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Section 1. Federal Notices
The University of Colorado, as Plan Sponsor of the University of Colorado Health and Welfare Plan (“the
University”), complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. The University does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.
The University provides free aids and services to people with disabilities to communicate effectively,
such as qualified sign language interpreters and written information in other formats (large print, audio,
accessible electronic formats, other formats). The University also provides free language services to
people whose primary language is not English, such as qualified interpreters and information written in
other languages.
If you need these services, contact the HIPAA Privacy Officer with CU Health Plan Administration.
If you believe that the University has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:
HIPAA Privacy Officer
CU Health Plan Administration
1800 Grant Street, Suite 620
Denver, CO 80203
(303) 860-4199
(303) 860-4177 (fax)
cuhealthplan@cu.edu
You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the HIPAA
Privacy Officer with CU Health Plan Administration is available to help you.
You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

Consolidated Appropriations Act of 2021 Notice
Consolidated Appropriations Act of 2021 (CAA)
The Consolidated Appropriations Act of 2021 (CAA) is a federal law that includes the No Surprises Billing
Act as well the Provider transparency requirements that are described below.

Surprise Billing Claims
Surprise Billing Claims are claims that are subject to the No Surprises Billing Act requirements:
•

Emergency Services provided by Out-of-Network Providers,

•

Covered Services provided by an Out-of-Network Provider at an In-Network Facility, and

•

Out-of-Network Air Ambulance Services.

No Surprise Billing Act Requirements
Emergency Services
As required by the CAA, Emergency Services are covered under your Plan:
•

Without the need for Precertification

•

Whether the Provider is In-Network or Out-of-Network

If the Emergency Services you received are provided by an Out-of-Network Provider, Covered Services
will be processed at the In-Network benefit level.
Note that if you receive Emergency Services from an Out-of-Network Provider, your Out-of-Pocket costs
will be limited to amounts that would apply if the Covered Services had been furnished by an In-Network
Provider. However, Out-of-Network cost-shares (i.e., Copayments, Deductibles and/or Coinsurance) will
apply to your claim if the treating Out-of-Network Provider determines you are stable, meaning you have
been provided necessary Emergency Care such that your condition will not materially worsen and the
Out-of-Network Provider determines: (i) that you are able to travel to an In-Network Facility by nonemergency transport; (ii) the Out-of-Network Provider complies with the notice and consent requirement;
and (iii) you are in condition to receive the information and provide informed consent. If you continue to
receive services from the Out-of-Network Provider after you are stabilized, you will be responsible for the
Out-of-Network cost-shares, and the Out-of-Network Provider will also be able to charge you any
difference between the Maximum Allowable Amount and the Out-of-Network Provider’s billed charges.
This notice and consent exception does not apply if the Covered Services furnished by an Out-of-Network
Provider result from unforeseen and urgent medical needs arising at the time of service.
Out-of-Network Services Provided an In-Network Facility
When you receive Covered Services from an Out-of-Network Provider at an In-Network Facility, your
claims will be paid at the Out-of-Network benefit level if the Out-of-Network Provider gives you proper
notice of its charges, and you give written consent to such charges. This means you will be responsible
for Out-of-Network cost-shares for those services and the Out-of-Network Provider can also charge you
any difference between the Maximum Allowable Amount and the Out-of-Network Provider’s billed
charges. This requirement does not apply to Ancillary Services. Ancillary Services are one of the
following services: (a) Emergency Services; (b) anesthesiology; (c) pathology; (d) radiology; (e)
neonatology; (f) diagnostic services; (g) assistant surgeons; (h) Hospitalists; (i) Intensivists; and (j) any
services set out by the U.S. Department of Health & Human Services. In addition, we will not apply this
notice and consent process to you if we do not have an In-Network Provider in your area who can
perform the services you require.
Out-of-Network Providers satisfy the notice and consent requirement as follows:
•

By obtaining your written consent not later than 72 hours prior to the delivery of services, or

•

If the notice and consent is given on the date of the service, if you make an appointment within 72
hours of the services being delivered.

We are required to confirm the list of In-Network Providers in our Provider Directory every 90 days. If you
can show that you received inaccurate information from us that a Provider was In-Network on a particular
claim, then you will only be liable for In-Network cost shares (i.e., Copayments, Deductibles, and/or
Coinsurance) for that claim. Your In-Network cost-shares will be calculated based upon the Maximum
Allowed Amount. In addition to your In-Network cost-shares, the Out-of-Network Provider can also charge
you for the difference between the Maximum Allowed Amount and their billed charges.
How Cost-Shares are Calculated
Your cost shares for Emergency Services or for Covered Services received by an Out-of-Network
Provider at an In-Network Facility, will be calculated using the median Plan In-Network contract rate that
we pay In-Network Providers for the geographic area where the Covered Service is provided. Any Out-ofPocket cost shares you pay to an Out-of-Network Provider for either Emergency Services or for Covered
Services provided by an Out-of-Network Provider at an In-Network Facility will be applied to your InNetwork Out-of-Pocket Limit.
Appeals
If you receive Emergency Services from an Out-of-Network Provider or Covered Services from an Out-ofNetwork Provider at an In-Network Facility and believe those services are covered by the No Surprise
Billing Act, you have the right to appeal that claim. If your appeal of a Surprise Billing Claim is denied,
then you have a right to appeal the adverse decision to an Independent Review Organization as set out in
the “Appeals and Complaints” section of this Benefit Book.

Transparency Requirements
We provide the following information on our website (i.e., www.anthem.com).
•

Protections with respect to Surprise Billing Claims by Providers.

•

Estimates on what Out-of-Network Providers may charge for a particular service.

•

Information on contacting state and federal agencies in case you believe a Provider has violated the
No Surprise Billing Act’s requirements.

Upon request, we will provide you with a paper copy of the type of information you request from the
above list.
We, either through our price comparison tool on anthem.com or through Member Services at the phone
number on the back of your ID card, will allow you to get:
•

Cost sharing information that you would be responsible for, for a service from a specific In-Network
Provider.

•

A list of all In-Network Providers.

•

Cost sharing information on an Out-of-Network Provider’s services based on our reasonable estimate
based on what we would pay an Out-of-Network Provider for the service.

In addition, we will provide access through our website to the following information:
•

In-Network negotiated rates,

•

Historical Out-of-Network rates, and

•

Drug pricing information.

Federal Patient Protection and Affordable Care Act Notices
Choice of Primary Care Physician / Provider
We generally allow the designation of a Primary Care Physician / Provider (PCP). You have the right to
designate any PCP who participates in the Claim Administrator’s network and who is available to accept
you or your family members. For information on how to select a PCP, and for a list of PCPs, contact the
Member Services telephone Member Services telephone number on the back of your Identification Card
or refer to the Claim Administrator’s website, www.anthem.com/cuhealthplan. For children, you may
designate a pediatrician as the PCP.
Access to Obstetrical and Gynecological (ObGyn) Care
You do not need referral from us or from any other person (including a PCP) in order to obtain access to
obstetrical or gynecological care from a health care professional in the Claim Administrator’s network who
specializes in obstetrics or gynecology. The health care professional, however, may be required to
comply with certain procedures, including obtaining Precertification for certain services or following a preapproved treatment plan. For a list of participating health care professionals who specialize in obstetrics
or gynecology, contact the Member Services telephone Member Services telephone number on the back
of your Identification Card or refer to the Claim Administrator’s website, www.anthem.com/cuhealthplan.

Additional Federal Notices
Statement of Rights under the Newborns’ and Mother’s Health Protection Act
Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits
for any Hospital length of stay in connection with childbirth for the mother or newborn child to less than 48
hours following a vaginal delivery, or less than 96 hours following a cesarean section. However, Federal
law generally does not prohibit the mother’s or newborn’s attending Provider, after consulting with the
mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In
any case, plans and issuers may not, under Federal law, require that a provider obtain authorization from
the Plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).
Statement of Rights under the Women’s Cancer Rights Act of 1998
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the
Women’s Health and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related
benefits, coverage will be provided in a manner determined in consultation with the attending Physician
and the patient, for:
•

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

•

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

•

Prostheses; and

•

Treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same Deductibles and Coinsurance applicable to other
medical and surgical benefits provided under this Plan. If you would like more information on WHCRA
benefits, call us at the Member Services telephone number on the back of your Identification Card.
Coverage for a Child Due to a Qualified Medical Support Order (“QMCSO”)
If you or your spouse are required, due to a QMCSO, to provide coverage for your child (ren), you may
ask the Group to provide you, without charge, a written statement outlining the procedures for getting
coverage for such child (ren).

Mental Health Parity and Addiction Equity Act
The Mental Health Parity and Addiction Equity Act provides for parity in the application of aggregate
treatment limitations (day or visit limits) on mental health and substance abuse benefits with day or visit
limits on medical and surgical benefits. In general, group health plans offering mental health and
substance abuse benefits cannot set day/visit limits on mental health or substance abuse benefits that
are lower than any such day or visit limits for medical and surgical benefits. A plan that does not impose
day or visit limits on medical and surgical benefits may not impose such day or visit limits on mental
health and substance abuse benefits offered under the Plan. Also, the Plan may not impose Deductibles,
Copayment, Coinsurance, and out of pocket expenses on mental health and substance abuse benefits
that are more restrictive than Deductibles, Copayment, Coinsurance and out of pocket expenses
applicable to other medical and surgical benefits. Medical Necessity criteria are available upon request.

Important Note
This Booklet is not a Medicare Supplement policy. If you are eligible for Medicare, please review the
“Guide To Health Insurance for People With Medicare” available at www.medicare.gov or from Medicare.

Section 2.

Section 3. Welcome
Thank you for selecting the CU Health Plan as your insurance provider. By choosing this plan, you're
backed by a team dedicated to providing you with the best health coverage possible and helping you
save money at a time when healthcare costs are rising. You’re committed to your personal wellness, and
so are we.
If you're reading this, you're probably looking for information on how your plan works. You have enrolled
in a health benefit plan that, pursuant to the terms of this booklet, pays for many of your healthcare
expenses, including most expenses for physician and outpatient care, emergency care and hospital
inpatient care. This plan is self-funded by the University of Colorado Health and Welfare Trust. That
means all of the claims you make will be paid by the Trust, which is funded by contributions from you
and other subscribers at the University of Colorado and CU Medicine. Anthem BlueCross and Blue
Shield/HMO Colorado (Anthem) provides administrative services for your medical benefits, including
provider network contracting, member services, care management, and other administrative services.
Your prescription drug benefits are administered by CVS Caremark.
This booklet is a guide to your plan. Please review this document, as well as the summary of benefits on
the Be Colorado website, to become familiar with your benefits, including their limitations and
exclusions. Bookmark this document for quick reference when you need it. By learning how your
coverage works, you'll be able to make the best healthcare decisions possible and take advantage of all
the great benefits available to you.
For questions about medical coverage or how medical benefits are administered, please visit
BeColorado.org or call Anthem's Member Services department. Anthem's toll-free Member Services
department number is located on your Anthem Health Benefit ID Card. For questions about prescription
coverage or how prescription benefits are administered please visit www.caremark.com or call the
Member Services telephone number on the back of your CVS/Caremark ID card. Thank you for
selecting the CU Health Plan for your healthcare needs. We wish you good health.

Tony DeCrosta
Chief Plan Administrator
University of Colorado Health and Welfare Trust

Member Rights and Responsibilities
As a Member you have rights and responsibilities when receiving health care. As your health care
partner, we want to make sure your rights are respected while providing your health benefits. That means
giving you access to our network health care Providers and the information you need to make the best
decisions for your health. As a Member, you should also take an active role in your care.
You have the right to:
•

Speak freely and privately with your health care Providers about all health care options and treatment
needed for your condition, no matter what the cost or whether it is covered under your Plan.

•

Work with your Doctors to make choices about your health care.

•

Be treated with respect and dignity.

•

Expect us to keep your personal health information private by following our privacy policies, and state
and Federal laws.

•

Get the information you need to help make sure you get the most from your health Plan, and share
your feedback. This includes information on:

•

-

Our company and services.

-

Our network of health care Providers.

-

Your rights and responsibilities.

-

The rules of your health Plan.

-

The way your health Plan works.

Make a complaint or file an appeal about:
-

Your health Plan and any care you receive.

-

Any Covered Service or benefit decision that your health Plan makes.

•

Say no to care, for any condition, sickness or disease, without having an effect on any care you may
get in the future. This includes asking your Doctor to tell you how that may affect your health now and
in the future.

•

Get the most up-to-date information from a health care Provider about the cause of your illness, your
treatment and what may result from it. You can ask for help if you do not understand this information.

You have the responsibility to:
•

Read all information about your health benefits and ask for help if you have questions.

•

Follow all health Plan rules and policies.

•

Choose an In-Network Primary Care Physician / Provider, also called a PCP, if your health Plan
requires it.

•

Treat all Doctors, health care Providers and staff with respect.

•

Keep all scheduled appointments. Call your health care Provider’s office if you may be late or need to
cancel.

•

Understand your health problems as well as you can and work with your health care Providers to
make a treatment plan that you all agree on.

•

Inform your health care Providers if you don’t understand any type of care you’re getting or what they
want you to do as part of your care plan.

•

Follow the health care plan that you have agreed on with your health care Providers.

•

Give us, your Doctors and other health care Providers the information needed to help you get the
best possible care and all the benefits you are eligible for under your health Plan. This may include
information about other health insurance benefits you have along with your participation in this Plan.

•

Inform Member Services if you have any changes to your name, address or family members covered
under your Plan.

If you would like more information, have comments, or would like to contact us, please go to anthem.com
and select Customer Support > Contact Us. Or call the Member Services number on your ID card.
We want to provide high quality benefits and Member Services to our Members. Benefits and coverage
for services given under the Plan are governed by the Booklet and not by this Member Rights and
Responsibilities statement.
We value your feedback regarding the benefits and service provided under our policies and your overall
thoughts and concerns regarding our operations. If you have any concerns regarding how your benefits
were applied or any concerns about services you requested which were not covered under this Booklet,
you are free to file a complaint or appeal as explained in this Booklet. If you have any concerns regarding
a participating Provider or facility, you can file a grievance as explained in this Booklet. And if you have
any concerns or suggestions on how we can improve our overall operations and service, we encourage
you to contact Member Services.
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Section 5. Membership
Subscriber
The Subscriber is a Member in whose name the membership is established.
To qualify for benefits, you must:
•

Be a resident of the United States.

•

Be a retired non-PERA faculty employee.

•

Be a retired non-PERA exempt professional employee.

•

Be a retired University of Colorado officer in PERA who was a subscriber on July 1, 2009.

•

Be eligible and enrolled under Medicare Parts A and B.

In addition, only your Medicare eligible Dependents will be eligible for benefits under this Booklet.

Dependents
A Subscriber’s Medicare eligible Dependents may include the following:
•

Legal Spouse, As defined by your employer.

•

Dependent Child. A Subscriber’s son, daughter, stepson, stepdaughter or eligible foster child,
including a legally adopted individual or an individual who is lawfully placed with the Subscriber
for legal adoption or a child for whom the Subscriber has established parental responsibility (as
evidenced by court documents), may be covered under the terms of this Booklet through the end
of the calendar month in which the child turns 27. There may be tax consequences to the
Subscriber when enrolling his or her child or a partner’s child through the calendar month in which
the child turns 27. A Dependent child of a Subscriber who is no longer eligible for coverage
may be eligible for continuation coverage. Please contact your employer for information.

•

Disabled Dependent child. An unmarried child who is 27 years of age or older, medically
certified as disabled and dependent upon the parent may be covered under the terms of this
Benefits Booklet. The employer must receive notice of the disability for the disabled Dependent
coverage to continue after the Dependent child turns age 27.

•

Grandchild. A grandchild of a Subscriber or a Subscriber’s Spouse is not eligible for coverage
unless the Subscriber or the Subscriber’s Spouse is court-appointed as having parental
responsibility for the grandchild or has adopted the grandchild. The Subscriber must submit a
Benefits Enrollment/Change Form to the employer and evidence of court appointment as having
parental responsibility or documents evidencing a legal adoption.

Enrollment Process
For eligible Subscribers and their Medicare eligible Dependents to participate in the Plan, the Subscriber
must follow his/her employer’s enrollment process, which details who is eligible and which forms or online
submission are required for enrollment. Eligibility for benefits under this Booklet begins as of the Effective
Date as indicated in the employer’s files. Services received before that date, are not covered.
Note: Submission of a Benefits Enrollment/Change Form or online submission does not guarantee your
enrollment.

•

You need to contact your employer for details regarding required documentation for adding
Spouse/Partners and their dependents using the contacts below:
• University of Colorado – Employee Services
• University Physicians, Inc. – Human Resources

Termination
Active Policy Termination
Your benefits end on the first occurrence of one of the following events:
•

On the date the Plan described in this Booklet is terminated.

•

Upon the Subscriber’s death.

•

When the required contribution has not been paid to the employer.

•

When you or your employer commits fraud or intentional misrepresentation of material fact.

•

When you are no longer eligible for benefits under the terms of this Booklet.

•

When the Subscriber’s employer gives Us notice that the Subscriber is no longer eligible for benefits.
Benefits will be terminated as determined by the employer. We reserve the right to recoup any
benefit payments made for dates of service after the termination date.

•

When We receive notification to cancel coverage or Plan participation for any Member, coverage will
end at the end of the month following notification or at the end of the month of the qualifying event. If
you are a partner to a civil union or other relationship recognized as a spousal relationship in the
state where the Subscriber resides, on the date such union or relationship is revoked or terminated.
Such a Dependent does not have the right to seek COBRA continuation coverage, but will be eligible
for state continuation benefits, subject to the terms of this Booklet.

•

When We cease operations.

Dependent Coverage Termination
To remove a Dependent from the Plan, the Subscriber must complete an employer required Benefits
Enrollment/Change Form or online submission. The Effective Date of the change will be the end of the
month We are notified of the change. We reserve the right to recoup any benefit payments made after
the termination date.
Benefits for a Dependent end on the last day of the month for the following qualifying events:
•

When the Subscriber’s employer notifies Us in writing to cancel benefits for a Dependent.

•

When the Dependent child no longer qualifies as a Dependent by definition. Such a
Dependent may be able to elect COBRA/continuation coverage.

•

On the date of a final divorce decree or legal separation for a Dependent Spouse or Partner.
Such a Dependent may be able to elect COBRA/continuation coverage.

•

If you are a partner to a civil union or other relationship recognized as a spousal relationship in the
state where the subscriber resides, on the date such union or relationship is revoked or terminated.
Such a Dependent does not have the right to seek COBRA continuation coverage.

•

When legal custody of a child placed for adoption is terminated.

•

Death of the Dependent.

What We Will Pay for After Termination
We, on behalf of the Plan, will not authorize payment for any services provided after your benefits
end even if we preauthorized the service, unless prohibited by law. Benefits cease on the date your

coverage ends as described above. You may be responsible for benefit payments authorized by Us on
your behalf for services provided after your benefits have been terminated.

Section 6. How to Access Your Services and
Obtain Approval of Benefits
Introduction
Benefits under this Booklet will be the Medicare allowed amount for those services covered by
Medicare up to Our Maximum Allowed Amount. Medicare is the primary payer for this Plan, and Covered
Services payable under this Plan will be reduced by the amounts payable for the same expenses under
Medicare Parts A and B. Members enrolled under this Booklet will be considered enrolled under
Medicare Parts A and B. If the medical service or supply is not covered under Medicare then it is not a
covered benefit under this Plan unless otherwise indicated.
Any preauthorization requirements will be determined by Medicare unless a service is not covered by
Medicare and is covered under this Booklet. In those situations preauthorization may be required.
Preauthorization is a process We use to ensure that your care is provided in the most medically
appropriate setting. The Preauthorization process may set limits on the coverage available under this
Booklet. Preauthorization is required before a Hospital admission or before receiving certain procedures
or services. Some drugs also require Preauthorization.
Admissions for all inpatient stays and certain outpatient procedures require Preauthorization. Your
Provider must call the number for Provider Authorization on your Health Benefit ID Card to request
Preauthorization. We will review the request for Preauthorization. If the inpatient stay or outpatient
procedure is approved, all benefits available under the member’s Booklet are provided. We initially
authorize a specified number of days for the inpatient stay and reevaluate such Authorization if
additional days are requested by the Provider. This process facilitates your timely discharge or transfer
to the appropriate level of care.
Contracted Providers will bill Us directly and accept Our Maximum Allowed Amount as payment in
full. The Maximum Allowed Amount is the dollar amount approved by Us for a specific covered service.
For those services not covered by Medicare but that are covered under this Booklet, you are
responsible for determining if your Provider is a contracted Provider.
We may identify certain Providers to review for potential fraud, waste, abuse or other inappropriate
activity if the claims data suggests there may be inappropriate billing practices. If a Provider is selected
under this program, then We may use one or more clinical utilization management guidelines in the
review of claims submitted by this Provider, even if those guidelines are not used for all Providers
delivering services to this benefit plan’s members.

Benefit Maximum
Some Covered Services have a maximum number of days, visits or dollar amounts that we will allow
during a Benefit Period. When the Deductible (if applicable) is applied to a Covered Service which has a
maximum number of days or visits, the Benefit Maximum may be reduced by the amount applied to the
Deductible, whether or not the Covered Service is paid by us. Even after you satisfy the Out-of-Pocket
Annual Maximum, our reimbursement remains limited by the Benefit Maximums of this plan.
If you leave this Plan, and go on to a new Plan with us in the same Benefit Period, Covered Services that
have a Benefit Maximum will be carried over to the new Plan. For example, if a benefit has a limit of one
visit per Benefit Period and you received that benefit under the prior coverage, then you are not eligible
under the new Plan for the same benefit until the Benefit Period ends, as benefits have been exhausted for
your Benefit Period.

The BlueCard Program
Like all Blue Cross & Blue Shield plans throughout the country, we participate in a program called
"BlueCard", which provides services to you when you are outside our Service Area. For more details on

this program, please see “Inter-Plan Arrangements” in the “Claims Procedure (How to File a Claims)”
section.

Identification Card
We will give an Identification Card to each Member enrolled in the Plan. When you get care, you must
show your Identification Card. Only a Member who has paid the Fees for this Plan has the right to
services or benefits under this Booklet. If anyone gets services or benefits to which they are not entitled to
under the terms of this Booklet, he/she must pay for the actual cost of the services.

Section 7. Benefits/Coverage (What is Covered)
Any benefits payable under this Booklet for you and your Medicare eligible Dependent will be reduced
by the amounts payable for the same expense under Medicare Parts A and/or B. This means Medicare
will pay their benefits first and will be the primary payer of benefits. Covered Services and supplies are
only benefits if they are Medically Necessary or preventive, not otherwise excluded under this Booklet
as determined by Us in administering the Plan, and obtained in the manner required by this Booklet.
All benefits are subject to Medicare allowable covered guidelines which are described below. The fact that
a Provider may prescribe, order, recommend or approve a service, treatment or supply does not
make it Medically Necessary or a Covered Service and does not guarantee payment by Us.
If Medicare covers the service or supply the allowance will be determined by Medicare. If the provider
accepts Medicare assignment, you are not responsible for any amounts that are more the allowance
Medicare allows. If Medicare does not cover a service or supply, then it is not a covered service except
as provided below and it is subject to the terms of the this Booklet.

Clinical Trials
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.
Benefits include coverage for services, such as routine patient care costs, given to you as a participant in
an approved clinical trial if the services are Covered Services under this Plan. An “approved clinical trial”
means a phase I, phase II, phase III, or phase IV clinical trial that studies the prevention, detection, or
treatment of cancer or other life-threatening conditions. The term life-threatening condition means any
disease or condition from which death is likely unless the disease or condition is treated.
Benefits are limited to the following trials:
1. Federally funded trials approved or funded by one of the following:
a. The National Institutes of Health.
b. The Centers for Disease Control and Prevention.
c.

The Agency for Health Care Research and Quality.

d. The Centers for Medicare & Medicaid Services.
e. Cooperative group or center of any of the entities described in (a) through (d) or the Department
of Defense or the Department of Veterans Affairs.
f.

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

g. Any of the following in i-iii below if the study or investigation has been reviewed and approved
through a system of peer review that the Secretary of Health and Human Services determines 1)
to be comparable to the system of peer review of studies and investigations used by the National
Institutes of Health, and 2) assures unbiased review of the highest scientific standards by
qualified individuals who have no interest in the outcome of the review.

i.

The Department of Veterans Affairs.

ii.

The Department of Defense.

iii. The Department of Energy.
2. Studies or investigations done as part of an investigational new drug application reviewed by the
Food and Drug Administration;
3. Studies or investigations done for drug trials which are exempt from the investigational new drug
application.
Your Plan may require you to use an In-Network Provider to maximize your benefits.
Routine patient care costs include items, services, and drugs provided to you in connection with an
approved clinical trial that would otherwise be covered by this Plan.
All requests for clinical trials services, including services that are not part of approved clinical trials, will be
reviewed according to our Clinical Coverage Guidelines, related policies and procedures.
Your Plan is not required to provide benefits for the following services. We reserve our right to exclude
any of the following services:
i.

The Investigational item, device, or service; or

ii.

Items and services that are given only to satisfy data collection and analysis needs and that are
not used in the direct clinical management of the patient; or

iii.

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

iv.

Any item or service that is paid for, or should have been paid for, by the sponsor of the trial.

Dental Services
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.

Preparing the Mouth for Medical Treatments
Your Plan includes coverage for dental services to prepare the mouth for medical services and treatments
such as radiation therapy to treat cancer and prepare for transplants. Covered Services include:
•

Evaluation

•

Dental x-rays

•

Extractions, including surgical extractions

•

Anesthesia

Treatment of Accidental Injury
Benefits are also available for dental work needed to treat injuries to the jaw, sound natural teeth, mouth
or face as a result of an accident. An injury that results from chewing or biting is not considered an
Accidental Injury under this Plan, unless the chewing or biting results from a medical or mental condition.
Treatment must begin within 12 months of the injury or as soon after that as possible to be a Covered
Service under this Plan.

Cleft Palate and Cleft Lip Conditions
Benefits are available for inpatient care and outpatient care, including:
•

Orofacial surgery

•

Surgical care and follow-up care by plastic surgeons and oral surgeons

•

Orthodontics and prosthodontic treatment

•

Prosthetic treatment such as obturators, speech appliances, and prosthodontic

•

Prosthodontic and surgical reconstruction for the treatment of cleft palate and/or cleft lip

If you have a dental plan, the dental plan would be the main plan and must fully cover orthodontics and
dental care for cleft palate and cleft lip conditions.

Dental Anesthesia for Children
Benefits are available for general anesthesia from a Hospital, outpatient surgical Facility or other Facility,
and for the Hospital or Facility charges needed for dental care for a covered Dependent child who:
•

Has a physical, mental or medically compromising condition; or

•

Has dental needs for which local anesthesia is not effective because of acute infection, anatomic
variation or allergy; or

•

Is extremely uncooperative, unmanageable, uncommunicative or anxious and whose dental needs are
deemed sufficiently important that dental care cannot be deferred; or

•

Has sustained extensive orofacial and dental trauma.

Other
The only other Covered Services are Facility charges for inpatient and/or outpatient care but do not
include charges for the dental services. Benefits are payable in such settings are Medically Necessary for
the Member’s health problem or the dental treatment calls for it to keep you safe.

Diabetes Equipment, Education, and Supplies
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.
Your Plan covers diabetes training and medical nutrition therapy if you have diabetes (whether or not it is
insulin dependent), or if you have raised blood glucose levels caused by pregnancy. Other medical
conditions may also qualify. But the services need to be ordered by a Doctor and given by a Provider who
is certified, registered or with training in diabetes. Diabetes training sessions must be provided by a
Provider in an outpatient Facility or in a Doctor’s office.
Screenings for gestational diabetes are covered under “Preventive Care” later in this section.

Durable Medical Equipment and Medical Devices, Orthotics,
Prosthetics, and Medical and Surgical Supplies
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.

Durable Medical Equipment and Medical Devices
Your Plan includes benefits for durable medical equipment and medical devices when the equipment
meets the following criteria:
•

Is meant for repeated use and is not disposable.

•

Is used for a medical purpose and is of no further use when medical need ends.

•

Is meant for use outside a medical Facility.

•

Is only for the use of the patient.

•

Is made to serve a medical use.

•

Is ordered by a Provider.

Benefits include purchase-only equipment and devices (e.g., crutches and customized equipment),
purchase or rent-to-purchase equipment and devices (e.g., Hospital beds and wheelchairs), and
continuous rental equipment and devices (e.g., oxygen concentrator, ventilator, and negative pressure

wound therapy devices). Continuous rental equipment must be approved by us. We may limit the amount
of coverage for ongoing rental of equipment. We may not cover more in rental costs than the cost of
simply purchasing the equipment.
Benefits include repair and replacement costs as well as supplies and equipment needed for the use of
the equipment or device, for example, a battery for a powered wheelchair.
Oxygen and equipment for its administration are also Covered Services.

Orthotics
Benefits are available for certain types of orthotics (braces, boots, splints). Covered Services include the
initial purchase, fitting, and repair of a custom made rigid or semi-rigid supportive device used to support,
align, prevent, or correct deformities or to improve the function of movable parts of the body, or which
limits or stops motion of a weak or diseased body part.
Custom foot orthotics, orthopedic shoes or footwear or support items are also covered.

Prosthetics
Your Plan also includes benefits for prosthetics, which are artificial substitutes for body parts for functional
or therapeutic purposes, when they are required to adequately meet your needs.
Benefits include the purchase, fitting, adjustments, repairs and replacements. Covered Services may
include, but are not limited to:
1) Artificial limbs and accessories. For prosthetic arms and legs we cover up to the benefits amounts
provide by federal laws for Medicare or where needed to meet applicable health insurance laws;
2) One pair of glasses or contact lenses used after surgical removal of the lens(es) of the eyes, or when
needed to replace human lenses absent at birth, or due to ocular injury, or for the treatment of
keratoconus or aphakia;
3) Breast prosthesis (whether internal or external) and surgical bras after a mastectomy, as required by
the Women’s Health and Cancer Rights Act;
4) Colostomy and other ostomy (surgical construction of an artificial opening) supplies directly related to
ostomy care;
5) Restoration prosthesis (composite facial prosthesis);
6) The first wig needed after cancer treatment;
7) Cochlear implants;
8) Your Plan covers the following hearing aids and the services that go with them when provided by or
purchased as a result of a written recommendation from an otolaryngologist or a state-certified
audiologist:
•

Audiological testing to measure the level of hearing loss and to choose the proper make and
model of a hearing aid. These evaluations will be provided under the prior “Diagnostic Services”
of this section;

•

Hearing aids (monaural or binaural) including ear mold(s), bone-anchored hearing aids, the
hearing aid instrument, batteries, cords and other ancillary equipment. The Plan covers auditory
training when it is offered using approved professional standards. A new hearing aid will be a
covered service when alterations to your existing hearing aid cannot adequately meet your needs
or be repaired; and

•

Visits for fitting, counseling, adjustments and repairs after receiving the covered hearing aids.

Medical and Surgical Supplies
Your Plan includes coverage for medical and surgical supplies that serve only a medical purpose, are
used once, and are purchased (not rented). Covered supplies include syringes, needles, surgical

dressings, splints, diabetic supplies, and other similar items that serve only a medical purpose. Covered
Services do not include items often stocked in the home for general use like Band-Aids, thermometers,
and petroleum jelly.

Blood and Blood Products
Your Plan also includes coverage for the administration of blood products unless they are received from a
community source, such as blood donated through a blood bank.

Emergency Care Services
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.
If you are experiencing an Emergency please call 911 or visit the nearest Hospital for treatment.

Emergency Services
Services provided for conditions that do not meet the definition of Emergency will not be covered.

Emergency (Emergency Medical Condition)
“Emergency,” or “Emergency Medical Condition” means a medical or behavioral health condition of recent
onset and sufficient severity, including but not limited to, severe pain, that would lead a prudent
layperson, possessing an average knowledge of medicine and health, to believe that his or her condition,
sickness, or injury is of such a nature that not getting immediate medical care could result in: (a) placing
the patient’s health or the health of another person in serious danger or, for a pregnant woman, placing
the woman’s health or the health of her unborn child in serious danger; (b) serious impairment to bodily
functions; or (c) serious dysfunction of any bodily organ or part. Such conditions include but are not
limited to, chest pain, stroke, poisoning, serious breathing problems, unconsciousness, severe burns or
cuts, uncontrolled bleeding, or seizures and such other acute conditions as may be determined to be
Emergencies by us.

Emergency Care
“Emergency Care” means a medical or behavioral health exam within the capability of the Emergency
Department of a Hospital, and includes ancillary services routinely available in the Emergency
Department to evaluate an Emergency Medical Condition. It includes any further medical or behavioral
health exams and treatment required to stabilize the patient.
With respect to an Emergency, stabilize means to provide such medical treatment of the condition as may
be necessary to assure, within reasonable medical probability that no material deterioration of the
condition is likely to result from or occur during the transfer of the Member from a Facility. With respect to
a pregnant woman who is having contractions, the term “stabilize” also means to deliver (including the
placenta), if there is inadequate time to effect a safe transfer to another Hospital before delivery or
transfer may pose a threat to the health or safety of the woman or the unborn child.
Medically Necessary services will be covered whether you get care from an In-Network or Out-of-Network
Provider. Emergency Care you get from an Out-of-Network Provider will be covered as an In-Network
service, and will not require Precertification.
.
If you are admitted to the Hospital from the Emergency Room, be sure that you or your Doctor calls us as
soon as possible. We will review your care to decide if a Hospital stay is needed and how many days you
should stay. See “How to Access Your Services and Obtain Approval of Benefits (Applicable to managed
care plans)” for more details. If you or your Doctor do not call us, you may have to pay for services that
are determined to be not Medically Necessary.

Treatment you get after your condition has stabilized is not
Emergency Care. Please refer to the “Consolidated Appropriations

Act of 2021 Notice” at the beginning of this Booklet for more details
on how this will impact your benefits. Home Care Services
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.
Benefits are available for Covered Services performed by a Home Health Care Agency or other Provider
in your home. Home care is covered only when such care is necessary as an alternative to Hospital stay.
To be eligible for benefits, you must essentially be confined to the home, as an alternative to a Hospital
stay, and be physically unable to get needed medical services on an outpatient basis. Prior Hospital stay
is not required. Home care must be prescribed by a Doctor, under a plan of care established by the
Doctor in collaboration with a Home Health Care Agency. We must preauthorize all care and reserve the
right to review treatment plans at periodic intervals.
Covered Services include but are not limited to:
•

Intermittent skilled nursing services by an R.N. or L.P.N.

•

Medical / social services

•

Diagnostic services

•

Nutritional guidance

•

Training of the patient and/or family/caregiver

•

Home health aide services. You must be receiving skilled nursing or therapy. Services must be given
by appropriately trained staff working for the Home Health Care Provider. Other organizations may
give services only when approved by us, and their duties must be assigned and supervised by a
professional nurse on the staff of the Home Health Care Provider or other Provider as approved by
us.

•

Therapy Services of physical, occupational, speech and language, respiratory and inhalation (except
for Chiropractic Care / Manipulative Therapy which will not be covered when given in the home)

•

Medical supplies

•

Durable medical equipment, prosthetics and orthopedic appliances

•

Private duty nursing services in the home

When available in your area, benefits are also available for Intensive In-home Behavioral Health Services.
These do not require confinement to the home. These services are described in the “Mental Health and
Substance Abuse Services” section below.

Hospice Care
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.
You are eligible for hospice care if your Doctor and the Hospice medical director certify that you are
terminally ill and likely have less than twelve (12) months to live. You may access hospice care while
participating in a clinical trial or continuing disease modifying therapy, as ordered by your treating
Provider. Disease modifying therapy treats the underlying terminal illness.
The services and supplies listed below are Covered Services when given by a Hospice for the palliative
care of pain and other symptoms that are part of a terminal disease. Palliative care means care that
controls pain and relieves symptoms, but is not meant to cure a terminal illness. Hospice care includes
routine home care, constant home care, inpatient Hospice and inpatient respite. Covered Services
include:
•

Care from an interdisciplinary team with the development and maintenance of an appropriate plan of
care.

•

Short-term Inpatient Hospital care when needed in periods of crisis or as respite care.

•

Skilled nursing services, home health aide services, and homemaker services given by or under the
supervision of a registered nurse.

•

Doctor services and diagnostic testing.

•

Social services and counseling services from a licensed social worker.

•

Nutritional support such as intravenous feeding and feeding tubes and nutritional counseling.

•

Physical therapy, occupational therapy, speech therapy, and respiratory therapy given by a licensed
therapist.

•

Pharmaceuticals, medical equipment, and supplies needed for the palliative care of your condition,
including oxygen and related respiratory therapy supplies.

•

Prosthetics and orthopedic appliances.

•

Bereavement (grief) services, including a review of the needs of the bereaved family and the
development of a care plan to meet those needs, both before and after the Member’s death.
Bereavement services are available to the patient and those individuals who are closely linked to the
patient, including the immediate family, the primary or designated care giver and individuals with
significant personal ties for one year after the Member’s death.

•

Transportation.

Your Doctor must agree to care by the Hospice and must be consulted in the development of the care
plan. The Hospice must keep a written care plan on file and give it to us upon request.
Benefits for services beyond those listed above that are given for disease modification or palliation, such
as but not limited to chemotherapy and radiation therapy, are available to a Member in Hospice. These
services are covered under other parts of this Plan. Any care you get that has to do with an unrelated
illness or medical condition will be subject to the provisions of this plan that deals with that illness.

Maternity and Reproductive Health Services
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.

Maternity Services
Covered Services include services needed during a normal or complicated pregnancy, Complications of
Pregnancy, and for services needed for a miscarriage. Covered maternity services include:
•

Professional and Facility services for childbirth in a Facility or the home including the services of an
appropriately licensed nurse midwife;

•

Routine nursery care for the newborn during the mother’s normal Hospital stay, including circumcision
of a covered male Dependent;

•

Prenatal, postnatal and postpartum services; and

•

Fetal screenings, which are genetic or chromosomal tests of the fetus, as allowed by us.

If you are pregnant on your Effective Date and in the first trimester of the pregnancy, you must change to
an In-Network Provider to have Covered Services covered at the In-Network level. If you are pregnant on
your Effective Date and in your second or third trimester of pregnancy (13 weeks or later) as of the
Effective Date, benefits for obstetrical care will be available at the In-Network level even if an Out-ofNetwork Provider is used if you fill out a Continuation of Care Request Form and send it to us. Covered
Services will include the obstetrical care given by that Provider through the end of the pregnancy and the
immediate post-partum period.
Important Note About Maternity Admissions: Under federal law, we may not limit benefits for any
Hospital length of stay for childbirth for the mother or newborn to less than 48 hours after vaginal birth, or
less than 96 hours after a cesarean section (C-section). If the baby is born between 8:00 p.m. and 8:00
a.m., coverage will continue until 8:00 a.m. on the morning after the 48 or 96 hours timeframe. However,

federal law as a rule does not stop the mother’s or newborn’s attending Provider, after consulting with the
mother, from discharging the mother or her newborn earlier than 48 hours, or 96 hours, as applicable. In
any case, as provided by federal law, we may not require a Provider to get authorization from us before
prescribing a length of stay which is not more than 48 hours for a vaginal birth or 96 hours after a Csection.

Contraceptive Benefits
Benefits include oral contraceptive Drugs, injectable contraceptive Drugs and patches. Benefits also
include contraceptive devices such as diaphragms, intra uterine devices (IUDs), and implants. Certain
contraceptives are covered under the “Preventive Care” benefit. Please see that section for further
details. At least one product in all 18 approved methods of contraception is covered under this policy
without cost sharing as required by federal and state law.

Sterilization Services
Benefits include sterilization services and services to reverse a non-elective sterilization that resulted from
an illness or injury. Reversals of elective sterilizations are not covered. Sterilizations for women are
covered under the “Preventive Care” benefit.

Abortion Services
Benefits include services for a therapeutic abortion, which is an abortion recommended by a Doctor,
performed to save the life or health of the mother, or as a result of incest or rape.

Infertility Diagnostic Services
Covered Services include diagnostic tests to find the cause of infertility, such as diagnostic laparoscopy,
endometrial biopsy, and semen analysis. As part of other Covered Services under this Plan, benefits may
also include services to treat the underlying medical conditions that may be associated with involuntary
infertility (e.g., endometriosis, obstructed fallopian tubes, and hormone deficiency).

Infertility Services
Members, without or without a diagnosis of infertility, in need of medical services to achieve pregnancy can
access the fertility benefit through WIN Fertility. Prior authorization by the WIN Fertility‘s Medical
Management is required prior to initiation of medical treatment for family building. Failure to attain
preauthorization of services for each service will result in a denial of benefits. Coverage is subject to
available benefit at time of claim submission. Out of pocket cost shares may be applicable.
Included – Subject to medical necessity and prior authorization, the following are covered under this benefit:
timed intercourse and intrauterine insemination (IUI) cycles, assisted reproductive technologies (ART)
(lifetime maximum of two in vitro fertilization (IVF) oocyte retrievals), and ART related services.
Exclusions: The following services are not covered:
a. Gonadotropin or menotropin stimulated ovulation induction cycles including monitoring of Timed
Intercourse and IUI cycles unless member has a diagnosis of hypogonadotropic anovulatory
disorders or hypopituitarism, or after member has not ovulated or conceived after a prior trial of 3
cycles or clomiphene citrate or letrozole.
b. If a member has undergone an elective sterilization procedure, they are not eligible for benefits
unless they undergo a successful reversal; Or WIN Fertility’s consulting medical director
determines that the reversal of the elective sterilization procedure is not medically indicated or will
not improve the likelihood of conception due to multifactorial causes of infertility. Reversal of a
sterilization procedure is not covered. HOWEVER, the partner that did not elect voluntary
sterilization could be eligible for benefits based on plan design.
c.

Experimental or Investigational medical and surgical procedures.

d. Services which are not medically appropriate.
e. Expenses for Surrogacy and fees associated with surrogacy.

f.

Expenses for procuring Donated Oocytes or Sperm, including all medical expenses, travel
expenses, agency, laboratory and donor fees, psychological screening, FDA testing for the donor
and partner, genetics screening and all medications for the donor (e.g. suppression medications,
stimulation medications

g. Services which are not listed as covered in this benefit.
For more information contact WIN Fertility:
866-430-6068, https://managed.winfertility.com/cuhealthplan/, WIN Fertility app code CUHP22

Medical Foods
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.
Covered Services include Medically Necessary medical foods for home use for metabolic disorders which
may be taken by mouth or enterally. A Provider must have prescribed the medical foods that are
designed and manufactured for the treatment of inherited enzymatic disorders caused by single gene
defects involved in the metabolism of amino, organic, and fatty acids as well as severe protein allergic
conditions. Disorders include those as required by law, including but not limited to:
•

Phenylketonuria, if you are 21 or younger (35 or younger for women of child-bearing age);

•

Maternal phenylketonuria;

•

Maple syrup urine disease;

•

Tyrosinemia;

•

Homocystinuria;

•

Histidinemia;

•

Urea cycle disorders;

•

Hyperlysinemia;

•

Glutaric acidemias;

•

Methylmalonic acidemias;

•

Propionic acidemia;

•

Immunoglobulin E and nonimmunoglobulin E-mediated allergies to multiple food proteins;

•

Severe food protein induced enterocolitis syndrome;

•

Eosinophlic disorders as evidenced by the results of a biopsy; and

•

Impaired absorption of nutrients caused by disorders affecting the absorptive surface, function, length,
and motility of the gastrointestinal tract.

Covered Services do not include enteral nutrition therapy or medical foods for Members with cystic
fibrosis or lactose- or soy- intolerance. Also all covered medical foods must be obtained through a
Pharmacy and are subject to the pharmacy payment requirements. Please see “Prescription Drug Benefit
at a Retail or Home Delivery (Mail Order) Pharmacy” later in this section.

Mental Health and Substance Abuse Services
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.
Covered Services include the following:
•

Inpatient Services in a Hospital or any Facility that we must cover per state law. Inpatient benefits
include psychotherapy, psychological testing, electroconvulsive therapy, and detoxification.

•

Residential Treatment in a licensed Residential Treatment Center that offers individualized and
intensive treatment and includes:
-

Observation and assessment by a physician weekly or more often,

-

Rehabilitation and therapy.

•

Outpatient Services including office visits, therapy and treatment, Partial Hospitalization/Day
Treatment Programs, Intensive Outpatient Programs and (when available in your area) Intensive InHome Behavioral Health Services.

•

Online Visits when available in your area. Covered Services include a medical visit with the Doctor
using the internet by a webcam, chat or voice or other platform approved by us. Online visits
generally do not include reporting normal lab or other test results, requesting office visits, getting
answers to billing, Plan coverage or payment questions, asking for referrals to doctors outside the
online care panel, benefit Precertification, or Doctor to Doctor discussions. Online visits are not the
same as Telehealth Services and can, at times, include audio-only interactions but generally do not
include store-and-forward transfers.

Examples of Providers from whom you can receive Covered Services include:
•

Psychiatrist,

•

Psychologist,

•

Neuropsychologist,

•

Licensed clinical social worker (L.C.S.W.),

•

Mental health clinical nurse specialist,

•

Licensed marriage and family therapist (L.M.F.T.),

•

Licensed professional counselor (L.P.C) or

•

Any Provider licensed by the state to give these services, when we have to cover them by law.

Note: No Member will be denied coverage for medical, surgical, or behavioral, mental, or substance
abuse services as a result of self-harm or suicide attempt or completion.

Preventive Care
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.
Preventive care includes screenings and other services for adults and children. All recommended
preventive services will be covered as required by the Affordable Care Act (ACA) and applicable state
law. This means many preventive care services are covered with no Deductible, Copayments or
Coinsurance when you use an In-Network Provider.
Certain benefits for Members who have current symptoms or a diagnosed health problem may be
covered under the “Diagnostic Services” benefit instead of this benefit, if the coverage does not fall within
the state or ACA-recommended preventive services.
Covered Services fall under the following broad groups:
1) Services with an “A” or “B” rating from the United States Preventive Services Task Force. Examples
include screenings for:
a. Breast cancer,
b. Cervical cancer,
c.

Colorectal cancer,

d. High blood pressure,
e. Type 2 Diabetes Mellitus,

f.

Cholesterol,

g. Child and adult obesity.
Tobacco use screening and tobacco cessation counseling and intervention is also covered.
2) Immunizations for children, adolescents, and adults, including cervical cancer vaccinations for
females, where recommended by the Advisory Committee on Immunization Practices of the Centers
for Disease Control and Prevention;
3) Preventive care and screenings for infants, children and adolescents as listed in the guidelines
supported by the Health Resources and Services Administration;
4) Preventive care and screening for women as listed in the guidelines supported by the Health
Resources and Services Administration, including:
a. Women’s contraceptives, sterilization treatments, and counseling. This includes Generic oral
contraceptives as well as injectable contraceptives and patches, for the durations or supply
minimums required by applicable law. Contraceptive devices such as diaphragms, intra uterine
devices (IUDs), and implants are also covered. At least one product in all 18 approved methods
of contraception is covered under this policy without cost sharing as required by federal and state
law. Brand Drugs will be covered as a Preventive Care benefit when Medically Necessary,
according to your attending Provider, otherwise they will be covered under the “Prescription Drug
Benefit at a Retail or Home Delivery (Mail Order) Pharmacy.”
b.
c.

Breastfeeding support, supplies, and counseling. Benefits for breast pumps are limited to one
pump per pregnancy.
Gestational diabetes screening.

5) Preventive care services for smoking cessation and tobacco cessation for Members age 18 and older
as recommended by the United States Preventive Services Task Force including:
a. Counseling
b. Prescription Drugs obtained at a Retail or Home Delivery (Mail Order) Pharmacy
c.

Nicotine replacement therapy products obtained at a Retail or Home Delivery (Mail Order)
Pharmacy when prescribed by a Provider, including over the counter (OTC) nicotine gum,
lozenges and patches.

6) Prescription Drugs and OTC items identified as an A or B recommendation by the United States
Preventive Services Task Force when prescribed by a Provider including:
a. Aspirin
b. Folic acid supplement
c.

Bowel preparations

Please note that certain age and gender and quantity limitations apply.
You may call Member Services at the number on your Identification Card for more details about these
services or view the federal government’s web sites: https://www.healthcare.gov/what-are-my-preventivecare-benefits, http://www.ahrq.gov, and http://www.cdc.gov/vaccines/acip/index.html.
In addition to federal and state law rules, Covered Services also include:
1) Annual medical diabetes eye exams, or in accordance with the frequency determined by your
Provider.
2) Flu shot from a flu shot clinic. Coverage is provided for one flu shot per Benefit Period, or more often
as we decide. To learn more about flu shot clinics, how much we reimburse you for a flu shot, and to
get the claim form, visit our website at www.anthem.com/cuhealthplan. You may also call Member
Services. The amount we cover is subject to change. A flu shot paid for in full, or in part by someone
else, is not eligible for coverage.

Preventive Care for Chronic Conditions (per IRS guidelines)
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.
Members with certain chronic health conditions may be able to receive preventive care for those
conditions prior to meeting their Deductible when services are provided by an In-Network Provider. These
benefits are available if the care qualifies under guidelines provided by the Treasury Department, Internal
Revenue Service (IRS), and Department of Health and Human Services (HHS) (referred to as “the
agencies”). Details on those guidelines can be found on the IRS’s website at the following link:
https://www.irs.gov/newsroom/irs-expands-list-of-preventive-care-for-hsa-participants-to-include-certaincare-for-chronic-conditions
The agencies will periodically review the list of preventive care services and items to determine whether
additional services or items should be added or if any should be removed from the list. You will be notified
if updates are incorporated into your Plan.
Please refer to the Schedule of Benefits for further details on how benefits will be paid.

Therapy Services
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.

Physical Medicine Therapy Services
Your Plan includes coverage for the therapy services described below. To be a Covered Service, the
therapy must improve your level of function within a reasonable period of time.
Covered Services include:
•

Physical therapy – The treatment by physical means to ease pain, restore health, and to avoid
disability after an illness, injury, or loss of an arm or a leg. It includes hydrotherapy, heat, physical
agents, bio-mechanical and neuro-physiological principles and devices. It does not include massage
therapy services.

•

Speech therapy and speech-language pathology (SLP) services – Services to identify, assess,
and treat speech, language, and swallowing disorders in children and adults. Therapy will develop or
treat communication or swallowing skills to correct a speech impairment. For a cleft palate or cleft lip,
Medically Necessary speech therapy is not limited, but those visits lower the number of speech
therapy visits available to treat other problems.

•

Occupational therapy – Treatment to restore a physically disabled person’s ability to do activities of
daily living, such as walking, eating, drinking, dressing, using the toilet, moving from a wheelchair to a
bed, and bathing. It also includes therapy for tasks needed for the person’s job. Occupational therapy
does not include recreational or vocational therapies, such as hobbies, arts and crafts.

•

Chiropractic Care /Osteopathic / Manipulative therapy – Includes therapy to treat problems of the
bones, joints, and the back. The two therapies are similar, but Chiropractic Care / Manipulative
Therapy focuses on the joints of the spine and the nervous system, while osteopathic therapy also
focuses on the joints and surrounding muscles, tendons and ligaments. Chiropractic benefits are
Covered Services only when received from an In-Network Provider and are limited to office visits for
evaluation, manual manipulation of the spine, laboratory services, X-ray of the spine and certain
physical modalities and procedures for musculoskeletal disorders.

Other Therapy Services
Benefits are also available for:
•

Cardiac Rehabilitation – Medical evaluation, training, supervised exercise, and psychosocial
support to care for you after a cardiac event (heart problem). Benefits do not include home programs,

on-going conditioning, or maintenance care.
•

Chemotherapy – Treatment of an illness by chemical or biological antineoplastic agents. See the
section “Prescription Drugs Administered by a Medical Provider” for more details.

•

Dialysis – Services for acute renal failure and chronic (end-stage) renal disease, including
hemodialysis, home intermittent peritoneal dialysis (IPD), home continuous cycling peritoneal dialysis
(CCPD), and home continuous ambulatory peritoneal dialysis (CAPD). Covered Services include
dialysis treatments in an outpatient dialysis Facility. Covered Services also include home dialysis and
training for you and the person who will help you with home self-dialysis.

•

Infusion Therapy – Nursing, durable medical equipment and Drug services that are delivered and
administered to you through an I.V. in your home. Also includes Total Parenteral Nutrition (TPN),
Enteral nutrition therapy, antibiotic therapy, pain care and chemotherapy. May include injections
(intra-muscular, subcutaneous, continuous subcutaneous). See the section “Prescription Drugs
Administered by a Medical Provider” for more details.

•

Pulmonary Rehabilitation – Includes outpatient short-term respiratory care to restore your health
after an illness or injury.

•

Radiation Therapy – Treatment of an illness by x-ray, radium, or radioactive isotopes. Covered
Services include treatment (teletherapy, brachytherapy and intraoperative radiation, photon or high
energy particle sources), materials and supplies needed, and treatment planning.

•

Respiratory Therapy – Includes the use of dry or moist gases in the lungs, nonpressurized
inhalation treatment; intermittent positive pressure breathing treatment, air or oxygen, with or without
nebulized medication, continuous positive pressure ventilation (CPAP); continuous negative pressure
ventilation (CNP); chest percussion; therapeutic use of medical gases or Drugs in the form of
aerosols, and equipment such as resuscitators, oxygen tents, and incentive spirometers; bronchopulmonary drainage and breathing exercises.

Temporomandibular Joint (TMJ) and Craniomandibular Joint Services
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.
Benefits are available to treat temporomandibular and craniomandibular disorders. The
temporomandibular joint connects the lower jaw to the temporal bone at the side of the head and the
craniomandibular joint involves the head and neck muscles.
Covered Services include removable appliances for TMJ repositioning and related surgery, medical care,
and diagnostic services. Covered Services do not include fixed or removable appliances that involve
movement or repositioning of the teeth, repair of teeth (fillings), or prosthetics (crowns, bridges, dentures).

Urgent Care Services
If Medicare does not cover a service or supply, then it is not a covered service except as provided below.
Often an urgent rather than an Emergency health problem exists. An urgent health problem is an
unexpected illness or injury that calls for care that cannot wait until a regularly scheduled office visit.
Urgent health problems are not life threatening and do not call for the use of an Emergency Room. Urgent
health problems include earache, sore throat, and fever (not above 104 degrees).
Benefits for urgent care include:
•

X-ray services;

•

Care for broken bones;

•

Tests such as flu, urinalysis, pregnancy test, rapid strep;

•

Lab services;

•

Stitches for simple cuts; and

•

Draining an abscess.

Section 8. Limitations/Exclusions (What is Not Covered)
In this section you will find a review of items that are not covered by your Plan. Excluded items will not be
covered even if the service, supply, or equipment is Medically Necessary. This section is only meant to be
an aid to point out certain items that may be misunderstood as Covered Services. This section is not
meant to be a complete list of all the items that are excluded by your Plan.
We will have the right to make the final decision about whether services or supplies are Medically
Necessary and if they will be covered by your Plan.
1) Acts of War, Disasters, or Nuclear Accidents In the event of a major disaster, epidemic, war, or
other event beyond our control, we will make a good faith effort to give you Covered Services. We will
not be responsible for any delay or failure to give services due to lack of available Facilities or staff.
Benefits will not be given for any illness or injury that is a result of war, service in the armed forces, a
nuclear explosion, nuclear accident, release of nuclear energy, a riot, or civil disobedience.
2) Acupuncture/nerve pathway therapy.
3) Administrative Charges
a) Charges to complete claim forms,
b) Charges to get medical records or reports,
c) Membership, administrative, or access fees charged by Doctors or other Providers. Examples
include, but are not limited to, fees for educational brochures or calling you to give you test
results.
4) Aids for Non-verbal Communication Devices and computers to assist in communication and
speech except for speech aid devices and tracheo-esophageal voice devices approved by Anthem.
5) Alternative / Complementary Medicine Services or supplies for alternative or complementary
medicine, regardless of the Provider rendering such services or supplies. This includes, but is not
limited to:
a. Holistic medicine,
b. Acupressure to help alleviate pain, treat illness or promote health by putting pressure to one or
more areas of the body, except as specifically listed as a Covered Service in this Plan,
c.

Homeopathic medicine,

d. Hypnosis,
e. Aroma therapy,
f.

Reiki therapy,

g. Herbal, vitamin or dietary products or therapies,
h. Naturopathy,
i.

Thermography,

j.

Orthomolecular therapy,

k.

Contact reflex analysis,

l.

Bioenergial synchronization technique (BEST),

m. Iridology-study of the iris,
n. Auditory integration therapy (AIT),
o. Colonic irrigation,
p. Magnetic innervation therapy,

q. Electromagnetic therapy,
r.

Neurofeedback / Biofeedback.

6) Applied Behavioral Treatment (including, but not limited to, Applied Behavior Analysis and intensive
behavior interventions) for all indications.
7) Autopsies Autopsies and post-mortem testing.
8) Before Effective Date or After Termination Date Charges for care you get before your Effective
Date or after your coverage ends, except as written in this Plan.
9) Breast Reduction Surgery (reduction mammoplasty) or services related to it, except as required by
law or as medically necessary based on Anthem’s medical policy.
10) Certain Providers Services you get from Providers that are not licensed by law to provide Covered
Services as defined in this Booklet.
11) Charges Not Supported by Medical Records Charges for services not described in your medical
records.
12) Charges Over the Maximum Allowed Amount Charges over the Maximum Allowed Amount for
Covered Services, except for Surprise Billing Claims as outlined in the “Consolidated Appropriations
Act of 2021 Notice” in the beginning of this Booklet.
13) Clinical Trial Non-Covered Services Any Investigational drugs or devices, non-health services
required for you to receive the treatment, the costs of managing the research, or costs that would not
be a Covered Service under this Plan for non-Investigational treatments.
14) Clinically-Equivalent Alternatives Certain Prescription Drugs may not be covered if you could use a
clinically equivalent Drug, unless required by law. “Clinically equivalent” means Drugs that for most
Members, will give you similar results for a disease or condition. If you have questions about whether
a certain Drug is covered and which Drugs fall into this group, please call the Member Services
telephone number on the back of your Identification Card, or visit our website at
www.anthem.com/cuhealthplan.
15) Complications of/or Services Related to Non-Covered Services Services, supplies or treatment
related to or, for problems directly related to a service that is not covered by this Plan. Directly related
means that the care took place as a direct result of the non-Covered Service and would not have
taken place without the non-Covered Service.
16) Compound Drugs Compound Drugs unless all of the ingredients are FDA-approved as designated
in the FDA’s Orange Book: Approved Drug Products with Therapeutic Equivalence Evaluations,
require a prescription to dispense, and the compound medication is not essentially the same as an
FDA-approved product from a drug manufacturer. Exceptions to non-FDA approved compound
ingredients may include multi-source, non-proprietary vehicles and/or pharmaceutical adjuvants.
17) Cosmetic Services Treatments, services, Prescription Drugs, equipment, or supplies given for
cosmetic services. Cosmetic services are meant to preserve, change, or improve how you look or are
given for social reasons. No benefits are available for surgery or treatments to change the texture or
look of your skin or to change the size, shape or look of facial or body features (such as your nose,
eyes, ears, cheeks, chin, chest or breasts).
18) Court Ordered Testing Court ordered testing or care unless the testing or care is Medically
Necessary and otherwise a Covered Service under this Booklet.
19) Crime Treatment of an injury or illness that results from a crime you committed, or tried to commit.
This Exclusion does not apply if your involvement in the crime was solely the result of a medical or
mental condition, or where you were the victim of a crime, including domestic violence.
20) Cryopreservation Charges associated with the cryopreservation of eggs, embryos, or sperm,
including collection, storage, and thawing. This Exclusion does not apply to services we authorize due
to medical necessity or specific medical conditions.

21) Custodial Care Custodial Care, convalescent care or rest cures. This Exclusion does not apply to
Hospice services.
22) Dental Devices for Snoring Oral appliances for snoring.
23) Dental Treatment Excluded treatment includes but is not limited to preventive care and fluoride
treatments; dental X-rays, supplies, appliances and all associated costs; and diagnosis and treatment
for the teeth, jaw or gums such as:
•

Removing, restoring, or replacing teeth;

•

Medical care or surgery for dental problems (unless listed as a Covered Service in this Booklet);

•

Services to help dental clinical outcomes.

Dental treatment for injuries that are a result of biting or chewing is also excluded, unless the chewing
or biting results from a medical or mental condition.
This Exclusion does not apply to services that we must cover by law.
29) Drugs Contrary to Approved Medical and Professional Standards Drugs given to you or
prescribed in a way that is against approved medical and professional standards of practice.
30) Drugs Over Quantity or Age Limits Drugs which are over any quantity or age limits set by the Plan
or us.
31) Drugs Prescribed by Providers Lacking Qualifications/Registrations/Certifications Prescription
Drugs prescribed by a Provider that does not have the necessary qualifications, registrations, and/or
certifications, as determined by us.
32) Drugs That Do Not Need a Prescription Drugs that do not need a prescription by federal law
(including Drugs that need a prescription by state law, but not by federal law), except for injectable
insulin.
33) Educational Services Services, supplies or room and board for teaching, vocational, or self-training
purposes, except as listed in this Booklet. This includes, but is not limited to boarding schools and/or
the room and board and educational components of a residential program where the primary focus of
the program is educational in nature rather than treatment based.
34) Emergency Room Services for non-Emergency Care Services provided in an emergency room for
conditions that do not meet the definition of Emergency. This includes, but is not limited to, suture
removal, routine pregnancy test, sore throat, ear ache/infection, rashes, sprains/strains, constipation,
diarrhea, upper respiratory illness, abrasions, sleep disorder, conjunctivitis/pink eye, back pain that is
not sudden and severe in onset, or dental caries/cavity in an emergency room. For non-emergency
care please use the closest network Urgent Care Center or your Primary Care Physician.
35) Experimental or Investigational Services Services or supplies that we find are Experimental /
Investigational. This also applies to services related to Experimental / Investigational services,
whether you get them before, during, or after you get the Experimental / Investigational service or
supply.
The fact that a service or supply is the only available treatment will not make it Covered Service if we
conclude it is Experimental / Investigational.
36) Eyeglasses and Contact Lenses Eyeglasses and contact lenses to correct your eyesight unless
listed as covered in this Booklet. This Exclusion does not apply to lenses needed after a covered eye
surgery.
37) Eye Exercises Orthoptics and vision therapy.
38) Eye Surgery Eye surgery to fix errors of refraction, such as near-sightedness. This includes, but is
not limited to, LASIK, radial keratotomy or keratomileusis, and excimer laser refractive keratectomy.
39) Family Members Services prescribed, ordered, referred by or given by a member of your immediate
family, including your spouse, child, brother, sister, parent, in-law, or self.

40) Foot Care Routine foot care unless Medically Necessary. This Exclusion applies to care for flat feet,
subluxations, cutting or removing corns and calluses; trimming nails; cleaning and preventive foot
care, including but not limited to:
a) Cleaning and soaking the feet.
b) Applying skin creams to care for skin tone.
c) Other services that are given when there is not an illness, injury or symptom involving the foot.
41) Foot Surgery Surgical treatment of flat feet; subluxation of the foot; weak, strained, unstable feet;
tarsalgia; metatarsalgia; hyperkeratoses.
42) Free Care Services you would not have to pay for if you didn’t have this Plan. This includes, but is not
limited to government programs, services during a jail or prison sentence, services you get from
Workers Compensation, and services from free clinics.
If your Group is not required to have Workers Compensation coverage, this Exclusion does not apply.
This Exclusion will apply if you get the benefits in whole or in part. This Exclusion also applies
whether or not you claim the benefits or compensation, and whether or not you get payments from
any third party.
43) Gene Therapy Gene therapy that introduces or is related to the introduction of genetic material into a
person intended to replace or correct faulty or missing genetic material.
44) Growth Hormone Treatment Any treatment, device, drug, service or supply (including surgical
procedures, devices to stimulate growth and growth hormones), solely to increase or decrease height
or alter the rate of growth.
45) Health Club Memberships and Fitness Services Health club memberships, workout equipment,
charges from a physical fitness or personal trainer, or any other charges for activities, equipment, or
facilities used for physical fitness, even if ordered by a Doctor. This Exclusion also applies to health
spas.
48) Home Care
a) Services given by registered nurses and other health workers who are not employees of or
working under an approved arrangement with a Home Health Care Provider.
b) Food, housing, homemaker services and home delivered meals.
49) Hospital Services Billed Separately Services rendered by Hospital resident Doctors or interns that
are billed separately. This includes separately billed charges for services rendered by employees of
Hospitals, labs or other institutions, and charges included in other duplicate billings.
50) Hyperhidrosis Treatment Medical and surgical treatment of excessive sweating (hyperhidrosis).
51) Infertility Treatment Infertility procedures. For the cost of donor sperm or donor eggs, storage costs
for sperm or frozen embryos, or tests to see if a procedure to promote fertility or pregnancy is
effective.
52) Maintenance Therapy Rehabilitative treatment given when no further gains are clear or likely to
occur. Maintenance therapy includes care that helps you keep your current level of function and
prevents loss of that function, but does not result in any change for the better. This Exclusion does
not apply to “Habilitative Services” as described in the “Benefits/Coverage (What is Covered)”
section.
53) Massage Therapy.
54) Medical Equipment, Devices, and Supplies
a) Replacement or repair of purchased or rental equipment because of misuse, or loss/theft.
b) Surgical supports, corsets, or articles of clothing unless needed to recover from surgery or injury.
c) Non-Medically Necessary enhancements to standard equipment and devices.

d) Supplies, equipment and appliances that include comfort, luxury, or convenience items or
features that exceed what is Medically Necessary in your situation. Reimbursement will be based
on the Maximum Allowable Amount for a standard item that is a Covered Service, serves the
same purpose, and is Medically Necessary. Any expense that exceeds the Maximum Allowable
Amount for the standard item which is a Covered Service is your responsibility.
e) Disposable supplies for use in the home such as bandages, gauze, tape, antiseptics, dressings,
ace-type bandages, and any other supplies, dressings, appliances or devices that are not
specifically listed as covered in the “Benefits/Coverage (What is Covered)” section.
55) Missed or Cancelled Appointments Charges for missed or cancelled appointments.
56) Non-approved Drugs Drugs not approved by the FDA.
57) Non-Approved Facility Services from a Provider that does not meet the definition of Facility.
58) Non-Medically Necessary Services Services we conclude are not Medically Necessary. This
includes services that do not meet our medical policy, clinical coverage, or benefit policy guidelines.
Emergency medical care is not subject to this exclusion as long as such care meets the definition of
Emergency medical care, see “Emergency Care” under the “Benefits/Coverage (What Is Covered)”
section of this Booklet.
59) Nutritional or Dietary Supplements Nutritional and/or dietary supplements, except as described in
this Booklet or that we must cover by law. This Exclusion includes, but is not limited to, nutritional
formulas and dietary supplements that you can buy over the counter and those you can get without a
written Prescription or from a licensed pharmacist.
60) Off label use Off label use, unless we must cover it by law or if we approve it.
61) Oral Surgery Extraction of teeth, surgery for impacted teeth, and other oral surgeries to treat the
teeth or bones and gums directly supporting the teeth, except as listed in this Booklet.
64) Pain Intractable Pain and/or Chronic Pain.
65) Personal Care, Convenience and Mobile/Wearable Devices
a) Items for personal comfort, convenience, protection, cleanliness such as air conditioners,
humidifiers, water purifiers, dehumidifiers, sports helmets, raised toilet seats, shower chairs,
special lighting or other environmental modifiers, wristlets, augmentative communication devices,
surgical supports, and corsets or other articles of clothing,
b) First aid supplies and other items kept in the home for general use (bandages, cotton-tipped
applicators, thermometers, petroleum jelly, tape, non-sterile gloves, heating pads),
c) Home workout or therapy equipment, including treadmills and home gyms,
d) Pools, whirlpools, spas, or hydrotherapy equipment.
e) Hypo-allergenic pillows, mattresses, or waterbeds,
f)

Residential, auto, or place of business structural changes (ramps, lifts, elevator chairs,
escalators, elevators, stair glides, emergency alert equipment, handrails).

g) Consumer wearable / personal mobile devices (such as a smart phone, smart watch, or other
personal tracking devices), including any software or applications.
66) Prescription Drugs. Prescription Drugs are excluded from Anthem medical coverage. See section
16 for prescription drug coverage provided by CVS Caremark.
67) Private Duty Nursing Private duty nursing services given in a Hospital or Skilled Nursing Facility.
Private duty nursing services are a Covered Service only when given as part of the “Home Care
Services” benefit.
68) Prosthetics Prosthetics for sports or cosmetic purposes. This includes wigs, except as specifically
stated in this Booklet, and scalp hair prosthetics.
69) Residential accommodations Residential accommodations to treat medical or behavioral health

conditions, except when provided in a Hospital, Hospice, Skilled Nursing Facility, or Residential
Treatment Center. This Exclusion includes procedures, equipment, services, supplies or charges for
the following:
a) Domiciliary care provided in a residential institution, treatment center, halfway house, or school
because a Member’s own home arrangements are not available or are unsuitable, and consisting
chiefly of room and board, even if therapy is included.
b) Care provided or billed by a hotel, health resort, convalescent home, rest home, nursing home or
other extended care facility home for the aged, infirmary, school infirmary, institution providing
education in special environments, supervised living or halfway house, or any similar facility or
institution.
c) Services or care provided or billed by a school, Custodial Care center for the developmentally
disabled, or outward bound programs, even if psychotherapy is included.
72) Routine Physicals and Immunizations Physical exams and immunizations required for travel,
enrollment in any insurance program, as a condition of employment, for licensing, sports programs, or
for other purposes, which are not required by law under the “Preventive Care” benefit.
74) Sexual Dysfunction Services or supplies for male or female sexual problems.
75) Stand-By Charges Stand-by charges of a Doctor or other Provider.
76) Sterilization Services to reverse an elective sterilization.
77) Studies Research studies or screening exams, unless otherwise stated in this Booklet.
78) Surrogate Mother Services Services or supplies for a person not covered under this Plan for a
surrogate pregnancy (including, but not limited to, the bearing of a child by another woman for an
infertile couple).
79) Temporomandibular Joint Treatment Fixed or removable appliances which move or reposition the
teeth, fillings, or prosthetics (crowns, bridges, dentures).
80) Travel Costs Mileage, lodging, meals, and other Member-related travel costs except as described in
this Plan.
81) Vein Treatment Treatment of varicose veins or telangiectatic dermal veins (spider veins) by any
method (including sclerotherapy or other surgeries) for cosmetic purposes.
82) Vision Services Vision services not described as Covered Services in this Booklet.
83) Waived Cost-Shares Out-of-Network For any service for which you are responsible under the terms
of this Plan to pay a Copayment, Coinsurance or Deductible, and the Copayment, Coinsurance or
Deductible is waived by an Out-of-Network Provider.
84) Weight Loss Programs Programs, whether or not under medical supervision, unless listed as
covered in this Booklet.
This Exclusion includes, but is not limited to, commercial weight loss programs (Weight Watchers,
Jenny Craig, LA Weight Loss) and fasting programs.
85) Weight Loss Surgery Bariatric surgery. This includes but is not limited to Roux-en-Y (RNY),
Laparoscopic gastric bypass surgery or other gastric bypass surgery (surgeries lower stomach
capacity and divert partly digested food from the duodenum to the jejunum, the section of the small
intestine extending from the duodenum), or Gastroplasty, (surgeries that reduce stomach size), or
gastric banding procedures.
86) Wilderness or other outdoor camps and/or programs.

Section 9. Member Payment Responsibility
Your Cost-Shares
Your Plan may involve Deductibles, Copayments, and Coinsurance (as described below). Your Cost
Sharing requirements are based on the Medicare allowed amount for services covered by Medicare up to
the Maximum Allowed Amount of this Plan. For those services not covered by Medicare but that are
covered under this Booklet your Cost Sharing requirements are based on Our Maximum Allowed Amount.

Maximum Allowed Amount
General
This section describes how we determine the amount of reimbursement for Covered Services that are
covered by this Booklet, but not covered by Medicare. Reimbursement for services rendered by InNetwork and Out-of-Network Providers is based on this Booklet’s Maximum Allowed Amount for the
Covered Service that you receive. Please see “Inter-Plan Arrangement’s” in the “Claims Procedure (How
to File a Claim)” section for additional information.
The Maximum Allowed Amount for this Booklet is the maximum amount of reimbursement we will allow
for services and supplies:
•

That meet our definition of Covered Services, to the extent such services and supplies are covered
under your Booklet and are not excluded;

•

That are Medically Necessary; and

•

That are provided in accordance with all applicable preauthorization, utilization management or other
requirements set forth in your Booklet.

You will be required to pay a portion of the Maximum Allowed Amount to the extent you have not met
your Deductible or have a Copayment or Coinsurance. Except for Surprise Billing Claims*,when you
receive Covered Services from an Out-of-Network Provider, you may be responsible for paying any
difference between the Maximum Allowed Amount and the Provider’s actual charges. This amount can be
significant.
*Surprise Billing Claims are described in the “Consolidated Appropriations Act of 2021 Notice” at the
beginning of this Booklet. Please refer to that section for further details.
When you receive Covered Services from a Provider, we will, to the extent applicable, apply claim
processing rules to the claim submitted for those Covered Services. These rules evaluate the claim
information and, among other things, determine the accuracy and appropriateness of the procedure and
diagnosis codes included in the claim. Applying these rules may affect our determination of the Maximum
Allowed Amount. Our application of these rules does not mean that the Covered Services you received
were not Medically Necessary. It means we have determined that the claim was submitted inconsistent
with procedure coding rules and/or reimbursement policies. For example, your Provider may have
submitted the claim using several procedure codes when there is a single procedure code that includes
all of the procedures that were performed. When this occurs, the Maximum Allowed Amount will be based
on the single procedure code rather than a separate Maximum Allowed Amount for each billed code.
Likewise, when multiple procedures are performed on the same day by the same Doctor or other
healthcare professional, we may reduce the Maximum Allowed Amounts for those secondary and
subsequent procedures because reimbursement at 100% of the Maximum Allowed Amount for those
procedures would represent duplicative payment for components of the primary procedure that may be
considered incidental or inclusive.
Member Cost Share
For certain Covered Services, you may be required to pay a part of the Maximum Allowed Amount as
your cost share amount (for example, Deductible and/or Coinsurance).

We will not provide any reimbursement for non-Covered Services or services provided by a Provider who
is NOT a contracted Provider. Both services specifically excluded by the terms of this Booklet and those
received after benefits have been exhausted are non-Covered Services.
Under certain circumstances, if We, on behalf of the Plan, pay the Provider amounts that are your
responsibility, such as Deductibles or Coinsurance, We may collect such amounts directly from you. You
agree that We, on behalf of the Plan, have the right to collect such amounts from you.

Federal/State Taxes/Surcharges/Fees
Federal or state laws or regulations may require a surcharge, tax or other fee. If applicable, we will
include any such surcharge, tax or other fee as part of the claim charge passed on to you.

Claims Review
Anthem has processes to review claims before and after payment to detect fraud, waste, abuse and other
inappropriate activity. Members seeking services from Out-of-Network Providers could be balanced billed
by the Out-of-Network Provider for those services that are determined to be not payable as a result of
these review processes. A claim may also be determined to be not payable due to a Provider’s failure to
submit medical records with the claims that are under review in these processes.

Section 10. Claims Procedure (How to File a Claim)
For services not covered by Medicare that are covered under this Booklet, when a PPO or Participating
Provider bills Us for Covered Services, We will authorize payment from the Plan of the appropriate
charges for the benefit directly to the Provider. You are responsible for providing the PPO or Participating
Provider with all information necessary for the Provider to submit a claim. You pay the applicable
Deductible and/or Coinsurance to the Provider when the Covered Service is received.
If you receive care from an Out-of-Network Provider, you will need to make sure a claim is filed. Many
Out-of-Network Hospitals, Doctors and other Providers will file your claim for you, although they are not
required to do so. If you file the claim, use a claim form as described later in this section.

Notice of Claim & Proof of Loss
After you get Covered Services, we must receive written notice of your claim in order for benefits to be
paid.
•

In-Network Providers will submit claims for you. They are responsible for ensuring that claims have
the information we need to determine benefits. If the claim does not include enough information, we
will ask them for more details, and they will be required to supply those details within certain
timeframes.

•

Out-of-Network claims can be submitted by the Provider if the Provider is willing to file on your behalf.
However, if the Provider is not submitting on your behalf, you will be required to submit the claim.
Claim forms are usually available from the Provider. If they do not have a claims form, you can send a
written request to us, or contact Member Services and ask for a claims form to be sent to you. If you
do not receive the claims form, you can still submit written notice of the claim without the claim form.
The same information that would be given on the claim form must be included in the written notice of
claim, including:
-

Name of patient.
Patient’s relationship with the Subscriber.
Identification number.
Date, type, and place of service.
Your signature and the Provider’s signature.

Out-of-Network claims must be submitted within 180 days. In certain cases, state or federal law may
allow additional time to file a claim, if you could not reasonably file within the 180 day period. Failure
to file a claim within 180 days shall not invalidate nor reduce any claim if it was not reasonably
possible to file the claim within such time, provided such proof is submitted as soon as reasonably
possible and in no event, except in the absence of legal capacity, later than one year from the time
the claim is required to be filed. The claim must have the information we need to determine benefits.
If the claim does not include enough information, we will ask you for more details and inform you of
the time by which we need to receive that information. Once we receive the required information, we
will process the claim according to the terms of your Plan.
Please note that failure to submit the information we need by the time listed in our request
could result in the denial of your claim, unless state or federal law requires an extension.
Please contact Member Services if you have any questions or concerns about how to submit claims.

Member’s Cooperation
You will be expected to complete and submit to us all such authorizations, consents, releases,
assignments and other documents that may be needed in order to obtain or assure reimbursement under
Medicare, Workers’ Compensation or any other governmental program. If you fail to cooperate you will be
responsible for any charge for services.

Payment of Benefits
You authorize us to make payments directly to Providers for Covered Services. In no event, however,
shall our right to make payments directly to a Provider be deemed to suggest that any Provider is a
beneficiary with independent claims and appeal rights under the Plan. Where permitted by applicable law,
we reserve the right to make payments directly to you as opposed to any Provider for Covered Service, at
our discretion. In the event that payment is made directly to you, you have the responsibility to apply this
payment to the claim from the Out-of-Network Provider. Payments and notice regarding the receipt and/or
adjudication of claims may also be sent to an Alternate Recipient (which is defined herein as any child of
a Subscriber who is recognized under a “Qualified Medical Child Support Order” as having a right to
enrollment under the Employer’s Plan), or that person’s custodial parent or designated representative.
Any payments made by us (whether to any Provider for Covered Service or you) will discharge our
obligation for Covered Services. You cannot assign your right to receive payment to anyone, except as
required by a “Qualified Medical Child Support Order” as defined by, and if subject to, ERISA or any
applicable Federal law.
Once a Provider performs a Covered Service, we will not honor a request for us to withhold payment of
the claims submitted.
The coverage, rights, and benefits under the Plan are not assignable by any Member, except as required
by law. This prohibition against assignment includes rights to receive payment, claim benefits under the
Plan and/or law, sue or otherwise begin legal action, or request Plan documents or any other information
that a Participant or beneficiary may request under ERISA.

Section 11. General Policy Provisions
Assignment
Members cannot legally transfer the coverage. Benefits available under this Booklet are not assignable by
any Member without obtaining written permission from us, unless in a way described in the “How to
Access Your Services and Obtain Approval of Benefits (Applicable to Managed Care Plans)” and in
“Claims Procedure (How to File a Claim)” sections.

Care Coordination
We pay In-Network Providers in various ways to provide Covered Services to you. For example,
sometimes we may pay In-Network Providers a separate amount for each Covered Service they provide.
We may also pay them one amount for all Covered Services related to treatment of a medical condition.
Other times, we may pay a periodic, fixed pre-determined amount to cover the costs of Covered Services.
In addition, we may pay In-Network Providers financial incentives or other amounts to help improve
quality of care and/or promote the delivery of health care services in a cost-efficient manner, or
compensate In-Network Providers for coordination of Member care. In some instances, In-Network
Providers may be required to make payment to us because they did not meet certain standards. You do
not share in any payments made by In-Network Providers to us under these programs.

Clerical Error
A clerical error will never disturb or affect your coverage, as long as your coverage is valid under the rules
of the Plan. This rule applies to any clerical error, regardless of whether it was the fault of the Employer or
us.

Confidentiality and Release of Information
Applicable state and federal law requires us to undertake efforts to safeguard your medical information.
For informational purposes only, please be advised that a statement describing our policies and
procedures regarding the protection, use and disclosure of your medical information is available on our
website and can be furnished to you upon request by contacting our Member Services department.
Obligations that arise under state and federal law and policies and procedures relating to privacy that are
referenced but not included in this Booklet are not part of the contract between the parties and do not give
rise to contractual obligations.

Conformity with Law
Any term of the Plan which is in conflict with the applicable laws, will hereby be automatically amended to
conform with the minimum requirements of such laws.

Form or Content of Booklet
No agent or employee of ours is authorized to change the form or content of this Booklet. Changes can
only be made through a written authorization, signed by an officer of the Employer. Changes are further
noted in “Modifications” below this section.

Government Programs
The benefits under this Plan shall not duplicate any benefits that you are entitled to, or eligible for, under
any other governmental program. This does not apply if any particular laws require us to be the primary
payor. If we have duplicated such benefits, all money paid by such programs to you for services you have
or are receiving, shall be returned by or on your behalf to us.

Medical Policy and Technology Assessment
Anthem reviews and evaluates new technology according to its technology evaluation criteria developed
by its medical directors. Technology assessment criteria are used to determine the Experimental /
Investigational status or Medical Necessity of new technology. Guidance and external validation of
Anthem’s medical policy is provided by the Medical Policy and Technology Assessment Committee
(MPTAC) which consists of approximately 20 Doctors from various medical specialties including Anthem’s
medical directors, Doctors in academic medicine and Doctors in private practice.
Conclusions made are incorporated into medical policy used to establish decision protocols for particular
diseases or treatments and applied to Medical Necessity criteria used to determine whether a procedure,
service, supply or equipment is covered.

Modifications
This Booklet allows the Plan Administrator to make Plan coverage available to eligible Members.
However, this Booklet shall be subject to amendment, modification, and termination in accordance with
any of its provisions, the Administrative Services Only Agreement, or by mutual agreement between the
Plan Administrator and Anthem without the permission or involvement of any Member. By electing
medical and Hospital coverage under the Plan or accepting Plan benefits, all Members who are legally
capable of entering into a contract, and the legal representatives of all Members that are incapable of
entering into a contract, agree to all terms, conditions, and provisions in this Booklet.

Network Access Plan
We strive to provide Provider networks in Colorado that addresses your health care needs. The Network
Access Plan describes our Provider network standards for network sufficiency in service, access and
availability, as well as assessment procedures we follow in our effort to maintain adequate and accessible
networks. To request a copy of this document, call Member Services. This document is also available on
our website or for in-person review at 700 Broadway in Denver, Colorado.

Not Liable for Provider Acts or Omissions
We are not responsible for the actual care you receive from any person. This Booklet does not give
anyone any claim, right, or cause of action against Anthem based on the actions of a Provider of health
care, services, or supplies.

Payment Innovation Programs
We pay In-Network Providers through various types of contractual arrangements. Some of these
arrangements – Payment Innovation Programs (Program(s)) – may include financial incentives to help
improve quality of care and promote the delivery of health care services in a cost-efficient manner.
These Programs may vary in methodology and subject area of focus and may be modified by us from
time to time, but they will be generally designed to tie a certain portion of an In-Network Provider’s total
compensation to pre-defined quality, cost, efficiency or service standards or metrics. In some instances,
In-Network Providers may be required to make payment to us under the Program as a consequence of
failing to meet these pre-defined standards.
The Programs are not intended to affect your access to health care. The Program payments are not
made as payment for specific Covered Services provided to you, but instead, are based on the InNetwork Provider’s achievement of these pre-defined standards. You are not responsible for any
Copayment or Coinsurance amounts related to payments made by us or to us under the Program(s), and
you do not share in any payments made by Network Providers to us under the Program(s).

Policies and Procedures
We are able to introduce new policies, procedures, rules and interpretations, as long as they are
reasonable. Such changes are introduced to make the Plan more orderly and efficient. Members must
follow and accept any new policies, procedures, rules, and interpretations.

Under the terms of the Administrative Services Agreement, we have the authority, in our sole discretion,
to introduce or terminate from time to time, pilot or test programs for disease management, care
management, or wellness initiatives which may result in the payment of benefits not otherwise specified in
this Booklet. We reserve the right to discontinue a pilot or test program at any time.

Program Incentives
We may offer incentives from time to time, at our discretion, in order to introduce you to covered
programs and services available under this Plan. The purpose of these incentives include, but is not
limited to, making you aware of cost effective benefit options or services, helping you achieve your best
health, and encouraging you to update member-related information. These incentives may be offered in
various forms such as retailer coupons, gift cards, health related merchandise, and discounts on fees or
Member cost shares. Acceptance of these incentives is voluntary as long as Anthem offers the incentives
program. We may discontinue an incentive for a particular covered program or service at any time. If you
have any questions about whether receipt of an incentive or retailer coupon results in taxable income to
you, we recommend that you consult your tax advisor.

Relationship of Parties (Anthem and In-Network Providers)
The relationship between Anthem and In-Network Providers is an independent contractor relationship. InNetwork Providers are not agents or employees of ours, nor is Anthem, or any employee of it, an
employee or agent of In-Network Providers.
Your health care Provider is solely responsible for all decisions regarding your care and treatment,
regardless of whether such care and treatment is a Covered Service under this Plan. The Plan
Administrator shall not be responsible for any claim or demand on account of damages arising out of, or
in any manner connected with, any injuries suffered by a Member while receiving care from any InNetwork Provider or in any In-Network Provider’s Facilities.
Your In-Network Provider’s agreement for providing Covered Services may include financial incentives or
risk sharing relationships related to the provision of services or referrals to other Providers, including InNetwork Providers, Out-of-Network Providers, and disease management programs. If you have questions
regarding such incentives or risk sharing relationships, please contact your Provider or Anthem.

Right of Recovery and Adjustment
Whenever payment has been made in error, we will have the right to recover such payment from you or, if
applicable, the Provider, or otherwise make appropriate adjustment to claims. In most instances such
recovery or adjustment activity shall be limited to the calendar year in which the error is discovered.
We have oversight responsibility for compliance with Provider and vendor contracts. We may enter into a
settlement or compromise regarding enforcement of these contracts and may retain any recoveries made
from a Provider or vendor resulting from these audits if the return of the overpayment is not feasible.
Additionally, we have established recovery and adjustment policies to determine which recoveries and
adjustments are to be pursued, when to incur costs and expenses and settle or compromise recovery or
adjustment amounts. We will not pursue recoveries for overpayments or adjustments for underpayments
if the cost of the activity exceeds the overpayment or underpayment amount. Anthem reserves the right to
deduct or offset, including cross plan offsetting on In-Network claims and on Out-Of-Network claims
where the Out-of-Network Provider agrees to cross plan offsetting, any amounts paid in error from any
pending or future claim.

Unauthorized Use of Identification Card
If you permit your Identification Card to be used by someone else or if you use the card before coverage
is in effect or after coverage has ended, you will be liable for payment of any expenses incurred resulting
from the unauthorized use. Fraudulent misuse could also result in termination of the coverage.

Value-Added Programs
We may offer health or fitness related programs to our Members, through which you may access
discounted rates from certain vendors for products and services available to the general public. Products
and services available under this program are not Covered Services under your Plan but are in addition to
Plan benefits. As such, program features are not guaranteed under your health Plan Contract and could
be discontinued at any time. We do not endorse any vendor, product or service associated with this
program. Program vendors are solely responsible for the products and services you receive.

Value of Covered Services
For purposes of subrogation, reimbursement of excess benefits, or reimbursement under any Workers’
Compensation or Employer Liability Law, the value of Covered Services shall be the amount we paid for
the Covered Services.

Voluntary Clinical Quality Programs
We may offer additional opportunities to assist you in obtaining certain covered preventive or other care
(e.g., well child check-ups or certain laboratory screening tests) that you have not received in the
recommended timeframe. These opportunities are called voluntary clinical quality programs. They are
designed to encourage you to get certain care when you need it and are separate from Covered Services
under your Plan. These programs are not guaranteed and could be discontinued at any time. We will give
you the choice and if you choose to participate in one of these programs, and obtain the recommended
care within the program’s timeframe, you may receive incentives such as gift cards or retailer coupons,
which we encourage you to use for health and wellness related activities or items. Under other clinical
quality programs, you may receive a home test kit that allows you to collect the specimen for certain
covered laboratory tests at home and mail it to the laboratory for processing. You may also be offered a
home visit appointment to collect such specimens and complete biometric screenings. You may need to
pay any cost shares that normally apply to such covered laboratory tests (e.g., those applicable to the
laboratory processing fee) but will not need to pay for the home test kit or the home visit. If you have any
questions about whether receipt of a gift card or retailer coupon results in taxable income to you, we
recommend that you consult your tax advisor.

Waiver
No agent or other person, except an authorized officer of Anthem, is able to disregard any conditions or
restrictions contained in this Booklet, to extend the amount of time for making a payment to us, or to bind
us by making any promise or representation or by giving or receiving any information.

Section 12. Termination/Nonrenewal/Continuation
Because the Plan provides you with multiple health care options, eligible employees may change
coverage for themselves and/or their eligible Dependents to another benefit Plan offered by the Plan
during Open Enrollment.

Termination
Except as otherwise provided, your coverage may terminate in the following situations:
• When the Administrative Services Agreement between the Employer and us terminates. It will be the
Employer's responsibility to notify you of the termination of coverage.
• Upon the Subscriber’s death.
• If you choose to terminate your coverage. We must receive a 31-day advance notice to end coverage.
We will credit Fees paid in advance unless we do not receive the cancellation request at least 31-days
before the effective date of the cancellation.
• If you or your Dependents cease to meet the eligibility requirements of the Plan, subject to any
applicable continuation requirements. If you cease to be eligible, the Employer and/or you must notify
us immediately. The Employer and/or you shall be responsible for payment for any services incurred
by you after you cease to meet eligibility requirements.
• If you elect coverage under another carrier’s health benefit plan, which is offered by the Employer as
an option instead of this Plan, subject to the consent of the Employer. The Employer agrees to
immediately notify us that you have elected coverage elsewhere.
• If you perform an act, practice, or omission that constitutes fraud or make an intentional
misrepresentation of material fact, as prohibited by the terms of your Plan, your coverage and the
coverage of your Dependents can be retroactively terminated or rescinded. A rescission of coverage
means that the coverage may be legally voided back to the start of your coverage under the Plan, just
as if you never had coverage under the Plan. You will be provided with a 30 calendar day advance
notice with appeal rights before your coverage is retroactively terminated or rescinded. You are
responsible for paying us for the cost of previously received services based on the Maximum Allowable
Amount for such services, less any Copayments made or Fees paid for such services.
• If you fail to pay or fail to make satisfactory arrangements to pay your portion of the Fee, we may
terminate your coverage and may also terminate the coverage of your Dependents.
• If you permit the fraudulent use of your or any other Member’s Plan Identification Card by any other
person; use another person’s Identification Card; or use an invalid Identification Card to obtain
services, your coverage will terminate immediately upon our written notice to the Employer. Anyone
involved in the misuse of a Plan Identification Card will be liable to and must reimburse us for the
Maximum Allowed Amount for services received through such misuse.
• When a Dependent no longer qualifies as a Dependent.
• On the date of a final divorce decree or legal separation for dependent spouse.
• When legal custody of a child placed for adoption ends.
You will be notified in writing of the date your coverage ends by either us or the Employer.

Removal of Members
Upon written request through the Employer, you may cancel your coverage and/or your Dependent’s
coverage from the Plan. If this happens, no benefits will be provided for Covered Services after the

termination date even if we have preauthorized the service, unless the Provider confirmed eligibility within
two business days before the service is received.

Section 13. Appeals and Complaints
We want your experience with us to be as positive as possible. There may be times, however, when you
have a complaint, problem, or question about your Plan or a service you have received. In those cases,
please contact Member Services by calling the Member Services telephone number on the back of your
ID card. We will try to resolve your complaint informally by talking to your Provider or reviewing your
claim. If you are not satisfied with the resolution of your complaint, you have the right to file a Grievance /
Appeal, which is defined as follows:
We may have turned down your claim for benefits, your continuity of care request, or your request to
cover a Drug as an exception to the Prescription Drug List. We may have also denied your request to
preauthorize or receive a service or a supply. If you disagree with our decision you can:
1. File a complaint;
2. File an appeal; or
3. File a grievance.

Complaints
If you have a Complaint about any aspect of Our service or claims processing, you should contact Our
Member Services department. A trained representative will work to clear up any confusion and resolve
your concerns. You may submit a written Complaint to the address listed below. If you are not satisfied
with the resolution of Member concerns by Our Member Services associate, you may file an Appeal at
these addresses as explained under the Appeals heading in this section:
For Medical Services: Anthem Blue Cross and Blue Shield
Member Services Department
P.O. Box 17549
Denver, CO 80217-0549

For Prescription Services:
For Prescription Services
MC 109 - CVS Caremark
P.O. Box 52084
Phoenix, AZ 85072
Fax: 1-866-443-1172

Appeals
For purposes of these Appeal provisions, “claim for benefits” means a request for benefits under the plan.
The term includes both pre-service and post-service claims.
•

A pre-service claim is a claim for benefits under the plan for which you have not received the benefit or
for which you may need to obtain approval in advance.

•

A post-service claim is any other claim for benefits under the plan for which you have received the
service.

If your claim is denied or if your coverage is rescinded:
•

you will be provided with a written notice of the denial; and

•

you are entitled to a full and fair review of the denial.

The procedure Anthem will satisfy following the minimum requirements for a full and fair review under
applicable federal regulations.
Notice of Adverse Benefit Determination
If your claim is denied, Anthem’s notice of the adverse benefit determination (denial) will include:
•

information sufficient to identify the claim involved;

•

the specific reason(s) for the denial;

•

a reference to the specific plan provision(s) on which Anthem’s determination is based;

•

a description of any additional material or information needed to perfect your claim;

•

an explanation of why the additional material or information is needed;

•

a description of the plan’s review procedures and the time limits that apply to them, including a statement of
your right to bring a civil action under ERISA within one year of the appeal decision if you submit an appeal
and the claim denial is upheld;

•

information about any internal rule, guideline, protocol, or other similar criterion relied upon in making
the claim determination and about your right to request a copy of it free of charge, along with a
discussion of the claims denial decision;

•

information about the scientific or clinical judgment for any determination based on medical necessity
or experimental treatment, or about your right to request this explanation free of charge, along with a
discussion of the claims denial decision; and

•

information regarding your potential right to an External Appeal pursuant to federal law.

For claims involving urgent/concurrent care:
•

Anthem’s notice will also include a description of the applicable urgent/concurrent review process; and

•

Anthem may notify you or your authorized representative within 24 hours orally and then furnish a
written notification.

Appeals
You have the right to appeal an adverse benefit determination (claim denial). You or your authorized
representative must file your appeal within 180 calendar days after you are notified of the denial. You will
have the opportunity to submit written comments, documents, records, and other information supporting
your claim. Anthem's review of your claim will take into account all information you submit, regardless of
whether it was submitted or considered in the initial benefit determination.
•

Anthem shall offer a single mandatory level of appeal and an additional voluntary second level of appeal
which may be a panel review, independent review, or other process consistent with the entity reviewing
the appeal. The time frame allowed for the Administrator to complete its review is dependent upon the
type of review involved (e.g. pre-service, concurrent, post-service, urgent, etc.).

For pre-service claims involving urgent/concurrent care, you may obtain an expedited appeal. You or
your authorized representative may request it orally or in writing. All necessary information, including
Anthem’s decision, can be sent between Anthem and you by telephone, facsimile or other similar method.
To file an appeal for a claim involving urgent/concurrent care, you or your authorized representative must
contact Anthem at the phone number listed on your Health Benefit ID card and provide at least the following
information:
•

the identity of the claimant;

•

the date(s) of the medical service;

•

the specific medical condition or symptom;

•

the provider’s name;

•

the service or supply for which approval of benefits was sought; and

•

any reasons why the appeal should be processed on a more expedited basis.

All other requests for appeals should be submitted in writing by the Member or the Member’s authorized
representative, except where the acceptance of oral appeals is otherwise required by the nature of the
appeal (e.g. urgent care). You or your authorized representative must submit a request for review to:
For services that are not for Mental Health Conditions, Alcohol Dependency or Substance
Dependency:
Anthem Blue Cross and Blue Shield
Appeals Department
700 Broadway
Mail Stop CO0104-0430
Denver, CO 80273
For services that are for Mental Health Conditions, Alcohol Dependency or Substance
Dependency:
Anthem Blue Cross and Blue Shield
Appeals Department
700 Broadway
Mail Stop CO0106-0642
Denver, CO 80273
You must include Your Member Identification Number when submitting an appeal.
Upon request, Anthem will provide, without charge, reasonable access to, and copies of, all documents,
records, and other information relevant to your claim. “Relevant” means that the document, record, or other
information:
•

was relied on in making the benefit determination; or

•

was submitted, considered, or produced in the course of making the benefit determination; or

•

demonstrates compliance with processes and safeguards to ensure that claim determinations are made
in accordance with the terms of the plan, applied consistently for similarly-situated claimants; or

•

is a statement of the plan’s policy or guidance about the treatment or benefit relative to your diagnosis.

Anthem will also provide you, free of charge, with any new or additional evidence considered, relied upon,
or generated in connection with your claim. In addition, before you receive an adverse benefit determination
on review based on a new or additional rationale, Anthem will provide you, free of charge, with the rationale.
For Out of State Appeals You have to file Provider appeals with the Host Plan. This means Providers
must file appeals with the same plan to which the claim was filed.
How Your Appeal will be Decided
When Anthem considers your appeal, Anthem will not rely upon the initial benefit determination or, for
voluntary second-level appeals, to the earlier appeal determination. The review will be conducted by an
appropriate reviewer who did not make the initial determination and who does not work for the person who
made the initial determination. A voluntary second-level review will be conducted by an appropriate reviewer

who did not make the initial determination or the first-level appeal determination and who does not work for
the person who made the initial determination or first-level appeal determination.
If the denial was based in whole or in part on a medical judgment, including whether the treatment is
experimental, investigational, or not medically necessary, the reviewer will consult with a health care
professional who has the appropriate training and experience in the medical field involved in making the
judgment. This health care professional will not be one who was consulted in making an earlier
determination or who works for one who was consulted in making an earlier determination.
Notification of the Outcome of the Appeal
If you appeal a claim involving urgent/concurrent care, Anthem will notify you of the outcome of the
appeal as soon as possible, but not later than 72 hours after receipt of your request for appeal.
If you appeal any other pre-service claim, Anthem will notify you of the outcome of the appeal within 30
days after receipt of your request for appeal
If you appeal a post-service claim, Anthem will notify you of the outcome of the appeal within 60 days
after receipt of your request for appeal.
Appeal Denial
•

If your appeal is denied, that denial will be considered an adverse benefit determination. The notification
from Anthem will include all of the information set forth in the above subsection entitled “Notice of
Adverse Benefit Determination.”

Voluntary Second Level Appeals
If you are dissatisfied with the mandatory first level appeal decision, a voluntary second level appeal may
be available. If you would like to initiate a second level appeal, please write to the address listed above.
Voluntary appeals must be submitted within 60 calendar days of the denial of the first level appeal. You are
not required to complete a voluntary second level appeal prior to submitting a request for an independent
External Review.
External Review
If the outcome of the mandatory first level appeal is adverse to you and it was based on medical judgment,
or if it pertained to a rescission of coverage, you may be eligible for an independent External Review
pursuant to federal law.
You must submit your request for External Review to Anthem within four (4) months of the notice of your
final internal adverse determination.
A request for an External Review must be in writing unless Anthem determines that it is not reasonable to
require a written statement. You do not have to re-send the information that you submitted for internal
appeal. However, you are encouraged to submit any additional information that you think is important for
review.
For pre-service claims involving urgent/concurrent care, you may proceed with an Expedited External
Review without filing an internal appeal or while simultaneously pursuing an expedited appeal through our
internal appeal process. You or your authorized representative may request it orally or in writing. All
necessary information, including Anthem’s decision, can be sent between the Administrator and you by
telephone, facsimile or other similar method. To proceed with an Expedited External Review, you or your
authorized representative must contact Anthem at the phone number listed on your Health Benefit ID card
and provide at least the following information:
•

the identity of the claimant;

•

the date(s) of the medical service;

•

the specific medical condition or symptom;

•

the provider’s name;

•

the service or supply for which approval of benefits was sought; and

•

any reasons why the appeal should be processed on a more expedited basis.

All other requests for External Review should be submitted in writing unless Anthem determines that it is
not reasonable to require a written statement. Such requests should be submitted by you or your authorized
representative to:
Anthem Blue Cross and Blue Shield
700 Broadway
Mail Stop CO0104-0430
Denver, CO 80273
You must include Your Member Identification Number when submitting an appeal.
This is not an additional step that you must take in order to fulfill your appeal procedure obligations
described above. Your decision to seek External Review will not affect your rights to any other benefits
under this health care plan. There is no charge for you to initiate an independent External Review. The
External Review decision is final and binding on all parties except for any relief available through applicable
state laws or ERISA (if applicable).
Requirement to file an Appeal before filing a lawsuit
No lawsuit or legal action of any kind related to a benefit decision may be filed by you in a court of law or in
any other forum, unless it is commenced within one year of the Plan’s final decision on the claim or other
request for benefits. If the Plan decides an appeal is untimely, the Plan’s latest decision on the merits of
the underlying claim or benefit request is the final decision date. You must exhaust the internal Appeals
Procedure but not including any voluntary level of appeal, before filing a lawsuit or taking other legal action
of any kind against the Plan.
If your health benefit Plan is sponsored by your employer and subject to the Employee Retirement Income
Security Act of 1974 (ERISA) and your appeal as described above results in an adverse benefit
determination, you have a right to bring a civil action under Section 502(a) of ERISA within one year of the
appeal decision.
The Plan reserves the right to modify the policies, procedures and timeframes in this section upon
further clarification from Department of Health and Human Services and Department of Labor.

Grievances
If you have an issue or concern about the quality or services you receive from an In-Network Provider or
Facility, you can file a grievance. The quality management department strives to resolve grievances fairly
and quickly.
For medical and prescription drug or pharmacy issues:
Anthem Blue Cross and Blue Shield
Attn: Grievance and Appeals Department
700 Broadway
Denver, CO 80273-0001
Our quality management department will acknowledge that we’ve received your grievance. They’ll also
investigate it. We treat every grievance confidentially.

Section 14. Definitions
If a word or phrase in this Booklet has a special meaning, such as Medical Necessity or Experimental /
Investigational, it will start with a capital letter, and be defined below. If you have questions on any of
these definitions, please call Member Services at the Member Services telephone number on the back of
your Identification Card.

Administrative Services Agreement
The agreement between HMO Colorado and the employer, regardless of how such an agreement may be
titled, stating all the terms and provisions applicable to the administration of this Plan.

Ambulatory Surgical Facility
A Facility, with a staff of Doctors, that:
1. Is licensed as required;
2. Has permanent facilities and equipment to perform surgical procedures on an Outpatient basis;
3. Gives treatment by or under the supervision of Doctors, and nursing services when the patient is in
the Facility;
4. Does not have Inpatient accommodations; and
5. Is not, other than incidentally, used as an office or clinic for the private practice of a Doctor or other
professional Provider.

Authorized Service(s)
A Covered Service you get from an Out-of-Network Provider that we have agreed to cover at the InNetwork level. You will not have to pay any more than the In-Network Deductible, Coinsurance, and/or
Copayment(s) that apply. Please see “Claims Procedure (How to File a Claim)” for more details.

Benefit Maximum
The number of days or units of Covered Services, such as two office visits per your Benefit Period, for
which a health coverage will provide benefits during a specified length of time.

Benefit Period
The length of time we will cover benefits for Covered Services (July 1 through June 30). If your coverage
ends before the end of the year, then your Benefit Period also ends.

Benefit Period Maximum
The most we will cover for a Covered Service during a Benefit Period.

Booklet
This document (also called the Benefit Booklet), which describes the terms of your benefits.

Chronic Pain
Pain that lasts more than six months that is not life threatening, and it may continue for a lifetime, and has
not responded to current treatments.

Claims Administrator
An organization or entity that the employer contracts with to provide administrative and claims payment
services under the Plan. The Administrator of this Plan is Anthem Blue Cross and Blue Shield. Anthem
provides administrative claims payment services only and does not assume any financial risk or obligation
with respect to claims.

Coinsurance
Your share of the cost for Covered Services, which is a percent of the Maximum Allowed Amount. You
normally pay Coinsurance after you meet your Deductible. Your Coinsurance will not be reduced by any
refunds, rebates, or any other form of negotiated post-payment adjustments.

Complications of Pregnancy
Complications of Pregnancy means:
•

Conditions (when the pregnancy is not terminated) whose diagnoses are distinct from pregnancy but
are adversely affected by pregnancy or are caused by pregnancy, such as acute nephritis, nephrosis,
cardiac decompensation, missed abortion, and similar medical and surgical conditions of comparable
severity. This does not include false labor, occasional spotting, physician-prescribed rest during the
period of pregnancy, morning sickness, hyperemesis gravidarum, preeclampsia, and similar conditions
associated with the management of a difficult pregnancy not constituting a nosologically distinct
complication of pregnancy;

•

Non-elective cesarean section, ectopic pregnancy, which is terminated, and spontaneous termination
of pregnancy, which occurs during a period of gestation in which a viable birth is not possible.

Congenital Defect
A defect or anomaly existing before birth, such as cleft lip or club foot. Disorders of growth and
development over time are not considered congenital.

Consolidated Appropriations Act of 2021
Please refer to the “Consolidated Appropriations Act of 2021 Notice” at the beginning of this Booklet for
details.

Controlled Substances
Drugs and other substances that are considered controlled substances under the Controlled Substances
Act (CSA) which are divided into five schedules.

Copayment
A fixed amount you pay toward a Covered Service. You normally have to pay the Copayment when you
get health care. The amount can vary by the type of Covered Service you get. For example, you may
have to pay a $15 Copayment for an office visit, but a $150 Copayment for Emergency Room Services.

Covered Services
Health care services, supplies, or treatment described in this Booklet that are given to you by a Provider.
To be a Covered Service the service, supply or treatment must be:
•

Medically Necessary or specifically included as a benefit under this Booklet.

•

Within the scope of the Provider’s license.

•

Given while you are covered under the Plan.

•

Not Experimental / Investigational, excluded, or limited by this Booklet, or by any amendment or rider
to this Booklet.

•

Approved by us before you get the service if Precertification or prior authorization is needed.

A charge for a Covered Service will apply on the date the service, supply, or treatment was given to you.
Covered Services do not include services or supplies not described in the Provider records.

Custodial Care
Any type of care, including room and board, that (a) does not require the skills of professional or technical
workers; (b) is not given to you or supervised by such workers or does not meet the rules for postHospital Skilled Nursing Facility care; (c) is given when you have already reached the greatest level of
physical or mental health and are not likely to improve further.
Custodial Care includes any type of care meant to help you with activities of daily living that does not
require the skill of trained medical or paramedical workers. Examples of Custodial Care include:
•

Help in walking, getting in and out of bed, bathing, dressing, eating, or using the toilet,

•

Changing dressings of non-infected wounds, after surgery or chronic conditions,

•

Preparing meals and/or special diets,

•

Feeding by utensil, tube, or gastrostomy,

•

Common skin and nail care,

•

Supervising medicine that you can take yourself,

•

Catheter care, general colostomy or ileostomy care,

•

Routine services which we decide can be safely done by you or a non-medical person without the
help of trained medical and paramedical workers,

•

Residential care and adult day care,

•

Protective and supportive care, including education,

•

Rest and convalescent care.

Care can be Custodial even if it is recommended by a professional or performed in a Facility, such as a
Hospital or Skilled Nursing Facility, or at home.

Deductible
The amount you must pay for Covered Services before benefits begin under this Plan. For example, if
your Deductible is $1,000, your Plan won’t cover anything until you meet the $1,000 Deductible. The
Deductible may not apply to all Covered Services.

Dependent
A member of the Subscriber’s family who meets the rules listed in the “Eligibility” section and who has
enrolled in the Plan.

Doctor
See the definition of “Physician.”

Effective Date
The date your coverage begins under this Plan.

Emergency (Emergency Medical Condition)
Please see the "Benefits/Coverage (What is Covered)" section.

Emergency Care
Please see the "Benefits/Coverage (What is Covered)" section.

Employer
An Employer who has allowed its Employees to participate in the Plan by acting as the Plan Sponsor or
adopting the Plan as a participating Employer by executing a formal document that so provides. The

Employer or other organization has an Administrative Services Agreement with Anthem to administer this
Plan.

Excluded Services (Exclusion)
Health care services your Plan doesn’t cover.

Experimental or Investigational (Experimental / Investigational)
(a) Any drug, biologic, device, diagnostic, product, equipment, procedure, treatment, service or supply
used in or directly related to the diagnosis, evaluation or treatment of a disease, injury, illness or other
health condition which we determine in our sole discretion to be Experimental or Investigational.
We will deem any drug, biologic, device, diagnostic, product, equipment, procedure, treatment, service or
supply to be Experimental or Investigational if we determine that one or more of the following criteria
apply when the service is rendered with respect to the use for which benefits are sought.
The drug, biologic, device, diagnostic, product, equipment, procedure, treatment, service or supply:
•

Cannot be legally marketed in the United States without the final approval of the Food and Drug
Administration (FDA) or any other state or federal regulatory agency, and such final approval has not
been granted;

•

Has been determined by the FDA to be contraindicated for the specific use;

•

Is provided as part of a clinical research protocol or clinical trial (except as noted in the Clinical Trials
section under Covered Services in this Booklet as required by state law), or is provided in any other
manner that is intended to evaluate the safety, toxicity or efficacy of the drug, biologic, device,
diagnostic, product, equipment, procedure, treatment, service or supply; or is subject to review and
approval of an Institutional Review Board (IRB) or other body serving a similar function; or

•

Is provided pursuant to informed consent documents that describe the drug, biologic, device,
diagnostic, product, equipment, procedure, treatment, service or supply as Experimental or
Investigational, or otherwise indicate that the safety, toxicity or efficacy of the drug, biologic, device,
diagnostic, product, equipment, procedure, treatment, service or supply is under evaluation.

(b) Any service not deemed Experimental or Investigational based on the criteria in subsection (a) may
still be deemed to be Experimental or Investigational by us. In determining whether a service is
Experimental or Investigational, we will consider the information described in subsection (c) and assess
all of the following:
•

Whether the scientific evidence is conclusory concerning the effect of the service on health outcomes;

•

Whether the evidence demonstrates that the service improves the net health outcomes of the total
population for whom the service might be proposed as any established alternatives; or

•

Whether the evidence demonstrates the service has been shown to improve the net health outcomes
of the total population for whom the service might be proposed under the usual conditions of medical
practice outside clinical investigatory settings.

(c) The information we consider or evaluate to determine whether a drug, biologic, device, diagnostic,
product, equipment, procedure, treatment, service or supply is Experimental or Investigational under
subsections (a) and (b) may include one or more items from the following list, which is not all-inclusive:
•

Randomized, controlled, clinical trials published in authoritative, peer-reviewed United States medical
or scientific journal;

•

Evaluations of national medical associations, consensus panels and other technology evaluation
bodies;

•

Documents issued by and/or filed with the FDA or other federal, state or local agency with the
authority to approve, regulate or investigate the use of the drug, biologic, device, diagnostic, product,
equipment, procedure, treatment, service or supply;

•

Documents of an IRB or other similar body performing substantially the same function;

•

Consent documentation(s) used by the treating Physicians, other medical professionals or facilities,
or by other treating Physicians, other medical professionals or facilities studying substantially the
same drug, biologic, device, diagnostic, product, equipment, procedure, treatment, service or supply;

•

The written protocol(s) used by the treating Physicians, other medical professionals or facilities or by
other treating Physicians, other medical professionals or facilities studying substantially the same
drug, biologic, device, diagnostic, product, equipment, procedure, treatment, service or supply;

•

Medical records; or

•

The opinions of consulting Providers and other experts in the field.

(d) We have the sole authority and discretion to identify and weigh all information and determine all
questions pertaining to whether a drug, biologic, device, diagnostic, product, equipment, procedure,
treatment, service or supply is Experimental or Investigational.

Facility
A facility including but not limited to, a Hospital, freestanding Ambulatory Surgical Facility, Chemical
Dependency Treatment Facility, Residential Treatment Center, Skilled Nursing Facility, Home Health
Care Agency or mental health facility, as defined in this Booklet. The Facility must be licensed,
accredited, registered or approved by The Joint Commission or the Commission on Accreditation of
Rehabilitation Facilities (CARF), as applicable or meet specific rules set by us.

Fee(s)
The amount you must pay to be covered by this Plan.

Habilitative Services
Habilitative Services help you keep, learn or improve skills and functioning for daily living. Examples
include therapy for a child who isn’t walking or talking at the expected age.

Home Health Care Agency
A Facility, licensed in the state in which it is located, that:
1. Gives skilled nursing and other services on a visiting basis in your home; and
2. Supervises the delivery of services under a plan prescribed and approved in writing by the attending
Doctor.

Hospice
A Provider that gives care to terminally ill patients and their families, either directly or on a consulting
basis with the patient’s Doctor. It must be licensed by the appropriate agency.

Hospital
A Provider licensed and operated as required by law, which has:
1. Room, board, and nursing care;
2. A staff with one or more Doctors on hand at all times;
3. 24 hour nursing service;
4. All the facilities on site are needed to diagnose, care, and treat an illness or injury; and
5. Is fully accredited by The Joint Commission.
The term Hospital does not include a Provider, or that part of a Provider, used mainly for:
1. Nursing care

2. Rest care
3. Convalescent care
4. Care of the aged
5. Custodial Care
6. Educational care
7. Subacute care

Identification Card
The card we give you that shows your Member identification, Group numbers, and the plan you have.

In-Network Provider
A Provider that has a contract, either directly or indirectly, with us, or another organization, to give
Covered Services to Members through negotiated payment arrangements. A Provider that is In-Network
for one plan may not be In-Network for another. Please see “How to Find a Provider in the Network” in the
section “How to Access Your Services and Obtain Approval of Benefits (Applicable to managed care
plans)” for more information on how to find an In-Network Provider for this Plan.

Inpatient
A Member who is treated as a registered bed patient in a Hospital and for whom a room and board
charge is made.

Intensive In-Home Behavioral Health Services
A range of therapy services provided in the home to address symptoms and behaviors that, as the result
of a mental disorder or substance use disorder, put the Members and others at risk of harm.

Intensive Outpatient Program
Structured, multidisciplinary behavioral health treatment that provides a combination of individual, group
and family therapy in a program that operates no less than 3 hours per day, 3 days per week.

Intractable Pain
A pain state in which the cause of the pain cannot be removed and which in the course of medical
practice no relief or cure of the cause of the pain is possible, or none has been found after reasonable
efforts. It includes evaluation by the attending Doctor and one or more Doctors specializing in the
treatment of the part of the body thought of as the source of pain.

Late Enrollees
Subscribers or Dependents who enroll in the Plan after the initial enrollment period. A person will not be
considered a Late Enrollee if he or she enrolls during a Special Enrollment period. Please see the
“Eligibility” section for further details.

Maximum Allowed Amount
The maximum payment that we will allow for Covered Services. For more information, see the “Member
Payment Responsibility” section.

Medical Necessity (Medically Necessary)
The diagnosis, evaluation and treatment of a condition, illness, disease or injury that we solely decide to be:
•

Medically appropriate for and consistent with your symptoms and proper diagnosis or treatment of
your condition, illness, disease or injury;

•

Obtained from a Doctor or Provider;

•

Provided in line with medical or professional standards;

•

Known to be effective, as proven by scientific evidence, in improving health;

•

The most appropriate supply, setting or level of service that can safely be provided to you and which
cannot be omitted. It will need to be consistent with recognized professional standards of care. In the
case of a Hospital stay, also means that safe and adequate care could not be obtained as an
outpatient;

•

Cost-effective compared to alternative interventions, including no intervention or the same
intervention in an alternative setting. Cost effective does not always mean lowest cost. It does mean
that as to the diagnosis or treatment of your illness, injury or disease, the service is: (1) not more
costly than an alternative service or sequence of services that is medically appropriate, or (2) the
service is performed in the least costly setting that is medically appropriate. For example we will not
provide coverage for an inpatient admission for surgery if the surgery could have been performed on
an outpatient basis or an infusion or injection of a specialty drug provided in the outpatient
department of a hospital if the drug could be provided in a Physician’s office or the home setting;

•

Not Experimental or Investigational;

•

Not primarily for you, your families, or your Provider’s convenience; and

•

Not otherwise an exclusion under this Booklet.

The fact that a Doctor or Provider may prescribe, order, recommend or approve care, treatment, services or
supplies does not, of itself, make such care, treatment, services or supplies Medically Necessary.

Member
People, including the Subscriber and his or her Dependents, who have met the eligibility rules, applied for
coverage, and enrolled in the Plan. Members are called “you” and “your” in this Booklet.

Mental Health and Substance Abuse (Behavioral, Mental Health and Substance
Use Disorder)
A condition or disorder, regardless of etiology, that may be the result of a combination of genetic and
environmental factors and that falls under any of the diagnostic categories listed in the mental disorders
section of the most recent version of (a) the international statistical classification of diseases and related
health problems; (b) the Diagnostic and Statistical Manual of Mental Disorders (DSM); or (c) the
diagnostic classification of mental health and developmental disorders of infancy and early childhood. The
phrase also includes Autism Spectrum Disorders, as defined in this Booklet.

Open Enrollment
A period of time in which eligible people or their dependents can enroll without penalty after the initial
enrollment. See the “Eligibility” section for more details.

Out-of-Network Provider
A Provider that does not have an agreement or contract with us, or our subcontractor(s) to give services
to our Members.
You will often get a lower level of benefits when you use Out-of-Network Providers.

Out-of-Pocket Limit
The most you pay in Copayments, Deductibles, and Coinsurance during a Benefit Period for Covered
Services. The Out-of-Pocket limit does not include your Fee, amounts over the Maximum Allowed
Amount, or charges for health care that your Plan doesn’t cover.

Partial Hospitalization Program
Structured, multidisciplinary behavioral health treatment that offers nursing care and active individual,
group and family treatment in a program that operates no less than 6 hours per day, 5 days per week.

Physician (Doctor)
Includes the following when licensed by law:
•

Doctor of Medicine (M.D.) legally entitled to practice medicine and perform surgery,

•

Doctor of Osteopathy (D.O.) legally licensed to perform the duties of a D.O.,

•

Doctor of Chiropractic (D.C.), legally licensed to perform the duties of a chiropractor;

•

Doctor of Podiatric Medicine (D.P.M.) legally entitled to practice podiatry, and

•

Doctor of Dental Medicine (D.D.M.), Doctor of Dental Surgery (D.D.S.), legally entitled to provide
dental services.

Optometrists, Clinical Psychologists (PhD), and surgical chiropodists are also Providers when legally
licensed and giving Covered Services within the scope of their licenses.

Plan
The Plan Administrator’s benefit plan, which is described in this Booklet.

Plan Administrator
The entity which is responsible for the administration of the plan: CU Health Plan Administration.

Precertification
Please see the section “How to Access Your Services and Obtain Approval of Benefits” for details.

Primary Care Physician / Provider (“PCP”)
A Provider who gives or directs health care services for you. The Provider may work in family practice,
general practice, internal medicine, pediatrics or any other practice allowed by the Plan. A PCP
supervises, directs and gives initial care and basic medical services to you and is in charge of your
ongoing care.

Provider
A professional or Facility licensed by law that gives health care services within the scope of that license
and is approved by us. This includes any Provider that state law says we must cover when they give you
services that state law says we must cover. Providers that deliver Covered Services are described
throughout this Booklet. If you have a question about a Provider not described in this Booklet please call
the Member Services telephone number on the back of your Identification Card.

Residential Treatment Center / Facility:
A Provider licensed and operated as required by law, which includes:
1. Room, board and skilled nursing care (either an RN or LVN/LPN) available on-site at least eight hours
daily with 24 hour availability.
2. A staff with one or more Doctors available at all times.
3. Residential treatment takes place in a structured facility-based setting.
4. The resources and programming to adequately diagnose, care and treat a psychiatric and/or
substance use disorder.
5. Facilities are designated residential, subacute, or intermediate care and may occur in care systems
that provide multiple levels of care.
6. Is fully accredited by The Joint Commission (TJC), the Commission on Accreditation of Rehabilitation
Facilities (CARF), the National Integrated Accreditation for Healthcare Organizations (NIAHO), or the
Council on Accreditation (COA).

The term Residential Treatment Center/Facility does not include a Provider, or that part of a Provider,
used mainly for:
1. Nursing care
2. Rest care
3. Convalescent care
4. Care of the aged
5. Custodial Care
6. Educational care

Retail Health Clinic
A Facility that gives limited basic health care services to Members on a “walk-in” basis. These clinics are
often found in major pharmacies or retail stores. Medical services are typically given by Physician
Assistants and Nurse Practitioners.

Skilled Nursing Facility
A duly licensed Facility operated alone or with a Hospital that cares for you when you have a condition
that needs more care than you can get at home. It must be licensed by the appropriate agency and
accredited by The Joint Commission or the Bureau of Hospitals of the American Osteopathic Association,
or otherwise approved by us. A Skilled Nursing Facility gives the following:
1. Inpatient care and treatment for people who are recovering from an illness or injury;
2. Care supervised by a Doctor;
3. 24 hour per day nursing care supervised by a full-time registered nurse.
A Skilled Nursing Facility is not a place mainly for care of the aged, Custodial Care or domiciliary care, or
a place for rest, educational, or similar services.

Specialist (Specialty Care Physician \ Provider or SCP)
A Specialist is a Doctor who focuses on a specific area of medicine or group of patients to diagnose,
manage, prevent, or treat certain types of symptoms and conditions. A non-Physician Specialist is a
Provider who has added training in a specific area of health care.

Surprise Billing Claim
Please refer to the “Consolidated Appropriations Act of 2021 Notice” at the beginning of this Booklet for
details.

Subscriber
An employee or member of the Employer who is eligible for and has enrolled in the Plan.

Urgent Care Center
A licensed health care Facility that is separate from a Hospital and whose main purpose is giving
immediate, short-term medical care, without an appointment, for urgent care.

Utilization Review
A set of formal techniques to monitor or evaluate the clinical necessity, appropriateness, efficacy or
efficiency of, health care services, procedures or settings. Techniques include ambulatory review,
prospective review, second opinion, certification, concurrent review, care management, discharge
planning and/or retrospective review. Utilization Review also includes reviewing whether or not a
procedure or treatment is considered Experimental or Investigational, and reviewing your medical
circumstances when such a review is needed to determine if an exclusion applies.

End of Medical Booklet

Get help in your language
Curious to know what all this says? We would be too. Here’s the English version:
You have the right to get this information and help in your language for free. Call the
Member Services number on your ID card for help. (TTY/TDD: 711)

Separate from our language assistance program, we make
documents available in alternate formats for members with visual
impairments. If you need a copy of this document in an alternate
format, please call the customer service telephone Member
Services telephone number on the back of your ID card.
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It’s important we treat you fairly
It’s important that we treat you fairly. That’s why Anthem and the University of Colorado Health and Welfare
Plan follows federal civil rights laws in our health programs and activities. We don’t discriminate, exclude
people, or treat them differently on the basis of race, color, national origin, sex, age or disability. For people
with disabilities, we offer free aids and services. For people whose primary language isn’t English, we offer
free language assistance services through interpreters and other written languages. Interested in these
services? Call the Member Services number on your ID card for help (TTY/TDD: 711). If you think we failed
to offer these services or discriminated based on race, color, national origin, age, disability, or sex, you can
file a complaint, also known as a grievance. You can file a complaint with our Compliance Coordinator in
writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or
you can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at
200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800368-1019 (TDD: 1- 800-537-7697) or online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint
forms are available at http://www.hhs.gov/ocr/office/file/index.html
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Section 15. Thank You from Anthem
The medical benefits described in this Booklet are paid by CU Health Plan. Anthem Blue Cross and Blue
Shield (“Anthem”) provides administrative claims payment services as described before this page.
Prescription Drug Coverage described after this page is administered by CVS Caremark after this page
and does not obligate Anthem to provide or pay for any additional benefits or services.
Thank you for selecting Anthem Blue Cross and Blue Shield for your medical health care coverage.
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Section 16. Prescription Benefits
Administered by CVS Caremark
If Medicare does not cover a service or supply, then it is not a covered service except as provided
below. Benefits in this section are subject to the GENERAL EXCLUSIONS section of this Booklet.
If you enroll in medical coverage, you automatically receive prescription drug benefits administered by
CVS Caremark.

How Prescription Drug Benefits Work
To be eligible for coverage, a prescription drug must be:
•

Necessary for the treatment of a disease or illness and widely accepted as effective, appropriate
and essential – based on the recognized standards of the medical community,

•

Prescribed by a licensed physician and

•

Prescribed in accordance with type, frequency and duration-of-treatment guidelines of
national medical, research and governmental agencies.

Visit the CVS Caremark website (www.caremark.com) or call CVS Caremark at 1-888-964-0121 for the
generic, brand, (preferred or non-preferred) and specialty listing that describes those prescription drugs
that are eligible and ineligible for reimbursement under your CU Health Plan. If you have any questions
about a particular prescription, call CVS Caremark. The fact that your physician prescribes, orders,
recommends, or approves a prescription or supply does not automatically mean it is an eligible
expense. Always call CVS Caremark to confirm coverage.
The program offers coverage for both your short-term and long-term prescription needs. To receive
prescription drug benefits, you and your covered dependents may pay a portion of the covered
expenses for prescription drugs and related supplies. That portion is the copayment, deductible or
coinsurance.
The CVS Caremark network includes many retail pharmacies, including major chain pharmacies and
independent community pharmacies. To locate a participating pharmacy either call CVS Caremark
directly at 1-888-964-0121. To find the
pharmacy closest to you, go to www.caremark.com.
Prescription Drugs will always be dispensed as ordered by your Provider and by applicable State
Pharmacy Regulations, however you may have higher out-of-pocket costs. You may request, or your
Provider may order, the Brand Name Drug. However, if a Generic Drug is available, you will need to
pay the cost difference between the Generic and Brand Name Drug, in addition to any Deductible
and/or Coinsurance. The cost difference between the Generic and Brand Name Drug does not
contribute to the Out-of-Pocket Annual Maximum. By law, Generic and Brand Name Drugs must meet
the same standards for safety, strength, and effectiveness. We reserve the right, at our discretion,
to remove certain higher cost Generic Drugs from this coverage.
This section describes the outpatient pharmacy benefits for medications obtained through a Retail
Pharmacy, University of Colorado Hospital (UCH) Mail Order Prescription Service, or CVS Mail Order
Pharmacy.
Outpatient Pharmacy services do not include services received in the Hospital as an Inpatient.
For Medical Supply, durable medical equipment or appliance not obtained through a pharmacy, see
the MEDICAL SUPPLIES, DURABLE MEDICAL EQUIPMENT, AND APPLIANCES section of this
Booklet.
You may fill your prescriptions through any pharmacy. Mail order prescriptions may be filled by the
University of Colorado Hospital (UCH) Mail Order Prescription Service or through CVS Mail Order
Pharmacy.
For mail order Prescription Drugs they must be on the formulary drug list to be eligible for benefits.
You may check your drug coverage by calling CVS Caremark customer service with the number on
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the back of you ID card or by referencing the Check Drug Cost tool on www.caremark.comThe
formulary drug list is subject to quarterly review and amendment. Inclusion of a drug or related
item on the preferred formulary drug list is not a guarantee of coverage.
For certain prescription drugs, the prescribing physician may be asked to provide additional
information before We will determine Medical Necessity. We may, at Our sole discretion, establish
quantity limits for specific prescription drugs.
Certain prescription drugs (or the prescribed quantity of a particular drug) may require Preauthorization.
At the time you fill a prescription, the pharmacist is informed of the Preauthorization requirement through
the pharmacy’s computer system, and the pharmacist is instructed to contact Our contracted
pharmacy affiliate. You may check your drug coverage and prior authorization requirements by calling
CVS/caremark customer service with the number on the back of you ID card or by referencing the Check
Drug Cost tool on www.caremark.comOutpatient pharmacy benefits are limited to:
•

Prescription drugs, including self-administered injectable drugs. These are Prescription Drugs
that do not need administration or monitoring by a Provider in an office or Facility. Office-based
injectables and infused Drugs that need Provider administration and/or supervision are covered
under the “Prescription Drugs Administered by a Medical Provider” benefit in this section.

•

Injectable insulin. Members diagnosed with diabetes may be eligible to have diabetic medication
filled with no cost share. Please contact customer service or visit www.caremark.com for additional
information.

•

Oral contraceptive drugs and contraceptive devices.

•

Certain supplies, equipment and appliances (such as those for diabetes and asthma). You may
contact Us to determine supplies covered through a pharmacy.

•

Prescription Drugs that help you stop smoking or reduce your dependence on tobacco products.
These Drugs will be covered under the Preventive Care Services section.

•

FDA approved smoking cessation products, including over the counter nicotine replacement
products, when obtained with a Prescription for a Member age 18 and older. These products will
be covered under the Preventive Care Services section.

Each prescription filled at a Retail Pharmacy is subject Deductible and Coinsurance.
Your Deductible and/or Copayment amount depends upon which tier the Prescription Drug falls under as
follows:
Tier-1 – Generic Drugs.
Tier-2 – Brand Name Prescription Drugs.
Tier-3 – Non-preferred Brand Name Prescription Drugs.
Tier-4 – Specialty Drugs

See the Summary of Benefits and Coverage to determine the associated Cost share for each tier.
You are limited to a 90-day supply of a prescription drug if obtained at a Retail Pharmacy or received through
a mail order service. For oral contraceptives, you are limited to three pill packs (normally 84 days) at a
pharmacy, or three pill packs by mail order. When Medically Necessary, a one-month vacation override
is available with applicable Deductible and/or Coinsurance and with quantity restrictions if you are traveling
out of Colorado.
University of Colorado Hospital (UCH) Mail Order Prescription Service for Maintenance Drugs
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You may purchase your maintenance medication by utilizing the University of Colorado Hospital
(UCH) Mail Order Prescription Service and have your prescription delivered directly to your home. The
University of Colorado Hospital Mail Order Prescription Service is located at:
University of Colorado Hospital
Mail Order Prescription Service
12605 E 16th Avenue, Mail Stop A014
Aurora, CO 80045
Phone (720) 848-1432
Fax (720) 848-1433
A Prescription Drug must be a Legend Drug to be eligible for benefits.
You can locate the University of Colorado Hospital (UCH) Mail Order Prescription Service Form that
you will need to submit at www.uchealth.org/services/pharmacy. Any questions concerning the mailorder program through the University of Colorado Hospital, contact University of Colorado Hospital
Mail Order Service at 720-848- 1432or 1- 800-941-2207 if you are outside the Denver metro area.
You will receive refill forms and a notice that shows the number of refills your Doctor ordered in the
package with your drugs.

CVS Caremark Home Delivery Pharmacy (Mail Order)
You may also purchase your Maintenance Drugs by utilizing the CVS Caremark Mail Order Pharmacy
and have your prescription sent directly to your home.
To get started with Mail Order, contact us at the number on the back of your ID card or visit
www.caremark.com to get started. You can easily manage refills and check order status.

You will receive refill forms and a notice that shows the number of refills your Doctor ordered in the package
with your drugs.
Placing Mail Order/Home Delivery Pharmacy Orders
To receive your Maintenance Drugs by mail, follow these 3 steps:
•

Ask your Doctor to write a prescription for a 90-day supply of your drugs plus three refills (certain
medications may be subject to state or federal dispensing limitations). If you need the drugs right
away, ask your Doctor for two prescriptions, one to be filled right away at a Retail Pharmacy and
another to be sent to the Home Delivery/Mail Order Pharmacy.

•

Complete any order form which is required by the In-Network Mail Order /Home Delivery Pharmacy.

Please allow 7-14 days for processing and shipping of your order. To order refills, you must have
used 75% of your home delivery prescription.
A Prescription Drug must be a Legend Drug to be eligible for benefits.
Helpful Tip: We suggest that you order your refill two weeks before you need it to avoid running out of
your drugs. Any questions concerning the UCH Mail Order Prescription Service or CVS Car ema rk
Ma i l Order contact Member Services.
When you may need to file a claim for Retail, Specialty or Mail Order/Home Delivery Pharmacy Drugs
You may need to file your own claim if:
•

The pharmacy you fill your prescriptions at is not able to file the claim electronically.
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•
•

You need to have a prescription filled before you receive your Health Benefit ID card.
Your Physician increases the amount of your dosage.

End of Outpatient Prescription Drug Booklet
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