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Welcome to Independence Blue Cross 
Thank you for choosing Independence Blue Cross (Independence). Our goal is to 
provide you with health care coverage that can help you manage your health care 
needs. This Benefit Booklet will help you understand your Independence coverage so 
that you can take full advantage of your membership by becoming familiar with the 
benefits and services available to you. 

Youôll find valuable information on:  

Å    What services are and are not covered by your health insurance 

Å    How decisions are made about what is covered 

Å    How to use our member website, ibxpress.com 

Å    How to get in touch with us if you have a problem   

If you have any other questions, feel free to call Customer Service at 1-800-ASK-
BLUE (TTY: 711) and we will be happy to assist you.  

Again, thank you for being a member of Independence. We look forward to providing 
you with quality health care coverage.  

 

Introduction to your health plan 
You have Personal Choice® EPO coverage, which means you have the freedom  

to see any doctor or specialist in our large network, without a referral.  

You will also receive the highest level of benefits when you receive care through  

our ñpreferredò network.  

Using your ID card  

You and your covered dependents will each receive an Independence identification 

(ID) card. It is important to take your ID card with you wherever you go because it 

contains information like what to pay when visiting your doctor, specialist, or the 

emergency room (ER). You should present your ID card when you receive care, 

including doctor visits or when checking in at the ER.  

The back of your ID card provides information about medical services, what to do in 

an emergency situation. 

If any information on your ID card is incorrect, you misplace an ID card, or need to 

print out a temporary ID card, you may do so through ibxpress.com, our member 

website. You may also call 1-800-ASK-BLUE (TTY: 711) and we will issue  

you a new ID card.  

IBX Wire®  

When you receive your ID card, call the toll-free number on the sticker affixed to the 

card to confirm receipt. You will also be given the option to sign up for IBX Wire, a 

free messaging service. IBX Wire is an innovative way for you to receive timely and 

helpful communications on your smartphone. If you choose to opt in, you will have 

access to a private message board and will receive text messages about once every 

other week that communicate helpful, relevant information about your health plan, 

maximizing your benefits, and wellness programs.  

 

 

 

 

 

  

Questions? 

Visit ibxpress.com or 

Call 1-800-ASK BLUE 
         (TTY: 711) 



  

 

Locating a network physician or hospital  

You have access to our expansive provider network of physicians,  

specialists, and hospitals. You may search our provider network by going to 

ibx.com/providerfinder. Provider and facility profiles include interactive 

location maps and details on specialties, staff languages spoken, patients 

accepted, and more. You may also call 1-800-ASK-BLUE  

(TTY: 711) and a Customer Service associate will help you locate a provider. 

All network providers are required to provide coverage 24 hours a day, 7 

days a week, either in office or by on-call/answering services.  However, you 

may choose to use an alternative care setting such as an urgent care or 

retail health clinic. 

Rights and responsibilities 

To obtain a list of Rights and Responsibilities, visit 

www.ibx.com/members/quality_management/member_rights.html, or 

call the Customer Service telephone number on the back of your member ID 

Card. 

 

How to receive care  

Scheduling an  appointment  

Simply call your doctorôs office and request an appointment. If possible,  
call network providers 24 hours in advance if you are unable to make it to  

a scheduled appointment.  
Obtaining precertification  

You are not required to obtain precertification when you are treated in a 

Personal Choice network hospital or facility or by a Personal Choice network 

physician. If your Personal Choice network provider fails to obtain 

precertification, you will not be responsible for financial penalties.  

When you must obtain precertification:  

If you are receiving care from a BlueCard  

PPO provider or another Blue plan provider, you are responsible for initiating 

precertification or prior authorization.  

Call 1-800-ASK-BLUE (TTY: 711) to speak with a Care Management and 

Coordination team member to obtain precertification for your need.  

Using your preventive care benefits  

Quality care and prevention are vital to your long-term health and well-being.  

Thatôs why we cover 100 percent of certain preventive services, offering 

them  

without a copayment, coinsurance, or deductible if received from your in-

network provider. 

Covered preventive services include, but are not limited to:  

Å    Screenings for:  

ï breast, cervical, and colon cancer  

ï vitamin deficiencies during pregnancy  

ï diabetes  

ï high cholesterol  

ï high blood pressure  

Å    Routine vaccinations for children, adolescents, and adults as 

determined by the CDC (Centers for Disease Control and Prevention)  

Stay in the know 

Get important plan 
information, health 
reminders, and money-
saving tips and discounts 
sent directly to your 
smartphone.  

Text IBX to 73529 to sign 
up.* 



  

 

Å    Womenôs preventive health services*, such as:  

ï well-woman visits (annually)  

ï screening for gestational diabetes  

ï human papillomavirus (HPV) DNA testing  

ï counseling for sexually transmitted infections  

ï counseling and screening for human immunodeficiency virus (HIV)  

ï screening and counseling for interpersonal and domestic violence  

ï breastfeeding support, supplies (breast pumps), and counseling  

ï generic formulary contraceptives, certain brand formulary contraceptives, 

   and FDA-approved over-the-counter female contraceptives with a 

   prescription  

Be sure to consult with your doctor for preventive services and/or screenings.  

* Medical contraceptive procedures, including implantable contraceptive devices and injectable contraceptives, 
are covered with no cost-sharing when performed by participating In-network providers. If your health plan 
includes a prescription drug benefit, certain FDA approved contraceptives are covered with no cost-sharing 
when the prescription is filled at a participating In-network pharmacy. Other exemptions may apply. Refer to 
your member handbook and/or benefit booklet to determine if your plan covers in-network preventive services 
and/or preventive drugs with no cost-sharing. 

 
Wellness Guidelines  

Your health and wellness are important. Thatôs why we provide you with these 

nationally recommended tests and screenings to help you and your family stay 

healthy. We encourage you to take the time to review these guidelines and discuss 

them with your health care provider. Some of these services may require cost-

sharing. À Additional resources along with tips to stay healthy and safe and topics to 

discuss with your health care provider are included.  

To download our Wellness Guidelines, log on to ibxpress.com and click on the  

Health & Wellness Programs tab. Then click on Healthy Living, and then on Wellness 

Guidelines.  

À The Wellness Guidelines are a summary of recommendations based on the U.S. Preventive Services Task 
Force and other nationally recognized sources. These recommendations have been reviewed by our network 
health care providers. This information is not a statement of benefits. Please refer to your health benefit plan 
contract/member handbook or benefits handbook for terms, limitations, or exclusions of your health benefits 
plan. 

 

Emergency care  

In the event of an emergency, go immediately to the emergency room of the 

nearest hospital. If you believe your situation is particularly severe, call 911 for 

assistance.  

A medical emergency is typically thought of as a medical or psychiatric condition  

in which symptoms are so severe, that the absence of immediate medical attention 

could place oneôs health in serious jeopardy. Most times, a hospital emergency room 

is not the most appropriate place for you to be treated.  

Hospital emergency rooms provide emergency care and must prioritize patientsô 

needs. The most seriously hurt or ill patients are treated first. If you are not in that 

category, you could wait a long time.  

For urgent or routine care, contact your doctor.  Health care practitioners, or PCPs, 

provide coverage 24 hours a day, 7 days a week.  

Urgent Care  

Urgent care is necessary treatment for a non-life-threatening, unexpected illness  

or accidental injury that requires prompt medical attention when your doctor is 

Know where to go for 
care 

Ibx.com/findcarenow 

 



  

 

unavailable. Examples include sore throat, fever, sinus infection, ear ache, cuts, 

rashes, sprains, and broken bones.  

You may visit an urgent care center which offers a convenient, safe, and affordable 

treatment alternative to emergency room care when you canôt get an appointment 

with your own doctor.  

Retail health clinic  

Retail health clinics are another alternative when you canôt get an appointment with  

your own doctor for non-emergency care. Retail health clinics use certified nurse 

practitioners who treat minor, uncomplicated illness or injury. Some retail health 

clinics may also offer flu shots and vaccinations.  

Not sure what facility to use? Go to www.ibx.com/findcarenow to help you decide 

where to go for care.   

Youôre covered while traveling with BlueCard® PPO  

You can travel with the peace of mind knowing that Blue goes with you wherever  

you go. With BlueCard PPO, you simply present your ID card to any participating  

Blue Cross® and/or Blue Shield® PPO provider across the country and your costs  

are the same as if you were being treated by an in-network local doctor or hospital.  

If you run into a medical emergency when you are far away from home, you have two 

different options:  

Å    In a true emergency, go to the nearest ER.  

Å    In an urgent care situation, find a BlueCard provider in the area.  

      Call 1-800-810-BLUE (TTY: 711) to find an in-network provider  

      in the area. You may also visit an urgent care center for medical issues  

      if an in-network provider is unavailable and if you do not require the medical 

      services of an emergency room. You may also visit the BlueCard Doctor  

      and Hospital Finder at www.bcbs.com.  

Receiving services for mental health, alcohol, or substance  

abuse treatment  

Magellan Behavioral Health administers your mental health and substance abuse 

benefits like outpatient or inpatient mental health or substance abuse services.  

Call 1-800-ASK-BLUE (TTY: 711). Refer to the terms and conditions of  

your health plan to find out if you have coverage for mental health and substance 

abuse benefits.  

 

Stay Connected 

On ibxpress.com you can conveniently and securely view your benefits and  

claims information and use the tools that help you take control of your health.  

As an Independence Blue Cross member, you and your dependents 18 years  

of age and older can create your own accounts on ibxpress.com.  

Register on ibxpress.com  

To register, simply go to ibxpress.com, click Register, and then follow the directions. 

You will need information from your ID card to register, so be sure to have it handy.  

Once youôre registered, log on to ibxpress.com to:  

Å    View your benefits information  

Å    Review claims information  

Å    Review annual out-of-pocket expenses  

Å    Request a replacement ID card and print a temporary ID card  

Out of the area and 
need care?  

Call 1-800-810-BLUE  
(TTY: 711) to find an in-
network provider in the 
area. 

http://www.ibx.com/findcarenow


  

 

Å    View and print referrals  

Å    Download forms  

Online tools to help make informed health care decisions  

The ibxpress.com website also provides you with tools and resources to help you 

make informed health care decisions:  

Å    Doctor and Hospital Finder  help you find the participating 

      doctors and hospitals that are equipped to handle your needs. Simple 

      navigation helps you get fast and accurate results. Plus, when you select 

      your health plan type your results are customized based on your network, 

      making it easy to locate a participating doctor, specialist, hospital, or other 

      medical facility. Youôll even be able to read patient ratings and reviews and 

      rate your doctors and write your own reviews. 

Å    Health Navigator allows members to match medical symptoms with relevant 

assessments and appropriate treatments. The tool can help you decide on 

the best place to seek care such as at your doctor's office, an urgent care 

center, retail clinic or emergency room.  

Å    Well-being Profile is an easy-to-use health survey that only takes 15 minutes 

to complete. It gives you a snapshot of your current health and health history, 

lifestyle habits, overall well-being, and risk factors. Based on your answers, it 

gives you a private and personalized report detailing what you are doing well, 

suggested areas of improvement, and recommended focus areas. 

Å    Health Trackers allow you to chart your health progress over time. Keep a 

record of your weight, physical activity, blood pressure, labs, screenings and 

more. 

Å    Personal Health Record helps you store, maintain, track, and manage 

      your health information in one centralized and secure location. Your Personal 

      Health Record is updated once we process claims received from participating 

      providers.  

Å    Achieve Well-being online tools and resources help you achieve what 

     important to you in a way that's simple, easy, and fun. Here's how it works: 

ï Complete the Well-being Profile. 

ï Start a program. 

ï Develop your action plan to get fit, eat right, sleep better, manage 

stress, or achieve your own health goal.  

ï Sync your devices to track your progress. 

ï Stay motivated with tokens and badges for achievements. 

ï Look for reminders, encouraging emails, and text messages. 

 

Take advantage of member discounts 

Get rewarded for taking small steps every day that can add up to big changes in your 

health. Our Healthy Lifestyles Solutions discount programs ð Blue InsiderSM, 

Blue365®, and GlobalFit® ð offer you discounts to local, regional, and national 

companies. Learn more at ibx.com/discounts. 

 

Manage your health on the go with the IBX app  

Download the free IBX app for your smartphone to help you make the most of your 

health plan. The IBX app gives you easy access to your health care coverage 24/7, 

wherever you are. Use the IBX app to:  

Å    View and share your ID card 



  

 

Å    Check the status of referrals and claims  

Å    Access benefits information 

Å Find doctors, hospitals, urgent care centers, and retail health clinics 

Å Track deductibles and spending accounts 

Å Review your health history and prescribed medications 

Å Access your personalized well-being tools and programs   

Download from the App store or Google Marketplace. Log in to the app with 

      the same username and password you use for ibxpress.com.  

Connect with us on Social Media  

ñLikeò the Independence Blue Cross page on Facebook or follow us on Twitter and 

Instagram, and youôll find a whole new approach to making healthy lifestyle changes, 

one step at a time. 

Å    Receive health and wellness tips that can help you improve your well-being 

Å    Enter contests and promotions 

Å    Connect with other health-minded individuals 

Å    Learn how to incorporate fitness, good nutrition, and stress management 

      into your everyday life with practical advice 

 

Customer Support  

When you need us, weôre here for you. You can contact us to discuss anything 

pertaining to your health care, including:  

Å    Benefits and eligibility  

Å    Claims status 

Å    Requesting a new ID card 

Å    Well-being programs  

Email  

To send a secure email to Customer Service, log on to ibxpress.com and click on 

the Contact Us link. On the Contact Us page you will see a link that allows you to 

send your inquiries or comments directly to Customer Service.  

Mail  

Independence Blue Cross 

1901 Market Street  

Philadelphia, PA 19103-1480  

Our customer service center, located at 1919 Market Street, 2nd Floor, is open 

Monday through Friday from 8 a.m. to 5 p.m.  

Call  

Call 1-800-ASK-BLUE (TTY: 711) to speak to one of our experienced Customer 

Service team members, who are available to answer your questions Monday through 

Friday, 8 a.m. to 6 p.m.  

Services for members with special needs 

If a language other than English is your primary language, call Customer Service at 1-

800-ASK-BLUE (TTY: 711) and they will work with you through an interpreter over the 

telephone to help you understand your benefits and answer any questions you may 

have. 

Your one-stop shop  

ibxpress.com 



  

 

 

 

 

  

 

Using your prescription drug benefits 
Find out how to fill prescriptions  

Independence Blue Cross Prescription Drug Program  

Your prescription drug benefit program, administered by FutureScripts®, an 

independent company, provides many advantages to help you easily and safely 

obtain the prescription drugs you need at an affordable cost.  

Take a look at the advantages:  

Å    Easy to  use . A national network of retail pharmacies will recognize and 

      accept your member identification (ID) card.  

Å    Low out -of -pocket expenses . When you use a participating pharmacy, 

      your out-of-pocket costs are based on a discounted price, fixed  

      copayments, or coinsurance.  

Å    No paperwork . You donôt have to file a claim form or wait for    

      reimbursement when you use a participating pharmacy.  

Å    High level of safety . When you fill a prescription at a participating 

      pharmacy, your pharmacy can identify harmful drug interactions and other 

      dangers by viewing your drug history.  

Å    Mail order. If you take maintenance drugs for an ongoing or chronic 

condition, you may be able get your prescriptions delivered to your 

home through mail order. Mail order purchases allow you to get a larger 

supply of drugs than what might be available to you at the retail pharmacy. 

And, depending upon your plan design, your out-of-pocket expenses may 

be lower and you wonôt have to visit the pharmacy as often.   

How to fill your prescription at a retail pharmacy  

Present your ID card and your prescription at a FutureScripts participating 

pharmacy for your plan. The pharmacist will confirm your eligibility for 

benefits and determine your share of the cost of your prescription. Your 

doctor may also electronically submit your prescription to your pharmacy.  

Participating pharmacies  

A pharmacy is considered participating if it is in the FutureScripts pharmacy  

network for your plan. If your plan includes the FutureScripts Preferred pharmacy 

network, a smaller version of the full FutureScripts pharmacy network, Walgreens and 

Rite Aid are not participating pharmacies. 

The FutureScripts network is a large national network of retail pharmacies. When 

youôre traveling, you will find that most of the pharmacies in all 50 states accept your 

ID card and can fill your prescription for the same cost you pay at home, if you use a 

participating pharmacy.  

There is no need to select just one pharmacy to fill your prescription needs.  

To locate a participating pharmacy, visit ibxpress.com or call the number on your ID 

card.

Find a pharmacy  

Visit ibxpress.com  
or call the number on your 
ID card. 



  

 

Non-participating pharmacies  

If your prescription is filled at a pharmacy that does not participate in the network for 

your plan, you will have to pay the pharmacyôs  

regular charge right at the counter. Then, depending on your plan design,  

you may submit a prescription reimbursement claim form for partial reimbursement 

to the address noted on the form. Your reimbursement check should arrive within 14 

days from the day your claim  

form is received.  

Keep in mind that your plan sponsor selected Independence Blue Cross 

(Independence) and/or its subsidiaries based in part on the discounted drug prices 

that FutureScripts has negotiated. When you use a non-participating pharmacy that 

has not agreed to charge a discounted price, it costs your plan more money; part of 

that cost is passed on to you.  

Understanding your prescription  

A brand drug is manufactured by only one company, which advertises and sells 

its product under a special trade name. In many cases, brand drugs are quite 

expensive, which is why your share of the cost is higher. Generic drugs are 

typically manufactured by several companies and are almost always less 

expensive than the brand drug. Generic drugs are approved by the U.S. Food 

and Drug Administration (FDA) to ensure they are as safe and effective as their 

brand counterparts. However, not every brand drug has a generic version.  

We provide our members with comprehensive prescription drug coverage. The drug 

formulary includes generic drugs and a defined list of brand drugs that have been 

evaluated for their medical effectiveness, positive results, and value. The formulary is 

reviewed regularly to ensure its continued effectiveness.  

To check the formulary status of drugs, simply log onto ibxpress.com.  

In addition to the drug formulary, you will also find helpful information on 

these related topics:  

Å    Prior authorization process 

Å    Formulary exception process 

Å    Age and quantity level limits  

If youôre not sure if brand or generic drugs are right for you, talk to your doctor. The 

pharmacist may, on occasion, discuss with your physician whether an alternative drug 

might be appropriate for you. Let your physician know if you have a question about a 

change in prescription or if you prefer the original prescription. Your physician makes 

the final decision on the necessity of you getting a brand drug.  

Certain controlled substances and other prescribed medications may be subject to 

dispensing limitations. If you have any questions regarding your medication, please  

call the Pharmacy Benefits number on the back of your ID card.  

Preventive drugs for adults and children  

Your prescription drug plan include 100-percent coverage for some preventive 

medications when received from an in-network pharmacy. This means that you 

wonôt have to pay copays, coinsurance, or deductibles for certain preventive 

medications with a prescription from your doctor. Receiving this preventive care 

will help you stay healthy and may improve your overall health.  

For a list of preventive drugs eligible for 100-percent coverage please go to  

ibx.com or call the phone number on the back of your ID card. 

If you have any  
questions about your  
 prescription drug plan, 
call the pharmacy benefits 
number on the back of 
your ID card. 

Brand vs. Generic  

Generic drugs are as 
effective as brand drugs 
and could save you 
money. However, consult 
your doctor to find out 
which drug type is best  
for you. 



  

 

Mail order pharmacy  

If your doctor has prescribed a medication that youôll need to take regularly over a 

long period of time, the mail-order service is an excellent way to get a long-lasting 

supply and, depending on your plan, reduce your out-of-pocket costs.  

Mail order is convenient and safe to use  

If you choose mail order, your doctor can prescribe a supply that will last up to 90 

days. This means that you can get three times as many doses of your maintenance 

medication at one time through mail order.  

Mail order prescriptions have been safely handled through the mail for many years. 

When your order is received, a team of registered, licensed pharmacists checks your 

prescription against the record of all drugs dispensed to you by a FutureScripts 

network pharmacy. This process ensures that every prescription is reviewed for 

safety and accuracy before it is mailed to you.  

If there are questions about your prescription, a pharmacist will contact your doctor 

before your medication is dispensed. Your medication will be sent to your home 

within fourteen days from the date your legible and complete order is received.  

There may be times when you need a prescription right away. On these 

occasions, you should have your prescription filled at a local participating 

pharmacy. If you need medication immediately, but you will be taking it on 

an ongoing basis, ask your doctor to write two separate prescriptions: you 

can have the first prescription filled locally for an initial 30-day supply of your 

medication, and you can send the second prescription to FutureScripts for a 

90-day supply provided through the mail. 

How to begin using mail order pharmacy:  

1.  When you are prescribed a chronic or ñmaintenanceò drug therapy, ask your 

doctor to write the prescription for a 90-day supply, plus refills. Make sure 

your doctor knows that you have a mail-order service so that you get one 90-

day prescription and not three 30-day prescriptions, because the cost of the 

three 30-day prescriptions may be more than the cost for one 90-day 

prescription. If youôre taking medication now, ask your doctor for a new 

prescription. 

2.  Complete the FutureScripts Mail Service Order Form with your first order 

only. Forms and envelopes are available by calling the number on your ID 

card, or you can download the form from www.ibxpress.com.  

3. Be sure to answer all the questions, and include your member ID number. 

An incomplete form can cause a delay in processing. Send the completed 

Mail Service Order Form, your original 90-day prescription, and your 

payment instructions to FutureScripts.  

4.  Your mail order request will be processed and your medication sent to you 

within 14 days from the day FutureScripts receives your order, along with 

instructions for future refills. Standard shipping is via U.S. Mail and is free of 

charge. Narcotic substances and refrigerated medicines will be shipped by 

FedEx® at no additional charge. Your order will be shipped to the address 

you provided on the form. 

How can my doctor order a prescription for me? 

Doctors may call our toll-free number to prescribe your medication(s). Doctors may 

submit prescriptions via fax or electronically using ePrescribing. In addition to the 

prescription information your doctor must provide member ID number, patient name 

and patient date of birth. Note: To be legally valid, the fax must originate from the 

physicianôs office. All state laws apply.

On-line services  

Log on to ibxpress.com  
and click on Manage  
My Prescription Drugs  
to take advantage of 
convenient features,  
such as:  

Å Network pharmacy 
  search  
Å Formulary search  
Å Claims information  
Å Mail-order refill requests 



  

 

You will be dispensed the lower-priced generic drug (if manufactured) unless your 

doctor writes ñbrand medically necessaryò or ñdispense as writtenò on your 

prescription, or you indicate that you do not want the generic version of your brand 

drug on the Mail Service Order Form. A Mail Service Order Form will be included 

with each mail order delivery.  

Paying for mail order services  

Your payment can be a check or money order (made payable to FutureScripts), 

or you can complete the credit card portion of the Mail Service Order Form. 

FutureScripts accepts Visa, MasterCard®, Discover®, and American Express®. 

Please do not send cash. If you are uncertain of your payment, call the number 

on your ID card. If the payment you enclose is incorrect, you will be sent either a 

reimbursement check or an invoice, as appropriate.  

Mail order refills  

You can manage your prescriptions, order refills, and pay for your refills online 

through ibxpress.com. You may also review the formulary status of a drug and search 

for a network pharmacy online. 

When you receive a medication through the mail order service, you will also receive a 

notice showing the number of refills allowed by your doctor. To avoid the risk of being 

without your medication, mail the refill notice and your payment two weeks before you 

expect your present supply to run out. You can also manage and order your refills 

over the phone using the pharmacy benefits number on the back of your ID card. 

The refill notice will include the date when you should reorder and the number of 

refills you have left. Remember, most prescriptions are valid for a maximum of 

one year. Please note: PRN (take as needed) refills in the Commonwealth of 

Pennsylvania are limited to five times or six months, whichever is less.  

If you have any questions concerning this program, please contact FutureScripts 

using the phone number on the back of your ID card.  

Self -administered Specialty Drug Coverage  

Self-injectables and other oral specialty drugs that can be administered by you, the 

patient, or by a caregiver outside of the doctorôs office are generally covered under 

your prescription drug benefits administered by FutureScripts. Filling your  

prescription for a specialty drug via the FutureScripts specialty pharmacy, BriovaRx, 

can save you money and provide you with support by a pharmacist very experienced 

with specialty medications and their side-effects.  

The administration of a self-injectable drug by a medical professional is covered  

under your IBC medical benefit, even if you obtained the self-injectable through  

the FutureScripts specialty pharmacy. However, the drug itself will be covered under 

your prescription drug benefit. The self-injectable drugs that are covered under your 

medical plans include drugs that:  

Å    are required by law to be covered under both medical benefits and pharmacy 

      benefits (for example, insulin);  

Å    are required for emergency treatment, such as self-injectables that counteract 

      allergic reactions. 

An independent pharmacy benefits management (PBM) company, FutureScripts, administers our prescription 
drug benefits and is responsible for providing a network of participating pharmacies and processing pharmacy 
claims. The PBM also negotiates price discounts with pharmaceutical manufacturers and provides drug 
utilization and quality reviews. Price discounts may include rebates from a drug manufacturer based on the 
volume purchased. Independence Blue Cross anticipates that it will pass on a high percentage of the expected 
rebates it receives from its PBM through reductions in the overall cost of pharmacy benefits.  
Under most benefit plans, prescription drugs are subject to a member copayment.  

Independence Blue Cross is an independent licensee of the Blue Cross and Blue Shield Association.  

FutureScripts, an OptumRx company, is an independent company that provides pharmacy benefit 
management services. 

 



 

 

 
 

Vision 

 
 

The clear solution to your vision care needs  

Use your vision benefits  

Vision problems are among the most prevalent health issues in the United States. Nearly 176 

million American adults wear some form of vision correction.* An eye exam can help prevent  

vision problems and help detect more serious chronic health conditions, such as diabetes, 

hypertension, and  heart disease. DTEXT 
 

 Your vision plan gives you access to timely treatment and covered services like  

refraction, glaucoma screenings, and dilation that will help paint a picture of  

your overall health. 

Freedom of provider  choice  

You have access to the Davis Vision provider network of 72,000 access points which  

includes ophthalmologists, optometrists, and regional and national retailers, including  

Visionworks.  

Choos e from an extensive frame collection  

You can select any frame from the Davis Vision Exclusive Frame Collection of stylish,  

Contemporary frames covered in full, or with a minimal copay. You also have the 

freedom to use your frame allowance at any network location toward any frame 

on the market today. This includes Visionworks, which has over an average of 2,000 frames  

to choose from per store.  

The Davis Vision Exclusive Frame Collection features over 200 of the latest frames to mirror  

the fit, function, and fashion needs of todayôs vision care consumer. Every frame or lens 

purchased at a participating provider is backed by an unconditional one-year breakage  

warranty for repair or replacement.  

Coverage for contacts and laser vision correction  

You can purchase replacement contact lenses through DavisVisionContacts.com, a mail- 

order contact lens replacement program. If youôre interested in Laser Vision Correction, you  

can receive up to 25 percent off a participating providerôs usual and customary fees, or 5  

percent off any participating providerôs advertised specials on laser vision correction  

services.  

You can also view your benefits online through ibxpress.com. You can:  

Å    Check eligibility  

Å    Locate a participating provider  

Å    View the Davis Vision Collection of frames  

View your benefits 
online  

Visit  

Ibxpress.com 



 

 

 
NDTEVisionworksô retail centers offer affordability, choice, and convenience  

Visionworksô optical retail centers are a cornerstone of the provider network 

and support Independence Blue Crossôs commitment to choice.  

Visionworks retail centers are located across the Philadelphia five-county 

area, surrounding counties, and states, making it convenient to find one 

close to you.  

Visionworks has high-quality eyeglasses, designer frames, and a wide 

variety of contact lenses, reading glasses, and specialty lenses all at great 

prices. With a dedication to quality, durability, and variety, Visionworks 

provides you with all you need to find the right look. Visionworks also has 

one of the largest selections of fun and fashionable kidôs eyeglasses in the 

eyewear industry. Kids 13 and younger receive free impact and scratch-

resistant lenses.  

With your vision plan, you receive even more savings at Visionworks on 

items, such as: 

Å    High-quality designer and exclusive brands frames  

Å    Eyeglass lenses  

Å    Contact lenses  

Å    Sunglasses  

 

 

*VisionWatch - The Vision Council Member Benefit Reports, The Vision Council & Jobson,  
12ME September 2009  
 
Independence Blue Cross is an independent licensee of the Blue Cross and Blue Shield Association.  
 
IBC Vision Care is administered by Davis Vision, an independent company. An affiliate of Independence  
Blue Cross has a financial interest in Visionworks, a separate company. 

 

To find a Visionworks near you, 
go to visionworks.com. 

If you have any questions about 
your vision benefits, call  
1-800-ASK-BLUE  
(TTY: 711). 
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REQUIRED OUTLINE OF COVERAGE 
FOR 

INDIVIDUAL COMPREHENSIVE MAJOR MEDICAL EXCLUSIVE PROVIDER 
ORGANIZATION POLICY 
 (PERSONAL CHOICE®) 

issued by 
 

QCC INSURANCE COMPANY* 
(Called the Carrier) 

*a subsidiary of Independence Blue Cross ï an independent licensee of the  
Blue Cross and Blue Shield Association. 

A Pennsylvania corporation 
Located at: 

1901 Market Street 
Philadelphia, PA  19103 

NOTICE OF COVERED PERSON'S RIGHT TO EXAMINE CONTRACT: The Applicant has a 
right to return the Contract within ten (10) days of delivery for refund of the full premium paid if, 
after examination of the Contract, the Applicant is not satisfied for any reason. The Contract 
may be returned to: QCC Insurance Company, 1901 Market Street, Philadelphia, PA 19103. If 
the Contract is returned, it will be null and void from the beginning and no benefits will be 
payable under its terms. 

OUTLINE OF COVERAGE 

1. Please read the Contract carefully. This outline provides a very brief description of the 
important features of the Contract. This outline is not the insurance contract and only the 
actual Contract provisions will control. The Contract itself sets forth in detail the rights and 
obligations of both the Applicant and the Carrier. It is, therefore, important to read the 
Contract carefully! 

2. Comprehensive Major Medical Expense Coverage. The Contract is a health policy that 
provides, to Covered Persons, coverage for major hospital, medical, and surgical expenses 
incurred as a result of a covered accident or sickness. Coverage is provided for daily 
hospital room and board, miscellaneous hospital services, surgical services, anesthesia 
services, in-hospital medical services and out-of-hospital care, subject to the Deductibles 
and Coinsurance provisions. This Comprehensive Major Medical Contract is marketed by 
the Carrier as a Preferred Provider Organization benefit program that utilizes a Preferred 
Provider Network except in specific instances which are addressed in the contract. This 
means that, except in limited circumstances, benefits are not provided for services 
rendered by Non-Preferred Providers (see Important Notices for more detail in the 
Contract). The Contract utilizes extensive Precertification and utilization management 
procedures which must be followed to maximize benefits and avoid penalties. Failure to 
obtain Precertification for services provided by a BlueCard Provider will result in a 50% 
reduction in benefits. This coverage does not supplement any basic hospital or basic 
medical insurance coverage. 

THIS IS A NON-PARTICIPATING CONTRACT 

Form No. 08537-OC.OFF.PDEN.HSA Rev. 1.19 93 
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3. A brief description of the benefits contained in the Contract is as follows:  
Subject to the Exclusions, conditions and limitations of the Contract, a Covered Person is 
entitled to benefits for Covered Services and Covered Expenses described in this section 
during a Benefit Period, subject to the Deductible, Coinsurance, Copayment and Benefit 
Maximum amounts as specified below. With the exception of Emergency Care Services, 
which are paid at the Preferred (In-Network) level of benefits, regardless of whether the 
Provider was a Preferred or Non-Preferred (Out-of-Network) Provider, benefits payable for 
Covered Services which are not provided by a Preferred Provider, are subject to the 
application of a higher Coinsurance level and Deductible amount as described below: 
 
The percentages for your Coinsurance and Covered Services shown below are not always 
calculated on actual charges. For an explanation on how coinsurance is calculated, see 
the "Covered Expense" definition below. 
 

COVERED EXPENSE - refers to the basis on which a Covered Person's Deductibles, 
Coinsurance, and benefits are calculated. 
A. For Covered Services provided by a Preferred Facility Provider, the term "Covered 

Expense" means the amount payable to the Provider under the contractual arrangement 
in effect with the Carrier. 

B. For Covered Services provided by a Preferred Professional Provider or BlueCard 
Provider, "Covered Expense" means the rate of reimbursement for Covered Services 
that the Professional Provider has agreed to accept as set forth by contract with the 
Carrier, or the BlueCard Provider; 

C. For Covered Services provided by a Preferred Ancillary Provider or BlueCard Provider, 
"Covered Expense" means the amount payable to the Provider under the contractual 
arrangement in effect with the Carrier or BlueCard Provider. 

D. For Prescription Drugs provided by Preferred Pharmacies, Covered Expense means the 
amount that the Carrier has negotiated with the Carrier's Pharmacy Benefits Manager as 
total reimbursement for the covered Prescription Drugs. 

E. For Pediatric Dental Covered Services provided by a Participating Dentist, Covered 
Expense means the Maximum Allowable Charge (MAC) for the specific Pediatric Dental 
Covered Service. Participating Dentists accept contracted MACs as payment in full for 
Pediatric Dental Covered Services. 

F. Nothing in this section shall be construed to mean that the Carrier would provide 
coverage for services other than Covered Services. 

 
OUT-OF-POCKET LIMIT - a specified dollar amount of Coinsurance, Deductible and 
Copayment expense Incurred by a Covered Person for Covered Services in a Benefit 
Period. Such expense does not include charges which are in excess of the Carrier's total 
payment for Covered Services or charges for Covered Services that are not Essential Health 
Benefits. When the Out-of-Pocket Limit is reached, the level of benefits is increased as 
specified in the Schedule of Benefits of this Contract. 
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SCHEDULE OF BENEFITS 

 

Subject to the Exclusions, conditions and limitations of this Contract, a Covered Person is 
entitled to benefits for Covered Services and Covered Expenses described in this section during 
a Benefit Period, subject to the Deductible, Coinsurance, Copayment and Benefit Maximum 
amounts as specified below. 
 
The percentages for your Coinsurance and Covered Services shown below are not always 
calculated on actual charges. For an explanation on how coinsurance is calculated, see the 
"Covered Expense" definition in the Definitions section of this Contract. 
 

BENEFIT PERIOD Calendar Year (1/1 - 12/31) 

PROGRAM DEDUCTIBLE 
(Covered Person's 
Responsibility) 

 

Covered Person's Deductible 
(Single Coverage) 

$2,700. This Deductible applies to all Preferred Covered 
Services except as otherwise specified. 

Family Deductible 
(Family Coverage) 

The family Deductible amount is equal to 2 times the 
individual Deductible. In each Benefit Period, it will be 
applied to all family members covered under a Family 
Coverage. A Deductible will not be applied to any covered 
individual family member once that covered individual has 
satisfied the individual Deductible, or the family Deductible 
has been satisfied for all covered family members 
combined 

Deductible Carryover Expenses Incurred for Covered Expenses in the last 3 
months of the initial Benefit Period which were applied to 
that Benefit Period's Deductible will be applied to the 
Deductible of the next Benefit Period. This only applies to 
Covered Persons who enroll in the fourth quarter of the 
initial Benefit Period. 

COINSURANCE 
(Covered Person's 
Responsibility) 

30% for most Preferred Covered Services, except as 
otherwise specified in the Schedule of Benefits. 

OUT-OF-POCKET LIMIT When a Covered Person Incurs $6,700 of Copayment, 
Coinsurance and Deducible expense for Essential Health 
Benefits in one Benefit Period for Preferred Covered 
Services, the Coinsurance percentage will be reduced to 
0% for the balance of that Benefit Period. After 2 times the 
individual Out-of-Pocket Limit amount has been Incurred 
for Covered Services by Covered Persons under the same 
Family Coverage for Essential Health Benefits in a Benefit 
Period, the Coinsurance percentage will be reduced to 0% 
for the balance of that Benefit Period. However, no family 
member will contribute more than the individual Out-of-
Pocket Limit amount. The dollar amounts specified shall 
not include any expense Incurred for a Penalty. 

LIFETIME MAXIMUM Unlimited. 
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PRIMARY AND PREVENTIVE 
CARE 

If the Covered Person uses 
a Preferred Provider, the 

Carrier will pay: 

If the Covered Person uses 
a Non-Preferred Provider, 

the Carrier will pay: 

OFFICE VISITS/RETAIL CLINICS 
 

70% 0% 

PEDIATRIC PREVENTIVE CARE 
Deductible does not apply. 

100% 0% 

IMMUNIZATIONS 
Deductible does not apply. 

100% 0% 

ADULT PREVENTIVE CARE 
Deductible does not apply. 

100% 0% 

PREVENTIVE COLONOSCOPY   

Deductible does not apply. 

 

Providers that are not Hospital 
Based 

 

 

100% 

 

 

0% 

Providers that are Hospital 
Based 

* The Copayment will be 
waived if the Preferred 
Provider determines that it is 
Medically Necessary to have 
the service performed by a 
Provider that is Hospital 
based. 

There is no cost-share applied if 
the preventive colonoscopy 
service is performed at a facility 
that is not Hospital based (i.e., 
an Ambulatory Surgical 
Facility); if the preventive 
colonoscopy service is 
performed at a Hospital based 
facility, the Hospital based 
Copayment shown above will 
apply. 

100%, after a Copayment of 
$750 per Provider per date of 

service*. 

0% 

SMOKING CESSATION 
Deductible does not apply. 

100% 0% 

WOMEN'S PREVENTIVE CARE 
Deductible does not apply. 

100% 0% 
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PRIMARY AND PREVENTIVE 
CARE 
(Continued) 

If the Covered Person uses 
a Preferred Provider, the 

Carrier will pay: 

If the Covered Person uses 
a Non-Preferred Provider, 

the Carrier will pay: 

ROUTINE GYNECOLOGICAL 
EXAMINATION, PAP SMEAR 

 

One (1) examination per Benefit 
Period. 

 
Deductible does not apply. 

100% 0% 

MAMMOGRAMS 
Deductible does not apply. 

100% 0% 

NUTRITION COUNSELING FOR 
WEIGHT MANAGEMENT 

 

Maximum of six (6) Preferred 
visits per Benefit Period. 

 
Deductible does not apply. 

100% 0% 

 

INPATIENT BENEFITS 
If the Covered Person uses 

a Preferred Provider, the 
Carrier will pay: 

If the Covered Person uses 
a Non-Preferred Provider, 

the Carrier will pay: 

HOSPITAL SERVICES 
 
* In the event of a Non-Preferred 

Inpatient Emergency admission, 
all benefits will be provided at the 
Preferred level of benefits; and 
the out of pocket expense will be 
no higher than if services were 
provided by a Preferred Provider. 

70% 
 

Benefit Period Maximum: 
Unlimited Preferred Inpatient 
days. This maximum is 
combined for all Preferred 
Inpatient Hospital Services, 
Mental Health/Psychiatric 
Care (including Treatment for 
Serious Mental Illness) and 
Treatment for Alcohol or Drug 
Abuse and Dependency 
benefits. 

0%* 

MEDICAL CARE 70% 0% 

SKILLED NURSING CARE 
FACILITY 

 

Maximum of 120 Preferred 
Inpatient days per Benefit 
Period. 

 

70% 0% 
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INPATIENT/OUTPATIENT 
BENEFITS 

If the Covered Person uses 
a Preferred Provider, the 

Carrier will pay: 

If the Covered Person uses 
a Non-Preferred Provider, 

the Carrier will pay: 

BLOOD 70% 0% 

HOSPICE SERVICES 
 

Respite Care: Maximum of 
seven (7) Preferred days every 
six (6) months. 

 

70% 0% 

MATERNITY/OB-GYN/FAMILY 
SERVICES 

  

Maternity/Obstetrical Care   

Professional services 70% 0% 

Inpatient Facility services 70% 0% 

Elective Abortions   

Professional services 70% 0% 

Outpatient Facility services   

Ambulatory Surgical Facility 70% 0% 

Hospital based 70% 0% 

Newborn Care 

* The Deductible will not apply to 
Gonorrhea eye drops for 
newborns. 

70%* 0% 

Artificial Insemination 70% 0% 

SURGICAL SERVICES   

Ambulatory Surgical Facility 70% 0% 

Hospital based 70% 0% 

Outpatient Anesthesia 70% 0% 

Second Surgical Opinion 70% 0% 
 

If more than one (1) surgical procedure is performed by the same Professional Provider during 
the same operative session, the Carrier will pay 100% of the Covered Service for the highest 
paying procedure and 50% of the Covered Services for each additional procedure. 
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INPATIENT/OUTPATIENT 
BENEFITS 
(Continued) 

If the Covered Person uses 
a Preferred Provider, the 

Carrier will pay: 

If the Covered Person uses 
a Non-Preferred Provider, 

the Carrier will pay: 

MENTAL HEALTH/ PSYCHIATRIC 
CARE 

  

Inpatient Treatment 70% 
 
Benefit Period Maximum: 
Unlimited Preferred Inpatient 
days. This maximum is 
combined for all Preferred 
Inpatient Hospital Services, 
Mental Health/Psychiatric 
Care (including Treatment for 
Serious Mental Illness) and 
Treatment for Alcohol or Drug 
Abuse and Dependency 
benefits. 

0% 

Outpatient Treatment 
 

70% 0% 

TRANSPLANT SERVICES   

Inpatient Facility Charges 70% 0% 

Outpatient Facility Charges 70% 0% 

TREATMENT OF ALCOHOL 
OR DRUG ABUSE AND 
DEPENDENCY 

  

Inpatient Hospital 
Detoxification and 
Rehabilitation 

70% 
 
Benefit Period Maximum: 
Unlimited Preferred Inpatient 
days. This maximum is 
combined for all Preferred 
Inpatient Hospital Services, 
Mental Health/Psychiatric 
Care (including Treatment for 
Serious Mental Illness) and 
Treatment for Alcohol or Drug 
Abuse and Dependency 
benefits. 

0% 
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INPATIENT/OUTPATIENT 
BENEFITS 
(Continued) 

If the Covered Person uses 
a Preferred Provider, the 

Carrier will pay: 

If the Covered Person uses 
a Non-Preferred Provider, 

the Carrier will pay: 

TREATMENT OF ALCOHOL 
OR DRUG ABUSE AND 
DEPENDENCY (Continued) 

  

Hospital and Non-Hospital 
Residential Care 

70% 
 
Benefit Period Maximum: 
Unlimited Preferred Inpatient 
days. This maximum is 
combined for all Preferred 
Inpatient Hospital Services, 
Mental Health/Psychiatric 
Care (including Treatment for 
Serious Mental Illness) and 
Treatment for Alcohol or Drug 
Abuse and Dependency 
benefits. 

0% 

Outpatient Treatment 
 

70% 
 

0% 

 
 

OUTPATIENT BENEFITS 
If the Covered Person uses 

a Preferred Provider, the 
Carrier will pay: 

If the Covered Person uses 
a Non-Preferred Provider, 

the Carrier will pay: 

AMBULANCE SERVICES   

Emergency Transport 70% 70%* 

Non-emergency Transport 70% 0% 

* The Covered Person's out of 
pocket expense for emergency 
services will be no higher than 
if services were provided by a 
Preferred Provider. 
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OUTPATIENT BENEFITS 
If the Covered Person uses 

a Preferred Provider, the 
Carrier will pay: 

If the Covered Person uses 
a Non-Preferred Provider, 

the Carrier will pay: 

DAY REHABILITATION 
PROGRAM 

Benefit Period Maximum: Thirty 
(30) Preferred sessions. 

 

70% 0% 

DIABETIC EDUCATION 
PROGRAM 

70% 0% 

DIABETIC EQUIPMENT AND 
SUPPLIES 

70% 0% 

DIAGNOSTIC SERVICES   

Routine Diagnostic/Radiology 
Services (including Allergy 
Testing) 

  

Freestanding 70% 0% 

Hospital Based 70% 0% 

Non-Routine 
Diagnostic/Radiology Services 
(including MRI/MRA, CT scans, 
PET scans and Nuclear 
Cardiology Imaging) 

  

Freestanding 70% 0% 

Hospital Based 70% 0% 

Sleep Studies   

Home/Freestanding Sleep 
Center 

70% 0% 

Hospital Based 70% 0% 

Laboratory and Pathology 
Tests 

  

Freestanding Laboratory 70% 0% 

Hospital based Laboratory 70% 0% 

DURABLE MEDICAL 
EQUIPMENT AND CONSUMABLE 
MEDICAL SUPPLIES, 
PROSTHETICS, ORTHOTICS 

70% 0% 
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OUTPATIENT BENEFITS 
(Continued) 

If the Covered Person uses 
a Preferred Provider, the 

Carrier will pay: 

If the Covered Person uses 
a Non-Preferred Provider, 

the Carrier will pay: 

EMERGENCY CARE SERVICES 
* The Covered Person's out of 

pocket expense will be no higher 
than if services were provided by 
a Preferred Provider. 

70% 

(not waived if admitted) 

70%* 

(not waived if admitted) 

HABILITATIVE THERAPY 
SERVICES 

  

Physical Therapy/Occupational 
Therapy 

Benefit Period Maximum: Thirty 
(30) Preferred sessions of 
Physical Therapy/Occupational 
Therapy combined. Benefit 
Period Maximum does not 
apply to services that are 
prescribed for Mental 
Health/Psychiatric Care and 
Treatment for Alcohol Or Drug 
Abuse And Dependency. 

 

  

Freestanding 70% 0% 

Hospital Based 70% 0% 

Speech Therapy 

Benefit Period Maximum: Thirty 
(30) Preferred/Non-Preferred 
sessions. Benefit Period 
Maximum does not apply to 
services that are prescribed for 
Mental Health/Psychiatric Care 
and Treatment for Alcohol Or 
Drug Abuse And Dependency. 

 

70% 0% 

HOME HEALTH CARE 

First maternity home health care 
visit within forty-eight (48) hours of 
early discharge is exempt from 
Coinsurance amounts. 

Benefit Period Maximum: Sixty 
(60) Preferred sessions. 

 

70% 0% 
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OUTPATIENT BENEFITS 
(Continued) 

If the Covered Person uses 
a Preferred Provider, the 

Carrier will pay: 

If the Covered Person uses 
a Non-Preferred Provider, 

the Carrier will pay: 

INJECTABLE MEDICATIONS   

Specialty Drugs   

Home/Office 70% 0% 

Outpatient 70% 0% 

Standard Injectable Drugs 70% 0% 

MEDICAL FOODS AND 
NUTRITIONAL FORMULAS 

70% 0% 

METHADONE TREATMENT 100% 0% 

NON-SURGICAL DENTAL 
SERVICES 

70% 0% 
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OUTPATIENT BENEFITS 
(Continued) 

If the Covered Person uses 
a Preferred Provider, the 

Carrier will pay: 

If the Covered Person uses 
a Non-Preferred Provider, 

the Carrier will pay: 

PRESCRIPTION DRUGS   

Retail Pharmacy* 

 

 

 

 

 

Specialty Drug Prescription or 
refill of 1-30 day supply 

70% for Generic Drugs, 
70% for Preferred Brand; 

and 70% for Non-Preferred 
Drugs per prescription or 

refill. 

 

50%, after Covered Person 
paying 50% reaches 

Maximum of $700 per 
prescription or refill. 

30% 

 

 

 

 

 

0% 

 

Mail Order Pharmacy 

Prescription or refill of 31-90 day 
supply 

 

Contraceptives, mandated by the 
Women's Preventive Services 
provision of PPACA, are covered 
at 100% when obtained from a 
Preferred Pharmacy or Preferred 
Mail Order Pharmacy for generic 
products and for certain brand 
products when a generic 
alternative or equivalent to the 
brand product does not exist. All 
other Brand Contraceptive 
products are covered at standard 
cost-sharing in this Schedule of 
Benefits. 

 

70% for Generic Drugs, 
70% for Preferred Brand; 

and 70% for Non-Preferred 
Drugs per prescription or 

refill. 

 

0% 

* The pharmacy benefits manager's (PBM's) preferred Retail Pharmacy network is a subset of the 
national retail pharmacy network and includes most major chains and local pharmacies. To verify 
that a Retail Pharmacy is participating in the preferred Retail Pharmacy network call the Customer 
Service telephone number shown on the Covered Person's Identification Card. 

When a Prescription Drug is available in a Generic Drug form, the Carrier will only provide benefits 
for that Prescription Drug at the Generic Drug level. If the prescribing Physician indicates that the 
Brand Name Drug should be dispensed, a non-formulary Brand Name Drug is approved due to 
Medical Necessity, or if the Covered Person requests a Brand Name Drug, the Covered Person 
shall be responsible for paying the dispensing Pharmacy the difference between the amount for the 
Generic Drug and the Brand Name Drug, plus any applicable cost-sharing amounts. To address any 
questions regarding the Covered Person's pharmacy benefit call the Customer Serviceôs telephone 
number on the back of the Covered Person's Identification Card. 
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OUTPATIENT BENEFITS 
(Continued) 

If the Covered Person uses 
a Preferred Provider, the 

Carrier will pay: 

If the Covered Person uses 
a Non-Preferred Provider, 

the Carrier will pay: 

REHABILITATIVE THERAPY 
SERVICES 

 
Physical Therapy/Occupational 
Therapy 

Benefit Period Maximum: 
Thirty (30) Preferred sessions 
of Physical 
Therapy/Occupational 
Therapy combined. 

 

  

Freestanding 70% 0% 

Hospital Based 70% 0% 

Speech Therapy 

Benefit Period Maximum: 
Thirty (30) Preferred sessions. 

 

70% 0% 

SPECIALIST OFFICE VISITS 70% 0% 

SPINAL MANIPULATIONS 
 

Benefit Period Maximum: 
Twenty (20) Preferred sessions. 

 

70% 0% 

TELEMEDICINE SERVICES 
Provided by MDLIVE® 

70% 0% 

THERAPY SERVICES   

Cardiac Rehabilitation Therapy 
 

Benefit Period Maximum: 
Thirty-six (36) Preferred 
sessions. 

 

70% 0% 

Chemotherapy 70% 0% 

Dialysis 70% 0% 

Infusion Therapy   

Home/Office 70% 0% 

Outpatient 70% 0% 
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OUTPATIENT BENEFITS 
(Continued) 

If the Covered Person uses 
a Preferred Provider, the 

Carrier will pay: 

If the Covered Person uses 
a Non-Preferred Provider, 

the Carrier will pay: 

THERAPY SERVICES 
(Continued) 

  

Pulmonary Rehabilitation 
Therapy 

Benefit Period Maximum: 
Thirty-six (36) Preferred 
sessions. 

 

70% 0% 

Radiation Therapy 70% 0% 

Respiratory Therapy 70% 0% 

URGENT CARE CENTER 

The Program Deductible does 
not apply. 

70% 0% 
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OUTPATIENT BENEFITS 
(Continued) 

If the Covered Person uses 
a Preferred Provider, the 

Carrier will pay: 

If the Covered Person uses 
a Non-Preferred Provider, 

the Carrier will pay: 

VISION CARE (PEDIATRIC) 

The Program Deductible does 
not apply. 

  

Routine Eye Exams and 
Refractions 

100% 0% 

Eyeglasses, including 
Spectacle Lenses and Frames 

100% 0% 

 
Elective Contact Lenses (in lieu 
of eyeglasses) 

 
100%, at participating 

independent Providers for 
Davis collection contacts 

 
0% 

 
Elective Contact Lenses Fitting 
and Follow-up Care 

 
15% discount, not available at 

all Preferred Providers 

 
0% 

 
Medically Necessary Contact 
Lenses (in lieu of eyeglasses 
or elective contact lenses) 
including standard, specialty 
and disposable lenses (with 
prior approval) 
 

 
100% 

 
0% 
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OUTPATIENT BENEFITS 
(Continued) 

If the Covered Person uses 
a Participating Dentist, the 

Carrier will pay: 

If the Covered Person uses 
a Non-Participating Dentist, 

the Carrier will pay: 

PEDIATRIC DENTAL SERVICES   

Service Categories   

Oral Evaluations (Exams) 
Deductible does not apply. 

100% 0% 

Radiographs (All X-Rays) 
Deductible does not apply. 

100% 0% 

Prophylaxis (Cleanings) 
Deductible does not apply. 

100% 0% 

Fluoride Treatments 
Deductible does not apply. 

100% 0% 

Palliative Treatment 
(Emergency) 

Deductible does not apply. 

100% 0% 

Sealants 
Deductible does not apply. 

100% 0% 

Other Diagnostic & Preventive 
Services 

Not Covered 0% 

Space Maintainers 70% 0% 

Amalgam Restorations (Metal 
fillings) 

70% 0% 

Resin-based Composite 
Restorations (White fillings) 

70% 0% 

Crowns, Inlays, Onlays 70% 0% 

Crown Repair 70% 0% 

Endodontic Therapy (Root 
canals, etc.) 

70% 0% 

Other Endodontic Services 70% 0% 

Surgical Periodontics 70% 0% 

Non-Surgical Periodontics 70% 0% 

Periodontal Maintenance 70% 0% 

Prosthetics (Complete or Fixed 
Partial Dentures) 

70% 0% 

Adjustments and Repairs of 
Prosthetics 

70% 0% 

Other Prosthetic Services 70% 0% 
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OUTPATIENT BENEFITS 
(Continued) 

If the Covered Person uses 
a Participating Dentist, the 

Carrier will pay: 

If the Covered Person uses 
a Non-Participating Dentist, 

the Carrier will pay: 

PEDIATRIC DENTAL SERVICES   

Service Categories (Continued)   

Maxillofacial Prosthetics Not Covered 0% 

Implant Services 70% 0% 

Simple Extractions 70% 0% 

Surgical Extractions 70% 0% 

Oral Surgery 70% 0% 

General Anesthesia, Nitrous 
Oxide and/or IV Sedation 

70% 0% 

Consultations 
Deductible does not apply. 

100% 0% 

Adjunctive General Services Not Covered 0% 

Medically Necessary 
Orthodontics, with the Carrier's 
prior approval and a written 
plan of care 

70% 0% 
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4. The Contract is subject to a number of exclusions, conditions and limitations. 
These include the following: 
 
The Covered Person must continue to reside in the geographic area served by the Carrier. 
Should the Covered Person change residence to a geographic area outside the area 
served by the Carrier and wish to continue coverage, the Covered Person must transfer 
coverage to the Blue Cross and Blue Shield plans that serve the area of new residence. 
 
No benefit will be provided for services, supplies or charges: 
 

¶ Which are not Medically Necessary as determined by the Carrier for the diagnosis or 
treatment of illness or injury; 

 

¶ Which are Experimental/Investigative in nature, except, as approved by the Carrier, 
Routine Patient Costs Associated With Qualifying Clinical Trials that meets the 
definition of a Qualifying Clinical Trial under this Contract; 

 

¶ Which were Incurred prior to the Covered Personôs Effective Date of coverage; 
 

¶ Which were or are Incurred after the date of termination of the Covered Person's 
coverage except as provided in the "Benefits After Termination Of Coverage" 
subsection of this Contract; 

 

¶ For any loss sustained or expenses Incurred during military service while on active 
duty; or as a result of enemy action or act of war, whether declared or undeclared; 

 

¶ For which a Covered Person would have no legal obligation to pay; 
 

¶ For Claims paid or payable by Medicare when Medicare is primary. For purposes of 
this Contract exclusion, coverage is not available for a service, supply or charge that is 
ñpayable under Medicareò when the covered Person is eligible to enroll for Medicare 
benefits, regardless of whether the Covered Person actually enrolls for, pays 
applicable premium for, maintains, claims or receives Medicare benefits. The amount 
excluded for these claims will be either the amount ñpayable under Medicareò or the 
applicable plan fee schedule for the service, at the discretion of the Carrier; 

 

¶ For any occupational illness or bodily injury which occurs in the course of employment 
if benefits or compensation are available, in whole or in part, under the provisions of 
the Workerôs Compensation Law or any similar Occupational Disease Law or Act. This 
exclusion applies whether or not the Covered Person claims the benefits or 
compensation; 

 

¶ To the extent benefits are provided by the Veteranôs Administration or by the 
Department of Defense for members of the armed forces of any nation while on active 
duty; 
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¶ For injuries resulting from the maintenance or use of a motor vehicle if such treatment or 
service is paid under a plan or policy of motor vehicle insurance, including a certified self-
insured plan, or payable in any manner under the Pennsylvania Motor Vehicle Financial 
Responsibility Law; 
 

¶ Which are not billed and performed by a Provider as defined under this Contract as a 
ñProfessional Providerò, ñFacility Providerò or ñAncillary Providerò except as otherwise 
indicated under the subsections entitled: 
(a) ñHabilitative Therapy Servicesò; 
(b)ñRehabilitative Therapy Servicesò; 
(c) ñTherapy Servicesò (that identifies covered Therapy Services as provided by licensed 

therapists); and 
(d)ñAmbulance Servicesò 

Of the Description of Benefits section of this Contract; 
 

¶ Rendered by a member of the Covered Personôs Immediate Family; 
 

¶ Performed by a Professional Provider enrolled in an education or training program when 
such services are related to the education or training program and are provided through 
a Hospital or university; 

 

¶ For ambulance services except as specifically provided in the Ambulance Services 
benefit as specified in the Description of Benefits section of this Contract; 

 
¶ For services and supplies provided in conjunction with procedures that are determined to 

be cosmetic under the Contract. A procedure is ñcosmeticò if it is designed to improve 
the appearance of any portion of the body, but is not expected to produce any significant 
improvement in physiologic function. This "cosmetic" exclusion does not apply to 
covered surgical procedures performed for: (a) newborns within the first thirty-one (31) 
days after birth, and beyond that period if continuously covered under this Contract, for 
care and treatment of medically diagnosed congenital defects or birth abnormalities; (b) 
reconstructive surgery after mastectomy as required by law; (c) reconstructive surgery 
performed for the purpose of approximating or restoring original physical appearance 
from: (1) anomalies caused by an accidental injury; or (2) anomalies caused by previous 
surgery or other medical intervention to treat illness or disease; or (d) cosmetic 
procedures necessitated by a covered illness or injury.  

 

¶ For telephone consultations, charges for failure to keep a scheduled visit, or charges for 
completion of a claim form; 

 

¶ For Alternative Therapies/complementary medicine, including but not limited to, 
acupuncture, music therapy, dance therapy, equestrian/hippotherapy, homeopathy, 
primal therapy, rolfing, psychodrama, vitamin or other dietary supplements and therapy, 
naturopathy, hypnotherapy, bioenergetic therapy, Qi Gong, Ayurvedic therapy, 
aromatherapy, massage therapy, therapeutic touch, recreational, wilderness, 
educational and sleep therapies; 

 

¶ For marriage counseling; 
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¶ For Custodial Care, domiciliary care or rest cures; 
 

¶ For equipment costs related to services performed on high cost technological equipment 
as defined by the Carrier, such as, but not limited to, computer tomography (CT) 
scanners, magnetic resonance imagers (MRI) and linear accelerators, unless the 
acquisition of such equipment by a Professional Provider was approved through the 
Certificate of Need (CON) process and/or by the Carrier; 
 

¶ For dental services related to the care, filling, removal or replacement of teeth (including 
dental implants to replace teeth or to treat congenital anodontia, ectodermal dysplasia or 
dentiogenesis imperfecta), and the treatment of injuries to or diseases of the teeth, gums 
or structures directly supporting or attached to the teeth, except as otherwise specifically 
stated in this Contract. Services not covered include, but are not limited to, apicoectomy 
(dental root resection), prophylaxis of any kind, root canal treatments, soft tissue 
impactions, alveolectomy, bone grafts or other procedures provided to augment an 
atrophic mandible or maxilla in preparation of the mouth for dentures or dental implants; 
and treatment of periodontal disease unless otherwise indicated. This exclusion does not 
apply to dental services provided for the initial treatment of an Accidental Injury/trauma; 
 

¶ For dental implants for any reason; 
 

¶ For dentures, unless for the initial treatment of an Accidental Injury/trauma; 
 

¶ For orthodontic treatment, except for appliances used for palatal expansion to treat 
congenital cleft palate; 
 

¶ For injury as a result of chewing or biting (neither is considered an Accidental Injury); 
 

¶ For treatment of temporomandibular joint syndrome (TMJ), also known as 
craniomandibular disorders (CMD), with intraoral devices or with any non-surgical 
method to alter vertical dimension; 
 

¶ For routine foot care, as defined in the Carrierôs Medical Policy unless associated with 
the Medically Necessary treatment of peripheral vascular disease and/or peripheral 
neuropathic disease, including but not limited to diabetes; 
 

¶ For supportive devices for the foot (orthotics), such as, but not limited to, foot inserts, 
arch supports, heel pads and heel cups, and orthopedic/corrective shoes, except for 
orthotics or podiatric appliances required for the prevention of complications associated 
with diabetes; 
 

¶ For hearing or audiometric examinations, and Hearing Aids and the fitting thereof; and, 
routine hearing examinations. Services and supplies related to these items are not 
covered. Cochlear electromagnetic hearing devices; a semi-implantable Hearing Aid, is 
not covered. Cochlear electromagnetic hearing devices are not considered cochlear 
implants; 
 

¶ For assisted fertilization techniques such as, but not limited to, in-vitro fertilization, 
gamete intra-fallopian transfer (GIFT) and zygote intra-fallopian transfer (ZIFT); 
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¶ For sex therapy or other forms of counseling for treatment of sexual dysfunction when 
performed by a non-licensed sex therapist; 
 

¶ For treatment of obesity. This exclusion does not apply to nutrition counseling 
visits/sessions as described in the ñNutrition Counseling for Weight Managementò 
provision under the Description of Benefits section of this Contract; 
 

¶ As described under ñDurable Medical Equipmentò in the Description of Benefits 
section, for personal hygiene, comfort and convenience items; equipment and devices of 
a primarily nonmedical nature; equipment inappropriate for home use; equipment 
containing features of a medical nature that are not required by the Covered Person's 
condition; non-reusable supplies; equipment which cannot reasonably be expected to 
serve a therapeutic purpose; duplicated equipment, whether or not rented or purchased 
as a convenience; and devices and equipment used for environmental control; and 
customized wheelchairs; 
 

¶ For eyeglasses, lenses or contact lenses and the vision examination for prescribing or 
fitting eyeglasses or contact lenses unless otherwise indicated in this Contract; 
 

¶ For correction of myopia or hyperopia by means of corneal microsurgery, such as 
keratomileusis, keratophakia, and radial keratotomy and all related services; 
 

¶ For Orthoptic/Pleoptic therapy; 
 

¶ For preventive services except as specifically provided for in the Primary and Preventive 
Care subsection in the Description of Benefits section of this Contract; 
 

¶ For weight reduction and premarital blood tests; 
 

¶ For preventive screening examinations, except for mammograms and those screening 
examinations listed under "Pediatric Preventive Care", "Adult Preventive Care", 
"Women's Preventive Care", and ñDiagnostic Services òin the Description of Benefits 
section of this Contract; 
 

¶ For travel, whether or not it has been recommended by a Professional Provider or if it is 
required to receive treatment at an out of area Provider; 
 

¶ For immunizations required for employment purposes or travel; 

 
¶ For care in a nursing home, home for the aged, convalescent home, school, camp, 

institution for Intellectually Disabled children, Custodial Care in a Skilled Nursing Care 
Facility; 

 

¶ For counseling or consultation with a Covered Person's relatives, or Hospital charges for 
a Covered Person's relatives or guests, except as may be specifically provided or 
allowed in the "Treatment for Alcohol or Drug Abuse and Dependency" or "Transplant 
Services" sections of the Description of Benefits; 
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¶ For medical supplies such as but not limited to thermometers, ovulation kits and early 
pregnancy or home pregnancy testing kits; 
 

¶ For home blood pressure machines, except for Covered Persons: (a) with pregnancy-
induced hypertension; (b) hypertension complicated by pregnancy;(c) with end-stage 
renal disease receiving home dialysis; or (d) who are eligible for home blood pressure 
machine benefits as required based on ACA preventive mandates; 
 

¶ For medication other than Prescription Drugs unless such medication is administered on 
an Inpatient basis; 

 
¶ For Prescription Drugs used for Experimental/Investigative purposes, or Prescription 

Drugs prescribed or used for cosmetic purposes (such as hair growth or wrinkle removal, 
etc.); 
 

¶ For appetite suppressants; 
 

¶ For oral non-elemental nutritional supplements (e.g. Boost, Ensure, PediaSure), casein 
hydrolyzed formulas (e.g. Nutramigen, Alimentum, Pregestimil), or other nutritional 
products including, but not limited to, banked breast milk, basic milk, milk-based, and 
soy-based products. This exclusion does not apply to Medical Foods and Nutritional 
Formulas as provided for and defined in the Medical Foods and Nutritional Formulas 
benefit in the Description of Benefits section of this Contract; 
 

¶ For elemental semi-solid foods (e.g. Neocate Nutra); 

 
¶ For products that replace fluids and electrolytes (e.g. Electrolyte Gastro, Pedialyte); 

 
¶ For additives (e.g. Duocal, fiber, or vitamins) and food thickeners (e.g. Thick-It, 

Resource ThickenUp); 

 
¶ For supplies associated with the oral administration of formula (e.g. bottles, nipples); 

 

¶ For Inpatient and Outpatient Private Duty Nursing services; 
 

¶ For any care that extends beyond traditional medical management for autistic disease of 
childhood, Pervasive Development Disorders, Attention Deficit Disorder, learning 
disabilities, behavioral problems or Intellectual Disability; or treatment or care to effect 
environmental or social change; 
 

¶ For charges Incurred for expenses in excess of Benefit Maximums as specified in the 
Schedule of Benefits of this Contract; 
 

¶ For research studies; 
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¶ For Cognitive Rehabilitative Therapy except when provided integral to other supportive 
therapies, such as, but not limited to physical, occupational and speech therapies in a 
multidisciplinary, goal-oriented and integrated treatment program designed to improve 
management and independence following neurological damage to the central nervous 
system injury caused by illness or trauma (e.g. stroke, acute brain insult, 
encephalopathy); 

 
¶ For Self-Administered Prescription Drugs, regardless of whether the drugs are provided 

or administered by a Provider. Drugs are considered Self-Administered Prescription 
Drugs even when initial medical supervision and/or instruction is required prior to patient 
self-administration. This exclusion does not apply to Self-Administered Prescription 
Drugs that are: 
(a) Covered under the ñPrescription Drugs/medicinesò paragraph of the ñOutpatient 
Benefitsò subsection of this Contract; 

(b) Mandated to be covered by law, such as insulin or any drugs required for the 
treatment of diabetes; or 

(c) Required for treatment of an emergency condition that requires a Self-Administered 
Drug; and 

 

¶ For any other service or treatment except as provided in this Contract. 
 

5. GUARANTEED RENEWABLE/PREMIUM SUBJECT TO CHANGE ON A CLASS BASIS: 
 

The Contract can be renewed on an annual basis on the anniversary date which is 
January 1 except for: 

 
a. nonpayment of the requested premium; or 

 
b. fraud or intentional misrepresentation of a material fact; or 

 
c. the carrier non-renews the Contract form for all enrolled persons. In such case, the 

Carrier will provide notice to each Covered Person at least ninety (90) days prior to the 
date of discontinuance of such coverage. Such notice will provide enrolled persons 
with the option to purchase any other individual health insurance coverage currently 
offered by the Carrier. (The person may apply for a new direct pay coverage, without 
proof of insurability, by applying within sixty (60) days of such termination. The direct 
pay coverage will be the same coverage, or one that nearly approximates the 
coverage of the Contract, if the original Contract form is no longer offered by the 
Carrier, and will be effective on the date that coverage terminated under the prior 
coverage at the rate then in effect); or 

 
d. the Carrier non-renews the Contract because it elects to discontinue offering all health 

insurance coverage in the individual market in Pennsylvania. In such case, the Carrier 
will provide notice to all enrolled persons and the Pennsylvania Insurance Department 
of such discontinuance at least 180 days prior to the date of the expiration of the 
coverage; or 
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e. the Carrier non-renews the Contract because the Covered Person no longer resides in 
the geographic area served by the Carrier. Should the Covered Person change 
residence to a geographic area outside the area served by the Carrier and wishes to 
continue coverage, the Covered Person must transfer coverage to the Blue Cross and 
Blue Shield plan that serves the area of new residence. 

 
f. In the case of a Dependent who is no longer eligible for coverage under the Contract, 

the Dependent may apply for a new direct pay coverage, without proof of insurability, 
by applying within sixty (60) days of such termination. The direct pay coverage will be 
the same coverage, or one that nearly approximates the coverage of the Contract, if 
the original Contract form is no longer offered by the Carrier, and will be effective on 
the date that coverage terminated under the prior coverage at the rate then in effect. 

 
Non-renewal shall not be based on any health status related to a Covered Person. 

 
The Applicant must make timely payment of all premium due. 

 
a. The premium rates for this Contract shall be in accordance with the rating 

methodology filed with and approved by the Insurance Department of the 
Commonwealth of Pennsylvania. Premium rates for this Contract are based on a 
member-level buildup using a per member per month base rate adjusted for the 
customer's member-specific characteristics of age, geographic area and tobacco use. 

 
b. The Carrier reserves the right to change the premium for the Contract on a class basis. 

 
c. Any change in the premium rates shall become effective upon the expiration of the 

period covered by the Applicant's current premium as applied by the Carrier. The 
Applicant shall be given notice of such change, and payment of the new premium rate 
shall be considered receipt of notice and acceptance of the change in the premium 
rate. In the event the Applicant fails to make payment of the new premium within thirty 
(30) days or three (3) consecutive months if the Applicant-Subscriber is enrolled in an 
on exchange product and receives a tax credit, after the new premium rate became 
due and payable (see the "Grace Period" subsection of the General Provisions of the 
Contract), the Contract shall terminate automatically. 

 
For purposes of the provisions of the Patient Protection and Affordable Care Act with 
respect to the Development and Utilization of Uniform Explanation of Coverage Documents 
and Standardized Definitions the Policy Year for this Contract will be a Calendar Year. 

 
 



 

 

INDIVIDUAL COMPREHENSIVE MAJOR MEDICAL EXCLUSIVE PROVIDER  
ORGANIZATION POLICY 
(PERSONAL CHOICE®) 

is issued by 

QCC INSURANCE COMPANY 
(Called the Carrier) 

A Pennsylvania corporation 
Located at: 

1901 Market Street 
Philadelphia, PA  19103 

This Contract is a health policy that provides, to Covered Persons, coverage for major hospital, 
medical, and surgical expenses incurred as a result of a covered accident or sickness. 
Coverage is provided for daily hospital room and board, miscellaneous hospital services, 
surgical services, anesthesia services, in-hospital medical services and out-of-hospital care, 
subject to the Deductibles and Coinsurance provisions. This Comprehensive Major Medical 
Contract is marketed by the Carrier as a Preferred Provider Organization benefit program that 
utilizes a Preferred Provider Network. This means that, except in limited circumstances, benefits 
are not provided for services rendered by Non-Preferred Providers (see Important Notices for 
more detail). This Contract utilizes extensive Precertification and utilization management 
procedures which must be followed to maximize benefits and avoid penalties. Failure to obtain 
Precertification for services provided by a BlueCard Provider will result in a 50% reduction in 
benefits. This coverage does not supplement any basic hospital or basic medical insurance 
coverage. 

 

NOTICE OF COVERED PERSON'S RIGHT TO EXAMINE CONTRACT:  The Applicant 
has a right to return this Contract within ten (10) days of delivery for refund of the full 
premium paid if, after examination of this Contract, the Applicant is not satisfied for any 
reason. This Contract may be returned to: QCC Insurance Company, 1901 Market 
Street, Philadelphia, PA  19103. If the Contract is returned, it will be null and void from 
the beginning and no benefits will be payable under its terms. 

NOTE:  READ THIS PROVISION CAREFULLY 

GUARANTEED RENEWABLE/PREMIUM SUBJECT TO CHANGE ON A CLASS BASIS:  This 
Contract can be renewed on an annual basis on the anniversary date which is January 1 except 
for: 

a. nonpayment of the required premium; or 

b. fraud or intentional misrepresentation of a material fact; or 
c. the Carrier non-renews this Contract form for all enrolled persons. In such case, the 

Carrier will provide notice to each Covered Person at least ninety (90) days prior to the 
date of discontinuation of such coverage. Such notice will provide enrolled persons with 
the option to purchase, without proof of insurability any other individual health insurance 
coverage currently offered by the Carrier; 

Guaranteed renewable provisions continue on page (2) of this Contract form. 

THIS IS A NON-PARTICIPATING CONTRACT 

Form No. 08537.OFF.PDEN.HSA Rev 1.19   93 

Benefits underwritten by QCC Insurance Company, a subsidiary of Independence Blue Cross ï 
independent licensees of the Blue Cross and Blue Shield Association. 



 

 

d. the Carrier non-renews this Contract because it elects to discontinue offering all health 
insurance coverage in the individual market in Pennsylvania. In such case, the Carrier will 
provide notice to all enrolled persons and the Pennsylvania Insurance Department of such 
discontinuation at least one hundred and eighty (180) days prior to the date of the 
expiration of the coverage. 

e. the Carrier non-renews this Contract because the Covered Person no longer resides in the 
geographic area served by the Carrier. Should the Covered Person change residence to a 
geographic area outside the area served by the Carrier and wishes to continue coverage, 
the Covered Person must transfer coverage to the Blue Cross and Blue Shield plan that 
serves the area of new residence. 

 
Nonrenewal shall not be based on any health status-related factors of a Covered Person. 
 
The Applicant must make timely payment of all premium due. 
 
a. The premium rates, at any given time, are those listed in the Schedule of Rates on file with 

the Pennsylvania Insurance Department. 
 
b. The Carrier reserves the right to change the premium rate for the Contract on a class 

basis.  
 
c. Any change in the premium rates shall become effective upon the expiration of the period 

covered by the Applicant's current premium payment as applied by the Carrier. The 
Applicant shall be given notice of such change, and payment of the new premium rate 
shall be considered receipt of notice and acceptance of the change in premium rate. In the 
event the Applicant fails to make payment of the new premium rate within thirty (30) days, 
unless the Applicant-Subscriber is enrolled in an on exchange product and receives a tax 
credit, then it is within three (3) consecutive months after the new premium rate became 
due and payable (see the "Grace Period" subsection of the General Provisions of this 
Contract), this Contract shall terminate automatically. 

 
For purposes of the provisions of the Patient Protection and Affordable Care Act with respect to 
the Development and Utilization of Uniform Explanation of Coverage Documents and 
Standardized Definitions the Policy Year for this Contract will be a Calendar Year. 
 
 



 

 

 
 
 
 
 
 

QCC INSURANCE COMPANY 
 
 

INDIVIDUAL COMPREHENSIVE MAJOR MEDICAL EXCLUSIVE PROVIDER 
ORGANIZATION POLICY 
(PERSONAL CHOICE® ) 

 
 
 
 
 
 
 
 

In Consideration of the Applicant's Application and payment of the appropriate premium, the 
Covered Persons defined herein are entitled to the Comprehensive Major Medical benefits set 

forth in accordance with the terms and condition specified. 
 
 
 
 
QCC INSURANCE COMPANY 
 

 
______________________ 
Brian Lobley 
President and SVP, Commercial and Consumer Markets 
 
 
Attest: 
 

 
 
                                       
Paula Sunshine 
SVP and Chief Marketing Executive 
 



 

 

 

 
 
 



 

 

Discrimination is Against the Law 
 
This Plan complies with applicable Federal civil 
rights laws and does not discriminate on the 
basis of race, color, national origin, age, 
disability, or sex. This Plan does not exclude 
people or treat them differently because of 
race, color, national origin, age, disability, or 
sex. 
 
This Plan provides: 

¶ Free aids and services to people with 
disabilities to communicate effectively with 
us, such as: qualified sign language 
interpreters, and written information in 
other formats (large print, audio, 
accessible electronic formats, other 
formats). 

¶ 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 our Civil 
Rights Coordinator. If you believe that This 
Plan 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 our Civil 
Rights Coordinator. You can file a grievance in 
the following ways: In person or by mail: 
ATTN: Civil Rights Coordinator, 1901 
Market St reet , Phi ladelphia, PA 
19103, By phone: 1-888-377-3933 (TTY: 
711) By fax: 215-761-0245, By email:  
civilrightscoordinator@1901market.com. If you 
need help filing a grievance, our Civil Rights 
Coordinator 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, DC 20201, 1-800- 
368-1019, 800-537-7697 (TDD). Complaint 
forms are available at 
http://www.hhs.gov/ocr/office/file/index.html. 
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http://www.hhs.gov/ocr/office/file/index.html


 

 

 
IMPORTANT NOTICES: 

 
REGARDING TREATMENT WHICH IS NOT MEDICALLY NECESSARY:  
The Carrier only covers treatment which it determines Medically Necessary. A Preferred 
Provider accepts the Carrier's decision and contractually is not permitted to bill the Covered 
Person for treatment which the Carrier determines is not Medically Necessary unless the 
Preferred Provider specifically advises the Covered Person in writing, and the Covered Person 
agrees in writing that such services are not covered by the Carrier, and that the Covered Person 
will be financially responsible for such services. The term "Medically Necessary" is defined in 
the Definitions section of this Contract. 
 
REGARDING "EXPERIMENTAL/INVESTIGATIVE" TREATMENTS:  
The Carrier does not cover treatment which it determines to be Experimental/Investigative in 
nature because that treatment is not accepted by the general medical community for the 
condition being treated or not approved as required by federal or other governmental agencies. 
However the Carrier acknowledges that situations exist when a Covered Person and the 
Covered Personôs Professional Provider agree to utilize an Experimental/Investigative 
treatment. If a Covered Person receives Experimental/Investigative treatment, the Covered 
Person is responsible for the cost of the treatment. The Covered Person or the Covered 
Personôs Professional Provider may contact the Carrier to determine whether a treatment is 
considered Experimental/Investigative. 
 
The terms Experimental/Investigative and Professional Provider are defined in the Definitions 
section of this Contract. 
 
REGARDING TREATMENT FOR COSMETIC PURPOSES: 
The Carrier does not cover treatment which it determines is for cosmetic purposes unless it is 
necessitated as part of the Medically Necessary treatment of an illness, injury or congenital birth 
defect. However, the Carrier acknowledges that situations exist when a Covered Person and the 
Covered Personôs Physician decide to pursue a course of treatment for cosmetic purposes. In 
such cases, the Covered Person is responsible for the cost of the treatment. A Covered Person 
or the Covered Personôs Physician may contact the Carrier to determine whether treatment is 
for cosmetic purposes. 
 
The exclusion for services and operations for cosmetic purposes is detailed in the Exclusions 
section of this Contract. 
 
REGARDING COVERAGE FOR EMERGING TECHNOLOGY: 
While the Carrier does not cover treatment it determines to be Experimental/Investigative, it 
routinely performs technology assessments in order to determine when new treatment 
modalities are safe and effective. A technology assessment is the review and evaluation of 
available clinical and scientific information from expert sources. These sources include but are 
not limited to articles published by governmental agencies, national peer review journals, 
national experts, clinical trials, and manufacturer's literature. The Carrier uses the technology 
assessment process to assure that new drugs, procedures or devices ("emerging technology") 
are safe and effective before approving them as Covered Services. When new technology 
becomes available or at the request of a practitioner or Covered Person, the Carrier researches 
all scientific information available from these expert sources. Following this analysis, the Carrier 
makes a decision about when a new drug, procedure or device has been proven to be safe and 
effective and uses this information to determine when an item becomes a Covered Service for 



 

 

the condition being treated or not approved as required by federal or governmental agencies. A 
Covered Person or their Provider should contact the Carrier to determine whether a proposed 
treatment is considered "emerging technology" and whether the Provider is considered an 
eligible Provider to perform the "emerging technology" Covered Service. The Carrier maintains 
the discretion to limit eligible Providers for certain "emerging technology" Covered Services. 
 
REGARDING USE OF NON-PREFERRED PROVIDERS: 
In almost all instances, to receive benefits available under this program, you must obtain 
Covered Services from Preferred Providers that participate in the Personal Choice Network or in 
the BlueCard Program. 
 
The Carrier may approve Covered Services provided by a Non-Preferred Provider subject to 
Preferred "In-Network" cost-sharing if you have:  (a) first sought and received care from a 
Preferred Provider in the same American Board of Medical Specialties (ABMS) recognized 
specialty as the Non-Preferred Provider requested; (b) been advised by the Preferred Provider 
that there are no Preferred Providers that can provide the requested Covered Services; and (c) 
obtained authorization from the Carrier prior to receiving care. 
The Carrier reserves the right to make the final determination whether there is a Preferred 
Provider that can provide the Covered Services. If the Carrier approves the use of a Non-
Preferred Provider, you will not responsible for the difference between the Provider's billed 
charges and the Carrier's payment to the Provider. Applicable program terms including Medical 
Necessity and Precertification will apply. 
 
When you are treated by a Non-Preferred Provider for incidental services (a Non-Preferred 
Hospital-Based Provider), while you are an Inpatient at a Preferred Hospital or other Preferred 
Facility Provider, you are not financially responsible for a Non-Preferred Hospital-Based 
Provider's charges for Covered Services in excess of your program's Preferred level of cost-
sharing, if any. For purposes of this section, incidental services are defined as Facility-based 
services, such as but not limited to radiology, anesthesiology and laboratory services, that are 
not directly related for the reason for admission to the Preferred Hospital or other Preferred 
Facility Provider. However, it is possible that a Non-Preferred Hospital-Based Provider, who has 
no contractual relationship with the Carrier, will bill you directly for amounts in excess of the 
Carrier's payments of the Non-Preferred Hospital-Based Provider's claim. In such situations, to 
ensure full reimbursement to you, you will need to contact the Carrier at the Member Services 
telephone number listed on the back of your I.D. card. Note that when you see a Non-Preferred 
Provider on an elective basis and the Non-Preferred Provider admits you to a Preferred Hospital 
or other Preferred Facility Provider, then no benefits will be provided for services rendered by 
the Non-Preferred Provider. 
 
When you are treated by a Non-Preferred Provider for Emergency Care Services, you are not 
financially responsible for Non-Preferred Emergency Care Service Provider's charges for 
Covered Services in excess of your program's Preferred level of cost-sharing. 
 



 

 

REGARDING NON-DISCRIMINATION RIGHTS: 
 
The Covered Person has the right to receive health care services without discrimination: 
A. Based on race, ethnicity, age, mental or physical disability, genetic information, color, 

religion, gender, national origin, source of payment, sexual orientation, or sex, including 
stereotypes and gender identity; 

B. For Medically Necessary health services made available on the same terms for all 
individuals, regardless of sex assigned at birth, gender identity, or recorded gender; 

C. Based on an individualôs sex assigned at birth, gender identity, or recorded gender, if it is 
different from the one to which such health service is ordinarily available; 

D. Related to gender transition if such denial or limitation results in discriminating against a 
transgender individual. 

 



 

4 

COMPREHENSIVE MAJOR MEDICAL PREFERRED PROVIDER POLICY 
(PERSONAL CHOICE®) 

 
TABLE OF CONTENTS 

 
SCHEDULE OF BENEFITS ....................................................................................................... 3 
SECTION DE - DEFINITIONS ................................................................................................... 6 
SCHEDULE OF BENEFITS ......................................................................................................29 
SECTION DB ï DESCRIPTION OF BENEFITS ........................................................................44 

Primary and Preventive Care ................................................................................................45 
Inpatient Benefits ..................................................................................................................47 
Inpatient/Outpatient Benefits .................................................................................................49 
Outpatient Benefits ................................................................................................................54 

SECTION EX ï EXCLUSIONS .................................................................................................72 
SECTION GP ï GENERAL PROVISIONS ................................................................................77 

Entire Contract; Changes ......................................................................................................77 
Time Limit on Certain Defenses ............................................................................................77 
Grace Period .........................................................................................................................77 
Reinstatement .......................................................................................................................77 
Legal Actions ........................................................................................................................77 
Effective Date and Term ........................................................................................................78 
Benefits to Which Covered Persons are Entitled ...................................................................78 
Termination of the Contract ...................................................................................................78 
Change in Status and Charges .............................................................................................79 
Benefits After Termination of Coverage .................................................................................81 
Release of Information ..........................................................................................................81 
Covered Person/Provider Relationship ..................................................................................81 
Identification Cards ...............................................................................................................81 
Applicable Law ......................................................................................................................81 
Notice ....................................................................................................................................82 
Coordination of Benefits ........................................................................................................82 
Subrogation and Reimbursement Rights ...............................................................................84 
Payment of Providers ............................................................................................................85 
BlueCard Program ................................................................................................................89 
Limitations of Carrier Liability ................................................................................................91 
Right to Enforce Contract Provisions .....................................................................................91 
Special Circumstances ..........................................................................................................91 
Premium Rates .....................................................................................................................92 
Disclosure .............................................................................................................................92 
Discounts and Wellness/Reward Incentives Programs ..........................................................92 
Identity Protection Services ...................................................................................................92 

SECTION CL ï CLAIMS ...........................................................................................................93 
Notice of Claim ......................................................................................................................93 
Furnishing Claim Forms ........................................................................................................93 
Proofs of Loss .......................................................................................................................93 
Time of Payment of Claims ...................................................................................................93 
Physical Examinations and Autopsy ......................................................................................93 
Payment of Claims ................................................................................................................93 
Right to Recover Payments in Error ......................................................................................94 

SECTION MC ï MANAGED CARE ...........................................................................................95 
Utilization Review Process ....................................................................................................95 



 

5 

Clinical Criteria, Guidelines and Resources ...........................................................................96 
Delegation of Utilization Review Activities and Criteria ..........................................................97 
Disease Management and Decision Support Programs ........................................................97 
Precertification Review ..........................................................................................................98 
Other Precertification Requirements .................................................................................... 101 
Out-of-Area Care for Dependent Students .......................................................................... 102 

SECTION MR ï YOUR MEMBERSHIP RIGHTS AND RESPONSIBILITIES .......................... 103 
SECTION RC ï RESOLVING PROBLEMS ............................................................................. 105 

Complaint Process .............................................................................................................. 105 
Appeal Process ................................................................................................................... 105 

 



 

6 

SECTION DE - DEFINITIONS 

For the purposes of this Contract, the terms below have the following meaning: 
 
ACCIDENTAL INJURY - bodily injury which results from an accident directly and independently 
of all other causes. 
 

ACCREDITED EDUCATIONAL INSTITUTION ï a publicly or privately operated 
academic institution of higher learning which: (a) provides a recognized course or 
courses of instruction and leads to the conference of a diploma, degree, or other 
recognized certification of completion at the conclusion of the course of study; and (b) is 
duly recognized and declared as such by the appropriate authority in the state in which 
such institution is located; provided, however, that in addition to any state recognition, 
the institution must also be accredited by a nationally recognized accrediting association 
as recognized by the U.S. Secretary of Education. The definition may include, but is not 
limited to, colleges and universities, and technical or specialized schools. 
 
ALCOHOL OR DRUG ABUSE AND DEPENDENCY - any use of alcohol or other drugs which 
produce a pattern of pathological use causing impairment in social or occupational functions or 
which produces physiological dependency evidenced by physical tolerance or withdrawal. 
 
ALTERNATIVE THERAPIES/COMPLEMENTARY MEDICINE ï Complementary and 
alternative medicine, is defined as a group of diverse medical and health care systems, 
practices, and products, currently not considered to be part of conventional medicine based on 
recognition by the National Institutes of Health. 
 
AMBULATORY SURGICAL FACILITY - A facility licensed by the Pennsylvania Department of 
Health, which provides specialty or multispecialty Outpatient surgical treatment or procedure 
that is not located on the premises of a Hospital, with an organized staff of Physicians, which is 
licensed as required and which has been approved by the Joint Commission on Accreditation of 
Healthcare Organizations, or by the Accreditation Association for Ambulatory Health Care, Inc., 
or by the Carrier and which: 
A. has permanent facilities and equipment for the primary purposes of performing surgical 

procedures on an Outpatient basis; 
B. provides treatment by or under the supervision of Physicians and nursing services 

whenever the patient is in the facility; 
C. does not provide Inpatient accommodations; and 
D. is not, other than incidentally, a facility used as an office or clinic for the private practice of 

a Professional Provider. 
 
ANCILLARY PROVIDER - an individual or entity that provides services, supplies or equipment, 
(such as, but not limited to, Infusion Therapy, Durable Medical Equipment and Ambulance 
services), for which benefits are provided under this Contract. 
 
ANESTHESIA - consists of the administration of regional anesthetic or the administration of a 
drug or other anesthetic agent by injection or inhalation, the purpose and effect of which is to 
obtain muscular relaxation, loss of sensation, or loss of consciousness. 
 
APPEAL ï a request by a Covered Person, or the Covered Personôs representative or Provider, 
acting on the Covered Personôs behalf upon written consent, to change a previous decision 
made by the Carrier. 
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A. ADMINISTRATIVE APPEAL 
An Appeal that focuses on unresolved disputes or objections regarding a Carrierôs 
decision that concerns coverage terms such as the Contractôs exclusions and non-covered 
benefits, exhausted benefits, and claim payment issues. An Administrative Appeal may 
present issues related to Medically Necessary, but these are not the primary issues that 
affect the outcome of the Appeal. 

B. MEDICAL NECESSITY APPEAL 
An Appeal that focuses on issues of Medical Necessity and requests the Carrier to change 
its decision to deny or limit the provision of a Covered Service. 

C. EXPEDITED APPEAL 
An Appeal that provides a faster review of a Medically Necessary Appeal, conducted when 
the Carrier determines, based on applicable guidelines, that a delay in decision making 
would seriously jeopardize the Covered Personôs life, heath, or ability to regain maximum 
function, or would subject the Covered Person to severe pain that cannot be adequately 
managed while awaiting a standard Appeal decision. 

 
APPLICANT - the person who applies for coverage under this Contract and with whom the 
Carrier has contracted to provide this coverage. 
 
APPLICATION - the request, either written or via electronic transfer, of the Applicant for 
coverage, set forth in a format approved by the Carrier. 
 
ATTENTION DEFICIT DISORDER - a disease characterized by developmentally inappropriate 
inattention, impulsiveness and hyperactivity. 
 
AUTHORIZED GENERICS - Brand Name Drugs that are marketed without the brand name on 
its label. An Authorized Generic may be marketed by the Brand Name Drug company, or 
another company with the brand companyôs permission.  Unlike a standard Generic Drug, the 
Authorized Generic is not approved by the Food and Drug Administration (FDA) abbreviated 
new drug application process (ANDA). For cost sharing purposes Authorized Generics are 
treated as Brand Name Drugs. 
 
BENEFIT PERIOD - the specified period of time as shown in the Schedule of Benefits of this 
Contract during which charges for Covered Services must be Incurred in order to be eligible for 
payment by the Carrier. A charge shall be considered Incurred on the date the service or supply 
was provided to a Covered Person. 
 
BIRTH CENTER - A Facility Provider approved by the Carrier which: 
A. Is licensed as required in the state where it is situated; 
B. Is primarily organized and staffed to provide maternity care; and 
C. Is under the supervision of a Physician or a licensed certified nurse midwife. 
 
BLUECARD PROGRAM - A program that allows a Covered Person travelling or living outside 
of their plan's area to receive coverage for services at an in-network benefit level if the Covered 
Person receives services from Blue Cross Blue Shield providers that participate in the BlueCard 
Program. 
 
BLUECARD PROVIDER - A Provider that participates in the BlueCard Program as a Preferred 
Provider. 
 



 

8 

BRAND NAME OR BRAND NAME DRUG - a Prescription Drug approved by the U.S. Food 
and Drug Administration (FDA) through the new drug application (NDA) process and in 
compliance with applicable state law and regulations. For purposes of this coverage, the term 
"Brand Name Drug" shall also include Authorized Generics and devices which includes spacers 
for metered dose inhalers that are used to enhance the effectiveness of inhaled medicines. 
 
CARE COORDINATOR FEE ï A fixed amount paid by a Blue Cross and/or Blue Shield 
Licensee to providers periodically for Care Coordination under a Value-Based Program. 
 
CASE MANAGEMENT - comprehensive Case Management programs serve individuals who 
have been diagnosed with a complex, catastrophic, or chronic illness or injury. The objectives of 
Case Management are to facilitate access by the Covered Person to ensure the efficient use of 
appropriate health care resources, link Covered Persons with preventive health care services, 
assist Providers in coordinating prescribed services, monitor the quality of services delivered, 
and improve Covered Person outcomes. Case Management supports Covered Persons and 
Providers by locating, coordinating, and/or evaluating services for a Covered Person who has 
been diagnosed with a complex, catastrophic or chronic illness and/or injury across various 
levels and sites of care. 
 
CERTIFIED REGISTERED NURSE - a certified registered nurse anesthetist, certified registered 
nurse practitioner, certified enterostomal therapy nurse, certified community health nurse, 
certified psychiatric mental health nurse, or certified clinical nurse specialist, certified by the 
state Board of Nursing or a national nursing organization recognized by the State Board of 
Nursing. Excluded from this definition are any registered professional nurses employed by a 
health care facility, as defined in the Health Care Facilities Act, or by an anesthesiology group. 
 
COGNITIVE REHABILITATIVE THERAPY - Medically prescribed therapeutic treatment 
approach designed to improve cognitive functioning after acquired central nervous system injury 
(e.g. trauma, stroke, acute brain insult, and encephalopathy). Cognitive rehabilitation is an 
integrated multidisciplinary approach that consists of tasks designed to reinforce or re-establish 
previously learned patterns of behavior or to establish new compensatory mechanisms for 
impaired neurological systems. It consists of a variety of therapy modalities which mitigate or 
alleviate problems caused by deficits in attention, visual processing, language, memory, 
reasoning, and problem solving. Cognitive rehabilitation is performed by a physician, 
neuropsychologist, psychologist, as well as a physical, occupational or speech therapist using a 
team approach. 
 
COINSURANCE - a type of cost-sharing in which the Covered Person assumes a percentage of 
the Covered Expenses for Covered Services (such as 20%). 
 
COMPENDIA - one of several tools the Carrier will use to determine what services and supplies 
will be covered by the Carrier. Compendia are prescription drug reference documents that 
include summaries of how drugs work in the body. These references provide health care 
professionals with important information about proper dosing and whether a drug is 
recommended or endorsed for use in treating a specific disease. 
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Over the years, some compendia have merged with other publications or have discontinued 
updating their entries. The Carrier will access up-to-date compendia to make coverage 
decisions. 
 
The Carrier will review compendia to ensure the most up-to-date drug information and the best 
available treatment options. This is important because today's ever-expanding industry of drug 
treatments is dynamic, requiring the constant monitoring and assessment of new interventions. 
 
COMPLAINT - any expression of dissatisfaction, verbal or written, by a Covered Person. 
 
CONDITIONS FOR DEPARTMENTS (for Qualifying Clinical Trials) - the conditions described in 
this paragraph, for a study or investigation conducted by the Department of Veteran Affairs, 
Defense or Energy, are that the study or investigation has been reviewed and approved through 
a system of peer review that the Government determines: 
A. To be comparable to the system of peer review of studies and investigations used by the 

National Institutes of Health (NIH); and 
B. Assures unbiased review of the highest scientific standards by Qualified Individuals who 

have no interest in the outcome of the review. 
 
CONSUMABLE MEDICAL SUPPLY ï Non-durable medical supplies that cannot withstand 
repeated use, are usually disposable, and are generally not useful to a person in the absence of 
illness or injury. 
 
CONTRACT - this Contract, including the application, and any riders and/or endorsements, is 
the Contract between the Carrier and the Applicant. 
 
CONTRACEPTIVE DRUGS - FDA approved drugs requiring a Prescription Order to be 
dispensed for the use of contraception. These include oral contraceptives, such as birth control 
pills as well as injectable contraceptive drugs. This does not include implants. 
 
COPAYMENT - a type of cost-sharing in which the Covered Person pays a flat dollar amount 
each time a Covered Service is provided (such as a $15 Copayment per office visit). 
 
COVERED DRUG - Prescription Drugs, including Self-Administered Prescription Drugs, which 
are: 
A. Appearing on the Drug Formulary, or where an exception has been granted pursuant to the 

Formulary Exception Policy; 
B. Prescribed for a Covered Person by a Health Care Practitioner who is appropriately licensed 

to prescribe Drugs; 
C. Prescribed for a use that has been approved by the Federal Food and Drug Administration; 

and 
D. Medically Necessary, as determined by the Carrier. 
 
Insulin shall be considered a Covered Drug where Medically Necessary. 
 
COVERED EXPENSE ï refers to the basis on which a Covered Personôs Deductibles, 
Coinsurance, and benefits are calculated. 
A. For Covered Services provided by a Preferred Facility Provider, the term "Covered 

Expense" means the amount payable to the Provider under the contractual arrangement in 
effect with the Carrier. 



 

10 

B. For Covered Services provided by a Preferred Professional Provider or BlueCard Provider, 
"Covered Expense" means the rate of reimbursement for Covered Services that the 
Professional Provider has agreed to accept as set forth by contract with the Carrier, or the 
BlueCard Provider; 

C. For Covered Services provided by a Preferred Ancillary Provider or BlueCard Provider, 
"Covered Expense" means the amount payable to the Provider under the contractual 
arrangement in effect with the Carrier or BlueCard Provider. 

D. For Prescription Drugs provided by Preferred Pharmacies, Covered Expense means the 
amount that the Carrier has negotiated with the Carrier's Pharmacy Benefits Manager as 
total reimbursement for the covered Prescription Drugs. 

E. For Pediatric Dental Covered Services provided by a Participating Dentist, Covered 
Expense means the Maximum Allowable Charge (MAC) for the specific Pediatric Dental 
Covered Service. Participating Dentists accept contracted MACs as payment in full for 
Pediatric Dental Covered Services. 

F. Nothing in this section shall be construed to mean that the Carrier would provide coverage 
for services other than Covered Services. 

 
COVERED PERSON - an enrolled Applicant or the Applicant's eligible Dependents who are 
enrolled under this Contract and for whom the required premium is being paid. 
 
COVERED SERVICE - a service or supply specified in this Contract for which benefits will be 
provided. 
 
CUSTODIAL CARE (DOMICILIARY CARE) - provided primarily for maintenance of the patient 
or which is designed essentially to assist the patient in meeting activities of daily living and 
which is not primarily provided for its therapeutic value in the treatment of an illness, disease, 
bodily injury, or condition. Custodial Care includes, but is not limited to, help in walking, bathing, 
dressing, feeding, preparation of special diets and supervision over self-administration of 
medications, which do not require the technical skills or professional training of medical or 
nursing personnel in order to be performed safely and effectively. 
 
DAY REHABILITATION PROGRAM - a level of Outpatient care consisting of four (4) to seven 
(7) hours of daily rehabilitative therapies and other medical services five (5) days per week. 
Therapies provided may include a combination of therapies, such as Physical Therapy, 
Occupational Therapy, and Speech Therapy, as otherwise defined in this Contract and other 
medical services such as nursing services, psychological therapy and Case Management 
services. Day Rehabilitation sessions also include a combination of one-to-one and group 
therapy. The Covered Person returns home each evening and for the entire weekend. 
 
DECISION SUPPORT - Decision Support describes a variety of services that help Covered 
Persons make educated decisions about health care and support their ability to follow their 
Provider's treatment plan. Some examples of Decision Support services include, but are not 
limited to, support for major treatment decisions and information about everyday health 
concerns. 
 
DEDUCTIBLE - a specified amount of Covered Expense for the Covered Services that is 
Incurred by the Covered Person before the Carrier will assume any liability. 
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DENTALLY NECESSARY (DENTAL NECESSITY) - A dental service or procedure is 
determined by a Dentist to either establish or maintain a patient's dental health based on the 
professional diagnostic judgment of the Dentist and the prevailing standards of care in the 
professional community. The determination will be made by the Dentist in accordance with 
guidelines established by the Carrier. When there is a conflict of opinion between the Dentist 
and the Carrier on whether or not a dental service or procedure is Dentally Necessary, the 
opinion of the Carrier will be final. 
 
DENTIST - A person licensed to practice dentistry in the state in which dental services are 
provided. Dentist will include other duly licensed dental practitioner under the scope of the 
individual's license when state law requires independent reimbursement of such practitioners. 
 
DEPENDENT ï  
A. an Applicantôs spouse under a legally valid existing marriage; 
B. an Applicant's child under the age of twenty-six (26), including any stepchild or legally 

adopted child, a child placed for adoption or any child whose coverage is the responsibility 
of the Applicant under the terms of a qualified release or court order; 

C. an Applicant's child beyond that age who, as determined by the Carrier, is incapable of 
self-support due to physical or mental incapacitation, where such incapacitation occurred 
prior to age twenty-six (26), while covered on the parent contract; and 

D. an individual of a Domestic Partnership and the child or children of a Domestic Partner 
shall be considered for eligibility under the Contract as if they were the Covered Person's 
own child or children. 

 
If the Covered Person enrolls their Domestic Partner, the Covered Person has an affirmative 
obligation to notify the Carrier immediately if the Domestic Partnership terminates. 
 
Dependent does not include a person who is:  (a) an eligible Applicant; or (b) a member of the 
armed forces. 
 
DETOXIFICATION - the process by which an alcohol or drug intoxicated or alcohol or drug 
dependent person is assisted, in a licensed Facility Provider, or in case of opiates, by an 
appropriately licensed behavioral health provider in an ambulatory setting. This treatment 
process will occur through the period of time necessary to eliminate, by metabolic or other 
means, the intoxicating alcohol or other drug, or alcohol and other drug dependency factors, or 
alcohol in combination with drugs, as determined by a licensed Physician, while keeping the 
physiological and psychological risk to the patient at a minimum. 
 

DISEASE MANAGEMENT ï a population-based approach to identify who have or are 
at risk for a particular chronic medical condition, intervene with specific programs of 
care, and measure and improve outcomes. Disease Management programs use 
evidence-based guidelines to educate and support Covered Persons and Providers, 
matching interventions to Covered Persons with greatest opportunity for improved 
clinical or functional outcomes. Disease Management programs may employ  education,  
Provider feedback and support statistics, compliance monitoring and reporting, and/or 
preventive medicine approaches to assist Covered Persons with chronic disease(s).  
Disease Management interventions are intended to both improve delivery of services in 
various active stages of the disease process as well as to reduce/prevent relapse or 
acute exacerbation of the condition. 
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DOMESTIC PARTNER (DOMESTIC PARTNERSHIP) - an individual of a Domestic Partnership 
consisting of two people, each of whom: 
Á Is unmarried, at least eighteen (18) years of age, resides with the other partner and 

intends to continue to reside with the other partner for an indefinite period of time; 
Á Is not related to the other partner by adoption or blood; 
Á Is the sole Domestic Partner of the other partner, with whom the person has a close 

committed and personal relationship, and has been a member of this Domestic 
Partnership for the last six months; 

Á Agrees to be jointly responsible for the basic living expenses and welfare of the other 
partner; 

Á Meets (or agrees to meet) the requirements of any applicable federal, state, or local laws 
or ordinances for Domestic Partnerships; and 

Á Demonstrates financial interdependence by submission of proof of three or more of the 
following documents: 

ï A Domestic Partnership agreement; 

ï A joint mortgage or lease; 

ï A designation of one of the partners as beneficiary in the other partner's will; 

ï A durable property and health care powers of attorney; 

ï A joint title to an automobile, or joint bank account or credit account; or 

ï Such other proof as is sufficient to establish economic interdependency under the 
circumstances of the particular case. 

The Carrier reserves the right to request documentation of any of the foregoing prior to 
commencing coverage for the Domestic Partner.  
 

DRUG FORMULARY - a list of Covered Drugs, usually by their generic names, and indications 
for their use. A formulary is intended to include a sufficient range of medicines to enable 
physicians, dentists, and, as appropriate, other practitioners to prescribe all Medically 
Necessary treatment of a Covered Person's condition. 
 
DURABLE MEDICAL EQUIPMENT ï is equipment which meets the following criteria: 
A. it is durable and can withstand repeated use; 
B. it is medical equipment, meaning it is primarily and customarily used to serve a medical 

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

 

Durable Medical Equipment includes, but is not limited to:  diabetic supplies, canes, 
crutches, walkers, commode chairs, home oxygen equipment, hospital beds, traction 
equipment and wheelchairs. 
 
EFFECTIVE DATE - the date on which coverage for a Covered Person begins under this 
Contract.  The Effective Date is shown on the application for coverage and on the Schedule of 
Rates. 
 
EMERGENCY - the sudden and unexpected onset of a medical or psychiatric condition 
manifesting itself in acute symptoms of sufficient severity or severe pain, such that a prudent 
layperson who possesses an average knowledge of health and medicine, could reasonably 
expect the absence of immediate medical attention to result in:  
A. Placing the Covered Person's health, or in the case of a pregnant Covered Person, the 

health of the unborn child, in serious jeopardy; 
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B. Serious impairment to bodily functions; or 
C. Serious dysfunction of any bodily organ or part. 

 
EMERGENCY CARE ï Covered Services and supplies provided by a Hospital or 
Facility Provider and/or Professional Provider to a Covered Person in or for an 
Emergency on an Outpatient basis in a Hospital Emergency Room or Outpatient 
Emergency Facility. 
 
EQUIPMENT FOR SAFETY ï Items that are not primarily used for the diagnosis, care or 
treatment of disease or injury but are primarily utilized to prevent injury or provide a safe 
surrounding. Examples include: restraints, safety straps, safety enclosures, car seats. 
 
ESSENTIAL HEALTH BENEFITS - A set of health care service categories that must be 
covered by certain plans in accordance with the Affordable Care Act. The Affordable Care Act 
ensures health plans offered in the individual and small group markets offer a comprehensive 
package of items and services, known as essential health benefits. Essential health benefits 
must include items and services within at least the following ten (10) categories: ambulatory 
patient services; emergency services; hospitalization; maternity and newborn care; mental 
health and substance use disorder services, including behavioral health treatment; prescription 
drugs; rehabilitative and habilitative services and devices; laboratory services; preventive and 
wellness services and chronic disease management; and pediatric services, including oral and 
vision care. 
 
EXPERIMENTAL/INVESTIGATIVE - a drug, biological product, device, medical treatment or 
procedure, or diagnostic test which meets any of the following criteria: 
A. Is the subject of ongoing clinical trials; 
B. Is the research, experimental, study or investigational arm of an on-going clinical trial(s) or 

is otherwise under a systematic, intensive investigation to determine its maximum 
tolerated dose, its toxicity, its safety, its efficacy or its efficacy as compared with a 
standard means of treatment or diagnosis; 

C. Is not of proven benefit for the particular diagnosis or treatment of the Covered Personôs 
particular condition; 

D. Is not generally recognized by the medical community, as clearly demonstrated by 
Reliable Evidence, as effective and appropriate for the diagnosis or treatment of the 
Covered Person's particular condition; or 

E. Is generally recognized, based on Reliable Evidence, by the medical community as a 
diagnostic or treatment intervention for which additional study regarding its safety and 
efficacy for the diagnosis or treatment of the Covered Person's particular condition, is 
recommended. 

 
Any drug, biological product, device, medical treatment or procedure, or diagnostic test is not 
considered Experimental/Investigative if it meets all of the criteria listed below: 
A. When required, the drug, biological product, device, medical treatment or procedure, or 

diagnostic test must have final approval from the appropriate governmental regulatory 
bodies (e.g., FDA). 

B. Reliable Evidence demonstrates that the drug, biological product, device, medical 
treatment or procedure or diagnostic test meets technical standards, is clinically valid, and 
has a definite positive effect on health outcomes. 
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C. Reliable Evidence demonstrates that the drug, biological product, device, medical 
treatment or procedure or diagnostic test leads to measurable improvement in health 
outcomes; i.e., the beneficial effects outweigh any harmful effects. 

D. Reliable Evidence clearly demonstrates that the drug, biological product, device, medical 
treatment or procedure or diagnostic test is at least as effective in improving health 
outcomes as established technology, or is usable in appropriate clinical contexts in which 
established technology is not employable. 

E. Reliable Evidence clearly demonstrates that improvement in health outcomes, as defined 
above in paragraph D, is possible in standard conditions of medical practice, outside 
clinical investigatory settings. 

F. Reliable Evidence shows that the prevailing opinion among experts regarding the drug, 
biological product, device, medical treatment or procedure or diagnostic test is that studies 
or clinical trials have determined its maximum tolerated dose, its toxicity, its safety, its 
efficacy or its efficacy as compared with a standard means of treatment for a particular 
diagnosis. 

 
Any approval granted as an interim step in the FDA regulatory process (e.g., An Investigational 
New Drug Exemption as defined by the FDA), is not sufficient. Once FDA approval has been 
granted for a particular diagnosis or condition, use of a drug or biological product (e.g., infusible 
agent) for another diagnosis or condition shall require that one or more of the established 
reference Compendia identified in the Carrierôs policies recognize the usage as appropriate 
medical treatment. 
 
FACILITY PROVIDER - an institution or entity licensed, where required, to provide care. Such 
facilities include: 
A. Ambulatory Surgical Facility; 
B. Birth Center; 
C. Free Standing Ambulatory Care Facility; 
D. Free Standing Dialysis Facility; 
E. Home Health Care Agency; 
F. Hospice; 
G. Hospital; 
H. Non-Hospital Facility; 
I. Psychiatric Hospital; 
J. Rehabilitation Hospital; 
K. Residential Treatment Facility; 
L. Short Procedure Unit; 
M. Skilled Nursing Care Facility. 
 
FREE STANDING AMBULATORY CARE FACILITY - a Facility Provider, other than a Hospital, 
which provides treatment or services on an Outpatient or partial basis and is not, other than 
incidentally, used as an office or clinic for the private practice of a Physician. This Facility shall 
be licensed by the state in which it is located and be accredited by the appropriate regulatory 
body. 
 
FREE STANDING DIALYSIS FACILITY - a Facility Provider, that has verified to the Carrier that 
it is: (a) licensed or approved by the appropriate governmental agency; (b) approved by the 
Carrier; and (c) primarily engaged in providing dialysis treatment, maintenance or training to 
patients on an Outpatient or home care basis. 
 




