuation pursuant to federal or state law is covered under another plan, the plan covering the person as an employee, member, subscriber, or retiree (or as that per...
	5. Longer/Shorter Length of Coverage - The plan that covered the person as an employee, member, subscriber or retiree longer is primary.
	6. If the preceding rules do not determine the primary plan, the allowable expenses shall be shared equally between the plans meeting the definition of plan. In addition, this plan will not pay more than it would have paid had it been primary.
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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:
	i. Deductible credits; coinsurance; co-pay; provider network reductions or exclusions, or other cost sharing requirements;
	ii. Any instance where the health plan pays less than the total expenses submitted resulting in claimant responsibility;
	iii. 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 only when the covered person is unable to provide consent.
	a. Any claim that a doctor with knowledge of the claimant’s medical condition determines is an urgent care claim to which the application of the time periods for making non-urgent care determinations could seriously jeopardize the life or health of th...
	b. In the opinion of a doctor with knowledge of the claimant's medical condition, any claim for medical care or treatment where the application of the time periods for making non-urgent care determinations would subject the claimant to severe pain tha...
	c. Any claim for medical care or treatment where the application of the time periods for making non-urgent care determinations could seriously jeopardize the life or health of the claimant or the ability of the claimant to regain maximum function.  Wh...
	a. Appeals regarding Urgent Care Claims
	i. Expedited appeals are completed with verbal notification as soon as possible, and no later than 72 hours after the request.
	ii. An expedited appeal will not be provided for a retrospective review.
	b. All Other Appeals
	a. The covered person or their authorized representative has 180 calendar days following receipt of an initial notification of an adverse benefit determination to file for an internal appeal.
	b. The covered person has the right to submit written comments, documents, records, and other information relating to the claim for benefits.
	c. The covered person has the right to review the claim file and to present evidence and testimony as part of the internal review process.
	d. A claimant shall be provided, upon request and free of charge, reasonable access to, and copies of, all documents, records, and other information relevant to the claimant’s claim for benefits.
	e. All comments, documents, records and other information submitted by the claimant relating to the claim for benefits, regardless of whether such information was submitted or considered in the initial adverse benefit determination, will be considered...
	f. The claimant will receive from us, as soon as possible, any new or additional evidence considered by the reviewer.  We will give the claimant 10 calendar days to respond to the new information before making a determination, unless the state turnaro...
	g. The claimant will receive from us, as soon as possible, any new or additional medical rationale considered by the reviewer.  We will give the claimant 10 calendar days to respond to the new medical rationale before making a determination, unless th...
	h. Review of the appeal will be conducted by an individual selected by us who was not the individual who made the initial adverse benefit determination and is not the subordinate of the original reviewer.
	i. A health plan providing benefits for an ongoing course of treatment is required to provide continued coverage pending the outcome of an appeal.  This means that a health plan cannot reduce or terminate benefits without providing advance notice and ...
	a. An Oklahoma-licensed doctor or Oklahoma-licensed health care professional shall actively participate in the appeal process.
	b. A doctor or health care provider who holds a current Oklahoma license must review all appeal requests for the determination of a service being medically necessary.  In addition, chiropractors also must be certified by the state of Oklahoma to condu...
	a. Claimants have 180 calendar days following receipt of an initial notification of an adverse benefit determination to file for an internal appeal.
	b. Claimants have the right to submit written comments, documents, records, and other information relating to the claim for benefits.
	c. Claimants have the right to review the claim file and to present evidence and testimony as part of the internal review process.
	d. A claimant shall be provided, upon request and free of charge, reasonable access to, and copies of, all documents, records, and other information relevant to the claimant’s claim for benefits.
	e. All comments, documents, records and other information submitted by the claimant relating to the claim for benefits, regardless of whether such information was submitted or considered in the initial adverse benefit determination, will be considered...
	f. The claimant will receive from us, as soon as possible, any new or additional evidence considered by the reviewer.  We will give the claimant 10 calendar days to respond to the new information before making a determination, unless the state turnaro...
	g. The claimant will receive from us, as soon as possible, any new or additional medical rationale considered by the reviewer.  We will give the claimant 10 calendar days to respond to the new medical rationale before making a determination, unless th...
	h. Review of the appeal will be conducted by an individual selected by us who was not the individual who made the initial adverse benefit determination and is not the subordinate of the original reviewer.
	i. A health plan providing benefits for an ongoing course of treatment is required to provide continued coverage pending the outcome of an appeal.  This means that a health plan cannot reduce or terminate benefits without providing advance notice and ...
	j. The internal appeal process must be exhausted before the claimant may request an external review unless:
	i. We provide a waiver of this requirement;
	ii. We fail to follow the appeal process; or
	iii. The claimant files an urgent care claim external appeal at the same time as an urgent care claim internal appeal.
	a. Submitted orally or in writing and all necessary information, including out benefit determination on review.
	b. Transmitted between us and the claimant by telephone, facsimile, electronically, or other available similarly expeditious method.
	c. Completed as soon as possible, but no longer than within 72 hours of the request; and
	a. Post-service claim appeals:  We will notify the claimant in writing with the appeal decision within 60 calendar days after receipt of the claimant’s request for internal appeal.
	b. Pre-service claim appeals:  We will notify the claimant in writing with the appeal decision within 30 calendar days after receipt of the claimant’s request for internal appeal.
	c. Urgent care claim appeals:  We will notify the claimant within 72 hours of request for internal appeal.
	a. We will pay the independent review organization (IRO) for the cost of conducting the independent external review.
	b. An external review decision is binding:
	i. On us except to the extent we have other remedies available under applicable state law.
	ii. On the covered person except to the extent the covered person has other remedies available under applicable federal or state law.
	c. A covered person or the covered person’s authorized representative shall not file a subsequent request for external review involving the same adverse determination or final adverse determination for which the covered person has already received an ...
	d. In reaching a decision, the assigned IRO (or its clinical reviewers) shall not be bound by any decisions or conclusions reached during our utilization review process or internal grievance process.
	e. The Commissioner shall compile, maintain, and periodically update a list of approved IROs.
	f. The assignment by the Commissioner of an approved IRO to conduct an external review shall be done on a random basis from among those approved IROs qualified to conduct the particular external review based on the nature of the health care service th...
	a. Filing Eligibility
	i. Within four months after the date of receipt of a notice of an adverse determination or final adverse determination, a covered person or their authorized representative may file a written request for an external review with the Insurance Commissioner.
	ii. A covered person or authorized representative requesting an external review shall do so by submitting an External Review Request Form to the Insurance Commissioner.
	iii. A request for an external review shall not be made until the internal grievance process has been exhausted.
	b. Preliminary Review and External Review Process
	i. Within one business day after receipt of a request for external review, the Commissioner shall send a copy of the request to us.
	ii. Within five business days following receipt of the copy of the external review request from the Commissioner, we will complete a preliminary review of the request to determine whether:
	iii. Within one business day after completion of the preliminary review, we will send a written notice of initial determination to the Commissioner and covered person and, if applicable, the covered person’s authorized representative.
	iv. Within one business day after the date of receipt of a notice of initial determination that a request is eligible for external review, the Commissioner shall:
	v. Within five business days after receipt of the name of the assigned IRO, we or our designee utilization review organization will provide to the assigned IRO the documents and any information considered in making the adverse determination or final a...
	vi. Within 45 days after receipt of the request for an external review, the assigned IRO shall provide written notice of its decision to uphold or reverse the adverse determination or the final adverse determination to the Commissioner, us, the covere...
	vii. Upon receipt of a notice of a decision reversing the adverse determination or final adverse determination, we will immediately approve the coverage that was the subject of the adverse determination or final adverse determination.
	c. Reconsideration of Additional Information and Termination of External Reviews
	i. Upon receipt of additional information forwarded by the IRO, we may reconsider our adverse determination or final adverse determination which is the subject of the external review.
	ii. Our reconsideration of our adverse determination or final adverse determination will not delay or terminate the external review.
	iii. The external review may only be terminated if we decide, upon completion of our reconsideration, to reverse our determination and provide coverage or payment for the health care service that is the subject of the adverse determination or final ad...
	a. Filing Eligibility
	i. A covered person or their authorized representative may make an oral or written request for an expedited external review with the Insurance Commissioner at the time the covered person receives:
	ii. A covered person or authorized representative may request an expedited external review of an adverse determination at the same time as they request an expedited internal review of the adverse determination if the covered person has a medical condi...
	iii. An expedited external review may not be provided for retrospective adverse or final adverse determinations.
	b. Preliminary Review and Expedited External Review Process
	i. Upon receipt of a request for an expedited external review, the Commissioner immediately shall send a copy of the request to us.
	ii. Immediately upon receipt of the request, we will complete a preliminary review of the request to determine whether:
	iii. We will immediately notify the Commissioner and the covered person and, if applicable, the authorized representative of its eligibility determination.
	iv. Upon receipt of the notice that the request meets the reviewability requirements, the Commissioner immediately shall assign an IRO to conduct the expedited external review and immediately notify us of the name of the assigned IRO.
	v. Upon receipt of the notice of the name of the assigned IRO, we or our designee utilization review organization will provide or transmit all necessary documents and information considered in making the adverse determination or final adverse determin...
	vi. As expeditiously as the covered person’s medical condition or circumstances require, but in no event more than 72 hours after the date of receipt of the eligible request for an expedited external review, the assigned IRO shall:
	vii. Upon receipt of the notice of a decision reversing the adverse determination or final adverse determination, we immediately will approve the coverage that was the subject of the adverse determination or final adverse determination.
	a. Filing Eligibility
	i. Within four months after the date of receipt of a notice of an adverse determination or final adverse determination that involves a denial of coverage based on a determination that the health care service or treatment recommended or requested is ex...
	ii. A covered person or authorized representative requesting an external review shall do so by submitting an External Review Request Form to the Insurance Commissioner.
	iii. A request for an external review shall not be made until the internal grievance process has been exhausted.
	b. Preliminary Review and External Review Process for Experimental or Investigational Treatment
	i. Within one business day after receipt of a request for external review of experimental or investigational treatment, the Commissioner shall notify us.
	ii. Within five business days following receipt of the notice from the Commissioner, we will conduct and complete a preliminary review of the request to determine whether:
	iii. Within one business day after completion of the preliminary review, we will send a written notice of initial determination to the Commissioner and covered person and, if applicable, the covered person’s authorized representative.
	iv. Within one business day after the date of receipt of a notice of initial determination that a request is eligible for external review, the Commissioner shall:
	v. Within five business days after receipt of the name of the assigned IRO, we or our designee utilization review organization will provide to the assigned IRO the documents and any information considered in making the adverse determination or final a...
	vi. After completion of the external review, the assigned IRO shall provide written notice of its decision to uphold or reverse the adverse determination or the final adverse determination to the Commissioner, us, the covered person, and, if applicabl...
	vii. Upon receipt of a notice of a decision reversing the adverse determination or final adverse determination, we will immediately approve coverage of the recommended or requested health care service or treatment that was the subject of the adverse d...
	a. Filing Eligibility
	i. Within four months after the date of receipt of a notice of an adverse determination or final adverse determination that involves a denial of coverage based on a determination that the health care service or treatment recommended or requested is ex...
	ii. A covered person or authorized representative may make an oral request for an expedited external review of the adverse determination or final adverse determination if the covered person’s treating doctor certifies, in writing, that the recommended...
	iii. A covered person or authorized representative may file a request for an expedited external review of an adverse determination at the same time as they file a request for an expedited internal review if the adverse determination involves a denial ...
	b. Preliminary Review and Expedited External Review Process for Experimental or Investigational Treatment
	i. Upon receipt of a request for an expedited external review, the Commissioner immediately shall notify us.
	ii. Upon notice of the request for expedited external review, we immediately will conduct and complete a preliminary review of the request to determine whether:
	iii. We will immediately notify the Commissioner and the covered person and, if applicable, the authorized representative of our eligibility determination.
	iv. Upon receipt of the notice that the request meets the reviewability requirements, the Commissioner immediately shall assign an IRO to conduct the expedited external review and notify us of the name of the assigned IRO.
	v. Upon receipt of the notice of the name of the assigned IRO, we or our designee utilization review organization will provide or transmit all necessary documents and information considered in making the adverse determination or final adverse determin...
	vi. Upon receipt of a request for an expedited external review, the IRO shall determine whether the covered person shall be required to complete the expedited review process before it conducts the expedited external review.  Upon a determination that ...
	vii. After completion of the expedited external review, the assigned IRO shall provide written notice of its decision to uphold or reverse the adverse determination or the final adverse determination to the Commissioner, us, the covered person, and, i...
	viii. Upon receipt of a notice of a decision reversing the adverse determination or final adverse determination, we immediately will approve coverage of the recommended or requested health care service or treatment that was the subject of the adverse ...
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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;
	D. Is subject to a waiting period. This is applicable to medically necessary orthodontic services; or
	E. 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 a combination of 2 every 12 months and is not subject to the deductible or coinsurance as shown on the Data Pages of the policy. Benefits will not be provided for comprehensive periodontal evaluations or...
	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. D0160 Detailed and extensive oral evaluation and re-evaluation – problem focused.
	6. D0180 Comprehensive periodontal evaluation.
	DIAGNOSTIC RADIOGRAPHS
	Benefits will not be provided for any radiographs taken in conjunction with Temporomandibular Joint (TMJ) Dysfunction.
	Diagnostic radiographs are X-rays taken to diagnose a dental disease, including their interpretation, and include:

	A. The following dental services are limited to combined maximum of 1 every 36 months:
	1. D0210 Intraoral - complete series (including bitewings).
	2. D0330 Panoramic radiograph image.

	B. D0220 Intraoral – periapical first film, as dentally necessary for diagnosis.
	C. D0230 Intraoral – periapical, each additional film, as dentally necessary for diagnosis.
	D. The following dental services are limited to 2 sets every 12 months:
	A. D1110 or D1120 Dental prophylaxis (cleaning). Limited to two cleanings every 12 months in combination with periodontal maintenance treatments and is not subject to the deductible or coinsurance as shown on the Data Pages of the policy.
	B. D1206 or D1208 Fluoride treatment, limited to 2 applications every 12 months.
	C. D1320 Tobacco counseling for the control and prevention of oral disease.
	D. D1351 Sealant - per tooth.
	E. D1510 Space maintainer - fixed - unilateral.
	F. D1515 Space maintainer - fixed - bilateral.
	G. D1550 Re-cementation or re-bond space maintainer.
	ADJUNCTIVE SERVICES
	A. D9110 Palliative (emergency) treatment of dental pain – minor procedure – when not performed in conjunction with a definitive treatment.
	B. D9222 Deep sedation\general anesthesia – first 15 minutes, by report only and when determined to be dentally necessary for a covered person documented with a disability or justifiable medical or dental condition.  A person's apprehension does not c...
	C. D9223 Deep sedation\general anesthesia – each subsequent 15 minute increments, by report only and when determined to be dentally necessary for a covered person documented with a disability or justifiable medical or dental condition.  A person's app...
	D. D9230 Inhalation of nitrous oxide/anxiolysis, analgesia.
	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. D2391 Resin-based composite - one surface, posterior, multiple restorations on one surface will be treated as a single filling.
	J. D2392 Resin-based composite - two surfaces, posterior, multiple restorations on one surface will be treated as a single filling.
	K. D2393 Resin-based composite - three surfaces, posterior, multiple restorations on one surface will be treated as a single filling.
	L. D2394 Resin-based composite - four or more surfaces, posterior, multiple restorations on one surface will be treated as a single filling.
	ENDODONTICS
	A. D3110 Pulp cap – direct (excluding final restoration).
	B. D3120 Pulp cap - indirect (excluding final restoration).
	C. D3220 Therapeutic pulpotomy – excluding final restoration – primary teeth only.
	D. D3221 Pulpal debridement, primary and permanent teeth.
	E. D3222 Partial pulpotomy for apexogenesis – permanent tooth with incomplete root development.
	F. D3230 Pulpal therapy (resorbable filling) - anterior, primary tooth (excluding final restoration).
	G. D3240 Pulpal therapy (resorbable filling) - posterior, primary tooth (excluding final restoration).
	H. D3310 Anterior root canal (excluding final restoration).
	I. D3320 Bicuspid root canal (excluding final restoration).
	J. D3330 Molar root canal (excluding final restoration).
	K. D3351 Apexification/recalcification - initial visit.
	L. D3352 Apexification/recalcification - interim medication replacement.
	M. D3353 Apexification/recalcification - final visit.
	N. D3410 Apicoectomy - anterior.
	O. D3421 Apicoectomy - bicuspid (first root).
	P. D3425 Apicoectomy - molar (first root).
	Q. D3426 Apicoectomy - each additional root.
	R. D3427 Periradicular surgery without apicoectomy. (not on Met)
	S. D3430 Retrograde filling - per root. (not on Met)
	T. D3450 Root amputation - per root.
	U. D3920 Hemisection (including any root removal), not including root canal therapy.
	A. The following dental services are limited to a frequency of 1 per quadrant every 24 months:
	1. D4210 Gingivectomy or gingivoplasty - four or more teeth.
	2. D4211 Gingivectomy or gingivoplasty - one to three teeth.
	3. D4212 Gingivectomy or gingivoplasty – with restorative procedures, per tooth.

	B. The following dental services  are limited to 1 per quadrant every 24 months:
	1. D4230 Anatomical crown exposure, four or more contiguous teeth per quadrant
	2. D4231 Anatomical crown exposure, one to three teeth per quadrant

	C. D4249 Clinical crown lengthening – hard tissue.
	D. The following dental services are limited to 1 per quadrant every 24 months:
	1. D4260 Osseous surgery – four or more teeth (including flap entry and closure).
	2. D4261 Osseous surgery – one to three teeth (including flap entry and closure).

	E. The following dental services are limited to 1 per site every 24 months:
	1. D4270 Pedicle soft tissue graft procedure, per tooth.
	2. D4271 Free soft tissue graft procedure (including donor site surgery).
	3. D4275 Non-autogenous connective tissue graft (including recipient site and donor materials) first tooth, implant, or endentulous tooth position in graft.
	4. D4277 Free soft tissue graft procedure, first tooth.
	5. D4278 Free soft tissue graft procedure, additional teeth.

	F. D4274 Distal/proximal wedge – permanent teeth only.
	H. D4342 Periodontal scaling and root planing (one to three teeth per quadrant).
	I. D4355 Full mouth debridement to enable comprehensive evaluation and diagnosis, limited to 1 every 12 months.
	J. D4910 Periodontal maintenance, limited to 2 every 12 months in combination with routine dental prophylaxis (cleaning) and must be performed following active periodontal treatment.
	A. D7111 Extraction coronal remnants, deciduous teeth.
	B. D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps removal).
	A. D7210 Surgical removal of erupted tooth requiring elevation of mucoperiosteal flap and removal of bone and/or section of tooth.
	B. D7220 Removal of impacted tooth - soft tissue.
	C. D7230 Removal of impacted tooth - partially bony.
	D. D7240 Removal of impacted tooth - completely bony.
	E. D7241 Removal of impacted tooth - completely bony, with unusual surgical complications.
	F. D7250 Surgical removal of residual tooth roots (cutting procedure).
	G. D7310 Alveoloplasty in conjunction with extractions - per quadrant.
	H. D7311 Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant.
	I. D7320 Alveoloplasty not in conjunction with extractions - per quadrant.
	J. D7321 Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per quadrant.
	K. D7340 Vestibuloplasty – ridge extension (secondary epithelialization).
	L. D7350 Vestibuloplasty – ridge extension (including soft tissue grafts, muscle reattachment, revision of soft tissue attachment and management of hypertrophied and hyperplastic tissue).
	M. D7450 Removal of benign odontogenic cyst or tumor – lesion diameter up to 1.25 cm.
	N. D7451 Removal of benign odontogenic cyst or tumor – lesion diameter greater than 1.25 cm.
	O. D7471 Removal of lateral exostosis (maxilla and mandible).
	P. D7472 Removal of torus palatinus.
	Q. D7473 Removal of torus mandibularis.
	R. D7485 Surgical reduction of osseous tuberosity.
	S. D7490 Radical resection of maxilla and mandible.
	T. D7510 Incision and drainage of abscess - intraoral soft tissue. Intraoral soft tissue incision and drainage is only covered when it is provided as the definitive treatment of an abscess.
	U. D7511 Incision and drainage of abscess - intraoral soft tissue complicated. Intraoral soft tissue incision and drainage is only covered when it is provided as the definitive treatment of an abscess.
	V. D7520 Incision and drainage of abscess - extraoral soft tissue.
	W. D7521 Incision and drainage of abscess - extraoral soft tissue complicated.
	X. Other dentally necessary surgical and repair procedures not specifically excluded in this rider.
	A. The following dental services are limited to 1 per tooth per 60 months whether placement was provided under this rider or any prior dental coverage, even if the original crown was stainless steel :
	1. D2410 Gold foil – one surface.
	2. D2420 Gold foil – two surfaces.
	3. D2430 Gold foil – three surfaces.
	4. D2510 Inlay - metallic - one surface.
	5. D2520 Inlay - metallic - two surfaces.
	6. D2530 Inlay - metallic - three or more surfaces.
	7. D2542 Onlay - metallic - two surfaces.
	8. D2543 Onlay - metallic - three surfaces.
	9. D2544 Onlay - metallic - four or more surfaces.
	10. D2642 Onlay - porcelain/ceramic - two surfaces.
	11. D2643 Onlay - porcelain/ceramic - three surfaces.
	12. D2644 Onlay - porcelain/ceramic - four or more surfaces.
	13. D2662 Onlay – composite - two surfaces (must utilize indirect technique).
	14. D2663 Onlay – composite – three surfaces (must utilize indirect technique).
	15. D2664 Onlay – composite – four or more surfaces (must utilize indirect technique).
	16. D2710 Crown - resin-based composite (indirect).
	17. D2712 Crown – 3/4 resin-based composite (indirect).
	18. D2720 Crown – resin with high noble metal.
	19. D2721 Crown - resin with predominantly base metal.
	20. D2722 Crown – resin with noble metal.
	21. D2740 Crown – porcelain/ceramic substrate.
	22. D2751 Crown - porcelain fused to predominately base metal.
	23. D2752 Crown - porcelain fused to noble metal.
	24. D2753 Crown – porcelain fused to titanium and titanium alloys.
	25. D2780 Crown - 3/4 cast high noble metal.
	26. D2781 Crown - 3/4 predominately base metal.
	27. D2782 Crown – 3/4 cast noble metal. (not on Met)
	28. D2783 Crown - 3/4 porcelain/ceramic.
	29. D2790 Crown - full cast high noble metal.
	30. D2791 Crown - full cast predominately base metal.
	31. D2792 Crown - full cast noble metal.
	32. D2794 Crown – titanium and titanium alloys
	33. D2799 Provisional crown.
	34. D2929 Prefabricated porcelain crown – primary tooth.
	35. D2930 Prefabricated stainless steel crown - primary tooth.
	36. D2931 Prefabricated stainless steel crown - permanent tooth.
	37. D2932 Prefabricated resin crown.
	38. D2933 Prefabricated stainless steel crown with resin window.
	39. D2934 Prefabricated esthetic coated stainless steel, primary tooth.
	40. D2960 Labial veneer (resin laminate) – chairside.
	41. D2961 Labial veneer (resin laminate) - laboratory.
	42. D2962 Labial veneer (porcelain laminate) – laboratory.

	B. The following dental services are limited to 2 every 12 months:
	1. D2910 Re-cement inlay.
	2. D2915 Re-cement cast or prefabricate post and core.
	3. D2920 Re-cement crown.

	C. D2950 Core buildup, including any pins, limited to 1 build-up procedure per tooth every 60 months.
	D. D2951 Pin retention - per tooth, in addition to restoration.
	E. D2952 Crown cast post/core, limited to 1 build-up procedure every 60 months.
	F. D2954 Prefabricated post and core in addition to crown.
	G. D2955 Post removal, not in conjunction with endodontic.
	H. D2980 Crown repair.
	I. D2981 Crown repair, by report.
	J. D2982 Onlay repair.
	K. D2983 Veneer repair.
	L. The following dental services are limited to 1 per 60 months:
	M. The following dental services are limited to 3 per appliance every 12 months:
	1. D5410 Adjust complete denture - maxillary.
	2. D5411 Adjust complete denture - mandibular.
	3. D5421 Adjust partial denture - maxillary.
	4. D5422 Adjust partial denture - mandibular.

	N. D5511 Repair broken complete denture base, mandibular.
	O. D5512 Repair broken complete denture base, maxillary.
	P. D5520 Replace missing or broken teeth - complete denture.
	Q. D5611 Repair resin partial denture base, mandibular.
	R. D5612 Repair resin partial denture base, maxillary.
	S. D5621 Repair cast partial denture base, mandibular.
	T. D5622 Repair cast partial denture base, maxillary.
	U. D5630 Repair or replace broken clasp retentive/clasping materials per tooth.
	V. D5640 Replace broken teeth - per tooth.
	W. D5650 Add tooth to existing partial denture.
	X. D5660 Add clasp to existing partial denture.
	Y. The following dental services are limited to 1 time per 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.
	6. D5731 Reline complete mandibular denture.
	7. D5740 Reline maxillary partial denture.
	8. D5741 Reline mandibular partial denture.
	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).

	Z. D5850 Tissue conditioning – maxillary.
	AA. D5851 Tissue conditioning – mandibular.
	BB. D6710 Crown - indirect resin based composite (not to be used as a temporary or provisional crown).
	CC. D6721 Crown - resin with predominantly base metal.
	DD. D6751 Crown - porcelain fused to predominantly base metal.
	EE. D6791 Crown - full cast predominantly base metal.
	FF. D6930 Re-cement or re-bond fixed partial denture.
	GG. D6973 Cord buildup for retainer, including any pins.
	HH. D6980 Fixed partial denture repair.
	II. D9120 Fixed partial denture resectioning.
	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), limited to one appliance every 60 months.
	A. Any expense or service related to that expense that is:
	1. Not identified as a covered expense in this rider.
	2. Not dentally necessary or medically necessary.
	3. Provided by a non-network provider.
	4. For a dental service that is not rendered or that is not rendered within the scope of the dentist's license.
	5. Billed for incision and drainage if the involved abscessed tooth is removed on the same date of service.
	6. For telephone consultations, for failure to keep a scheduled appointment, and sales tax.
	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 while serving in the military or naval service, or any auxiliary unit, of the United States, including but not limited to:
	i. Service as a member of a Regular or Reserve component of the U.S. Army, Air Force, Navy, Coast Guard, or Marine Corps.
	ii. Services as a commissioned officer of the Public Health Service of the National Oceanic and Atmospheric Administration; or
	iii. Military or naval service in an auxiliary military organization, including but not limited to the Coast Guard Auxiliary, the temporary Coast Guard Reserve, the Civilian Auxiliary to the Military Police or the Civil Air Patrol;

	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. Tests and oral pathology procedures, or re-evaluations.
	D. Pulp vitality tests, endodontic endosseous implants, intentional reimplantations, canal preparation, fitting of preformed dowel and post or post removal.
	E. Duplicate, temporary or provisional prosthetic devices or other duplicate, temporary or provisional appliance.
	F. Endodontics therapy if a covered person discontinues endodontic treatment.
	G. Maxillofacial prosthetics and related services.
	H. 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.
	I. Excision of tumors or cysts of the jaws, cheeks, lips, tongue, roof and floor of the mouth.
	J. Surgical services related to a congenital malformation.
	K. 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.
	L. Prophylactic removal of third molars or impacted teeth (asymptomatic, nonpathological), or for complete bony impactions covered by another benefit plan.
	M. Pontics and overdentures.
	N. Placement of fixed partial dentures solely for the purpose of achieving periodontal stability.
	O. Periodontics, except for scaling and root planing.
	P. Implants and any implant related service.
	Q. Sealants for teeth other than permanent molars.
	R. Occlusion analysis or occlusal adjustments.
	S. Fixed or removable prosthodontic restoration procedures for complete oral rehabilitation or reconstruction.
	T. Guided tissue regeneration, or for biologic materials to aid in tissue regeneration.
	U. Precision attachments, personalization, precious metal bases and other specialized techniques.
	V. Cone Beam Imaging and Cone Beam MRI procedures.
	W. Setting of facial bony fractures and any treatment associated with the dislocation of facial skeletal hard tissue.
	X. 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; treatment splints; bruxism appliance; a...
	Y. 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...
	Z. Drugs/medications, obtainable with or without a prescription, unless they are dispensed and utilized in the dental office during the patient visit.
	AA. 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 dentis...
	BB. Hospital costs or any additional fees that the dentist or hospital charges for treatment at the hospital (inpatient or outpatient).
	CC. 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.
	DD. Orthodontia, unless covered expenses have been prior authorized to be medically necessary and the 24 month waiting period has been satisfied.  Orthodontia coverage does not include the installation of a space maintainer, any treatment related to t...
	EE. 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.
	FF. Desensitizing medicament or resin; local anesthesia; regional and trigeminal division block anesthesia; intravenous conscious sedation/analgesia.
	GG. Acupuncture; acupressure and other forms of alternative treatment, whether or not used as anesthesia.
	HH. 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.
	II. 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...
	JJ. Any dental services for which benefits are payable under a medical policy issued by us.
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