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Dear Participant, 
 
Welcome to the health plan provided to you and your eligible family members by Memorial Hospital 
and Memorial Gables (may be referred to as MH throughout the plan)!  Please take some time to 
review this booklet to help you maximize your benefit program.  Then keep it handy where you can 
refer to it whenever needed. 
 
This booklet includes the following sections: 
 
Overview of Benefits:  This section of the plan provides a brief, easy-to-read outline of benefits for 
your reference.  It also describes the important criteria to which all treatment, services or supplies 
provided by your plan are subject.  For more comprehensive information about a particular benefit, 
please refer to the “Benefit Details,” “Disease Specific Treatments,” or “Supplementary Services and 
Supplies” section of the plan. 
 
Prevention and Health Management:  The plan encourages you to obtain appropriate preventive 
care and to develop a lifestyle which promotes health and well-being.  We want you to reach your 
highest health potential!  To assist you with taking personal accountability for your health, the plan 
provides the following: 
 

 Comprehensive preventive care benefits. 
 Case management to assist you with the management of serious and chronic illness. 
 Disease Management. 
 Wellness Scorecard. 

 
Network Access:  The plan has been designed to provide you with high quality benefits that are also 
affordable.  When you use a network provider, your patient liability amounts will be less than they 
would be if you sought services outside the network.  This section fully explains how to find a network 
provider, the advantages of using network providers, and what happens if you are in an 
emergency situation and cannot use a network provider. 
 
Plan Structure:  The plan contains certain cost share responsibilities, such as deductibles and out-
of-pocket maximums and provisions such as pre-certification which are outlined in this section of the 
plan.  The information includes graphs and descriptions to help you fully understand how the plan is 
structured. 
 
Benefit Details, Disease Specific Treatments, and Supplementary Services and Supplies:  
When you do need medical services, these sections describe the benefits available for each type of 
service – from Ambulance to X-ray.  Benefits listed in these sections are subject to the criteria outlined 
in the “What Is Covered?” and “What Is Not Covered Under Your Medical Plan?” sections of the plan. 
 
Participating in the Plan:  This section explains the plan’s eligibility requirements for you and your 
family members, when your coverage begins and ends, and what happens when you experience a 
change in status. 
 
Other Important Information:  Your plan also provides general information regarding your rights to 
continue coverage, how your plan works with other coverage, how to submit claims and what to do if 
you disagree with a claim decision, as well as other information you may find helpful in understanding 
your benefits. 
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Your plan is intended to comply with all provisions of any federal acts and/or applicable court 
decisions which set forth a precedent.  Your plan shall be deemed to be amended to minimum 
standards required by these acts and/or applicable court decisions, as interpreted by the Plan 
Administrator. 
 
Having a benefit plan to provide support in assisting you and your eligible family members with 
maximizing health and to provide benefits during a time of illness and injury is a significant advantage 
that also comes with responsibility.  Remember that you have the responsibility to: 
 

1. Learn more about your health and about this health plan. 
2. Help make decisions about your health care. 
3. Give your physicians the best information that you can about your health so they can help 

you get the care you need. 
4. Follow your physician’s instructions about your health care. 
5. Focus now on living a healthy lifestyle! 

 
We look forward to serving you!  If you have questions about your plan, your health care, or need 
additional information, please do not hesitate to contact CoreSource, Inc. 
 

 CoreSource, Inc. 
 P.O. Box 2310 
 Mt. Clemens, MI  48046 
 (877) 381-8570 
 
For your convenience, you may also visit the CoreSource, Inc. website at www.mycoresource.com. 
 
On the website, you can access your enrollment and claims information at any time of the day or night 
through the CoreSource, Inc. portal.  Simply click on the Create an Account button and follow the 
simple steps to register.  On this site, you will have access to: 
 

 Search for a Network facility or physician 
 View accumulated year-to-date deductible and out-of-pocket expense amounts 
 View coverage history and family summaries 
 View flexible spending account balances (if applicable) 
 Use the message center to send messages to various departments to obtain information, read 

replies to your messages, or view the messages you’ve sent 
 Request a replacement ID card 
 Receive e-mail alerts when online Explanation of Benefits (EOBs) are available 
 View links and resources relevant to your personalized coverage 

 
...and much more! 
 
If you need assistance with registering, you can contact our Help Desk at (877) 938-8875. 

http://www.mycoresource.com/
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Important Phone Numbers 
 

Name Telephone Number 

Your Doctor (primary care):  

Your Doctor:  

Your Doctor:  

Your Hospital:  

Your Pharmacy:  

Your Medications 

 

 

 

 

Important Contact Information 

CoreSource, Inc. – Pre-Certification 1-800-521-1555 

CoreSource, Inc. – All Other Inquiries 1-877-381-8570 

Express Scripts 1-866-654-2175 

Accredo 1-866-654-2175 

Matrix Psychological Services 1-800-886-1171 

Medicare Helpline 
 

For help with questions about Medicare. 

1-800-MEDICARE 
(1-800-633-4227) 

 

TTY: 1-877-486-2048 

Social Security Administration 
 

For help with questions about eligibility for and 
enrolling in Medicare, Social Security retirement 
benefits (if available), or disability benefits. 

1-800-772-1213 
 

TTY: 1-800-325-0778 

Ohio Public Employee Retirement System 
(OPERS) 

1-800-222-PERS 
(1-800-222-7377) 
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OVERVIEW OF BENEFITS – CHOICE PLAN 

 
The plan is designed to provide levels of benefits based on the choices you make.  Benefits that are 
payable are subject to the terms and conditions of the plan as indicated in the following pages. 

 

CHOICE PLAN 

 MH* OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Deductible 
applies to essential and 
non-essential benefits  
 

 Individual 
 Family (embedded)** 

 
 
 
 

$500600 
$1,0001,200 

 
 
 
 

$1,0001,200 
$2,0002,400 

Deductibles do not cross apply. 
 

Please refer to the section titled “What Is the Plan Deductible?” for information 
regarding how the family deductible is reached. 

Medical Out-Of-
Pocket 
(Including deductible, 
coinsurance & co-pays; 
excludes prescription 
drug co-pays.) 
applies to essential and 
non-essential benefits  
 

 Individual 
 Family (embedded)** 

 
 
 
 
 
 
 
 

$2,0002,500 
$4,0005,000 

 
 
 
 
 
 
 
 

$3,5004,000 
$7,0008,000 

Out-of-pockets do not cross apply. 
 

Please refer to the section titled “What Is Your Medical Out-of-Pocket Maximum?” for 
information regarding how the family out-of-pocket maximum is reached. 

Prescription Drug 
Out-Of-Pocket 
 

 Individual 
 Family (embedded)** 

 
 
 

$2,500 
$5,000 

 
 
 

N/A 
N/A 

Annual Maximum for 

essential benefits 
Unlimited 

Pre-Certification 

All hospital confinements must be pre-certified.  Hospital confinements that have 
not been pre-certified will be subject to a reduction of benefits.  For more detailed 
information regarding the pre-certification process and the penalty for failure to obtain 
pre-certification, please refer to the applicable portions of the section titled “Plan 
Structure.” 

 

*  MH stands for Memorial Hospital. 
 

** Any number of family members may help to meet the family deductible, family medical out-of-pocket 
maximum, and family Rx out-of-pocket maximum amounts, but no more than the individual deductible, 
medical out-of-pocket maximum, and Rx out-of-pocket maximum for any one covered individual will 
apply toward the family limits. 
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CHOICE PLAN 

ESSENTIAL BENEFITS 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Hospital-Inpatient 

 Facility 
 
 

 Physician 

 
90% after 

deductible 
 

Not Applicable * 

 
80% after 

deductible 
 

Not Applicable * 

 
70% after 

deductible 
 

80% after 
deductible 

 
60% after 

deductible 
 

60% after 
deductible 

Surgery 
 Facility 
 
 

 Surgeon’s Charge 
When Performed 
at a Facility 

 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
90% after 

deductible 
 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
80% after 

deductible 
 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
70% after 

deductible 
 

80% after 
deductible 

 
 

100% after $25 
co-pay 

 

100% after $45 
co-pay 

 
60% after 

deductible 
 

60% after 
deductible 

 
 

60% after 
deductible 

 

60% after 
deductible 

Hospital Physician 
Visits 

Not Applicable * Not Applicable * 
80% after 

deductible 
60% after 

deductible 

Emergency Room 
 Facility 
 
 

 Physician 

 
90% after $125 

co-pay 
 

Not Applicable * 

 
80% after $125 

co-pay 
 

Not Applicable * 

 
70% after $125 

co-pay 
 

80% after 
deductible 

 
70% after $125 

co-pay 
 

80% subject to 
Network 

deductible and 
out-of-pocket 

maximum 

Urgent Care ** 
100% after $50 

co-pay 
100% after $75 

co-pay 
100% after $75 

co-pay 
60% after 

deductible 

Ambulance Not Applicable * Not Applicable * 
80% after 

deductible 
Paid at In-Network 

level 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
 

**  There will be a $100 co-pay for use of the Nationwide Children’s Hospital Urgent Care located in 
Marysville, Ohio. 
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CHOICE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Anesthesia 
 Hospital Physician 

Charge 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
Not Applicable * 

 
 

Not Applicable * 
 
 

Not Applicable * 

 
Not Applicable * 

 
 

Not Applicable * 
 
 

Not Applicable * 

 
80% after 

deductible 
 

100% after $25 
co-pay 

 

100% after $45 
co-pay 

 
60% after 

deductible 
 

60% after 
deductible 

 

60% after 
deductible 

Blood 
90% after 

deductible 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 

Cardiac Rehabilitation 
90% after 

deductible 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 

Chemotherapy 
90% after 

deductible 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 

Chiropractic Care Not Applicable * Not Applicable * 
100% after $45 

co-pay 
60% after 

deductible 

Consultations 
 Inpatient 

 
 

 Outpatient – 
Primary Care 
Physician 

 

 Outpatient – 
Specialist 

 
Not Applicable * 

 
 

Not Applicable * 
 
 
 

Not Applicable * 

 
Not Applicable * 

 
 

Not Applicable * 
 
 
 

Not Applicable * 

 
80% after 

deductible 
 

100% after $25 
co-pay 

 
 

100% after $45 
co-pay 

 
60% after 

deductible 
 

60% after 
deductible 

 
 

60% after 
deductible 

Contraceptives 
(All FDA approved – 
devices, diaphragms, 
implants, injections, IUD’s, 
including patient education 
and counseling) 

100% no 
deductible 

100% no 
deductible 

100% no 
deductible 

60% after 
deductible 

Diabetes Education 
Services 
(Maximums: 10 hours 
during the initial year of 
treatment, 3 hours every 
year thereafter) 

90% after 
deductible 

Not Covered Not Covered Not Covered 

Dialysis Not Applicable 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
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CHOICE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Fertility Testing Not Covered Not Covered Not Covered Not Covered 

Home Health Care 
(Maximum: 100 visits in a 
calendar year) 

90% after 
deductible 

Not Applicable 
70% after 

deductible 
60% after 

deductible 

For purposes of determining this benefit, a visit by each nurse or therapist and a 
visit by a home health aide of up to 4 hours constitutes one visit. 

Home Sleep Study 

90% after 
deductible 

Not Applicable Not Applicable Not Applicable 

A home sleep study must be performed before a full sleep study is authorized for 
payment. 

Hospice Not Applicable * Not Applicable * 
80% after 

deductible 
60% after 

deductible 

Implants 
90% after 

deductible 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 

Injections 
 Inpatient Facility 

 
 

 Allergy Injections ** 
 
 
 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
90% after 

deductible 
 

90% after 
deductible if 

performed in the 
ACCSCC 

 

Not Applicable * 
 
 

Not Applicable * 

 
80% after 

deductible 
 

Not Applicable 
 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
70% after 

deductible 
 

Not Applicable 
 
 
 
 

100% after $25 
co-pay ** 

 

100% after $45 
co-pay ** 

 
60% after 

deductible 
 

60% after 
deductible 

 
 
 

60% after 
deductible 

 

60% after 
deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
 

**  Allergy injections only at MH; allergy injections and serum all other applicable facilities. 
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CHOICE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Laboratory Testing 
 Hospital Services 

 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 

 Laboratory 
 
 
 
 
 
 
 
 
 
 

 Screening for 
Gestational 
Diabetes 

 
90% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 
 
 

Not Applicable * 
 
 
 
 
 
 
 
 
 
 

100% no 
deductible 

 
80% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 
 
 

Not Applicable * 
 
 
 
 
 
 
 
 
 
 

100% no 
deductible 

 
70% after 

deductible 
 

100% after $25 
co-pay 

 

100% after $45 
co-pay 

 

80% after 
deductible if you 

visit the lab; 
100% after $25 

co-pay (or $45 co-

pay if the test is 
performed by a 

Specialist) 
if you do not visit 

the lab 

 
100% no 

deductible 

 
60% after 

deductible 
 

60% after 
deductible 

 

60% after 
deductible 

 

60% after 
deductible 

 
 
 
 
 
 
 
 
 

60% after 
deductible 

Medical Equipment 
90% after 

deductible 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 

Medical Supplies 
 Hospital Services 

 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 

 Breast Feeding 
Supplies 

 
90% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 
 
 

100% no 
deductible 

 
80% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 
 
 

100% no 
deductible 

 
70% after 

deductible 
 

100% after $25 
co-pay 

 

100% after $45 
co-pay 

 

100% no 
deductible 

 
60% after 

deductible 
 

60% after 
deductible 

 

60% after 
deductible 

 

60% after 
deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
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CHOICE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Mental Disorders 
and/or Substance 
Abuse Expenses 
 Inpatient Facility 
 
 

 Outpatient – Office 
Visits 

 

 Outpatient – All 
Other Facility 
Charges 

 
 
 

Not Applicable 
 
 

Not Applicable * 
 
 

Not Applicable 

 
 
 

80% after 
deductible 

 

Not Applicable * 
 
 

80% after 
deductible 

 
 
 

70% after 
deductible 

 

100% after $25 
co-pay 

 

70% after 
deductible 

 
 
 

60% after 
deductible 

 

60% after 
deductible 

 

60% after 
deductible 

MRI’s, Pet Scans & CT 
Scans 
at all places of service 

90% after 
deductible 

80% after 
deductible 

70% after 
deductible 

60% after 
deductible 

Nursing - Private Duty Not Covered Not Covered Not Covered Not Covered 

Newborn Nursery 
Expenses 
 Facility 
 
 

 Physician 

 
 

90% after 
deductible** 

 

Not Applicable * 

 
 

80% after 
deductible** 

 

Not Applicable * 

 
 

70% after 
deductible** 

 

80% after 
deductible** 

 
 

60% after 
deductible** 

 

60% after 
deductible** 

** The deductible will be waived for charges incurred within the first 48 hours 
following vaginal delivery or 96 hours following C-section delivery, provided the 
mother is covered under this plan.  If the mother is not covered under this plan, 
the deductible will apply regardless of the length of stay. 

Occupational Therapy 
90% after 

deductible 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 

Office Visit/Services 
 Primary Care 

Physician 
 

 Specialist 

 
Not Applicable * 

 
 

100% for all facility 
charges billed by 

the ACCSCC 

 
Not Applicable * 

 
 

Not Applicable 

 
100% after $25 

co-pay 
 

100% after $45 
co-pay 

 
60% after 

deductible 
 

60% after 
deductible 

Orthotics Not Applicable 
80% after 

deductible 
70% after 

deductible  
60% after 

deductible 

Physical Therapy 
90% after 

deductible 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 



Memorial Hospital and Memorial Gables 14 2nd draft January 1, 2017 

 

CHOICE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Prescription Drugs 
Retail 
 Generic 
 Preferred 
 Non-Preferred 

 
Mail Order 
 Generic 
 Preferred 
 Non-Preferred 

 

Specialty Drug Group 
 Generic 
 Preferred 

Non-Preferred 

 
30-day supply, 100 unit maximum 

$10 maximum co-pay 
$35 maximum co-pay** 
$50 maximum co-pay** 

 
90-day supply 

$20 maximum co-pay 
$70 maximum co-pay** 
$100 maximum co-pay** 

 
 

$10 maximum co-pay 
$35 maximum co-pay** 
$50 maximum co-pay** 

30-day supply, 
100 unit max 
You will be 

reimbursed at the 
discounted rate 
minus the co-

pay** 
 

90-day supply 
You will be 

reimbursed at the 
discounted rate 
minus the co-

pay** 

**  If you request a brand name drug when a generic equivalent is available, you will 
be responsible for the brand co-pay plus the difference in cost between the brand and 
generic products. 
 

Certain medications require prior authorization.  For example, Aranesp, Botox, Cimzia, 
Dysport, Procrit, Prolastin, etc.  Please note that this is a sample of medications that 
require prior authorization, for a more comprehensive list of medications or for 
additional information regarding a prior authorization contact Express Scripts at 1-866-
654-2175. 
 

Also, specialty medications are required to be filled through Accredo.  Please contact 
Express Scripts at 1-866-654-2175 for additional information.  For more information 
about how the specialty pharmacy works refer to the section titled “What If I Need a 
Prescription Medication?” 
 

Please note that the Women’s Preventive Care regulations require that certain 
contraceptives (generics) and over the counter medications be provided at no cost to 
members.  These medications require a written prescription and must be filled at an in-
network pharmacy.  Please call ESI Customer Service at 1-866-654-2175 to confirm 
coverage for these medications. 

This is a guide and not an all-inclusive list of the products your plan covers.  Certain 
drugs may require a prior authorization for which your doctor will need to provide 
additional information to determine coverage.  Coverage for certain medications may 
require prior use of another medication first.  Some medications may be subject to a 
quantity limit based on manufacturer recommendations for general prescribing.  For 
more detailed information regarding drug coverage please contact an Express-Scripts 
representative using the telephone number located on your medical benefit ID card.  
You can also register online at Express Scripts.com to obtain more information on drug 
coverage and your cost under your plan, or download the Express-Scripts mobile app. 
on your mobile device. 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details.
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CHOICE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Pregnancy Related 
Expenses-Mother 
 Delivery Costs 

 Facility 
 

 

 Physician 
 

 

 Pre- and Post-
Natal Care 
Physician’s 
Charges 

 
 

 
90% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 

 
 

 
80% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 

 
 

 
70% after 

deductible 
 

80% after 
deductible 

 

100% no 
deductible 

 
 

 
60% after 

deductible 
 

60% after 
deductible 

 

60% after 
deductible 

Preventive Care 
 
 

 Women’s 
Preventive Care 

(For more information 
please refer to 
www.hrsa.gov/ 
womensguidelines/) 

100% no 
deductible 

 
100% no 

deductible 

100% no 
deductible 

 
100% no 

deductible 

100% no 
deductible 

 
100% no 

deductible 

60% after 
deductible 

 
60% after 

deductible 

Use of these networks for preventive 
care benefits only applies to facility 

charges. 

Prosthetics Not Applicable 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 

Radiation Therapy 
90% after 

deductible 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 

Skilled Nursing 
Facility 
(Maximum: 100 days in a 
calendar year) 

90% after 
deductible 

80% after 
deductible 

70% after 
deductible 

60% after 
deductible 

Speech Therapy 
90% after 

deductible 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 

Sterilization 
Procedures 

 Male 
 
 

 Female 

 
 

90% after 
deductible 

 
100% no 

deductible 

 
 

80% after 
deductible 

 
100% no 

deductible 

 
 

70% after 
deductible 

 
100% no 

deductible 

 
 

60% after 
deductible 

 
60% after 

deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 

http://www.hrsa.gov/womensguidelines/
http://www.hrsa.gov/womensguidelines/
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CHOICE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

TMJ 

 Facility 
 
 

 Non-Office 
Physician Services 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
Not Applicable 

 
 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
80% after 

deductible 
 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
70% after 

deductible 
 

80% after 
deductible 

 
 

100% after $25 
co-pay 

 

100% after $45 
co-pay 

 
60% after 

deductible 
 

60% after 
deductible 

 
 

60% after 
deductible 

 

60% after 
deductible 

Transplants 

 Transplant 
Services 
 

 Physician and 
Related Expenses 

 

 Travel & Lodging 

 
Not Applicable 

 
 

Not Applicable 
 
 
 

Not Applicable 

 
80% after 

deductible ** 
 

80% after 
deductible ** 

 
 

100% ** 

 
70% after 

deductible ** 
 

80% after 
deductible ** 

 
 

100% ** 

 
Not Covered 

 
 

Not Covered 
 
 
 

Not Covered 

Weight Management 

 Surgical 
 
 

 Non-Surgical 
 

(Maximums: Non-surgical 
nutritional counseling 
limited to 6 visits in a 
lifetime; Non-surgical diet 
and exercise limited to 6 
visits in a lifetime) 

 
Not Applicable 

 
 

90% after 
deductible 

 
60% after 

deductible 
 

80% after 
deductible 

 
Not Covered 

 
 

Not Covered 

 
Not Covered 

 
 

Not Covered 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
 

**  If the transplant facility is specifically approved and designated by Aetna to perform the procedure you 
require.  Please refer to the section titled “What If I Need a Transplant?” for additional information 
regarding this benefit. 
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CHOICE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

X-Rays 
 Hospital Services 

 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 

 Independent Lab 

 
90% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
80% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
70% after 

deductible 
 

100% after $25 
co-pay 

 

100% after $45 
co-pay 

 

80% after 
deductible if you 
visit the lab; 100% 
after $25 co-pay 

(or $45 co-pay if the 
test is performed by 

a Specialist) 
if you do not visit 

the lab 

 
60% after 

deductible 
 

60% after 
deductible 

 

60% after 
deductible 

 

60% after 
deductible 

All Other Covered 
Expenses 
 Facility 

 
 

 Non-Office 
Physician Services 

 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
 

90% after 
deductible 

 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
 

80% after 
deductible 

 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
 

70% after 
deductible 

 

80% after 
deductible 

 
 

100% after $25 
co-pay 

 

100% after $45 
co-pay 

 
 

60% after 
deductible 

 

60% after 
deductible 

 
 

60% after 
deductible 

 

60% after 
deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 



Memorial Hospital and Memorial Gables 18 2nd draft January 1, 2017 

 
OVERVIEW OF BENEFITS – VALUE PLAN 

 
The plan is designed to provide levels of benefits based on the choices you make.  Benefits that are 
payable are subject to the terms and conditions of the plan as indicated in the following pages. 

 

VALUE PLAN 

 MH* OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Deductible 
applies to essential and 
non-essential benefits  
 

 Individual 
 Family (embedded)** 

 
 
 
 

$1,5001,800 
$3,0003,600 

 
 
 
 

$3,0003,600 
$6,0007,200 

Deductibles do not cross apply. 
 

Please refer to the section titled “What Is the Plan Deductible?” for information 
regarding how the family deductible is reached. 

Medical Out-Of-
Pocket 
(Including deductible, 
coinsurance & co-pays; 
excludes prescription 
drug co-pays.) 
applies to essential and 
non-essential benefits  
 

 Individual 
 Family (embedded)** 

 
 
 
 
 
 
 
 

$3,5004,000 
$7,0008,000 

 
 
 
 
 
 
 
 

$4,5005,000 
$9,00010,000 

Out-of-pockets do not cross apply. 
 

Please refer to the section titled “What Is Your Medical Out-of-Pocket Maximum?” for 
information regarding how the family out-of-pocket maximum is reached. 

Prescription Drug 
Out-Of-Pocket 
 

 Individual 
 Family (embedded)** 

 
 
 

$2,500 
$5,000 

 
 
 

N/A 
N/A 

HRA Contribution 
$500 single 

$1,000 family 

Annual Maximum for 

essential benefits 
Unlimited 

Pre-Certification 

All hospital confinements must be pre-certified.  Hospital confinements that have 
not been pre-certified will be subject to a reduction of benefits.  For more detailed 
information regarding the pre-certification process and the penalty for failure to obtain 
pre-certification, please refer to the applicable portions of the section titled “Plan 
Structure.” 

 

*  MH stands for Memorial Hospital. 
 

** Any number of family members may help to meet the family deductible, family medical out-of-pocket 
maximum, and family Rx out-of-pocket maximum amounts, but no more than the individual deductible, 
medical out-of-pocket maximum, and Rx out-of-pocket maximum for any one covered individual will 
apply toward the family limits. 
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VALUE PLAN 

ESSENTIAL BENEFITS 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Hospital-Inpatient 

 Facility 
 
 

 Physician  

 
80% after 

deductible 
 

Not Applicable * 

 
70% after 

deductible 
 

Not Applicable * 

 
60% after 

deductible 
 

80% after 
deductible 

 
50% after 

deductible 
 

50% after 
deductible 

Surgery 

 Facility 
 
 

 Surgeon’s Charge 
When Performed 
at a Facility 

 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
80% after 

deductible 
 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
70% after 

deductible 
 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
60% after 

deductible 
 

80% after 
deductible 

 
 

100% after $35 
co-pay 

 

100% after $55 
co-pay 

 
50% after 

deductible 
 

50% after 
deductible 

 
 

50% after 
deductible 

 

50% after 
deductible 

Hospital Physician 
Visits 

Not Applicable * Not Applicable * 
80% after 

deductible 
50% after 

deductible 

Emergency Room 

 Facility 
 
 

 Physician 

 
80% after $175 

co-pay 
 

Not Applicable * 

 
70% after $175 

co-pay 
 

Not Applicable * 

 
60% after $175 

co-pay 
 

80% after 
deductible 

 
60% after $175 

co-pay 
 

80% subject to 
Network 

deductible and 
out-of-pocket 

maximum 

Urgent Care ** 
100% after $55 

co-pay 
100% after $80 

co-pay 
100% after $80 

co-pay 
50% after 

deductible 

Ambulance Not Applicable * Not Applicable * 
80% after 

deductible 
Paid at In-Network 

level 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
 

**  There will be a $100 co-pay for use of the Nationwide Children’s Hospital Urgent Care located in 
Marysville, Ohio. 
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VALUE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Anesthesia 
 Hospital Physician 

Charge 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
Not Applicable * 

 
 

Not Applicable * 
 
 

Not Applicable * 

 
Not Applicable * 

 
 

Not Applicable * 
 
 

Not Applicable * 

 
80% after 

deductible 
 

100% after $35 
co-pay 

 

100% after $55 
co-pay 

 
50% after 

deductible 
 

50% after 
deductible 

 

50% after 
deductible 

Blood 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Cardiac Rehabilitation 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Chemotherapy 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Chiropractic Care Not Applicable * Not Applicable * 
100% after $55 

co-pay 
50% after 

deductible 

Consultations 
 Inpatient 

 
 

 Outpatient – 
Primary Care 
Physician 

 

 Outpatient – 
Specialist 

 
Not Applicable * 

 
 

Not Applicable * 
 
 
 

Not Applicable * 

 
Not Applicable * 

 
 

Not Applicable * 
 
 
 

Not Applicable * 

 
80% after 

deductible 
 

100% after $35 
co-pay 

 
 

100% after $55 
co-pay 

 
50% after 

deductible 
 

50% after 
deductible 

 
 

50% after 
deductible 

Contraceptives 
(All FDA approved – 
devices, diaphragms, 
implants, injections, IUD’s, 
including patient education 
and counseling) 

100% no 
deductible 

100% no 
deductible 

100% no 
deductible 

50% after 
deductible 

Diabetes Education 
Services 
(Maximums: 10 hours 
during the initial year of 
treatment, 3 hours every 
year thereafter) 

80% after 
deductible 

Not Covered Not Covered Not Covered 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
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VALUE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Dialysis Not Applicable 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Fertility Testing Not Covered Not Covered Not Covered Not Covered 

Home Health Care 
(Maximum: 100 visits in a 
calendar year) 

80% after 
deductible 

Not Applicable 
60% after 

deductible 
50% after 

deductible 

For purposes of determining this benefit, a visit by each nurse or therapist and a 
visit by a home health aide of up to 4 hours constitutes one visit. 

Home Sleep Study 

80% after 
deductible 

Not Applicable Not Applicable Not Applicable 

A home sleep study must be performed before a full sleep study is authorized for 
payment. 

Hospice Not Applicable * Not Applicable * 
70% after 

deductible 
50% after 

deductible 

Implants 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Injections 
 Inpatient 

Facility 
 

 Allergy Injections ** 
 
 
 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
80% after 

deductible 
 

80% after 
deductible if 

performed in the 
ACCSCC 

 

Not Applicable * 
 
 

Not Applicable * 

 
70% after 

deductible 
 

Not Applicable 
 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
60% after 

deductible 
 

Not Applicable 
 
 
 
 

100% after $35 
co-pay ** 

 

100% after $55 
co-pay ** 

 
50% after 

deductible 
 

50% after 
deductible 

 
 
 

50% after 
deductible 

 

50% after 
deductible 

Laboratory Testing 
 Hospital Services 

 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
80% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 

 
70% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 

 
60% after 

deductible 
 

100% after $35 
co-pay 

 

100% after $55 
co-pay 

 
50% after 

deductible 
 

50% after 
deductible 

 

50% after 
deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
 

**  Allergy injections only at MH; allergy injections and serum all other applicable facilities. 
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VALUE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Laboratory Testing 
(Continued) 
 Laboratory 
 
 
 
 
 
 
 
 
 
 

 Screening for 
Gestational 
Diabetes 

 
 

Not Applicable * 
 
 
 
 
 
 
 
 
 
 

100% no 
deductible 

 
 

Not Applicable * 
 
 
 
 
 
 
 
 
 
 

100% no 
deductible 

 
 

70% after 
deductible if you 

visit the lab; 
100% after $35 

co-pay (or $55 co-
pay if the test is 
performed by a 

Specialist) 
if you do not visit 

the lab 
 

100% no 
deductible 

 
 

50% after 
deductible 

 
 
 
 
 
 
 
 
 

50% after 
deductible 

Medical Equipment 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Medical Supplies 
 Hospital Services 

 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 

 Breast Feeding 
Supplies 

 
80% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 
 
 

100% no 
deductible 

 
70% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 
 
 

100% no 
deductible 

 
60% after 

deductible 
 

100% after $35 
co-pay 

 

100% after $55 
co-pay 

 

100% no 
deductible 

 
50% after 

deductible 
 

50% after 
deductible 

 

50% after 
deductible 

 

50% after 
deductible 

Mental Disorders 
and/or Substance 
Abuse Expenses 

 Inpatient Facility 
 
 

 Outpatient – Office 
Visits 

 

 Outpatient – All 
Other Facility 
Charges 

 
 
 

Not Applicable 
 
 

Not Applicable * 
 
 

Not Applicable 

 
 
 

70% after 
deductible 

 

Not Applicable * 
 
 

70% after 
deductible 

 
 
 

60% after 
deductible 

 

100% after $35 
co-pay 

 

60% after 
deductible 

 
 
 

50% after 
deductible 

 

50% after 
deductible 

 

50% after 
deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
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VALUE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

MRI’s, Pet Scans & CT 
Scans 
at all places of service 

80% after 
deductible 

70% after 
deductible 

60% after 
deductible 

50% after 
deductible 

Nursing - Private Duty Not Covered Not Covered Not Covered Not Covered 

Newborn Nursery 
Expenses 

 Facility 
 
 

 Physician 

 
 

80% after 
deductible ** 

 

Not Applicable * 

 
 

70% after 
deductible ** 

 

Not Applicable * 

 
 

60% after 
deductible ** 

 

80% after 
deductible ** 

 
 

50% after 
deductible ** 

 

50% after 
deductible ** 

**  The deductible will be waived for charges incurred within the first 48 hours 
following vaginal delivery or 96 hours following C-section delivery, provided the 
mother is covered under this plan.  If the mother is not covered under this plan, 
the deductible will apply regardless of the length of stay. 

Occupational Therapy 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Office Visit/Services 
 Primary Care 

Physician 
 

 Specialist 

 
Not Applicable * 

 
 

100% for all facility 
charges billed by 

the ACCSCC 

 
Not Applicable * 

 
 

Not Applicable 

 
100% after $35 

co-pay 
 

100% after $55 
co-pay 

 
50% after 

deductible 
 

50% after 
deductible 

Orthotics Not Applicable 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Physical Therapy 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Pregnancy Related 
Expenses-Mother 

 Delivery Costs 

 Facility 
 
 

 Physician 
 

 

 Pre- & Post-Natal 
Care Physician 
Expenses 

 
 

 
80% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 

 
 

 
70% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 

 
 

 
60% after 

deductible 
 

80% after 
deductible 

 

100% no 
deductible 

 
 

 
50% after 

deductible 
 

50% after 
deductible 

 

50% after 
deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
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VALUE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Prescription Drugs 
Retail 
 Generic 
 Preferred 
 Non-Preferred 

 

 
Mail Order 
 Generic 
 Preferred 
 Non-Preferred 

 

Specialty Drug Group 
 Generic 
 Preferred 

Non-Preferred 

 
30-day supply, 100 unit maximum 

$10 maximum co-pay 
$35 maximum co-pay** 
$50 maximum co-pay** 

 
 

90-day supply 
$20 maximum co-pay 

$70 maximum co-pay** 
$100 maximum co-pay** 

 
 

$10 maximum co-pay 
$35 maximum co-pay** 
$50 maximum co-pay** 

30-day supply, 
100 unit max 
You will be 

reimbursed at the 
discounted rate 

minus the co-pay* 
 

90-day supply 
You will be 

reimbursed at the 
discounted rate 

minus the co-pay* 

**  If you request a brand name drug when a generic equivalent is available, you 
will be responsible for the brand co-pay plus the difference in cost between the 
brand and generic products. 
 

Certain medications require prior authorization.  For example, Aranesp, Botox, 
Cimzia, Dysport, Procrit, Prolastin, etc.  Please note that this is a sample of 
medications that require prior authorization, for a more comprehensive list of 
medications or for additional information regarding a prior authorization contact 
Express Scripts at 1-866-654-2175. 
 

Also, specialty medications are required to be filled through Accredo.  Please 
contact Express Scripts at 1-866-654-2175 for additional information.  For more 
information about how the specialty pharmacy works refer to the section titled 
“What If I Need a Prescription Medication?” 
 

Please note that the Women’s Preventive Care regulations require that certain 
contraceptives (generics) and over the counter medications be provided at no cost 
to members.  These medications require a written prescription and must be filled 
at an in-network pharmacy.  Please call ESI Customer Service at 1-866-654-2175 
to confirm coverage for these medications. 

This is a guide and not an all-inclusive list of the products your plan covers.  Certain 
drugs may require a prior authorization for which your doctor will need to provide 
additional information to determine coverage.  Coverage for certain medications may 
require prior use of another medication first.  Some medications may be subject to a 
quantity limit based on manufacturer recommendations for general prescribing.  For 
more detailed information regarding drug coverage please contact an Express-Scripts 
representative using the telephone number located on your medical benefit ID card.  
You can also register online at Express Scripts.com to obtain more information on 
drug coverage and your cost under your plan, or download the Express-Scripts mobile 
app. on your mobile device. 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
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VALUE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Preventive Care 
 
 

 Women’s 
Preventive Care 

(For more information 
please refer to 
www.hrsa.gov/ 
womensguidelines/) 

100% no 
deductible 

 
100% no 

deductible 

100% no 
deductible 

 
100% no 

deductible 

100% no 
deductible 

 
100% no 

deductible 

50% after 
deductible 

 
50% after 

deductible 

Use of these networks for preventive 
care benefits only applies to facility 

charges. 

Prosthetics Not Applicable 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Radiation Therapy 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Skilled Nursing 
Facility 
(Maximum: 100 days in a 
calendar year) 

80% after 
deductible 

70% after 
deductible 

60% after 
deductible 

50% after 
deductible 

Speech Therapy 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Sterilization 
Procedures 

 Male 
 
 

 Female 

 

 
80% after 

deductible 
 

100% no 
deductible 

 

 
70% after 

deductible 
 

100% no 
deductible 

 

 
60% after 

deductible 
 

100% no 
deductible 

 

 
50% after 

deductible 
 

50% after 
deductible 

TMJ 

 Facility 
 
 

 Non-Office 
Physician Services 

 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
Not Applicable 

 
 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
70% after 

deductible 
 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
60% after 

deductible 
 

80% after 
deductible 

 
 

100% after $35 
co-pay 

 

100% after $55 
co-pay 

 
50% after 

deductible 
 

50% after 
deductible 

 
 

50% after 
deductible 

 

50% after 
deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 

http://www.hrsa.gov/womensguidelines/
http://www.hrsa.gov/womensguidelines/


Memorial Hospital and Memorial Gables 26 2nd draft January 1, 2017 

 

VALUE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Transplants 

 Transplant 
Services 
 

 Physician and 
Related Expenses 

 

 Travel & Lodging 

 
Not Applicable 

 
 

Not Applicable 
 
 
 

Not Applicable 

 
80% after 

deductible ** 
 

80% after 
deductible ** 

 
 

100% ** 

 
70% after 

deductible ** 
 

80% after 
deductible ** 

 
 

100% ** 

 
Not Covered 

 
 

Not Covered 
 
 
 

Not Covered 

Weight Management 

 Surgical 
 
 

 Non-Surgical 
 

(Maximums: Non-surgical 
nutritional counseling 
limited to 6 visits in a 
lifetime; Non-surgical diet 
and exercise limited to 6 
visits in a lifetime) 

 
Not Applicable 

 
 

80% after 
deductible 

 
50% after 

deductible 
 

70% after 
deductible 

 
Not Covered 

 
 

Not Covered 

 
Not Covered 

 
 

Not Covered 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
 

**  If the transplant facility is specifically approved and designated by Aetna to perform the procedure you 
require.  Please refer to the section titled “What If I Need a Transplant?” for additional information 
regarding this benefit. 
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VALUE PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

X-Rays 
 Hospital Services 

 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 

 Independent Lab 

 
80% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
70% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
60% after 

deductible 
 

100% after $35 
co-pay 

 

100% after $55 
co-pay 

 

70% after 
deductible if you 
visit the lab; 100% 
after $35 co-pay 

(or $55 co-pay if the 
test is performed by 

a Specialist) 
if you do not visit 

the lab 

 
50% after 

deductible 
 

50% after 
deductible 

 

50% after 
deductible 

 

50% after 
deductible 

All Other Covered 
Expenses 
 Facility 

 
 

 Non-Office 
Physician Services 

 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
 

80% after 
deductible 

 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
 

70% after 
deductible 

 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
 

60% after 
deductible 

 

80% after 
deductible 

 
 

100% after $35 
co-pay 

 

100% after $55 
co-pay 

 
 

50% after 
deductible 

 

50% after 
deductible 

 
 

50% after 
deductible 

 

50% after 
deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
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OVERVIEW OF BENEFITS – BASIC PLAN 

 
The plan is designed to provide levels of benefits based on the choices you make.  Benefits that are 
payable are subject to the terms and conditions of the plan as indicated in the following pages. 

 

BASIC PLAN 

 MH* OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Deductible 
applies to essential and 
non-essential benefits  
 

 Individual 
 Family (embedded)** 

 
 
 
 

$4,0004,800 
$8,0009,600 

 
 
 
 

$8,0009,600 
$16,00019,200 

Deductibles do not cross apply. 
 

Please refer to the section titled “What Is the Plan Deductible?” for information 
regarding how the family deductible is reached. 

Medical Out-Of-
Pocket 
(Including deductible, 
coinsurance & co-pays; 
excludes prescription 
drug co-pays.) 
applies to essential and 
non-essential benefits  
 

 Individual 
 Family (embedded)** 

 
 
 
 
 
 
 
 

$5,0005,500 
$10,00011,000 

 
 
 
 
 
 
 
 

$10,00010,500 
$20,00021,000 

Out-of-pockets do not cross apply. 
 

Please refer to the section titled “What Is Your Medical Out-of-Pocket Maximum?” for 
information regarding how the family out-of-pocket maximum is reached. 

Prescription Drug 
Out-Of-Pocket 
 

 Individual 
 Family (embedded)** 

 
 
 

$1,600 
$3,200 

 
 
 

N/A 
N/A 

Annual Maximum for 

essential benefits 
Unlimited 

Pre-Certification 

All hospital confinements must be pre-certified.  Hospital confinements that have 
not been pre-certified will be subject to a reduction of benefits.  For more detailed 
information regarding the pre-certification process and the penalty for failure to obtain 
pre-certification, please refer to the applicable portions of the section titled “Plan 
Structure.” 

 

*  MH stands for Memorial Hospital. 
 

** Any number of family members may help to meet the family deductible, family medical out-of-pocket 
maximum, and family Rx out-of-pocket maximum amounts, but no more than the individual deductible, 
medical out-of-pocket maximum, and Rx out-of-pocket maximum for any one covered individual will 
apply toward the family limits. 
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BASIC PLAN 

ESSENTIAL BENEFITS 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Hospital-Inpatient 

 Facility 
 
 

 Physician  

 
80% after 

deductible 
 

Not Applicable * 

 
70% after 

deductible 
 

Not Applicable * 

 
60% after 

deductible 
 

80% after 
deductible 

 
50% after 

deductible 
 

50% after 
deductible 

Surgery 

 Facility 
 
 

 Surgeon’s Charge 
When Performed 
at a Facility 

 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
80% after 

deductible 
 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
70% after 

deductible 
 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
60% after 

deductible 
 

80% after 
deductible 

 
 

100% after $75 
co-pay 

 

100% after $125 
co-pay 

 
50% after 

deductible 
 

50% after 
deductible 

 
 

50% after 
deductible 

 

50% after 
deductible 

Hospital Physician 
Visits 

Not Applicable * Not Applicable * 
80% after 

deductible 
50% after 

deductible 

Emergency Room 

 Facility 
 
 

 Physician 

 
80% after 

deductible 
 

Not Applicable * 

 
70% after 

deductible 
 

Not Applicable * 

 
60% after 

deductible 
 

80% after 
deductible 

 
60% after 

deductible 
 

80% subject to 
Network 

deductible and 
out-of-pocket 

maximum 

Urgent Care ** 
$55 co-pay after 

deductible 
$85 co-pay after 

deductible 
$85 co-pay after 

deductible 
50% after 

deductible 

Ambulance Not Applicable * Not Applicable * 
80% after 

deductible 
Paid at In-Network 

level 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
 

**  There will be a $100 co-pay after the deductible has been met for use of the Nationwide Children’s 
Hospital Urgent Care located in Marysville, Ohio. 
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BASIC PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Anesthesia 
 Hospital Physician 

Charge 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
Not Applicable * 

 
 

Not Applicable * 
 
 

Not Applicable * 

 
Not Applicable * 

 
 

Not Applicable * 
 
 

Not Applicable * 

 
80% after 

deductible 
 

100% after $75 
co-pay 

 

100% after $125 
co-pay 

 
50% after 

deductible 
 

50% after 
deductible 

 

50% after 
deductible 

Blood 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Cardiac Rehabilitation 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Chemotherapy 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Chiropractic Care Not Applicable * Not Applicable * 
100% after $125 

co-pay 
50% after 

deductible 

Consultations 
 Inpatient 

 
 

 Outpatient – 
Primary Care 
Physician 

 

 Outpatient – 
Specialist 

 
Not Applicable * 

 
 

Not Applicable * 
 
 
 

Not Applicable * 

 
Not Applicable * 

 
 

Not Applicable * 
 
 
 

Not Applicable * 

 
80% after 

deductible 
 

100% after $75 
co-pay 

 
 

100% after $125 
co-pay 

 
50% after 

deductible 
 

50% after 
deductible 

 
 

50% after 
deductible 

Contraceptives 
(All FDA approved – 
devices, diaphragms, 
implants, injections, IUD’s, 
including patient education 
and counseling) 

100% no 
deductible 

100% no 
deductible 

100% no 
deductible 

50% after 
deductible 

Diabetes Education 
Services 
(Maximums: 10 hours 
during the initial year of 
treatment, 3 hours every 
year thereafter) 

80% after 
deductible 

Not Covered Not Covered Not Covered 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
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BASIC PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Dialysis Not Applicable 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Fertility Testing Not Covered Not Covered Not Covered Not Covered 

Home Health Care 
(Maximum: 100 visits in a 
calendar year) 

80% after 
deductible 

Not Applicable 
60% after 

deductible 
50% after 

deductible 

For purposes of determining this benefit, a visit by each nurse or therapist and a 
visit by a home health aide of up to 4 hours constitutes one visit. 

Home Sleep Study 

80% after 
deductible 

Not Applicable Not Applicable Not Applicable 

A home sleep study must be performed before a full sleep study is authorized for 
payment. 

Hospice Not Applicable * Not Applicable * 
70% after 

deductible 
50% after 

deductible 

Implants 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Injections 
 Inpatient 

Facility 
 

 Allergy Injections ** 
 
 
 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
80% after 

deductible 
 

80% after 
deductible if 

performed in the 
ACCSCC 

 

Not Applicable * 
 
 

Not Applicable * 

 
70% after 

deductible 
 

Not Applicable 
 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
60% after 

deductible 
 

Not Applicable 
 
 
 
 

100% after $75 
co-pay ** 

 

100% after $125 
co-pay ** 

 
50% after 

deductible 
 

50% after 
deductible 

 
 
 

50% after 
deductible 

 

50% after 
deductible 

Laboratory Testing 
 Hospital Services 

 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
80% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 

 
70% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 

 
60% after 

deductible 
 

100% after $75 
co-pay 

 

100% after $125 
co-pay 

 
50% after 

deductible 
 

50% after 
deductible 

 

50% after 
deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
 

**  Allergy injections only at MH; allergy injections and serum all other applicable facilities. 
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BASIC PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Laboratory Testing 
(Continued) 
 Laboratory 
 
 
 
 
 
 
 
 
 
 

 Screening for 
Gestational 
Diabetes 

 
 

Not Applicable * 
 
 
 
 
 
 
 
 
 
 

100% no 
deductible 

 
 

Not Applicable * 
 
 
 
 
 
 
 
 
 
 

100% no 
deductible 

 
 

70% after 
deductible if you 

visit the lab; 
100% after $75 

co-pay (or $125 co-
pay if the test is 
performed by a 

Specialist) 
if you do not visit 

the lab 
 

100% no 
deductible 

 
 

50% after 
deductible 

 
 
 
 
 
 
 
 
 

50% after 
deductible 

Medical Equipment 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Medical Supplies 
 Hospital Services 

 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 

 Breast Feeding 
Supplies 

 
80% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 
 
 

100% no 
deductible 

 
70% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 
 
 

100% no 
deductible 

 
60% after 

deductible 
 

100% after $75 
co-pay 

 

100% after $125 
co-pay 

 

100% no 
deductible 

 
50% after 

deductible 
 

50% after 
deductible 

 

50% after 
deductible 

 

50% after 
deductible 

Mental Disorders 
and/or Substance 
Abuse Expenses 

 Inpatient Facility 
 
 

 Outpatient – Office 
Visits 

 

 Outpatient – All 
Other Facility 
Charges 

 
 
 

Not Applicable 
 
 

Not Applicable * 
 
 

Not Applicable 

 
 
 

70% after 
deductible 

 

Not Applicable * 
 
 

70% after 
deductible 

 
 
 

60% after 
deductible 

 

100% after $75 
co-pay 

 

60% after 
deductible 

 
 
 

50% after 
deductible 

 

50% after 
deductible 

 

50% after 
deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
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BASIC PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

MRI’s, Pet Scans & CT 
Scans 
at all places of service 

80% after 
deductible 

70% after 
deductible 

60% after 
deductible 

50% after 
deductible 

Nursing - Private Duty Not Covered Not Covered Not Covered Not Covered 

Newborn Nursery 
Expenses 

 Facility 
 
 

 Physician 

 
 

80% after 
deductible ** 

 

Not Applicable * 

 
 

70% after 
deductible ** 

 

Not Applicable * 

 
 

60% after 
deductible ** 

 

80% after 
deductible ** 

 
 

50% after 
deductible ** 

 

50% after 
deductible ** 

**  The deductible will be waived for charges incurred within the first 48 hours 
following vaginal delivery or 96 hours following C-section delivery, provided the 
mother is covered under this plan.  If the mother is not covered under this plan, 
the deductible will apply regardless of the length of stay. 

Occupational Therapy 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Office Visit/Services 
 Primary Care 

Physician 
 

 Specialist 

 
Not Applicable * 

 
 

100% for all facility 
charges billed by 

the ACCSCC 

 
Not Applicable * 

 
 

Not Applicable 

 
100% after $75 

co-pay 
 

100% after $125 
co-pay 

 
50% after 

deductible 
 

50% after 
deductible 

Orthotics Not Applicable 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Physical Therapy 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Pregnancy Related 
Expenses-Mother 

 Delivery Costs 

 Facility 
 
 

 Physician 
 

 

 Pre- & Post-Natal 
Care Physician 
Expenses 

 
 

 
80% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 

 
 

 
70% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 

 
 

 
60% after 

deductible 
 

80% after 
deductible 

 

100% no 
deductible 

 
 

 
50% after 

deductible 
 

50% after 
deductible 

 

50% after 
deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
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BASIC PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Prescription Drugs 
Retail 
 Generic 
 Preferred 
 Non-Preferred 

 

 
Mail Order 
 Generic 
 Preferred 
 Non-Preferred 

 

Specialty Drug Group 
Generic 
Preferred 
Non-Preferred 

 
30-day supply, 100 unit maximum 

$20 maximum co-pay 
$70 maximum co-pay** 
$100 maximum co-pay** 

 
 

90-day supply 
$40 maximum co-pay 

$140 maximum co-pay** 
$200 maximum co-pay** 

 
 

$20 maximum co-pay 
$70 maximum co-pay** 
$100 maximum co-pay** 

30-day supply, 
100 unit max 
You will be 

reimbursed at the 
discounted rate 

minus the co-pay* 
 

90-day supply 
You will be 

reimbursed at the 
discounted rate 

minus the co-pay* 

**  If you request a brand name drug when a generic equivalent is available, you 
will be responsible for the brand co-pay plus the difference in cost between the 
brand and generic products. 
 

Certain medications require prior authorization.  For example, Aranesp, Botox, 
Cimzia, Dysport, Procrit, Prolastin, etc.  Please note that this is a sample of 
medications that require prior authorization, for a more comprehensive list of 
medications or for additional information regarding a prior authorization contact 
Express Scripts at 1-866-654-2175. 
 

Also, specialty medications are required to be filled through Accredo.  Please 
contact Express Scripts at 1-866-654-2175 for additional information.  For more 
information about how the specialty pharmacy works refer to the section titled 
“What If I Need a Prescription Medication?” 
 

Please note that the Women’s Preventive Care regulations require that certain 
contraceptives (generics) and over the counter medications be provided at no cost 
to members.  These medications require a written prescription and must be filled 
at an in-network pharmacy.  Please call ESI Customer Service at 1-866-654-2175 
to confirm coverage for these medications. 

This is a guide and not an all-inclusive list of the products your plan covers.  Certain 
drugs may require a prior authorization for which your doctor will need to provide 
additional information to determine coverage.  Coverage for certain medications may 
require prior use of another medication first.  Some medications may be subject to a 
quantity limit based on manufacturer recommendations for general prescribing.  For 
more detailed information regarding drug coverage please contact an Express-Scripts 
representative using the telephone number located on your medical benefit ID card.  
You can also register online at Express Scripts.com to obtain more information on 
drug coverage and your cost under your plan, or download the Express-Scripts mobile 
app. on your mobile device. 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
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BASIC PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Preventive Care 
 
 

 Women’s 
Preventive Care 

(For more information 
please refer to 
www.hrsa.gov/ 
womensguidelines/) 

100% no 
deductible 

 
100% no 

deductible 

100% no 
deductible 

 
100% no 

deductible 

100% no 
deductible 

 
100% no 

deductible 

50% after 
deductible 

 
50% after 

deductible 

Use of these networks for preventive 
care benefits only applies to facility 

charges. 

Prosthetics Not Applicable 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Radiation Therapy 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Skilled Nursing 
Facility 
(Maximum: 100 days in a 
calendar year) 

80% after 
deductible 

70% after 
deductible 

60% after 
deductible 

50% after 
deductible 

Speech Therapy 
80% after 

deductible 
70% after 

deductible 
60% after 

deductible 
50% after 

deductible 

Sterilization 
Procedures 

 Male 
 
 

 Female 

 

 
80% after 

deductible 
 

100% no 
deductible 

 

 
70% after 

deductible 
 

100% no 
deductible 

 

 
60% after 

deductible 
 

100% no 
deductible 

 

 
50% after 

deductible 
 

50% after 
deductible 

TMJ 

 Facility 
 
 

 Non-Office 
Physician Services 

 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
Not Applicable 

 
 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
70% after 

deductible 
 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
60% after 

deductible 
 

80% after 
deductible 

 
 

100% after $75 
co-pay 

 

100% after $125 
co-pay 

 
50% after 

deductible 
 

50% after 
deductible 

 
 

50% after 
deductible 

 

50% after 
deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 

http://www.hrsa.gov/womensguidelines/
http://www.hrsa.gov/womensguidelines/
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BASIC PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

Transplants 

 Transplant 
Services 
 

 Physician and 
Related Expenses 

 

 Travel & Lodging 

 
Not Applicable 

 
 

Not Applicable 
 
 

Not Applicable 

 
80% after 

deductible ** 
 

80% after 
deductible ** 

 

100% ** 

 
70% after 

deductible ** 
 

80% after 
deductible ** 

 

100% ** 

 
Not Covered 

 
 

Not Covered 
 
 

Not Covered 

Weight Management 

 Surgical 
 
 

 Non-Surgical 
 

(Maximums: Non-surgical 
nutritional counseling 
limited to 6 visits in a 
lifetime; Non-surgical diet 
and exercise limited to 6 
visits in a lifetime) 

 
Not Applicable 

 
 

80% after 
deductible 

 
50% after 

deductible 
 

70% after 
deductible 

 
Not Covered 

 
 

Not Covered 

 
Not Covered 

 
 

Not Covered 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
 

**  If the transplant facility is specifically approved and designated by Aetna to perform the procedure you 
require.  Please refer to the section titled “What If I Need a Transplant?” for additional information 
regarding this benefit. 
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BASIC PLAN 

 MH OSU 
ALL OTHER 

IN-NETWORK 
OUT OF 

NETWORK 

X-Rays 
 Hospital Services 

 
 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 

 Independent Lab 

 
80% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
70% after 

deductible 
 

Not Applicable * 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
60% after 

deductible 
 

100% after $75 
co-pay 

 

100% after $125 
co-pay 

 

70% after 
deductible if you 
visit the lab; 100% 
after $75 co-pay 
(or $125 co-pay if 

the test is performed 
by a Specialist) 

if you do not visit 
the lab 

 
50% after 

deductible 
 

50% after 
deductible 

 

50% after 
deductible 

 

50% after 
deductible 

All Other Covered 
Expenses 
 Facility 

 
 

 Non-Office 
Physician Services 

 

 Primary Care 
Physician Office 

 

 Specialist 
Physician Office 

 
 

80% after 
deductible 

 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
 

70% after 
deductible 

 

Not Applicable * 
 
 
 

Not Applicable * 
 
 

Not Applicable * 

 
 

60% after 
deductible 

 

80% after 
deductible 

 
 

100% after $75 
co-pay 

 

100% after $125 
co-pay 

 
 

50% after 
deductible 

 

50% after 
deductible 

 
 

50% after 
deductible 

 

50% after 
deductible 

 

This summary reflects how benefits are payable for covered services.  Please refer to the sections titled 
“Benefit Details” and “What Is Not Covered Under Your Medical Plan?” for specific coverage details. 
 

*  The MH or OSU network reimbursements are specific to the facility charges; all physician’s expenses 
related to in-network facility charges are payable at 80% after deductible. 
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OVERVIEW OF BENEFITS:  BENEFIT CRITERIA 

 
You need to know that your plan provides coverage for treatment, services, and supplies that meet 
certain criteria.  For charges to be considered for payment under your plan, the treatment, service, or 
supply: 
 

 MUST be medically necessary (or be preventive), 
 MUST be rendered by a covered provider/facility, 
 MUST not exceed reasonable and customary amounts, 
 MUST not be considered experimental/investigational, and 
 MUST not be limited, restricted, or excluded elsewhere in this Summary Plan Description 

(SPD). 
 
These criteria, which are explained below, are admittedly very technical.  It is not our intention to 
confuse you.  Instead, we would like to assist you with understanding how these provisions relate to 
your proposed course of treatment.  You and/or your physician should feel free to contact 
CoreSource, Inc. for additional clarification on any of the provisions listed below. 
 
 

1. When Is A Procedure, Service, Or Supply Considered Medically Necessary? 
 
A procedure, service, or supply is deemed to be medically necessary when it is for the treatment 
of an illness or injury; it is prescribed by a physician and is professionally accepted as the usual, 
customary, and effective means of treating a condition.  Diagnostic x-rays and laboratory tests that 
are performed due to definite symptoms of illness or injury or reveal the need for treatment will be 
considered medically necessary.  In the evaluation of medical necessity, the plan may request 
records that, if legally required to be maintained, must be made available to the plan in order to 
consider the expenses.  The plan may also seek outside medical opinions from appropriate board 
certified specialists.  The plan reserves the right to have the patient examined by an independent 
specialist in the appropriate field of medicine. 
 
For individuals undergoing sex reassignment surgery (which consists of any combination of the 
following: hysterectomy, salpingo-oophorectomy, ovariectomy, or orchiectomy), a procedure, 
service or supply is deemed to be medically necessary when all of the following criteria are met:  
 

 The individual is at least 18 years of age; and 
 

 The individual has capacity to make fully informed decisions and consent for treatment; 
and 
 

 The individual has been diagnosed with gender dysphoria, and exhibits all of the following: 
 

 The desire to live and be accepted as a member of the opposite sex, usually 
accompanied by the wish to make his or her body as congruent as possible with the 
preferred sex through surgery and hormone treatment; and 

 The transsexual identity has been present persistently for at least two years; and 
 The disorder is not a symptom of another mental disorder; and 
 The disorder causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning; and 
 

 For individuals without a medical contraindication, the individual has undergone a minimum 
of 12 months of continuous hormonal therapy when recommended by a mental health 
professional and provided under the supervision of a physician; and 
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 If the individual has significant medical or mental health issues present, they must be 

reasonably well controlled. If the individual is diagnosed with severe psychiatric disorders 
and impaired reality testing (for example, psychotic episodes, bipolar disorder, dissociative 
identity disorder, borderline personality disorder), an effort must be made to improve these 
conditions with psychotropic medications and/or psychotherapy before surgery is 
contemplated; and 
 

 Two referrals from qualified mental health professionals who have independently assessed 
the individual.  At least one of the professional submitting a letter must have a doctoral 
degree (for example, Ph.D., M.D., Ed.D., D.Sc., D.S.W., or Psy.D) or a master’s level 
degree in a clinical behavioral science field (for example, M.S.W., L.C.S.W., Nurse 
Practitioner [N.P.], Advanced Practice Nurse [A.P.R.N.], Licensed Professional Councilor 
[L.P.C.], and Marriage and Family Therapist [M.F.T.]) and be capable of adequately 
evaluating co-morbid psychiatric conditions. If the first referral is from the individual’s 
psychotherapist, the second referral should be from a person who has only had an 
evaluative role with the individual.  Two separate letters, or one letter signed by both (for 
example, if practicing within the same clinic) are required.  The letter(s) must have been 
signed within 12 months of the request submission. 

 
For individuals undergoing sex reassignment surgery (which consists of any combination of 
metoidioplasty, phalloplasty, vaginoplasty, penectomy, clitoroplasty, labiaplasty, scrotoplasty, 
urethroplasty, or placement of testicular prostheses), a service, procedure or device is deemed 
medically necessary if all of the following criteria are met: 
 

 The individual is at least 18 years of age; and 
 

 The individual has capacity to make fully informed decisions and consent for treatment; 
and 
 

 The individual has been diagnosed with gender dysphoria, and exhibits all of the following: 
 

 The desire to live and be accepted as a member of the opposite sex, usually 
accompanied by the wish to make his or her body as congruent as possible with the 
preferred sex through surgery and hormone treatment; and 

 The transsexual identity has been present persistently for at least two years; and 
 The disorder is not a symptom of another mental disorder; and 
 The disorder causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning; and 
 

 For individuals without a medical contraindication, the individual has undergone a minimum 
of 12 months of continuous hormonal therapy when recommended by a mental health 
professional and provided under the supervision of a physician; and 
 

 Documentation that the individual has completed a minimum of 12 months of successful 
continuous full time real-life experience in their new gender, across a wide range of life 
experiences and events that may occur throughout the year (for example, family events, 
holidays, vacations, season-specific work or school experiences).  This includes coming 
out to partners, family, friends, and community members (for example, at school, work, and 
other settings).  The medical documentation should include the start date of living full time 
in the new gender.  Verification via communication with individuals who have related to the 
individual in an identity-congruent gender role, or requesting documentation of a legal 
name change, may be reasonable in some cases; and 
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 Regular participation in psychotherapy throughout the real-life experience when 

recommended by a treating medical or behavioral health practitioner; and 
 

 If the individual has significant medical or mental health issues present, they must be 
reasonably well controlled. If the individual is diagnosed with severe psychiatric disorders 
and impaired reality testing (for example, psychotic episodes, bipolar disorder, dissociative 
identity disorder, borderline personality disorder), an effort must be made to improve these 
conditions with psychotropic medications and/or psychotherapy before surgery is 
contemplated; and 
 

 Two referrals from qualified mental health professionals who have independently assessed 
the individual.  At least one of the professional submitting a letter must have a doctoral 
degree (for example, Ph.D., M.D., Ed.D., D.Sc., D.S.W., or Psy.D) or a master’s level 
degree in a clinical behavioral science field (for example, M.S.W., L.C.S.W., Nurse 
Practitioner [N.P.], Advanced Practice Nurse [A.P.R.N.], Licensed Professional Councilor 
[L.P.C.], and Marriage and Family Therapist [M.F.T.]) and be capable of adequately 
evaluating co-morbid psychiatric conditions. If the first referral is from the individual’s 
psychotherapist, the second referral should be from a person who has only had an 
evaluative role with the individual.  Two separate letters, or one letter signed by both (for 
example, if practicing within the same clinic) are required.  The letter(s) must have been 
signed within 12 months of the request submission. 

 
For individuals undergoing sex reassignment surgery, bilateral mastectomy is deemed medically 
necessary if all of the following criteria are met: 
 

 The individual is at least 18 years of age; and 
 

 The individual has capacity to make fully informed decisions and consent for treatment; 
and 
 

 The individual has been diagnosed with gender dysphoria, and exhibits all of the following: 
 

 The desire to live and be accepted as a member of the opposite sex, usually 
accompanied by the wish to make his or her body as congruent as possible with the 
preferred sex through surgery and hormone treatment; and 

 The transsexual identity has been present persistently for at least two years; and 
 The disorder is not a symptom of another mental disorder; and 
 The disorder causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning; and 
 

 If the individual has significant medical or mental health issues present, they must be 
reasonably well controlled. If the individual is diagnosed with severe psychiatric disorders 
and impaired reality testing (for example, psychotic episodes, bipolar disorder, dissociative 
identity disorder, borderline personality disorder), an effort must be made to improve these 
conditions with psychotropic medications and/or psychotherapy before surgery is 
contemplated; and 
 

 The individual has two X chromosomes. 
 
The use of hair removal procedures to treat tissue donor sites for a planned phalloplasty or 
vaginoplasty procedure is deemed medically necessary. 
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Sex reassignment surgery is considered not medically necessary when one or more of the 
criteria above has not been met. 
 
The following procedures are considered cosmetic procedures, and thus generally excluded from 
coverage, when used to improve the gender specific appearance of an individual who has 
undergone or is planning to undergo sex reassignment surgery, including, but not limited to, the 
following: 
 

 Abdominoplasty 
 Blepharoplasty 
 Breast augmentation 
 Brow lift 
 Calf implants 
 Electrolysis 
 Face lift 
 Facial bone reconstruction 
 Facial implants 
 Gluteal augmentation 
 Hair removal/hairplasty, when the criteria above have not been met 
 Jaw reduction (jaw contouring) 
 Lip reduction/enhancement 
 Lipofilling/collagen injections 
 Liposuction 
 Nose implants 
 Pectoral implants 
 Rhinoplasty 
 Thyroid cartilage reduction (chondroplasty) 
 Voice modification surgery 
 Voice therapy 

 
See the “What is Not Covered?” sections to determine when cosmetic procedures may be 
covered or what limitations and conditions apply. 

 
 

2. Who Is A Covered Provider? 
 
A provider shall be considered a covered provider if he or she is a provider listed in the definition of 
“physician,” “hospital,” “skilled nursing facility,” “hospice,” or “home health care agency” 
(Please see the “Glossary”) acting within the scope of his or her license in the state in which they 
practice.  Additionally, the plan will cover other providers who are not physicians but who are 
specifically mentioned as covered providers in this SPD, provided they are acting within the scope 
of their license. 
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3. What Is Meant By “Reasonable And Customary?” 

 
“Reasonable and Customary” (R&C) refers to certain plan limitations on provider charges, in 
regard to what will be accepted as allowable under the plan.  As the actual purchaser of health 
care services, you should not hesitate to seek information from medical providers on the cost of 
proposed treatments for you and your family members, just as you would if you were making any 
other type of purchase.  While the plan has contracted with a Preferred Provider Network (PPO) to 
pre-arrange negotiated rates with network providers, charges over R&C will be denied for non-
network providers and certain aspects of R&C calculations may also still impact what the plan 
will reimburse on a network claim.  By playing an active role in seeking cost information, you can 
minimize your own out-of-pocket costs and conserve the dollars applied to any maximums under 
the plan as well.  In general, R&C means that the charge is comparable to fees charged for the 
same or similar services in the geographic area where the service is rendered.  Reasonable and 
customary calculations also use standard methods to adjust for unusual circumstances or 
complications which may require additional time, skill, or experience. 
 
For Out of Network services, charges are screened against commercial databases comprised of 
aggregated data collected from all health plan payers or other normative data derived from 
sources such as Medicare cost to charge ratios, average wholesale price data for prescriptions, 
and/or manufacturer’s retail pricing for certain supplies and devices.  If you use a non-network 
provider, you will be responsible for all amounts in excess of R&C and these amounts may be 
substantial.  For Out of Network professional services (service provided by an individual 
practitioner), R&C shall mean that the charge is comparable to fees charged for the same or 
similar services in the geographic area where the service is rendered. 
 
With In-Network professional services (services provided by an individual practitioner), R&C is the 
fee agreed to by the participating provider as long as your provider adheres to standard billing 
practices. 
 
All (both In-Network and Out of Network) health care practitioners must bill the plan using CPT 
codes to indicate services performed.  CPT codes were developed by and are maintained by the 
American Medical Association (AMA).  Along with assigning codes to particular services, the AMA 
has established guidelines for billing and reimbursement.  For example, when more than one 
surgical procedure is performed in the same operative session, CPT rules limit reimbursement on 
secondary procedures to 50% of the amount that would normally be reimbursable for that code.  
Your plan’s reimbursement will follow CPT guidelines.  You should confirm with your provider, 
whether In-Network or Out of Network, that his or her practice follows the AMA’s CPT coding 
guidelines to ensure that you do not have a liability for amounts over R&C. 
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4. What Is Meant By “Experimental” Or “Investigational?” 

 
The plan will consider a drug, device, supply, treatment, procedure, or service to be 
“experimental” or “investigational:” 
 

1. if the drug, device, supply, treatment, procedure, or service cannot be lawfully marketed 
without approval of the U.S. Food and Drug Administration and approval for marketing has 
not been given for the proposed use at the time the drug, device, supply, treatment, 
procedure, or service is furnished; or 

 

2. if the drug, device, supply, treatment, procedure, or service, or the patient’s informed 
consent document utilized with respect to the drug, device, supply, treatment, procedure, 
or service was reviewed and approved by the treating facility’s institutional review board or 
other body serving a similar function, or if Federal law requires such review or approval; or 

 

3. if the drug, device, supply, treatment, procedure, or service is the subject of on-going 
Phase I or Phase II clinical trials, or is in the research and/or experimental or 
investigational arm of on-going Phase III clinical trials; or 

 

4. if based on documentation in one of the standard reference compendia or in substantially 
accepted peer-reviewed medical literature that the prevailing opinion among experts 
regarding the drug, device, supply, treatment, procedure, or service is that further studies 
or clinical trials are necessary to determine its maximum tolerated dose, toxicity, safety, or 
efficacy. 

 

Exception: An FDA approved drug that meets the criteria set under reliable scientific evidence 
will not be deemed experimental. 

 
 

Requirement For Approved Clinical Trial – Routine Patient Costs 
 
Covered expenses shall include charges for routine patient costs incurred by a qualified individual 
participating in an approved clinical trial.  Routine patient costs do not include: 

 

1. An investigational item, device, or service; 
 

2. An item or service provided solely to satisfy data collection and analysis needs which are 
not used in the direct clinical management of the patient; or, 

 

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

 
“Qualified Individual” means a covered individual who is eligible to participate in an approved 
clinical trial according to the trial protocol with respect to the treatment of cancer or another life-
threatening disease or condition and either: 

 

1. The referring health care professional is a participating health care provider and has 
concluded that the covered individual’s participation in such trial would be appropriate; or, 

 

2. The covered individual provides medical and scientific information establishing that the 
covered individual’s participation in such trial would be appropriate. 
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5. What Is Excluded Under The Plan? 

 
The plan excludes payment for certain treatment, services, or supplies in the form of limitations or 
maximums.  When determining if a particular treatment, service, or supply is payable, it is 
important to first consider the criteria listed above, then review the “Benefit Details,” “Disease 
Specific Treatments,” “Supplementary Services and Supplies,” and “What Is Not Covered Under 
Your Medical Plan?” sections to determine if any limitations, maximums, or exclusions apply. 
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PREVENTION AND HEALTH MANAGEMENT 

 
“An ounce of prevention is worth a pound of cure.”  Making preventive care a priority in your life can 
be difficult, but it is always worthwhile.  Many of today’s most debilitating health conditions such as 
heart disease, cancer, diabetes and chronic respiratory disease may be directly linked to lifestyle 
choices including tobacco use, physical inactivity, poor nutrition, and excessive alcohol consumption.  
The solution seems simple…adopt a healthy lifestyle, and avoid preventable health conditions…but 
changing our daily behaviors can be extremely difficult.  Memorial Hospital and Memorial Gables’ 
health plan has been designed to support you and your family each step of the way as you make 
wellness a central part of your lives. 
 
 
How Will I Know If My Care Is “Preventive Care?” 
 
Many people are confused about when their care is considered “preventive” and when their care is 
considered “diagnostic.”  While each situation is different, a general rule of thumb is treatment for 
personal history or symptoms will be considered “diagnostic” care or treatment.  Treatment for family 
history or symptoms is considered “preventive” care or treatment. 
 
 
Who Needs Wellness?...You Do! 
 
Wellness is important for every person, at every age and of every health status, but our specific needs 
are very different.  For that reason, Memorial Hospital and Memorial Gables’ preventive care benefits 
offer you flexibility. 
 
 
What Is Covered? 
 
Your plan provides the following preventive benefits for you and your covered dependents: 
 

1. Required preventive care as recommended by the United States Preventive Services Task 
Force (USPSTF) with an A or B rating, including but not limited to: 

 

 Immunizations 

 Well child care 

 Routine physical exams 

 Screening for high blood pressure 

 Mammogram (see below for additional information) 

 Screening for cervical cancer 

 Screening for cholesterol 

 Screening for diabetes 

 Screening for colorectal cancer (see below for additional information) 

 Tobacco screening and counseling sessions 
 

NOTE: For additional information including any limitations, as well as age limitations, please 
go to the website www.uspreventiveservicestaskforce.org. 

http://www.uspreventiveservicestaskforce.org/
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2. Women’s preventive services under the Health and Human Services Health Resources and 

Services Administration (HRSA) including but not limited to: 
 

 Well woman visits (includes pre- & post-natal visits and specific tests and procedures (blood 

pressure, weight, urine test, uterine size/fetal heart rate assessment, glucose tolerance testing, 
and screening for specific sexually transmitted infections and genetic or developmental 
conditions), as well as topics for counseling and guidance (tobacco avoidance and nutrition) 

 Human papillomavirus testing 

 Counseling for sexually transmitted infections 

 Counseling and screening for human immune deficiency virus 

 Breast feeding supplies, support, and counseling 

 Screening and counseling for interpersonal and domestic violence 

 Screening for gestational diabetes 

 Contraceptives (Includes all FDA approved devices, diaphragms, implants, and IUD’s, 

including patient education and counseling.  Refer to the section titled “What If I Need a 
Prescription Medication?” for benefits for contraceptive pills, injections, topical patches and 
emergency contraceptives.) 

 

NOTE: As the HRSA recommendations may change periodically, please go to the website 
www.hrsa.gov/womensguidelines/ for full coverage information. 

2. Women’s preventive health care under the Affordable Care Act. 
 

NOTE: For additional information please go to the website 
www.hrsa.gov/womensguidelines/. 

 

3. Routine hearing tests. 
 

4. Cancer screening examination(s) and related laboratory testing and x-rays as recommended 
by your physician including, but not limited to gynecological exam and related pap smear, 
PSA test, colonoscopy, fecal occult blood test, digital rectal exam, mammograms. 
 

 A pap smear will be covered annually. 
 

 Preventive mammograms are only covered for individuals age 40 and over, and are 
limited to one in a calendar year.  The plan will cover your first mammogram in each 
calendar year under the preventive benefit, regardless of the diagnosis.  Any additional 
mammogram(s) within the same calendar year will be covered at the medically 
necessary benefit level (deductible and percentage co-payment will apply). 

 

 Preventive colonoscopies are only covered for individuals age 50 and over, and include 
pre-procedure consultation, bowel preparation kits and pathology exam, and will be 
paid as preventive regardless of the outcome of the preventive procedure. 

 

 Bone density scans. 
 
 
Employee Assistance Plan 
 
Memorial Hospital and Memorial Gables offers its employee’s access to an Employee Assistance 
Plan.  Your plan provides support services that may assist you or a family member in dealing with the 
stress and anxiety that often accompanies complex medical conditions.  Please contact Matrix 
Psychological Services at 1-800-886-1171 for information on how the EAP can help. 

http://www.hrsa.gov/womensguidelines/
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Disease Management 
 
Health Coaching and Disease Management is a voluntary opt-in coaching program provided by 
Memorial Hospital.  Employees and/or spouses who are stratified as being high risk (from the HRA) 
or needing disease management (based on claims) are contacted and offered the program.  It is also 
open to any employee or spouse who has an interest in making a lifestyle change regardless of risk 
or claims. 
 
Participants who enroll in the program are able to choose their highest priority or primary reason for 
participating in the coaching process.  The coaching model uses a participant center approach that 
includes interviewing, assessing readiness to change, and positive reinforcement.  Participants then 
learn how to create their own action plan using self-discovery that addresses barriers and then applies 
knowledge and skills learned.  The coaches then support the behavior change through small short 
term goals that are more likely to be achieved.  Once these goals are achieved, then the goal can be 
maintained over time or additional goals can be added. 
 
 
Wellness Scorecard 
 
The Wellness Scorecard is the tool that you will use to track your wellness activities.  It is available in 
a paper copy and is also available on-line. 
 
To avoid a surcharge for the current plan year, you (and your covered spouse, if applicable) will be 
required to accumulate wellness points by participating in the wellness activities of your choosing 
outlined on the scorecard.  To accumulate your points, you may select Healthy Lifestyle activities and 
screenings which are applicable for your situation, interests, gender and age group.  Upon completing 
each wellness opportunity, record the date(s) and other pertinent information, when applicable, on you 
scorecard.  New employees/spouses or new insurance eligible employees will be prorated using a 
weekly system based on their date of hire and the number of weeks of employment. 
 
* Notice of Alternative Standard:  Your health plan is committed to helping you achieve your best 
health.  Rewards for participating in a wellness program are available to all employees.  If you think 
you might be unable to meet a standard for a reward under this wellness program, you might qualify 
for an opportunity to earn the same reward by a different means.  Please contact a member of the 
Health Center at 937-578-2580 and we will work with you (and, if you wish, with your doctor) to find a 
wellness opportunity with the same reward that is right for you in light of your health status. 
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NETWORK ACCESS 

 
Why Is Having A “Family” Physician Important? 
 
Managing your family’s healthcare, from both a medical and financial perspective, can be a difficult 
and complicated process.  Your family physician is your partner in navigating that process.  He or 
she coordinates the care your family receives as well as the providers that render that care.  Seeing 
your family physician regularly keeps him or her well informed about your health and allows you and 
your physician, together, to make the best possible choices about the treatment your family receives, 
regardless of plan coverage. 
 
 
What Is A Network Provider? 
 
A network provider is a facility or practitioner who has a signed contract with a preferred provider 
network (PPO) to provide medical services at a specific rate or pay.  Network providers are 
independent contractors and the plan does not provide any guarantee concerning the care provided 
by network providers.  MH has contracted with Aetna Signature Administrators as the network 
provider.  For additional information, or if you have any questions or concerns, please contact 
CoreSource, Inc. at 1-877-381-8570. 
 
 
How Do I Locate Network Providers In My Area? 
 
To locate network providers in your area, simply log onto the 
CoreSource, Inc. website (www.mycoresource.com) and click on “My 
Links,” then choose an option under “Find a Provider.”  You may search 
for a provider by specialty, location, or distance.  You may also contact 
CoreSource, Inc. at 1-877-381-8570. 
 
 
What If I Am Traveling Outside The Normal PPO Network Service Area And Want To Utilize A 
Network Provider? 
 
If you are traveling outside the normal PPO Network service area and want to utilize a network 
provider, you may do so as the plan has contracted with “wrap” PPO Network(s).  However, if you 
choose a wrap PPO network provider while within the normal PPO service area, benefits for those 
services and providers will be considered at the Non-Network level of benefits.  Please call the wrap 
PPO network on the back of your medical ID card to locate providers in the area.   
 
To locate network providers in your area, simply log onto the CoreSource, Inc. website 
(www.mycoresource.com) and click on “My Links,” then choose an option under “Find a Provider.”  
You may search for a provider by specialty, location or distance.  You may also contact CoreSource, 
Inc. at 1-877-381-8570. 

http://www.mycoresource.com/
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How Will Benefits Be Paid? 
 

If: Then: 

You or your dependent need emergency 
treatment and receive treatment at a Non-
Network facility 

Benefits will be paid at the In-Network level. 

You or your dependent utilize a non-network 
provider and such specialty provider and/or 
service is not available through a network 
provider 

Benefits (including any related laboratory tests, x-
rays or follow-up visits by the same non-network 

provider) will be paid at the Out of Network 
level. 

You or your dependent utilize a non-network 
provider and such specialty provider and/or 
service is available through a network provider 

Benefits (including any related laboratory tests, x-
rays or follow-up visits by the same non-network 

provider) will be paid at the Out of Network 
level. 

You or your dependent utilize a Network facility 
for inpatient/outpatient services/procedures, 
but the Network facility uses a non-network 
provider for anesthesia, the interpretation of 
laboratory tests and x-rays and other medically 
necessary services 

Benefits will be paid at the In-Network level. 

You or your dependent utilize a network 
provider for outpatient services/procedures, 
but the network provider uses a non-network 
provider for the interpretation of laboratory 
tests and x-rays, and other medically 
necessary services 

Benefits will be paid at the In-Network level.[AC1] 

You or your dependent are admitted to a Non-
Network hospital through the emergency room 
because of an emergency 

Benefits will be paid at the In-Network level. 

When benefit payment to a non-network provider is upgraded to the In-Network level of payment, 
the reasonable and customary allowance will be based on a similar service or medical procedure 
by most similarly qualified physicians or other health care providers in the geographic area where 
the service or medical procedure is rendered.  Any expenses in excess of reasonable and 
customary may be your responsibility. 
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Foreign Claims 
 
You or your dependent may be traveling, attending school, working for the company and residing 
outside the United States (U.S.), or working in the U.S. and a citizen of another country.  Under these 
circumstances, you or your dependents may receive medical treatment in another country and it is 
important for you to understand how this plan will treat expenses incurred in a country outside of the 
U.S. 
 

1. If you and/or your dependent are a citizen of another country covered under the national 
health program of your country of origin, any treatment that you receive within your country of 
origin will be covered by the national health plan and not covered by this plan.  Covered 
expenses for treatment that you, or your dependent, receive in the U.S. will be covered under 
this plan.  If you and/or your dependent reside in another country (not your country of origin) in 
order to perform work for the company or for your dependent to attend a qualified institute of 
higher learning, covered expenses for treatment received in the country of residence will be 
covered under this plan as though they were incurred in the U.S.  If you and/or your 
dependent are traveling outside of the U.S., your country of residence or your country of 
origin, only covered expenses for emergency treatment will be considered for reimbursement 
under the plan. 

 
2. If you and/or your dependent is a U.S. citizen residing outside of the U.S. in order to perform 

work for the company or for your dependent to attend a qualified institute of higher learning, 
covered expenses for treatment that you or your dependent receive in the U.S. or the country 
of residence will be covered under this plan.  If you, or your dependent, are traveling outside 
of the U.S. or your country of residence, only covered expenses for emergency treatment will 
be considered for reimbursement under the plan. 

 
3. If your dependent child’s residence is different than yours (e.g., dependent children living with 

a former spouse), the plan will consider only the following expenses for reimbursement: 
 

 Covered expenses incurred within the U.S. 
 Covered expenses incurred within the country of origin only if no national health plan is 

available to the dependent. 
 Covered expenses incurred outside the U.S. in the country of residence (but not 

country of origin). 
 Covered expenses for emergency treatment only while traveling outside of the U.S., the 

country of origin, or the country of residence. 
 

4. If you and/or your dependent is a U.S. citizen, residing in the U.S. and you incur medical 
expenses in another country, emergency treatment will be considered as though the expense 
was incurred in the U.S.  Non-emergency treatment or elective services outside of the U.S. will 
not be covered under this plan. 
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PLAN STRUCTURE 

 
What Is The Plan Deductible? 
 
The deductible is the specific dollar amount that you must pay (or “satisfy”) before the plan pays its 
share of covered charges each calendar year.  The deductible is satisfied on a calendar year basis 
with expenses from January through December. 
 
Your deductible varies based on the plan option you have elected and whether you choose to 
receive services from a network or non-network provider.  For deductible amount(s) and other 
specific benefit information, please refer to the section titled “Overview of Benefits.” 
 
When the annual deductible does apply, it is for each covered individual for medical expenses 
incurred in each calendar year.  The plan also has a family deductible.  This means that covered 
services that apply to the individual's deductible for all family members will be added together until 
the family deductible is reached.  In no event will any family member contribute more than the 
individual deductible toward the family deductible.  Once the family deductible has been met, 
charges for all family members that would otherwise apply towards their deductible will then be 
payable. 
 
Expenses applied toward the MH deductible will be used to satisfy the OSU and In-Network 
deductible, and expenses applied toward the OSU or In-Network deductible will be used to satisfy 
the MH deductible.  However, expenses applied to the MH, OSU, or In-Network deductible will not 
be used to satisfy the Out Of Network deductible, and expenses applied to the Out of Network 
deductible will not be used to satisfy the MH, OSU or In-Network deductible. 
 
Expenses that cannot be used to satisfy the plan’s calendar year deductible are: 
 

 Plan co-pays 
 Prescription drug co-pays 
 Newborn nursery expenses incurred within the first 48 hours following vaginal delivery or 96 

hours following C-section delivery 
 Emergency room facility charges 
 Transplant travel and lodging expenses 
 Pre-certification penalty 
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What Is Your Medical Out-Of-Pocket Maximum? 
 

Your plan shares with you the expense for certain services.  Your coinsurance is the balance that you 
must pay of the reasonable and customary charge for covered benefits when payment is made at 
less than 100% after the applicable annual deductible has been met. 
 

Your plan is designed to limit your out-of-pocket expense.  The out-of-pocket maximum limits are for 
covered services rendered during each calendar year.  Your out-of-pocket maximum varies based 
on the plan option you have elected and whether you choose to receive services from a network or 
non-network provider.  For out-of-pocket maximum amount(s) and other specific benefit 
information, refer to the section titled “Overview of Benefits.” 
 

When the out-of-pocket maximum does apply it is for each covered individual for medical 
expenses incurred in each calendar year.  There is also a family out-of-pocket maximum.  This 
means that all covered family members’ out-of-pocket expenses for the calendar year can be added 
together until the family out-of-pocket maximum has been met.  In no event will any family member 
contribute more than the individual out-of-pocket maximum toward the family out-of-pocket 
maximum. 
 

Expenses applied toward the MH out-of-pocket maximum will be used to satisfy the OSU and In-
Network out-of-pocket maximum, and expenses applied toward the OSU or In-Network out-of-
pocket maximum will be used to satisfy the MH out-of-pocket maximum.  However, expenses 
applied to the MH, OSU, or In-Network out-of-pocket maximum will not be used to satisfy the Out Of 
Network out-of-pocket maximum, and expenses applied to the Out of Network out-of-pocket 
maximum will not be used to satisfy the MH, OSU, or In-Network out-of-pocket maximum. 
 

For services rendered during the remainder of the calendar year after a covered individual reaches 
their out-of-pocket maximum limit, your plan will pay 100% of the reasonable and customary 
charges for subsequent expenses which would otherwise be paid at a percentage other than 100%. 
 

Co-payments that cannot be used to satisfy the out-of-pocket maximum limit and not eligible for 
100% payments even if the out-of-pocket maximum is met are: 
 

 Prescription drug co-pays 
 Pre-certification penalty 

 
 

What Is Your Prescription Drug Out-of-Pocket Maximum? 
 

The prescription drug out-of-pocket maximum limits your share of the costs of prescription 
drugs dispensed by a pharmacy or mail order pharmacy.  For services rendered during the 
remainder of the calendar year after a covered individual reaches their prescription drug out-of-
pocket maximum limit, this plan will pay 100% of the reasonable and customary charges for 
covered prescription drugs dispensed by a pharmacy or mail order pharmacy. 
 

Any amount over the reasonable and customary charge for a covered prescription drug is not 
eligible for 100% payment, nor can it be used to satisfy the prescription drug out-of-pocket 
maximum. 
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How Do Your Deductible And Medical Out-Of-Pocket Maximum Work? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Health Reimbursement Account (Applicable to the Value Plan only) 
 
The Value Plan is a new plan available as of January 1, 2012 and is coupled with a Health 
Reimbursement Account (HRA).  The Value Plan requires that an individual meet a high 
deductible, and then pays covered expenses at 80% for Memorial Hospital providers and In-Network 
physicians, 70% for OSU facilities, 60% for In-Network facilities and 50% for non-network 
providers until the out-of-pocket maximum is met.  In order to help meet the deductible for 
Memorial Hospital and network providers, the Health Reimbursement Account allocates dollars to 
an HRA, and can apply those dollars to the deductible and coinsurance, regardless of whether they 
are incurred by a Memorial Hospital or network provider.  The HRA dollars cannot be applied to 
non-network provider claims. 
 
 

Health Reimbursement Account Features: 
 

HRA Dollars 
To be used to offset any deductibles and coinsurance after 66.67% of the deductible is met: 

Individual $500 

Family $1,000 

 
There are a number of unique rules that apply under the Health Reimbursement Account.  For 
example: 
 

 After the claim is processed under the medical plan, the amount may be reimbursed by the 
HRA so long as 66.67% of the individual or the entire family deductible has been met. 

 

 The HRA will reimburse eligible deductible and coinsurance expenses regardless of whether 
the provider seen is a Memorial Hospital or network provider. 

 

 The deductibles apply separately to each family member.  Both the individual deductible limit 
and the family deductible limit apply if you are enrolled for family coverage.  However, every 
family’s deductible is also capped by the family limit. 

  CHOICE PLAN 
In-Network Level 

 

Personal  
Care Account  

(PCA)* 

Your  
responsibility 

Deductible 

Amounts you pay 

Personal  
Care Account  

(PA)* 

 

 

Your  
responsibility 

Your Responsibility 
 

$600/$1,200 
 Plan pays 
 the rest of most 

 expenses 
 

Preventive care (plan pays 100% of most preventive expenses) 

$Out-of Pocket Maximum 

$2,500/$5,000 

Amounts the plan pays 

Your Health Care Expenses 

 

Your 30% coinsurance  
 

Plan pays 70% 
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After your deductible has been satisfied, covered expenses will generally be paid at 80% for 
Memorial Hospital providers and In-Network physicians, 70% for OSU facilities, 60% for In-Network 
facilities and 50% for non-network providers until your plan year medical out-of-pocket maximum 
is met (exceptions to this are noted in the section titled “Overview of Benefits.”)  After that, covered 
expenses will be paid at 100%.  Expenses not eligible for 100% payment even if the medical out-of-
pocket maximum is met are: 
 

 Prescription drug co-pays 
 Plan penalties for failure to pre-certify admissions 

 
 

Examples: 
 

1. An employee enrolls in the Value Plan with single coverage.  In March the employee incurs 
$1,200 in network provider expenses which are applied to his $1,500 deductible.  After the 
medical claim is processed, the HRA will pay $200 toward the deductible met, and the 
employee will be responsible for $1,000.  If additional network provider claims occur during 
the year, the next $300 of covered expenses will apply to his deductible, at which point his 
$1,500 deductible will have been met for the year.  The $300 will be reimbursed by the HRA 
as well.  Any covered network expenses will then apply to coinsurance until the annual 
maximum out of pocket is met. 

 

2. An employee enrolls in the Value Plan with family coverage, and his spouse incurs $1,200 in 
Network covered expenses.  Furthermore, his child incurs $1,200 in Network covered 
expenses.  Those expenses are applied to each member's deductible, at which point $2,400 
of the family deductible has been met.  Since both members have met more than 66.67% of 
their individual deductibles, the HRA will pay $200 of the child's expenses and $200 of the 
spouse's expenses for a total of $400, leaving a balance due of $2,000, which is the 
employee’s responsibility.  At this time, $2,400 of the family deductible has been met for the 
year and they have $600 remaining in the HRA for future expenses. 

 
 

Other Special Rules: 
 

 If you terminate employment with Memorial Hospital and elect COBRA, those premiums are 
not payable under the HRA. 

 If you terminate employment, and do not elect COBRA, claims payment under the HRA will 
cease at the end of the month.  Any claims with an incurred date prior to the date of 
termination will be eligible for reimbursement by the HRA.  Any funds remaining in the HRA 
will be forfeited. 

 If you are rehired in the same calendar year and you elected COBRA, you can come back on 
the plan immediately with the same HRA balance as you had under COBRA. 

 If you are rehired in the same calendar year and you did not elect COBRA, you will get the 
HRA dollars you had left when you left the company. 

 If you change from single coverage to family coverage due to a qualified change in family 
status, your available HRA funds will increase by $500 as of the event date.  This will result in 
your HRA benefit totaling $1,000, which is the maximum HRA family benefit. 

 If due to a family status change, you move from family coverage to single coverage, your 
available HRA funds will not be reduced for the remainder of the plan year. 
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 Prescription medications will not be subject to the annual deductible and medical out-of-

pocket maximum.  Your drug co-pays and out-of-pocket expenses will not be reimbursed by 
any HRA dollars. 

 Plan co-pays, newborn nursery expenses incurred within the first 48 hours following vaginal 
delivery or 96 hours following C-section delivery, emergency room facility charges, transplant 
travel and lodging expenses, pre-certification benefit reductions and covered weight 
management services are not eligible to be reimbursed from the HRA. 

 Any amounts in excess of the plan maximums will not be reimbursed by HRA dollars. 

 To make the best use of your HRA funds, you will want to become involved in the cost of the 
care you receive.  You should become a savvy health care consumer so your funds will last as 
long as possible.  The CoreSource, Inc. website (www.mycoresource.com) includes 
information on your benefits, your HRA balance, general medical information and other 
information designed to help you make wise decisions regarding your health care. 

 If you have also enrolled in the Healthcare Flexible Spending Account, the HRA will consider 
all expenses and make reimbursement before being considered by the Healthcare Flexible 
Spending Account.  If funds do not remain in the HRA, you must submit a claim to the 
Healthcare Flexible Spending Account for reimbursement. 

 
 
Why Do I Get So Many Bills? 
 
This is possibly the most frequently asked question by those who receive medical services.  
Generally, many different health care providers work together to ensure that the highest possible level 
of care is provided. 
 
You may receive bills from providers who are contracted by the hospital, such as anesthesiologists, 
residents or pathologists.  Additionally, you may receive bills from providers who your physician 
asked to participate in your care, such as specialists who provide consultations.  Finally, you will 
receive bills from the facility in which the services were performed, such as the hospital or surgical 
center. 
 
You should review all of your bills.  If you see a charge for a provider or service you do not remember, 
you should ask to review your records to verify that the service was provided. 

http://www.mycoresource.com/
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Does Your Plan Have A Pre-Certification Provision? 
 
Your plan includes a feature called “pre-certification of benefits.”  Pre-certification is the process of 
evaluating whether proposed services, supplies or treatments meet the medical necessity and other 
provisions of the plan to help ensure quality, cost effective care. 
 
The intent of the pre-certification process is not to limit the patient’s choice of a provider, nor to tell the 
patient and the provider what treatment or services should be performed.  The provider and patient 
may proceed with any treatment plan they may choose, regardless of the benefit determination under 
the pre-certification process, recognizing that the patient will be responsible for the additional cost 
incurred beyond the plan benefit. 
 
 
Do I Need To Get A Pre-Certification?  Yes! 
 
Your plan requires all non-emergent inpatient admissions to be reviewed prior to your scheduled 
admission date.  “Inpatient admissions” include inpatient hospital admissions, partial hospitalization, 
and transplants.  This provision does not apply to childbirth admissions less than 48 hours for vaginal 
delivery or 96 hours for cesarean delivery, nor does it apply to services rendered/provided outside of 
the continental United States of America or any U.S. Commonwealth, Territory, or Possession.  
Please note that if you or your dependent need medical care that would be considered urgent care or 
emergency services, then there is no requirement that the plan be contacted for prior approval. 
 
To pre-certify your admission, you or your provider may call: (800) 521-1555 
 
 
What Are The Penalties? 
 
When a required pre-certification is not obtained, services will be paid after a $250 penalty.  The 
penalty applied will be the patient’s responsibility. 
 
The above penalty is not considered an eligible expense and will not be applied to your deductible or 
out-of-pocket maximum.  So, please be sure to remind your physician to contact CoreSource, Inc. 
 
IMPORTANT:  Please note that any applicable penalty for failing to obtain pre-certification will apply 
when a retrospective review is performed after a non-urgent care service is performed regardless of 
the determination. 
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How Does The Pre-Certification Process Work? 
 
There are different types of certifications that may be performed in connection with your treatment.  
Your specific circumstances will help determine which certification method is appropriate for your 
situation. 
 
The following information should be provided when you or your provider request certification: 
 

1. Your name, address, phone number, and member identification number; 
2. Your employer’s name; 
3. If you are not the patient, the patient’s name, phone number, and address. 
4. The admitting physician’s name and phone number; 
5. The name of the hospital or facility; 
6. Date of admission or proposed admission; and 
7. The condition for which the patient is being admitted to the hospital or facility. 

 
 
Pre-Certification Before Services Are Rendered – Urgent Care Pre-Service Claims 
 
If an urgent care pre-service claim is filed following the proper claims filing procedures, and no 
additional information is needed, the Claims Administrator will notify the claimant of a decision 
within 72 hours. 
 
If additional information is needed the Claims Administrator will notify the claimant within 24 hours.  
The claimant will have up to 48 hours from the request to supply the needed information.  When the 
information is received, the Claims Administrator will notify the claimant of a decision within 48 
hours from the receipt of the response.  If the claimant does not respond to the request for 
information, the claim will be denied within 48 hours after the request for information. 
 
When proper claims filing procedures are not followed, the Claims Administrator must notify the 
claimant, orally or in writing, within 72 hours of receipt of the claim.  The claimant must respond to 
that notification within 72 hours.  If the claimant does not properly file the claim within 72 hours, the 
claim will be denied.  If the claimant properly files the claim within 72 hours, the Claims 
Administrator will notify the claimant of a decision within 48 hours of receipt of the properly filed 
claim. 
 
Please note that if you or your dependent need medical care that would be considered urgent care or 
emergency services, then there is no requirement that the plan be contacted for prior approval. 
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Pre-Certification Before Services Are Rendered – Non-Urgent Care Claims 
 

If a request for a non-urgent care pre-certification is made providing the complete information 
described above, the necessary clinical information will be requested from the provider and the 
requesting person will be notified of the pre-certification determination within 15 days of receipt of the 
clinical information. 
 

If all of the information listed above is not provided, the requesting person will be notified, orally or in 
writing, within five days of receipt of the request.  You or your provider must respond to that 
notification providing the information above within 15 days.  If there is no response from you or your 
provider within these 15 days, the plan will deny the pre-certification.  If further clinical information is 
needed, or there are matters that prevent a decision and they are beyond the control of the plan, the 
requesting person will be notified within 15 days.  You or your provider will have up to 45 days from the 
request to supply the needed information.  When the information is received, the requesting person will 
be notified of a determination within 15 days from the receipt of the response.  If there is no response 
from you or your provider to the request for information, the pre-certification will be denied within 60 
days after the request for information.  Should the required information be submitted subsequently, it 
will be considered a new request and will be reviewed in accordance with the above guidelines. 
 
 
Certification During Your Hospital Stay 
 

If a late notification of an admission is received and your care is already ongoing, or you stay in the 
hospital longer than originally verified, what is referred to as “concurrent review” will be performed.  
So, while you are in the hospital, your treatment may continue to be reviewed to certify additional 
days of hospital confinement, other necessary treatment, or discharge planning. 
 

When a concurrent review is performed on an urgent request, the requesting person will be notified of 
a determination within 24 hours from receipt of the request, as long as the request was made at least 
24 hours before the end of the last verified day. 
 

If the request was made less than 24 hours prior to the end of the last verified day, and all necessary 
clinical information was provided, then the requesting person will be notified of a determination within 
72 hours from receipt of the request.  If additional information is needed, the process described under 
“Pre-Certification Before Services are Rendered – Non-Urgent Care Claims” will be followed. 
 

When a concurrent review is performed on a non-urgent request, the requesting person will be 
notified of the certification determination as quickly as possible, but not later than 15 days from receipt 
of the request.  If additional information is needed, the process described under “Pre-Certification 
Before Services are Rendered – Non-Urgent Care Claims” will be followed. 
 

Should the certification determine that the plan’s medical necessity provision will only allow a reduced 
hospital stay or shortened course of treatment before the end of any previously verified period, then 
you and your provider will be notified of the proposed change and you or your provider may appeal 
the change in the pre-certification determination.  The decision on the appeal must be provided prior 
to the end of the previously verified period. 
 

Finally, if at the end of a previously verified hospital stay it is determined that continued hospital 
confinement no longer meets the medically necessity provision of the plan, additional days will not be 
verified. 
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Certification After Services Are Rendered 
 
When you or your provider do not obtain certification prior to receiving services, or if you are 
discharged from the hospital during the time between the request for certification and the receipt of 
necessary clinical information, a certification process called “retrospective review” will be completed. 
 
When a retrospective review is performed, the requesting person will be notified of a decision as 
quickly as possible, but no later than 30 calendar days from receipt of the request. 
 
If additional information is needed, you or your provider will be notified within 30 days.  You will have 
up to 45 days from the request to supply the needed information.  When the information is received, 
the requesting person will be notified of the retrospective review determination within 15 days from the 
receipt of the response.  If you, or your provider, do not respond to the request for information, the 
plan will deny the retrospective review within 60 days after the request for information.  Should the 
required information be submitted subsequently, it will be considered a new request and will be 
reviewed under the above guidelines. 
 
IMPORTANT:  Please note that any applicable penalty for failing to obtain pre-certification will apply 
when a retrospective review is performed after a non-urgent care service is performed regardless of 
the determination. 
 
 
What If My Provider And I Disagree With The Decision? 
 
If you or your provider disagrees with the certification decision, you have a few options.  First, you and 
your provider may proceed with any treatment plan you may choose, regardless of the benefit 
determination.  Second, you may be able to request reconsideration.  And, finally, you may file an 
appeal. 
 
If an initial determination is made that the proposed treatment does not meet the medical necessity 
provision of the plan and no “peer-to-peer” conversation has taken place between your attending 
physician and the independent reviewing physician who participated in the original determination, 
then the reconsideration process will be offered. 
 
If your provider requests reconsideration within two business days of the adverse determination and 
peer-to-peer conversation has not occurred, a peer-to-peer conversation between your attending 
physician and the original independent reviewing physician (or an alternate physician with the 
same qualifications if the original reviewing physician is unavailable) will be arranged.  The 
requesting provider will be notified of the peer-to-peer conversation decision within one business day.  
If the services cannot be approved after the peer-to-peer conversation, a formal letter will be issued 
detailing the reasons for the decision as well as your appeal rights. 
 
Appeals 
 
If you, or your provider, disagree with the certification determination, you and/or your provider may 
appeal that decision.  Please refer to the section titled “Adverse Benefit Determinations and Appeals” 
for additional information. 
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Case Management 
 
The plan provides a covered individual the opportunity to receive medical case management 
services. 
 
Medical case management is a program that manages the provision of healthcare to individuals with 
high cost medical conditions.  The goal is to perform assessment, planning, facilitation and advocacy 
for options and services available to meet an individual’s health needs.  This process is performed 
through communication and coordination of available resources to promote quality cost-effective 
outcomes. 
 
When it is determined that a case would benefit from case management, arrangements will be made 
for case review by a nurse coordinator from an independent case management firm.  The nurse 
coordinator will 1) contact the individual (and family) to assist with the individual’s needs for coverage 
and benefit information, 2) coordinate the services with health care providers, 3) perform various 
services associated with a discharge or return home, 4) provide patient education, and 5) make 
recommendations to the patient (family) concerning the types of services that can aid in the recovery 
process. 
 
When the patient chooses to follow the recommendations made through case management, the plan 
may, at its discretion, cover additional medically necessary, non-experimental expenses. 
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BENEFIT DETAILS 

 
Working With Your Physician 
 
You and your physician are a team and your goal is to make sure you are in the best health possible.  
Both you and your physician have important responsibilities in helping the team reach its goal.  You 
can work better with your physician by following 3 simple steps: 
 

1. Ask 
 

 Ask questions, especially if you do not understand your physician’s or nurse’s 
instruction. 

 Let your physicians and nurses know if you need more time to ask questions about 
your health. 

 
2. Tell 
 

 Tell your physician your health history.  Be sure to mention family history of diseases 
and conditions. 

 Tell your physician about your health now.  Only you know how you feel and whether 
you feel differently than you did before. 

 Be sure to tell your physicians and nurses if you have any allergies or reactions to 
medicines. 

 
3. Follow up 
 

 Once you leave the physician's office, follow up. 
 

i. If you have questions, call the physician's office. 
ii. If you have problems with your medicine, call your physician or your 

pharmacist. 
iii. If you need to see a specialist or get a test, make the appointment or ask your 

physician's office to make the appointment. 
iv. If you do not hear from your physician or nurse about test results, call and ask.  

If you do not understand the results, ask what they mean. 
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What If I Need Diagnostic Testing? 
 
There are numerous reasons why you may need diagnostic testing.  Diagnostic testing provides 
information needed to help your physician diagnose your condition, as well as prescribe, refer and 
monitor treatment of your condition. 
 
Some diagnostic tests are invasive and require a perforation or incision into the skin or a body cavity 
to obtain a specimen (e.g., biopsy or catheterization).  Other diagnostic tests are non-invasive (e.g., 
urine test, x-rays, CAT/MRI scans, etc.)  This section addresses non-invasive diagnostic tests.  See 
“What if I Need Surgery?” for more information regarding invasive tests. 
 
The plan will pay for the diagnostic tests, including any charges associated with interpreting the 
results.  Please refer to the section of your plan titled “Overview of Benefits” for additional details. 
 
 
Preparing For Diagnostic Testing 
 
If your physician orders diagnostic testing, you may want to ask your physician the following 
questions: 
 

1. Why do I need the testing? 
2. What do I need to do to prepare for the testing (e.g., diet, fasting, etc.)? 
3. Should I take my medications/supplements before my testing? 
4. Will the testing be painful or uncomfortable? 
5. Who do I call to obtain my results? 
6. How long will it take to receive my results? 
7. What are the “normal” ranges of the testing? 
8. If all my test results are normal, does that mean I have nothing to worry about? 

http://en.wikipedia.org/wiki/Skin
http://en.wikipedia.org/wiki/Body_cavity
http://www.healthline.com/adamcontent/biopsy
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What Is Covered? 
 
The following services are covered at the benefit levels shown in the section titled “Overview of 
Benefits:” 
 

 Allergy tests. 
 

 Laboratory testing, x-rays, and other diagnostic testing (e.g., CAT/MRI scans, EKGs, EMGs, 
EEGs, thyroid testing, nerve conduction studies, pulmonary functions studies, etc.) to diagnose 
an injury or illness (including charges associated with interpreting the results), when ordered 
by a physician and performed in a: 
 

 hospital outpatient department; 

 hospital emergency room; 

 physician’s office; or 

 laboratory or x-ray facility. 
 

 Pre-admission tests performed in a hospital outpatient department, a physician’s office, or 
separate laboratory or x-ray facility before a covered hospital confinement or surgery. 

 

 X-rays (including the interpretation of the results) related and performed prior to a covered oral 
surgical procedure. 

 

 Genetic testing when medically necessary to establish a diagnosis of an inheritable disease 
if the patient has clinical symptoms or is at direct risk of inheriting the disease and the results of 
genetic testing will directly impact the patient’s treatment and all other means of determining a 
definitive diagnosis have been exhausted.  Genetic counseling unrelated to pregnancy will be 
covered when necessary in accordance with the American College of Medical Genetics.  
Genetic counseling in connection with pregnancy will be covered if: 
 

 the parents had a previous child born with a genetic disorder, birth defect, chromosome 
abnormality, mental retardation, autism, developmental delay or learning disability, or 
 

 the pregnancy is known to be at increased risk for complications or birth defects based on 
ultrasounds, screening tests, ethnicity, maternal age, exposure to external agents, known 
genetic disorder affecting either parent, previous stillbirths or repeat miscarriages and a 
suspicion of chromosome abnormalities, or closely related couples.[AC2] 
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What If I Need Emergency Treatment? 
 
Seeking medical care during an emergency, or in a situation which might be an emergency, may be 
a confusing time.  If you are in a situation that might require immediate care, you should receive 
medical treatment as quickly as possible. 
 
 
Be Prepared For A Possible Emergency 
 
During an emergency you will need to act quickly.  However, there are some things that you can do, 
in advance, to ensure that you receive the best care possible.  Taking just a few minutes to prepare 
for a possible emergency can be beneficial in the long run. 
 

1. Know the location of the closest emergency room. 
 

2. Make sure all your family members know what to do in the case of an emergency. 
 

3. Prominently display emergency contact information, including ambulance, fire and 
physician’s numbers. 
 

4. Keep a Personal Health History for each member of your family.  Keep this history in your 
purse or wallet so you can bring it with you in the case of an emergency.  This history will 
assist the emergency physicians with providing the best possible treatment and should 
include the following information. 
 

 I was in the hospital for (list conditions and dates): 
 I have had these surgeries: 
 I have had these injuries/conditions/illnesses: 
 I have these allergies (list type of allergy and reaction): 
 I have had these immunizations (shots): 
 I take these medicines/supplements (bring with you, if possible): 
 My family members (parents, brothers, sisters, grandparents) have/had these major 

conditions: 
 I see these other health care providers (include the name and phone number for each 

provider, as well as why you see them): 
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Urgent Or Emergency Care Centers 
 
What if you get sick at night, on a holiday, or over the weekend?  You cannot get to your physician, 
but you are not sick enough to go to the emergency room.  There may be an "urgent" or "emergency" 
care center near you.  These centers are open long hours every day to handle problems that are not 
life-threatening.  But they are no substitute for a regular primary care physician. 
 
To make sure an urgent or emergency care center provides quality care, call or visit the center to find 
out: 
 

1. If the center is licensed.  Then check to see if it is accredited by a group such as The Joint 
Commission (telephone: 630-792-5800; website: http://www.jointcommission.org) or the 
Accreditation Association for Ambulatory Healthcare (telephone: 847-853-6060; website: 
http://www.aaahc.org).  The accreditation certificate should be posted in the facility. 

2. How well trained and experienced are the center's health care professionals? 
3. If the center is affiliated with a hospital.  If it is not, find out how the center will handle any 

emergency that could happen during your visit. 
 
 
What Is Covered? 
 
The following services are covered at the benefit levels shown in the section titled “Overview of 
Benefits:” 
 

 The plan pays benefits for professional ambulance services 
(ground, sea, or air) for transportation to treat an emergency.  
Covered transportation will be to the closest facility equipped to 
handle the condition.  The plan also covers ambulance 
transportation to a skilled nursing facility or between 
hospitals when a patient needs immediate testing, or when 
other treatments cannot be performed by the hospital in which 
the patient is confined.  Transportation from the hospital to the 
patient’s home is covered, if a home health care program is in 
place. 

 

 The plan pays benefits for a hospital emergency room visit, 
including physician and covered facility charges to initially treat 
an emergency or a medical condition which requires immediate 
care. 

 

 The plan pays benefits for physician and facility charges for treatment received at an urgent 
or emergency care center. 

http://www.jointcommission.org/
http://www.aaahc.org/
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What If I Need To Be Admitted To The Hospital? 
 
When you need to be admitted to the hospital, it can be a stressful 
time for you and your family.  But, it is important to remember to ask 
your physician a few questions before you are admitted. 
 

1. Why do I need to be treated in the hospital?  Are there any 
treatment alternatives? 

2. What procedures are you performing and what are the possible 
complications? 

3. How long will I be in the hospital? 
4. What is the expected recovery period following my discharge? 
5. How will any pain I experience be controlled or managed? 
6. Will I require follow-up care with you or another physician after I am discharged? 
7. What is my prognosis and what changes do I need to make? 
8. Is the facility in my network? 
9. Have you called to verify the benefits available through my health plan? 

 
 
What Is Covered? 
 
The following services are covered at the benefit levels shown in the section titled “Overview of 
Benefits:” 
 

 Inpatient room and board charges, up to the hospital’s semi-private room rate.  Charges 
made by a hospital having only single or private rooms will be considered at the most 
common rate for a single or private room. 

 

 Inpatient room and board charges for specialty care units (ICU, CCU, Burn Unit, etc.). 
 

 Laboratory tests, x-rays, and other diagnostic testing performed during the hospital stay, as 
well as the interpretation of the results. 

 

 Consultations provided by a physician during your confinement. 
 

 Physicians’ visits. 
 

 Certain services, supplies and treatment provided in the hospital during your confinement, 
including, but not limited to: 
 

 use of operating, delivery, recovery and treatment rooms; 

 laboratory and x-ray services; 

 anesthesia and its administration; 

 use of incubators, oxygen and kidney machines; 

 physical therapy; 

 chemotherapy and radiation therapy; 

 drugs and medicines consumed on the premises; and 

 dressings, supplies and casts. 
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What If I Need Step Down Care? 
 
After an inpatient stay or after surgery it may be appropriate to complete your recovery in a facility 
that specializes in providing restorative and rehabilitative care, rather than acute care.  To receive this 
care, you may be admitted to another facility or transferred to another floor or wing of the same facility.  
In other cases, treatment may be able to be provided in your home.  Charges will be covered as 
described below and will be payable as described in the section titled “Overview of Benefits.” 
 
 
Rehabilitative Or Skilled Nursing Facility Care 
 
Services of a facility licensed as a rehabilitation facility or skilled nursing facility can benefit patients 
with a range of medical needs, from long-term 24-hour nursing care to short-term rehabilitation.  A 
broad range of services are available to address the patient’s advanced medical, social and personal 
care needs.  Services are typically, although not necessarily, provided after an inpatient stay or 
surgery. 
 
 
What Is Covered? 
 
Your plan will cover the level of care appropriate for your condition.  Rehabilitative and skilled 
nursing facility care benefits include: 
 

 Room and board, not to exceed the semiprivate room rate.  Charges made by a facility having 
only single or private rooms will be considered at the most common rate for a single or private 
room. 

 

 Other inpatient hospital services even though rendered by a rehabilitation or skilled nursing 
facility. 
 

 Physical therapy. 
 

 Speech therapy where speech is impaired due to illness or injury. 
 

 Occupational therapy to restore function lost due to illness or injury. 
 

 Prescription drugs dispensed by a rehabilitation or skilled nursing facility. 
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Home Health Care 
 
Home health care services can often offer patients increased levels of comfort and security by 
allowing them to be treated by health care professionals in their own home environment rather than 
in a hospital.  When those services meet the following criteria, your plan provides for services of a 
home health care agency that is Medicare-approved and licensed in the state in which it is located: 
 

1. Services are under the direction of a physician who provides and regularly reviews a written 
treatment plan. 

2. Services conform to the physician’s written treatment plan outlining the patient’s diagnosis, 
prognosis and medical needs or to avoid placing the patient at risk for serious medical 
complications; and 

3. Services are provided by a licensed nurse, therapist, or home health aide who is an employee 
of the home health care agency. 

4. Services are intermittent or hourly in nature, 
5. The services are provided in lieu of a continued hospitalization, confinement in a skilled 

nursing facility, or receiving outpatient services outside of the home, 
6. The member is homebound because of illness or injury (i.e., the member leaves home only 

with considerable and taxing effort and absences from home are infrequent, or of short 
duration, or to receive medical care), and  

7. The nursing services provided are not primarily for the comfort or convenience of the patient. 
 
 
What Is Covered? 
 
The following benefits are available through your plan to assist a patient requiring health services in 
his or her home: 
 

 Part-time or intermittent nursing care. 
 

 Part-time or intermittent home health aide services (caring for the patient) by an aide. 
 

 Physical therapy, occupational therapy, and/or speech therapy. 
 

 Respiratory therapy. 
 

 Intermittent services of a registered dietician. 
 

 Infusion therapy, provided by a home health care agency or a licensed home infusion 
company. 

 

 Other covered services billed by a home health care agency. 
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Hospice Care 
 
Facing the necessity of end of life care for yourself or a loved one is especially difficult.  Hospice care 
services help to ensure that the dying person’s last days are filled with comfort and dignity. 
 
 
What Is Covered? 
 
The following benefits are available through your plan to assist both the dying person and his or her 
caregiver: 
 

 Room, board and other services and supplies for inpatient hospice care. 
 

 Outpatient hospice charges. 
 

 Part-time or intermittent nursing care rendered by a health care professional. 
 

 Speech, physical, or respiratory therapy. 
 

 Part-time or intermittent home health aide services by an employee of the hospice. 
 

 Dietary and nutritional counseling. 
 

 Medical supplies prescribed by a physician and supplied by the hospice. 
 

 Drugs and medicine supplied by the hospice. 
 

 Services provided by a social worker, mental health specialist, or patient care coordinator. 
 
The following services are also available to you and your covered dependents through your EAP.  
Please contact Matrix Psychological Services at 1-800-886-1171 for information regarding the EAP.  
Services include, but are not limited to: 
 

 Bereavement counseling. 
 

 Estate planning. 
 

 Legal assistance. 



Memorial Hospital and Memorial Gables 70 2nd draft January 1, 2017 

 
What If I Am Going To Have A Baby? 
 
Congratulations on the upcoming birth of your child!  When you learn of your pregnancy, it is often a 
very emotional time for you and your loved ones.  Once you get over the initial excitement, it is very 
important that you start making decisions about your pre-natal care and the physicians who will help 
you bring your child into this world. 
 
 
Yes!  You Can Help Improve The Health Of Your Pregnancy! 
 
The first step toward improving the quality of your pregnancy and your baby’s health is to seek good 
pre-natal care, which includes the following: 
 

1. Good nutrition and healthy eating habits including a well-balanced diet. 
2. Frequent pre-natal office visits with your physician. 
3. Routine testing, including ultrasounds, blood screenings, and other necessary tests as 

determined by your physician. 
4. Following the advice of your physician. 
5. Calling your physician whenever you are experiencing a symptom that you think may be a 

danger sign. 
 
The next step is choosing the right physician for you.  It is important to ensure that the physician you 
select will provide pre-natal care, as well as delivery and post-natal services.  And make sure that you 
find a physician who you feel comfortable with, so that you feel okay asking questions. 
 
 
What Is Covered? - Mother’s Expenses 
 
Your plan provides coverage for certain medical expenses associated with maternity care for the 
employee, spouse and/or dependent children.  The following services are covered at the benefit 
levels shown in the section titled “Overview of Benefits:” 
 

 Physician’s charges associated with pre-natal and post-natal care, including routine testing 
and ultrasounds. 

 

 Amniocentesis when medically necessary to determine the condition of the fetus. 
 

 Inpatient covered hospital services related to your pregnancy and delivery. 
 

 Birthing center charges for both hospital on-site and freestanding centers. 
 

 Physician’s charges associated with delivery services (including surgery and related 
anesthesia). 

 

 Surgical assistance provided by a physician’s assistant or another physician, when medically 
necessary and ordered by the attending physician. 

 

 Obstetrical services provided by a physician or a health care professional. 
 

 Fetal surgery and related charges for non-experimental procedures performed to enhance or 
protect the outcome of the pregnancy. 
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 Genetic testing when medically necessary to establish a diagnosis of an inheritable disease 

if the patient has clinical symptoms or is at direct risk of inheriting the disease and the results of 
genetic testing will directly impact the patient’s treatment and all other means of determining a 
definitive diagnosis have been exhausted.  Genetic counseling unrelated to pregnancy will be 
covered when necessary in accordance with the American College of Medical Genetics.  
Genetic counseling in connection with pregnancy will be covered if: 
 

 the parents had a previous child born with a genetic disorder, birth defect, chromosome 
abnormality, mental retardation, autism, developmental delay or learning disability, or 

 

 the pregnancy is known to be at increased risk for complications or birth defects based 
on ultrasounds, screening tests, ethnicity, maternal age, exposure to external agents, 
known genetic disorder affecting either parent, previous stillbirths or repeat 
miscarriages and a suspicion of chromosome abnormalities, or closely related couples. 

 
 
What Is Covered? - Newborn’s Expenses 
 
As long as you enroll your eligible newborn within 31 days following his or her birth, the plan pays 
benefits for the following services (even if the plan does not cover the mother’s expenses).  The 
following services are covered at the benefit levels shown in the section titled “Overview of Benefits:” 

 

 Your covered newborn’s inpatient covered hospital services. 
 

 Initial examination by a physician other than the delivering 
physician. 

 

 Routine nursery visits (up to one visit each day for each diagnosis) 
during the newborn’s hospital stay. 

 

 Consultations provided by a specialist. 
 

 Physician’s charges associated with circumcision. 
 
 
You Should Know 
 
The provisions of your plan are intended to comply with a federal law prohibiting all group health plans 
from restricting the length of the hospital stay to less than 48 hours following vaginal delivery and less 
than 96 hours following a cesarean section.  In addition, the plan does not require any prior 
authorization for hospital stays less than 48 hours (or 96 hours as applicable).  After consulting with 
you, your attending physician can still elect to discharge you and/or your baby earlier than 48 hours 
(or 96 hours as applicable) following delivery. 
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DISEASE SPECIFIC TREATMENTS 

 
Complex medical conditions require complex treatments to help patients manage their diseases.  
Though the treatments can be extremely difficult, often they can help patients live full, active lives.  If 
you or a family member is facing the need for an invasive treatment, you are likely also coping with 
stress and anxiety, decisions about treatment options and the need for support. 
 
 
What If I Need Chemotherapy? 
 
Though cancer and its treatments come in many forms and varieties, chemotherapy, also known as 
cytotoxic therapy, is one of the more common ways to fight the disease. 
 
 
What Is Covered? 
 
The following services are covered at the benefit levels shown in the section titled “Overview of 
Benefits:” 
 

 Medications and their administration, including oral medications not covered by the 
prescription plan. 

 
 
 
What If I Need Dialysis? 
 
Dialysis is the most common method to treat advanced and permanent kidney failure.  During the 
waiting period for Medicare benefits, your plan provides benefits for dialysis due to chronic renal 
failure as described below and will be payable as described in the section titled “Overview of 
Benefits.” 
 
 
What Is Covered? 
 
The following services are covered at the benefit levels shown in the section titled “Overview of 
Benefits:” 
 

 Dialysis treatment performed in: 
 

 the outpatient department of a hospital, 

 a facility recognized by Medicare for dialysis, or 

 the patient’s home. 
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What If I Need To See A Physician? 
 
There are many types of physician related services that are covered under the plan.  Services may 
be for inpatient and/or outpatient treatment, including consultations and office visits. 
 
 
Preparing For A Physician Visit 
 
In most cases, your physician will see you for less than 10 minutes.  To prepare and make the most 
of a physician visit, whether on an inpatient or outpatient basis, you may want to do the following: 
 

 Write down your most important concerns 
 

 Symptoms, including when they first occurred and how often they occur, 

 History of the problem, including whether you have had the problem before and how 
long ago, 

 Treatments you may have tried. 
 

 Bring records of information (medical records from other current or previous 
physicians, medications you currently take or have previously taken, including 
dosage information and over-the-counter medications, other health problems, 
etc.) 

 

 Bring along a family member to help you with questions and/or any instructions your 
physician might give you. 
 

 Take notes and ask questions or ask for further explanations regarding your health. 
 

 Follow your physician’s recommended treatment. 
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What Is A Consultation? 
 
A consultation is a meeting of two or more health professionals to discuss the diagnosis, prognosis, 
and treatment of a particular case. 
 
 
What Is Covered? 
 
The following services are covered at the benefit levels shown in the section titled “Overview of 
Benefits:” 
 

 Consultations, including those: 
 

 for medical conditions that may or may not require surgery; and 

 provided by a physician (other than the attending physician) during a hospital 
confinement. 

 

 Office exams provided to treat an illness or injury. 
 

 Charges relating to chiropractic care (spinal and osteopathic manipulation), up to one 
treatment per day.  The plan limits coverage to spinal and osteopathic manipulations (which 
include the full spine), extraspinal manipulations, spinal x-rays, physical therapy and office 
visits. 

 

 Charges associated with injections to treat an illness or injury, including antigens and serums. 
 

 Charges associated with contraceptive injections. 
 

 Diabetes related medical eye examinations (dilated retinal examinations) and/or preventive 
foot care. 

 

 Charges related to outpatient mental disorders and substance abuse treatment when 
rendered by a physician or health care professional, who is licensed, accredited or certified, 
to perform specific health services consistent with state law. 
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What If I Need Surgery? 
 
There are many reasons why someone may need to have surgery.  Some surgeries are due to an 
emergency, but most surgeries today are elective.  By having an elective surgery, you have time to 
learn more about your surgery and find out if it is the best treatment for you. 
 
A surgical procedure may consist of a cutting operation, suturing of a wound, treatment of a fracture, 
relocation of a dislocation, radiotherapy (if used in lieu of a cutting operation), diagnostic and 
therapeutic endoscopic procedures, or laser surgery.  Also certain injections are also classified as 
surgery.  The plan will cover charges related to a surgical procedure as described below, including 
charges for blood that has not been replaced by donation and charges for you to store your blood for 
surgery at a later time. 
 
 
Preparing For Surgery 
 
Prior to your elective surgery, there are many questions you can ask your physician: 
 

1. Why do I need to have surgery and what will happen if I do 
not have surgery? 

2. Are there any alternatives? 
3. Are there any risks or side effects associated with the surgical 

procedure? 
4. How long will it take for me to recover? 
5. Should I get a second surgical opinion? 
6. What do I need to do to prepare for surgery? 

 
 
What Is Covered? 
 
The following services are covered at the benefit levels shown in the section titled “Overview of 
Benefits:” 
 

 Inpatient or outpatient surgery performed in a hospital, ambulatory surgical center, urgent 
care facility or physician’s office, including: 
 

 facility charges; 

 surgeon’s charges; 

 surgical assistance provided by a physician’s assistant or another physician for 
surgical procedures that need an assistant; and 

 related anesthesia when administered by a physician (other than the operating or 
assisting physician) or a Certified Registered Nurse Anesthetist (CRNA). 

 

 Diagnostic surgical procedures. 
 

 Placement or replacement of functional implants (e.g., pacemaker, defibrillator, insulin pump, 
artificial limb) or non-functional implants (e.g., pins/plates for a broken/fractured bone). 

 

 The removal of sutures provided the plan covers the initial placement of the suture, and the 
suture is removed by a physician other than the physician who initially placed it. 
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 Sterilization, including tubal ligations or vasectomies (applies only to an employee, his or her 

covered spouse, or covered female dependent). 
 

 Cornea and skin transplants. 
 

 Oral surgical procedures and other related services, when performed by a physician (MD or 
DO), Doctor of Dental Surgery (DDS), or Doctor of Dental Medicine (DMD), limited to: 
 

 removal of a tumor; 

 removal of non-odontogenic cysts and related anesthesia; 

 repair of damaged oral tissues due to an accidental bodily injury; 

 resection of a non-odontogenic tumor of soft tissue and related anesthesia; 

 Sialolithotomy; 

 closure of salivary fistula; 

 Vestibuloplasty; and 

 removal of lingual frenum. 
 

NOTE: Dental procedures that are covered under both this medical benefit plan and a 
company sponsored dental plan will be processed under the dental benefit plan 
only.  Please refer to the dental benefit plan. 

 

 Surgical procedures related to covered hearing or vision services, including: 
 

 physician’s charges related to surgery; and 

 related anesthesia and facility charges. 
 
 
Second Surgical Opinions 
 
The plan does not require that you obtain a second surgical opinion for an inpatient or outpatient 
surgery.  However, getting a second surgical opinion from another physician is a good way to 
ensure that your surgery is medically necessary and the appropriate surgery for you.  Your 
physician may refer you to another physician for a second opinion or you can coordinate a second 
opinion from any physician of your choice. 
 
The plan pays for the cost of the second opinion exam provided the physician performing the second 
surgical opinion submits the charge as a second surgical opinion consultation.  If you have a second 
opinion, you must request that the physician providing the second surgical opinion submit the charge 
as a second surgical opinion consultation. 
 
 
Women’s Health And Cancer Rights Act 
 
After a medically necessary mastectomy, the plan will provide coverage in the same manner as any 
other covered surgical procedure.  If a mastectomy is performed, the plan will provide coverage for 
reconstruction of the surgically removed breast, including nipple and areola reconstruction and 
repigmentation on which the mastectomy was performed.  It will also cover reconstruction of the other 
breast to produce a symmetrical appearance.  The plan will also provide coverage for breast 
prosthesis due to a mastectomy. 
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What If I Need Anesthesia? 
 
The plan pays for anesthesia associated with a covered surgical procedure.  Your physician will 
inform you whether or not your surgical procedure requires anesthesia.  There are three types of 
anesthesia that your physician may choose: 
 

 Local anesthesia is injected in tissue and numbs a small portion of your body and only for a 
short period of time. This type of anesthesia is generally reserved for outpatient procedures 
and skin and soft tissue surgery, in which a small incision and no deep penetration occur.  
Charges for this type of anesthesia are included in the surgeon’s bill and no additional billing 
would be payable. 

 

 Regional anesthesia is injected into a cluster of nerves and numbs a larger portion of your 
body (e.g., arm, leg, or the lower portion of your body) for a few hours.  During the time you are 
under this type of anesthesia, you may be awake and given a sedative. 

 

 General anesthesia is administered intravenously or by inhalation.  With this type of surgery 
you are not conscious during surgery. 

 
When you decide to have surgery, ask to meet with the anesthesiologist (physician or a Certified 
Registered Nurse Anesthetist (CRNA)) who will be administering the anesthesia.  When meeting with 
the anesthesiologist, you may want to ask the following questions: 
 

1. How long will I be under anesthesia? 
2. What are the side effects of having anesthesia? 
3. I am taking prescribed medications, vitamins and/or supplements, does this pose any risk? 
4. Are there specific risks for someone my weight, height and age? 
5. Is any special consideration taken if I am a smoker? 
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Weight Management 
 
The surgical and non-surgical treatment of morbid obesity will be covered at the benefit levels shown 
in the section titled “Overview of Benefits”, subject to the following: 
 

 For the medically necessary treatment of morbid obesity (a BMI > 40 or a BMI > 35 with 
serious co-morbid conditions); endogenous obesity (caused within the body) including but not 
limited to metabolic factors such as hyperinsular, hyperinterrenal, hypogonad, hypothyroidism, 
hypercholesterolemia, and obesity due to hypothalamic lesions; or exogenous obesity (caused 
by overeating) if: a diagnosis of morbid obesity is given and a separate medical condition is 
present which is aggravated by obesity (e.g. high blood pressure, chronic back conditions, 
varicose veins, etc.).  For surgical treatment of morbid obesity you or your dependent must: 
 

 have a BMI > 40 or a BMI > 35 with obesity-related co-morbidities; 

 have acceptable medical/operative risks; 

 have proof of failed utilization of not-surgical weight reduction methods (a 
multidisciplinary program including a very low calorie diet, supervised exercise at an 
approved site, behavior modification, and support completed within 12 months prior to 
the request for surgical evaluation.)  The program must have been satisfactorily 
completed within 12 months prior to the request for surgical evaluation and must be at 
least 6 months in duration or longer at an approved facility; 

 be motivated, psychologically stable with realistic expectations; 

 be capable of understanding the procedure and possible complications; 

 have a commitment to prolonged lifestyle and behavioral changes; 

 have a supportive family social environment; 

 have a commitment to long-term follow-up. 
 

 The surgical program must be experienced in obesity surgery and include a multidisciplinary 
approach including: 
 

 Pre-operative medical consultation and approval; 

 Pre-operative psychiatric consultation and approval; 

 Nutritional counseling – limited to 6 visits; 

 Support group meetings. 
 

(OSU Medical Center is currently the only provider who meets the criteria in central 
Ohio.) 

 

 For non-surgical treatment of morbid obesity you or your dependent must have a BMI > 30.  
Diet and exercise instruction must be provided at an approved facility – limited to 6 visits.  This 
currently includes Memorial Hospital and OSU Medical Center. 
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What If I Need Therapy? 
 
A very important part of the treatment and recovery process may be some type of therapy.  Therapy 
can help strengthen parts of the body that have lost function.  In some cases therapy may be the only 
needed treatment for your condition.  In other cases therapy may be part of a treatment program 
designed to assist with your recovery.  You and your physician will decide what type of therapy is 
right for you. 
 
Below are several questions you may want to ask your physician or 
therapist as you begin therapy. 
 

1. What type of therapy am I receiving? 
2. Why is this the right type of therapy for my condition? 
3. How often will I need therapy? 
4. How long will my treatment continue? 
5. Where will the treatment be performed? 
6. At what point will my progress be evaluated? 
7. What type of activities will my therapy consist of? 

 
 
What Is Covered? 
 
The following services are covered at the benefit levels shown in the section titled “Overview of 
Benefits:” 
 

 Occupational therapy prescribed by a physician and necessary to improve, develop, or 
restore physical functions lost or impaired due to illness or injury.  Services must be rendered 
by a physician or a health care professional. 

 

 Physical therapy prescribed by a physician and necessary to improve, develop, or restore 
physical function lost due to illness, injury, or a covered surgical procedure.  Services must be 
rendered during a covered hospital confinement, in the outpatient department of a hospital, 
a free-standing physical therapy center, a Medicare approved rehabilitation facility or a 
physician's office.  Services must be rendered by a physician or a health care 
professional. 

 

 Speech therapy when prescribed by a physician and necessary to restore or improve a 
speech disorder that results from illness or injury, or to treat speech delay where the delay is 
caused by an identified illness, injury, or when following surgery for a congenital defect.  
Services must be rendered by a physician or a health care professional. 

 

 Phase 1 and Phase 2 cardiac rehabilitation for those patients with certain cardiac conditions 
who would materially benefit from cardiovascular exercise, and who are unable to engage in 
unsupervised exercise without a clear risk of an acute cardiac event.  Cardiac rehabilitation 
should be initiated as soon after the cardiac event as it is safe to begin (depending on the 
condition, typically no more than 6-12 months after a surgery or procedure is performed).  
Services must be provided by a Medicare approved facility in accordance with Medicare 
guidelines. 
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What If I Need A Transplant? 
 
When you or your family member prepares to undergo transplantation, it can cause great emotional 
and physical strain.  By doing some research and learning what to expect, you will be better prepared 
and ensured a successful procedure; being prepared means taking these extra steps prior to the time 
of surgery: 
 

1. Stay Positive – Good emotional health will help increase your body’s health.  Be sure to talk to 
your physician about stress and anxiety management, and find out what types of services 
may best help you manage your health. 

 

2. Get Educated – Ask lots of questions!  Your physician and transplant team will be able to 
provide you with information to help you understand the procedure and its risks, as well as 
what to expect once the procedure is completed. 

 

3. Get Support – Family and friends are a crucial lifeline for many transplant patients.  However, 
there are also support groups that are intended to help you manage the numerous emotions 
that are common to transplant patients.  Again, your physician and transplant team will be 
able to assist you with locating support groups in your area. 

 

4. Get Financially Ready – Talk to your physician and the team at the transplant center 
regarding the procedures that will be performed as well as the expected reimbursement 
through your medical plan.  Also, be sure to ask about the transplant network and how you can 
maximize your benefits by utilizing its resources. 

 
 
Institute Of Excellence (IOE) 
 
This is a facility that is contracted with Aetna to furnish particular services and supplies to you in 
connection with one or more highly specialized medical procedures.  The maximum charge made by 
the Institute of Excellence (IOE) for such services and supplies will be the amount agreed to between 
Aetna and the IOE. 
 
 
Transplant Expenses 
 
Once it has been determined that you or one of your dependents may require an organ transplant, 
you, or your physician should call the CoreSource, Inc. pre-certification department to discuss 
coordination of your transplant care.  Aetna will coordinate all transplant services.  In addition, you 
must follow any pre-certification requirements.  Organ means solid organ, stem cell, bone marrow, 
and tissue. 
 
Benefits may vary if an IOE facility or non-IOE is used.  In addition, some expenses listed below are 
payable only within the IOE network.  The IOE facility must be specifically approved and designated 
by Aetna to perform the procedure you require.  A transplant will be covered as in-network care only if 
performed in a facility that has been designated as an IOE facility for the type of transplant in question.  
Any treatment or service related to transplants that are provided by a facility that is not specified as an 
IOE network facility, even if the facility is considered an in-network facility for other types of services, 
will be covered at the out of network level.  Please read each section carefully. 
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Covered Transplant Expenses 
 
Covered transplant expenses include the following: 
 

 Charges for activating the donor search process with national registries. 
 

 Compatibility testing of prospective organ donors who are immediate family members.  For the 
purpose of this coverage, an “immediate” family member is defined as a first-degree biological 
relative.  These are your biological parents, siblings or children. 
 

 Inpatient and outpatient expenses directly related to a transplant. 
 

 Charges made by a physician or transplant team. 
 

 Charges made by a hospital, outpatient facility or physician for the medical and surgical 
expenses of a live donor, but only to the extent not covered by another plan or program. 

 

 Related supplies and services provided by the IOE facility during the transplant process.  
These services and supplies may include: physical, speech and occupational therapy; bio-
medicals and immunosuppressants; home health care expenses and home infusion services. 

 
Covered transplant expenses are typically incurred during the four phases of transplant care 
described below.  Expenses incurred for one transplant during these four phases of care will be 
considered one transplant occurrence. 
 
A transplant occurrence is considered to begin at the point of evaluation for a transplant and end 
either: 1) 180 days from the date of the transplant; or 2) upon the date you are discharged from the 
hospital or outpatient facility for the admission or visit(s) related to the transplant, whichever is later. 
 
The four phases of one transplant occurrence and a summary of covered transplant expenses during 
each phase are: 
 

1. Pre-transplant Evaluation/Screening:  Includes all transplant-related professional and technical 
components required for assessment, evaluation and acceptance into a transplant facility’s 
transplant program. 

 

2. Pre-transplant/Candidacy Screening:  Includes HLA typing/compatibility testing of prospective 
organ donors who are immediate family members. 

 

3. Transplant Event:  Includes inpatient and outpatient services for all covered transplant-
related health services and supplies provided to you and a donor during the one or more 
surgical procedures or medical therapies for a transplant; prescription drugs provided during 
your inpatient stay or outpatient visit(s), including bio-medical and immunosuppressant 
drugs; physical, speech or occupational therapy provided during your inpatient stay or 
outpatient visit(s); cadaveric and live donor organ procurement. 

 

4. Follow-up Care:  Includes all covered transplant expenses; home health care services; home 
infusion services; and transplant-related outpatient services rendered within 180 days from 
the date of the transplant event. 
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For the purposes of this section, the following will be considered to be one transplant occurrence: 
 

 Heart 
 Lung 
 Heart/Lung 
 Simultaneous Pancreas Kidney (SPK) 
 Pancreas 
 Kidney 
 Liver 
 Intestine 
 Bone marrow transplant 
 Stem cell transplant 
 Multiple organs replaced during one transplant surgery 
 Tandem transplants (stem cell) 
 Sequential transplants 
 Re-transplant of same organ type within 180 days of the first transplant 
 Any other single organ transplant, unless otherwise excluded under the plan 

 

The following will be considered to be more than one transplant occurrence: 
 

 Autologous blood/bone marrow transplant followed by allogenic blood/bone marrow transplant 
(when not part of a tandem transplant). 

 Allogenic blood/bone marrow transplant followed by an autologous blood/bone marrow 
transplant (when not part of a tandem transplant). 

 Re-transplant after 180 days of the first transplant. 
 Pancreas transplant following a kidney transplant. 
 A transplant necessitated by an additional organ failure during the original transplant 

surgery/process. 
 More than one transplant when not performed as part of a planned tandem or sequential 

transplant (e.g., a liver transplant with subsequent heart transplant). 
 
 
Limitations 
 

The transplant coverage does not include charges for: 
 

 Outpatient drugs including bio-medicals and immunosuppressants not expressly related to an 
outpatient transplant occurrence. 

 Services and supplies furnished to a donor when recipient is not a covered person. 
 Home infusion therapy after the transplant occurrence. 
 Harvesting or storage of organs, without the expectation of immediate transplantation for an 

existing illness. 
 Harvesting and/or storage of bone marrow, tissue or stem cells without the expectation of 

transplantation within 12 months for an existing illness. 
 Cornea (corneal graft with amniotic membrane) or cartilage (autologous chondrocyte or 

autologous osteochondral mosaicplasty) transplants, unless otherwise authorized by 
CoreSource, Inc. 
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Distance Requirement 
 
The IOE facility must be more than 100 miles from the patient’s residence. 
 
 
Travel Allowances 
 
Travel is reimbursed between the patient’s home and the facility for round trip (air, train or bus) 
transportation costs (coach class only).  If traveling by auto to the facility, mileage, parking and toll 
cost are reimbursed.  Mileage reimbursement is $0.14/mile. 
 
 
Lodging Allowances 
 
Reimbursement of expenses incurred by patient and companion for hotel lodging away from home is 
reimbursed at a rate of $50 per night per person (or $100 per night total). 
 
 
Overall Maximum 
 
Travel & lodging reimbursement is limited to $10,000 for any one transplant or procedure type, 
including tandem transplants.  This is a combined maximum for the member, companion and donor. 
 
 
Companions 
 
Adult – 1 companion is permitted. 
Child – 1 parent or guardian is permitted. 
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What If I Need A Prescription Medication? 
 
Understanding the importance your medication plays in your 
treatment will help you get the greatest benefit from your prescription.  
It is important to take an active role in your health care by working 
with your physician, nurse, and pharmacist to learn as much as 
possible about your prescription. 
 
 
Four Ways To Make Your Medications Work For You 
 
1. Give Your Health Care Team Important Information 
 

 Be a partner with your health care team.  Tell them about: 
 

 All the medicines, vitamins, herbals, and dietary supplements you are already taking, 
including prescription medications, vitamins, dietary supplements and over the counter 
medications. 

 Any allergies or if you have had problems when taking a medicine before. 

 Any other illness or medical condition you have, like diabetes or high blood pressure or 
if you are pregnant, considering becoming pregnant or nursing a baby. 

 Any concerns you might have with the cost of the medication.  There may be another 
medicine that costs less and will work similarly. 

 
2. Get The Facts About Your Medicine 
 

 Be Informed 
 

 Ask questions about every new prescription medicine. 
 

 Read The Prescription 
 

 If your physician writes your prescription by hand, make sure you can read it.  If your 
physician submits your prescription to the pharmacy electronically, ask for a copy of 
the prescription. 

 

 Know What Your Medicine Is For 
 

 Ask your physician to write down on the prescription what the medicine is used 
for...not just "take once a day" but "take once a day for high blood pressure." 

 

 Ask Questions 
 

 If you have other questions or concerns: 
 

 Talk to your physician or pharmacist.  
 Write questions down ahead of time and bring them to your appointment. 
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3. Stay With Your Treatment Plan 
 

Now that you have the right medicine, you will want to carry out the treatment plan.  But that is not 
always easy.  The medicines may cause side effects.  Or you may feel better and want to stop 
before finishing your medicines. 

 

 Take all the antibiotics you were prescribed.  If you are taking an antibiotic to fight an 
infection, it is very important to take all of your medicine for as many days as your physician 
prescribed, even if you feel better. 

 

 Ask your physician if your prescription needs to be refilled.  If you are taking medicine for 
high blood pressure or to lower your cholesterol, you may be using your medicine for a long 
time.  If you run out of refills, it may be time to see your physician. 

 

 Tell your physician about any side effects.  You may be able to take a different amount or 
type of medicine. 

 

 Never give your prescription medicine to somebody else or take prescription medicine 
that was not prescribed for you, even if you have the same medical condition. 

 

 Ask whether you need blood tests, x-rays, or other lab tests to find out if the medicine is 
working. 

 
4. Keep A Record Of Your Medicines 
 

 Keep track of what medications you are taking.  Make sure that your list includes 
information about the name of the medication, the dosage and how long you have been taking 
the medication. 

 

 Include non-prescription medications.  Many people take a vitamin or a dietary supplement 
or some other type of non-prescription medication.  Sometimes these can interact with your 
prescription medications.  Make sure your list of medications includes both the prescription and 
non-prescription medications you are taking. 

 

 Keep the list up to date.  If you begin taking a new medication – or stop taking a medication – 
be sure to revise your list.  Also, make revisions if your dosage changes. 

 

 Put the list in a safe place.  Make sure you will be able to find it in an emergency.  Tell your 
family members and friends where they can find your list. 

 

 Take the list with you to your physician appointments, hospital and visits to the 
emergency room or urgent care center.  The physicians and nurses at these facilities will 
need to know what medications you have been taking.  This will assist them in providing the 
best possible treatment. 
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Purchasing Decisions About Prescription Medications 
 

 In a medical facility 
 

 In some cases you or your dependent may receive prescription medications in your 
physician’s office, from a hospital on an inpatient or outpatient basis, from a 
surgical center, through a home health care agency or through hospice, or for 
dialysis or chemotherapy.  In these situations your medications will be covered as 
described in the respective section of this SPD.  The charges from these facilities will 
be subject to, when applicable, the plan’s deductible, any applicable plan maximums 
and any applicable exclusions.  You may wish to ask your physician if the medication 
can be obtained through the pharmacy as it is likely that those medications received 
from the pharmacy will receive a greater discount. 

 
 In the pharmacy 

 

 Prescription drugs purchased in a participating pharmacy are covered by the 
prescription drug benefit administered by Express Scripts.  Each new or refilled 
prescription drug will be payable as described in the section titled “Overview of 
Benefits.”  Your prescription drug expenses will not be applied to your deductible or 
medical out-of-pocket maximum expense limits. 

 
 In a non-network pharmacy 

 

 If you or your dependent purchases a drug at a pharmacy that does not participate in 
the Express Scripts program, you or your dependent must pay for the prescription in 
full and submit a claim form to Express Scripts for reimbursement. 

 
 By mail order 

 

 Maintenance drugs (those prescribed to treat long-term or chronic medical conditions) 
can be obtained by mail through Express Scripts.  Prescription drug mail order forms 
are available through your Human Resources Department. 

 
 Specialty medications 

 

 Specialty drugs are high cost, biological agents that require special handling.  These 
medications are used to treat complex conditions such as cancer, multiple sclerosis, 
rheumatoid arthritis, and HIV.  Specialty medications may be purchased for a 30-day 
supply through the Accredo Specialty Pharmacy.  For more information on specialty 
drugs, you may call Express Scripts at 1-866-654-2175 or by visiting the website at 
www.express-scripts.com. 

http://www.express-scripts.com/
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What Is Accredo? 
 
Accredo is Express Scripts’ Specialty Prescription Company that specializes in oral, injectable and 
infused specialty medications.  Accredo offers many products and services that you don’t get from 
other pharmacies.  Most importantly, Accredo: 
 

 assigns you a Patient Care Coordinator who serves as your personal advocate and your point 
of contact.  This highly trained individual works closely with your physician and your insurer to 
obtain prior authorizations, coordinate billing with your insurer and will even contact you when 
it’s time to refill your prescription. 

 has a complete specialty pharmacy inventory with many specialty medications that aren’t 
readily available at a local pharmacy. 

 delivers your specialty medications directly to you or your doctor. 
 provides you with the necessary supplies you need to administer your medications – at no 

additional cost. 
 offers clinically based care management programs – which include consultation with your 

doctor – to help you get the most benefit from the specialty medications that your doctor has 
prescribed for you. 

 
 
How Do I Get My Specialty Medication Filled Through Accredo? 
 
You may call our toll free number and speak to one of our patient care coordinators.  They will take 
some basic information from you, including your address, your doctor’s name and telephone number, 
the name of the medication, and your insurance information.  You may also have your doctor call in 
your prescription.  People already receiving specialty medication will receive a call two weeks prior to 
the medication running out to schedule delivery. 
 
Call toll free: 1-866-654-2175 
 
 
How Are Your Medications Delivered? 
 
Accredo ships medications to all 50 states via FedEx, UPS, or USPS express shipping.  They call 
patients before each delivery to validate address information and can change shipping information 
when necessary.  They are also able to ship to a variety of alternate addresses, for example, a 
physician’s office, FedEx facility, or to another family member’s address. 
 
Many specialty medications have specific stability requirements or unique handling requirements 
around temperature sensitivity as outlined in manufacturer guidelines.  Temperature-controlled 
medications are shipped in specialized packaging containers via overnight delivery. 



Memorial Hospital and Memorial Gables 88 2nd draft January 1, 2017 

 
What Is Covered Under The Prescription Drug Benefit? 
 

 Federal legend drugs (Federal legend drugs are medications that require a physician’s 
prescription to be dispensed). 

 

 Contraception: 
 

 Non-injectable monthly (ex. oral, Ortho Evra, Nuva Ring) 

 Non-injectable (ex. Seasonale) – 91 day supply only 

 Injectable (ex. Depo-Provera) – 90 day supply only 

 Injectable (ex. Lunelle) – 30 day supply 

 Implants (ex. Implanon) 

 Emergency (ex. Preven) 

 Emergency Plan B 
 

Multi Source Brand contraceptives are covered under the Preventive Care pharmacy benefit at no cost when the 
prescription is written and processed as “Dispense as Written 1” (DAW1).  Single Source Brand contraceptives are 
also covered under the Preventive Care pharmacy benefit.  (More complete information is available at 
www.express-scripts.com.) 

 

 Erectile dysfunction: 
 

 Non-injectable drugs for individuals age 50 and over only, limited to Viagra, Levitra and 
Cialis. 
 

 Injectables: 
 

 ESI self-administered injectable medications (ex. Symlin, Imitrex and Lovenox) 
 

 Legend vitamins: 
 

 Pre-natal agents used in pregnancy 
 

 Compounded products, if certain requirements have been satisfied.  (More complete information is 

available at www.express-scripts.com or by calling 1-866-654-2175.) 
(In addition to being medically necessary and not experimental or investigative, compound drugs must not 
contain any ingredient on a list of excluded ingredients.  That list may be obtained from Express Scripts.  
Furthermore, the cost of the compound must be determined by Express Scripts to be reasonable (e.g. if the cost of 
any ingredient has increased more than 5% every other week or more than 10% annually), the cost will not be 
considered reasonable.  Any denial of coverage for a compound drug may be appealed in the same manner as 
any other drug claim denial under the plan.) 
 

 Bowel prep agents (generics and some brand name drugs) 
 

 Diabetic supplies: 
 

 Syringes, needles, devices, pump supplies 

 Insulin syringes and needles, including pen needles 

 Test strips (ex. Glucose or Ketone) 

 Urine tests 

 Lancets 
 

 Shingles vaccine 
 

 Breast cancer preventive drugs (i.e. Tamoxifen, Raloxifene and Soltamox) 
(These drugs are covered under the Preventive Care pharmacy benefit for members who are high risk for breast 
cancer.  The member must request co-pay review for the approval of the $0 co-pay.  Please contact Express 
Scripts for additional information on this request.) 

http://www.express-scripts.com/
http://www.express-scripts.com/
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 Over the counter medications (a prescription is required): 

 

 Aspirin to prevent cardiovascular disease in men ages 45 to 79 and women ages 55 to 
79 

 Fluoride for preschool children from birth through 5 years old 

 Iron supplementation in children from birth to 12 months of age 

 Folic acid supplementation for women of child bearing age (18 to 45) 

 Vitamin D and calcium/vitamin D age 65 and over 
 

 Smoking cessation products for age 18 and over: 
 

 Legend smoking cessation products (ex. Zyban, Chantix, Nicotrol Inhaler) 

 Generic prescription and generic over the counter smoking cessation products (ex. 
Nicotine patches, nicotine gum, nicotine lozenges) 
 

 Drugs requiring pre-authorization: 
 

Limited PA Offering 

Brand Name Generic Name 

Adcirca tadalafil 

Adempas riociguat 

Ampyra dalfampridine 

Aralast™ NP, Glassia™, Prolastin, Prolastin-C, 

Zemaira 

alpha-1 proteinase inhibitor products 

Aranesp darbepoetin alfa 

Avonex interferon beta-1a 

Betaseron, Extavia interferon beta-1b 

Copaxone glatiramer acetate 

Daliresp roflumilast 

Egrifta tesamorelin 

Epogen, Procrit epoetin alfa 

Genotropin, Humatrope, Norditropin, Nutropin, 

Nutropin AQ, Omnitrope, Saizen, Serostim, Tev-

Tropin, Zorbtive™ 

growth hormone products 

Hetlioz tasimelteon 

Hyalgan, Synvisc, Synvisc-One, Supartz, 

Orthovisc, Monovisc, Gel-One, Euflexxa 

hyaluronic acid derivatives 

Increlex mecasermin 

Letairis ambrisentan 

Myalept™ metreleptin 

Opsumit® macitentan 

Orenitram® treprostinil 

Rebif interferon beta-1a 

Regranex becaplermin 

Remodulin treprostinil 

Revatio  sildenafil 

Tracleer bosentan 

Tysabri natalizumab 

Tyvaso treprostinil 

Ventavis iloprost 

Xeomin incobotulinumtoxinA 
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Advantage PA Offering 

Brand Name Generic Name 

Actemra tocilizumab 

Cimzia certolizumab 

Enbrel etanercept 

Entyvio™ vedolizumab 

Forteo teriparatide 

Granix® tbo-Filgrastim 

Grastek®, Oralair® timothy/mixed grass pollen allergen extract 

Humira adalimumab 

Kineret anakinra 

Lidoderm lidocaine 

Lovaza, Vascepa™ omega-3 fatty acids 

Neulasta pegfilgrastim 

Neupogen filgrastim 

Nuvigil armodafinil 

Orencia abatacept 

Otezla® apremilast 

Provigil modafinil 

Ragwitek® short ragweed pollen allergen extract 

Remicade infliximab 

Rituxan rituximab 

Simponi golimumab 

Solaraze diclofenac 3% topical gel 

Stelara ustekinumab 

Xolair omalizumab 
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Nonessential Therapy PA Offering 

Brand Name Generic Name 

Botox onabotulinumtoxinA 

Caverject Impulse, Edex® Injection, Muse Urethral 
Suppositories 

alprostadil products 

Cialis tadalafil 

Dysport abobotulinumtoxinA 

Stendra™ avanafil 

Byetta, Bydureon™, Victoza® GLP-1 agonists 

Levitra, Staxyn™ vardenafil 

Myobloc rimabotulinumtoxinB 

Lumigan®, Xalatan®, Travatan®/x®, Zioptan™, generics ophthalmic prostaglandin 

Restasis cyclosporine 

Seroquel quetiapine 

Symlin pramlintide 

Tazorac 0.05% and 0.1% cream, gel; Fabior 0.1% 
foam 

topical tazarotene products 

Topamax topiramate 

Zonegran zonisamide 

Androderm, AndroGel®, Axiron®, Fortesta®, Striant®, 
Testim®, First®-Testosterone MC, First®-Testosterone 

topical testosterone products 

Retin-A, Retin-A Micro®, Avita, Tretin X®, Atralin, 
generic tretinoin products, Veltin™, Ziana® 

topical tretinoin products 

Viagra sildenafil 

Adipex [phentermine], Bontril [phendimetrazine], Didrex 
[benzphetamine], Sanorex [mazindol], Suprenza 
[phentermine], Tenuate [diethylpropion], Xenical 
[orlistat], Belviq, Qsymia 

weight loss drugs 

Aveed, Depo-Testosterone [testosterone cypionate 
injections, generics], Delatestryl® [testosterone 
enanthate injection, generics], Testopel® [testosterone 
pellet] 

injectable testosterone products 

 
Adjunctive Specialty PA Offering 

Brand Name Generic Name 

Acthar Gel corticotropin 

Boniva IV, Ibandronate, Reclast bisphosphonates IV 

Bivigam™, Carimune NF Nanofiltered, Flebogamma®, 

Gammagard Liquid, Gammagard S/D, Iveegam EN, 

Polygam, Octagam, Gamunex, Gamunex-C, 

Gammaked 

immune globulin intravenous 

Gamunex-C, Hizentra, Vivaglobin, Gammaked immune globulin subcutaneous 

Prolia denosumab 

Somavert pegvisomant 

Synagis palivizumab 

Eligard, Lupron, Lupaneta leuprolide acetate, norethindrone acetate 

Copegus, Rebetol, Ribasphere ribavirin 
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Pharmacogenomic PA Offering 

Brand Name Generic Name 

Afinitor (o) everolimus 

Bosulif (o) bosutinib 

Erbitux cetuximab 

Gleevec(o) imatinib 

Herceptin trastuzumab 

Iclusig(o) ponatinib 

Incivek telaprevir 

Kadcyla ado-Trastuzumab emtansine 

Kalydeco™ ivacaftor 

Olysio™ simeprevir 

PEG-Intron peginterferon alfa-2b 

Pegasys peginterferon alfa-2a 

Perjeta™ pertuzumab 

Selzentry maraviroc 

Sovaldi sofosbuvir 

Sprycel(o) dasatinib 

Stivarga(o) regorafenib 

Tarceva(o) erlotinib 

Tasigna(o) nilotinib 

Tykerb(o) lapatinib 

Vectibix panitumumab 

Victrelis™ boceprevir 

Xalkori crizotinib 

Zelboraf(o) vemurafenib 

Zykadia(o) ceritinib 

 
Proactive PA Offering 

Brand Name Generic Name 

Arcalyst rilonacept 

Berinert C1 esterase inhibitor 

Chenodal chenodiol 

Cinryze C1 esterase inhibitor 

Eylea aflibercept 

Firazyr Icatibant 

Ilaris canakinumab 

Kalbitor ecallantide 

Korlym mifepristone 

Krystexxa pegloticase 

Kuvan sapropterin dihydrochloride 

Lucentis Ranibizumab 

Macugen pegaptanib 

Makena hydroxyprogesterone caproate 

Nplate Romiplostim 

Promacta eltrombopag olamine 

Samsca tolvaptan 

Xenazine tetrabenazine 
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What Is Not Covered Under The Prescription Drug Benefit? 
 
BELOW ARE MEDICATIONS THAT ARE NOT COVERED WHEN OBTAINED THROUGH A PHARMACY 
(PARTICIPATING OR NON-NETWORK) OR MAIL ORDER. 
 

 Over the counter drugs, except smoking cessation drugs indicated above. 
 

 Cosmetic indications: 
 

 Photo-aged skin products (ex. Renova, Avage) 

 Legend hair growth agents (ex. Propecia, Vaniqa) 

 Injectable cosmetics (ex. Botox cosmetic) 

 Depigmentation products used for skin conditions requiring a bleaching agent 
 

 Contraception: 
 

 Contraceptive devices (ex. Diaphragms) (Not covered under the prescription drug 
benefit plan, but covered under the medical plan) 

 Intra-uterine devices (IUDs) (Not covered under the prescription drug benefit plan, but 
covered under the medical plan) 
 

 Fertility agents. 
 

 Erectile dysfunction: 
 

 Non-injectable drugs, except as specifically provided above. 

 Injectable (ex. Caverject, Edex) 

 Yohimbine 
 

 Weight management agents used to suppress appetite and control fat absorption (ex. Xenical, 
Meridia). 
 

 Injectables: 
 

 Allergens 
 All injectables, except insulin or any others specifically stated above 

 

 Serums, toxoids and vaccines. 
 

 Legend vitamins: 
 

 All, unless specifically indicated as covered 

 Therapeutic agents used for specific deficiencies and conditions (ex. Rocaltrol, 
Calcitriol, Niacin, Potaba) 

 Legend multivitamins 

 Supplemental agents 

 Hemopoetic agents used to treat anemia (ex. Folic Acid, Niferex 150 mg.) 
 

 Legend fluoride products: 
 

 Dental (ex. Paste, gel, mouthwash) 

 Pediatric (ex. Luride, Poly-Vi-Flor) 
 

 Over the counter equivalents (ex. Hydrocortisone 1% cream, Ibuprofen 200 mg, 
Diphenhydramine 25 mg, Niacin 125 mg & 250 mg) 
 

 Non-Legend medications - (OTC) 
 

 Legend medical foods – All 
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 Diabetic supplies: 

 

 Injection devices 

 Insulin pumps and pump supplies 

 Swabs 

 Blood monitors and kits 

 Continuous glucose sensors 

 Blood glucose calibration solutions 

 Lancet devices 
 

 Durable medical equipment: 
 

 Respiratory therapy supplies (ex. Aerochamber, Spacers, Nebulizers) 

 Peak flow meters 

 Non-insulin syringes 

 Ostomy supplies 
 

 Legend diagnostic, testing and imaging supplies (ex. Tubersol used for TB skin test, 
Radiopaque dye for outpatient testing) 
 

 Legend homeopathic drugs 
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SUPPLEMENTARY SERVICES AND SUPPLIES 

 
The best course of treatment for you may not include hospitalization, diagnostic testing, or other 
services previously described.  Rather, your condition may require specialized care or supplies in 
conjunction with the services being provided by your physician.  These benefits supplement other 
coverage described throughout this document to complete the comprehensive program offered by 
your employer. 
 
 
Medical Equipment, Medical Supplies, Orthotics, And Prosthetics 
 
Your plan pays benefits for medical equipment and supplies that you and your family members may 
need to assist you with an illness, injury, or congenital defect. 
 
 
What Is Covered? 
 
Charges will be covered as described below and will be payable as described in the section titled 
“Overview of Benefits:” 
 

 Rental or purchase of medical equipment. 
 

 Medical supplies that are needed to help you manage your condition, 
including, but not limited to: jobst hose, colostomy supplies, crutches, 
canes, diabetic supplies, etc. 

 

 Orthotic appliances such as braces and orthopedic shoes that are an 
integral part of a corrective brace. 

 

 Temporary and long-term prostheses. 
 

 Prosthetic devices, as well as their replacement as needed due to the 
patient’s growth or physiological change, or every three years due to 
wear and tear. 

 

 Breast prostheses, as well as their replacement as needed due to the 
patient’s growth or physiological change, or every five years due to 
wear and tear. 

 

 Necessary repairs to covered medical equipment, orthotic appliances, and prosthetic devices. 



Memorial Hospital and Memorial Gables 96 2nd draft January 1, 2017 

 
Outpatient Diabetes Education Services 
 
The diagnosis of a new medical condition may require you to change your way of living.  In some 
cases, you may need to completely reevaluate your diet.  Luckily, MH can help guide you through this 
change.  Please contact the Diabetes Education Department for assistance. 
 
 
What Is Covered? 
 
Your plan provides benefits rendered by such providers as described below, and benefits are payable 
as described in the section titled “Overview of Benefits”: 
 

 Ten hours of education the first year immediately following your diagnosis, or if you or your 
dependent have never had diabetes education in the past. 

 

 Three hours of education per year for every year after your first year of diabetes education. 
 
 
 
Home Sleep Studies 
 
A home sleep study is a simplified version of an overnight, attended sleep study that focuses on 
nocturnal breathing.  Home sleep studies are only used to diagnose or rule out obstructive sleep 
apnea (OSA).  Because the emphasis is on breathing, it’s possible to use fewer sensors. 
 
 
What Is Covered? 
 
Charges will be covered as described below and will be payable as described in the section titled 
“Overview of Benefits:” 
 

 Your plan provides benefits rendered through MH only. 
 

NOTE: A home sleep study must be performed before a full sleep study is authorized for payment. 
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WHAT IS NOT COVERED UNDER YOUR MEDICAL PLAN? 

 
While the medical plan provides a thorough and comprehensive level of coverage for you and your 
covered dependents, not every service is covered.  The following is a list of services which are not 
covered by any portion of the plan. 
 

1. Abortion.  Charges related to a voluntary or medically necessary abortion, unless the mother’s 
life would be endangered if carried to term. 

 

2. Acupuncture and Acupressure. 
 

3. Ambulance.  The plan does not pay benefits for anything other than professional ambulance 
transportation charges, such as: 

 

 transportation from a hospital to the patient’s home, unless a home health care program 
is in place, 

 travel charges for regularly scheduled plane or train transportation, 
 transportation for the convenience of the patient, and 
 transportation by other than a professional ambulance service, except as otherwise 

provided. 
 

4. Amniocentesis.  Amniocentesis to determine the gender of the newborn or in the absence of 
known risk factors including but not limited to, maternal age, previous child with chromosomal 
disorder, abnormal ultrasound, or family history or other documented risk of a detectable, single 
gene disorder. 

 

5. Anesthesia Separate Charges.  Charges billed separately by an anesthesiologist and a CRNA 
that, when the bills are combined, exceed reasonable and customary. 

 

6. Appliances.  Your plan does not pay benefit for dental guards, dentures, orthodontic braces, 
hearing aids, orthopedic shoes that are not an integral part of an orthopedic brace, arch 
supports, shoe inserts, and similar appliances. 

 

7. Biofeedback.  Charges related to biofeedback training. 
 

8. Chiropractic Care.  Chiropractic care - other than office visits, spinal x-rays, spinal or 
osteopathic manipulations, extraspinal manipulations, and physical therapy. 

 

9. Claim Forms.  Charges incurred for completion of claim forms. 
 

10. Claims Filing Deadline.  Claims filed later than 15 months from the date the charge was 
incurred. 

 

11. Complications.  Charges related to complications arising from a procedure that is not covered 
by the plan. 

 

12. Communicator-Assist Devices.  Charges for non-implantable communicator-assist devices, 
including but not limited to communication boards and computers. 

 

13. Confinements for Not Covered Procedures.  Any hospital or other facility charges for 
procedures or confinements that the plan does not cover. 

 

14. Confinements for Testing/Physical Therapy.  Confinements solely for diagnostic testing, x-
rays, physical checkups, physical therapy, observation, and rest cures. 

 

15. Contraceptives.  Charges for oral contraceptives.  (Covered under the prescription drug benefit 
plan.) 
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16. Convenience Items.  Convenience items such as telephones, televisions, guest meals, guest 

beds, haircuts, manicures, personal computers, internet connection costs, etc. 
 

17. Cosmetic Procedures.  Cosmetic procedures unless medically necessary: 
 

 to improve the function of a part of the body, or 
 as the result of an illness or injury if completed within 18 months after the date of the 

illness or injury, or 
 due to post-mastectomy breast reconstruction, or 
 to treat a congenital defect. 

 

18. Cryopreservation.  Charges for cryopreservation or storage, except as otherwise provided 
under the transplant benefit. 

 

19. Custodial Care.  Charges/confinements for custodial care (services which primarily help an 
individual perform daily living activities). 

 

20. Days of Confinement.  Your plan does not pay benefits for days of hospital confinement prior 
to the morning of your elective surgery. 

 

21. Days on Leave.  Charges for days when you or your covered dependents are not confined in 
the hospital (days when the patient is on leave from the hospital). 

 

22. Dental.  Dental expenses for the following: 
 

 hospital confinements or hospital outpatient expenses during which only dental 
services or oral surgical procedures are performed, unless necessary due to a 
concurrent hazardous medical condition, a medical need to utilize the facility, or due 
to the age of the patient (up to age 6). 

 charges related to dental services, procedures or prosthesis, except as specifically 
provided. 

 dental x-rays, except when performed in connection with a covered oral surgical 
procedure. 

 

23. Dietary Supplements.  Charges for vitamins, minerals or oral dietary supplements that contain 
a dietary ingredient intended to supplement the diet.  The plan also excludes charges for special 
diets. 

 

24. Digital Breast Tomosynthesis.  Charges for digital breast tomosynthesis (DBT) as a primary 
screening method for breast cancer. 

 

25. Duplicate Tests.  Duplicate tests by different physicians, except when medically necessary 
to monitor a patient’s medical condition. 

 

26. Earwax Removal.  Charges for earwax removal, unless medically necessary. 
 

27. Educational Training/Testing.  Educational testing and training, except as otherwise provided. 
 

28. Emergency Room.  The plan does not pay benefits for the use of an emergency room for 
chronic conditions not requiring repeated visits to the emergency room or for follow up visits in 
an emergency room. 

 

29. Environmental Control Equipment.  Your plan does not pay benefits for equipment such as 
air conditioners, air filters, humidifiers, vaporizers, etc. 

 

30. Errors in Refraction.  Testing to determine errors in refraction, unless due to an injury or 
following a covered surgery. 
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31. Eyeglasses and Contact Lenses.  Charges for eyeglasses and contact lenses. 
 

32. Experimental/Investigational.  Charges for drugs, devices, supplies, treatments, procedures, 
or services that are considered experimental or investigational by the plan. 

 

33. Failure to Comply with another Plan.  Charges that are not payable by the primary plan 
covering the patient solely due to the patient's failure to comply with that plan’s requirements for 
cost containment provisions (including – but not limited to - failure to pre-certify). 

 

34. Failure to Comply with your Plan.  Charges that may otherwise be payable when you or your 
provider fail to comply with your plan’s request for information. 

 

35. Family Providers.  Services, care, and treatment rendered by your immediate family or in-law. 
 

36. Fertility Treatment.  Treatment, counseling, or any procedure to correct infertility or to bring 
about or enhance the probability of conception. 

 

37. Fetal Surgery.  Fetal surgery and related charges when the procedure is experimental or not 
performed to enhance or protect the outcome of the pregnancy. 

 

38. Foot Care.  Charges for foot care, including treatment (other than surgery) of corns, bunions, 
toenails, calluses, flat feet, fallen arches, weak feet and chronic foot strain.  This exclusion does 
not apply to diabetic foot care. 

 

39. Gambling Addiction Treatment. 
 

40. Government/Military Hospital.  Services provided in a hospital operated by the U.S. 
government (or an agency of the government, such as a V.A. or military hospital) for an armed-
services-related medical condition. 

 

41. Governmental/State.  Charges for which coverage is provided through any federal, state, 
municipal, or other governmental body or agency. 

 

42. Hair Analysis.  Charges for hair analysis. 
 

43. Hazardous Activities.  Charges relating to the treatment of injuries received as a result of 
participation in hazardous activities/events, whether or not for wage or profit.  Hazardous 
activities/events include, but are not limited to – motor vehicle racing, skydiving, scuba diving, 
motor-cross racing, bungee jumping, kick boxing competitions, rodeos, etc. 

 

44. Health Club Membership.  Membership costs included, but not limited to health clubs and 
weight loss programs, except as provided under “Weight Management.” 

 

45. Hearing.  Charges for hearing aids, devices, implants, cochlear implants and routine hearing 
tests (except as otherwise provided under required preventive care).  The plan also excludes 
charges related to the treatment of degenerative hearing loss. 

 

46. Holiday/Weekend Charges.  Additional charges because care is provided after hours, on a 
holiday or on a weekend. 

 

47. Home Modifications.  Barrier-free home modifications, including but not limited to ramps, grab-
bars, railings, standing frames, etc. 

 

48. Home Testing.  Charges for home testing kits. 
 

49. Homemaker Services.  Charges for homemaker or housekeeping services. 
 

50. Homeopathic Care.  Herbal medicines, holistic or homeopathic care, including drugs. 
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51. Hospice.  Charges for respite care, bereavement counseling, funeral arrangements, pastoral 

counseling and financial/legal counseling.  These services may be available to you and your 
covered dependents through your EAP.  Other hospice services are covered. 

 

52. Hypnotherapy.  Your plan does not pay benefits for hypnotherapy. 
 

53. Illegal Activity.  Charges incurred as a result of committing, or attempting to commit any illegal 
or criminal activity, unless the illness or injury is a result of a physical or mental condition. 

 

54. In-Vitro.  Artificial insemination, in-vitro fertilization and embryo transfer. 
 

55. Incomplete Claims Submission.  Charges when there has been an incomplete claim 
submission. 

 

56. Late Discharge.  Charges for “late discharge” or “late check-out” if the discharge results from 
convenience. 

 

57. Learning Disabilities/Developmental Delay.  Your plan does not provide benefits for the 
treatment of learning disabilities or developmental delay. 

 

58. Legal Expenses.  Charges for legal expenses or fees incurred in obtaining medical treatment or 
payment of claims. 

 

59. Massage Therapy.  Charges for massage therapy. 
 

60. Medically Necessary.  Services and supplies that are not medically necessary. 
 

61. Medical Equipment.  Rental charges that exceed the purchase price of the equipment. 
 

62. Medical Supplies.  Charges for a specially designed bra for a breast prosthesis, exercise 
equipment, blood pressure kits, diet scales, etc. 

 

63. Motorized Carts, Scooters or Strollers. 
 

64. Not Required to Pay.  Charges that you would not be required to pay if you did not have group 
health coverage. 

 

65. Nuclear Contamination.  Expenses incurred as a result of radioactive contamination, or the 
hazardous properties of nuclear materials. 

 

66. Observation Care.  Charges for 23-hour outpatient observation care in excess of the cost of 
one day care at the hospital's semiprivate room rate. 

 

67. Off-Label Drug Use.  Charges for the use of an FDA-approved drug for a purpose other than 
that for which it is approved, unless the drug is appropriate and generally accepted for the 
condition being treated based on reliable scientific evidence. 

 

68. Office Visits and Other Expenses for School, Marriage, Employment, Licensing, or 
Regulatory Purpose.  Office visit charges for pre-employment, premarital, or any examinations 
required by school, camp, licensing, regulatory, or other such purpose. 

 

69. Overhead Charges.  Charges related to physician overhead, including but not limited to 
equipment used to perform a treatment or service. 

 

70. Paternity.  Charges for paternity testing. 
 

71. Phone/Internet Conversations.  Charges for medical treatments, consultations, or visits that 
consist of a telephone or internet conversation or other electronic communication. 

 

72. Plan Maximums.  Charges in excess of plan maximums. 
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73. Positional Head Deformity.  Charges for treatment related to positional head deformity. 
 

74. Private Duty Nursing. 
 

Providers Not Covered.  Services rendered by a provider who is not specifically included in the 
definition of a physician or specifically listed as a covered provider. 

75. Reasonable and Customary.  Charges in excess of those considered reasonable and 
customary. 

 

76. Recreational, Music, and Remedial Reading Therapy. 
 

77. Retail Clinics.  Charges by a retail establishment health clinic (MinuteClinic®, Take Care Health 
Clinic®, RediClinic®, etc.). 

 

78. Services Not Rendered.  Charges for services or supplies not rendered (including charges for 
canceled appointments). 

 

Sexual Conversion.  Surgical and other related medical charges associated with sexual conversion, 
gender reassignment, or disturbance of gender identification. 

 

Sexual Disorder Therapy. 

79. Shock Therapy. 
 

80. Skilled Nursing Facility.  Confinements for custodial care. 
 

81. Smoking Cessation.  Charges for services related to smoking cessation (e.g., hypnotism for 
smoking cessation), except as otherwise provided under required preventive care or covered 
under the prescription drug benefit plan. 

 

82. Standby Physician.  Charges for a standby physician, except when required because of a 
hospital policy or state law. 

 

83. Sterilization of a Male Dependent Child.  Sterilization of covered male dependents other than 
you or your covered spouse. 

 

84. Sterilization Reversal.  Sterilization reversal and all related charges. 
 

85. Stress Management. 
 

86. Surrogacy.  Charges incurred by a surrogate mother. 
 

87. Thermography.  Charges for thermography, thermogram, or thermoscribe. 
 

88. Travel.  Any type of travel whether or not recommended by a physician, except in connection 
with covered ambulance and transplants. 

 

89. Treatment Outside of the United States.  Charges for treatment or services provided outside 
of the Unites States when the sole purpose of travel was to obtain diagnosis or treatment. 

 

90. Vision.  Charges for radial keratotomy, LASIK, refractive keratoplasty, or similar procedures. 
 

91. Vitamin Injections.  Charges for vitamin injections. 
 

92. Vocational Rehabilitation.  Charges for any treatment or service for work-hardening or 
vocational rehabilitation. 

 

93. War.  Charges incurred as a result of war or act of war, whether declared or undeclared. 
 

94. Wigs.  Charges for wigs or hair prosthesis. 
 

95. Worker’s Compensation.  Services rendered for treatment of any injury or illness for which 
benefits are available under or entitled to under a Worker's Compensation or Employer Liability 
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Law, whether or not the policy is in force, or services rendered on account of any occupational 
injury or illness.  Occupational injury or illness includes those as a result of any work for wage 
or profit. 
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COORDINATION OF BENEFITS (COB) FOR DEPENDENT CHILDREN 

 
Today many people have more than one source of benefit coverage.  Because of this, the plan has a 
coordination of benefits (COB) feature that helps to avoid duplication of payments for the same 
services.  Not only does it prevent duplication of payments, it also makes sure that you are receiving 
the maximum benefit for which you are entitled. 
 
IMPORTANT:  Please note that if your spouse is enrolled in another group health plan, they 
are not eligible for coverage under your plan.  Your plan will not issue any secondary payment 
in this situation.  Your plan will only coordinate coverage as required by law (i.e. Medicare) or 
for children under through the end of the month in which they turn age 26 who are enrolled in 
your plan and a group health plan through another parent. 
 
 
How Does Coordination Work? 
 
When there are other sources that provide benefits, the plan that pays benefits first is called the 
primary plan.  The plan that pays benefits next is the secondary plan. 
 
When your plan is primary, it will pay the normal benefit.  When it is secondary, the plan will use the 
"standard" method of coordination.  The plan will reduce its payment so that the total benefits paid 
under both plans do not exceed 100% of the allowable expense.  An allowable expense is any 
reasonable, necessary, and customary expense incurred while covered under your plan, part or all of 
which would be covered under your plan.  Allowable expenses do not include expenses contained in 
the section titled "What Is Not Covered under Your Medical Plan?"expense for medically necessary 
care if at least a portion of that expense is covered under one of the plans. 
 
When your plan is secondary, an allowable expense will include any deductible or coinsurance 
amounts not paid by the other plan(s).  Your plan it will then subtract the amount paid by the primary 
plan from the allowable expense.  However, even when the plan is secondary, it will never pay more 
than it would if it were the primary plan. 
 
 
Right To Receive And Release Necessary Information 
 
Certain facts about health care coverage and services are needed to apply these COB rules and to 
determine benefits payable under this plan and other plans.  This plan may get the facts it needs from, 
or give them to other organizations or persons for the purpose of applying these rules and determining 
benefits under this plan and other plans covering the person claiming benefits.  This plan need not tell, 
or get the consent of, any person to do this.  Each person claiming benefits under this plan must 
provide any facts it needs to apply those rules and determine benefits payable. 
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Medicare 
 
Your plan will coordinate in accordance with applicable Medicare and Medicaid coordination of 
benefit guidelines.  If a person is entitled to coverage under Medicare, the plan will coordinate 
benefits with Medicare.  Contact CoreSource, Inc. at (877) 381-8570 to receive additional information 
on the coordination of plan benefits and Medicare benefits. 
 
In general, if you are a covered employee and you or your covered dependents are entitled to 
coverage under Medicare, the plan will be the primary payer of benefits and Medicare will be the 
secondary payer.  However, if a covered person is entitled to benefits under Medicare for end-stage 
renal disease, the plan will only be considered the primary payer for a 30 month period.  Thereafter, 
Medicare will be the primary payer and the plan will be the secondary payer. 
 
If you are entitled to Medicare benefits due to disability and continue to work, the plan is the primary 
payer of benefits and Medicare is the secondary payer for you and your covered dependents.  If you 
are entitled to Medicare benefits due to disability and you are not working, the plan is the primary payer 
of benefits and Medicare is the secondary payer for you and your covered dependents if the disability 
payments received by you are subject to FICA taxes.  If the disability payments received by you are 
not subject to FICA taxes, Medicare is the primary payer of benefits and the plan is the secondary 
payer.  The plan is always primary for disabled covered dependents of working covered employees. 
 
If a person is covered under the plan due to status as a former employee or being the dependent of 
a former employee (such as due to COBRA continuation coverage) and has Medicare for any 
reason other than end-stage renal disease,  Medicare is primary and the plan is secondary.  If the 
person has Medicare due to end-stage renal disease, the plan will be the primary payer for a 30-
month period.  Thereafter, Medicare will be the primary payer and the plan will be the secondary 
payer. 
 
 
Tricare/CHAMPUS 
 
In the case of the Group Health Plan, if a covered employee or covered dependent is covered under 
the Group Health Plan and Tricare/Civilian Health and Medical Program of the Uniformed Service 
(CHAMPUS) (the program that provides healthcare services to dependents of active armed services 
personnel), the Group Health Plan is the primary payer and Tricare/CHAMPUS is the secondary 
payer.  If a covered employee is called to active duty for more than 30 days, Tricare/CHAMPUS 
becomes the primary payer and the Group Health Plan will be the secondary payer. 
 
If you or any member of your family has more than one source of coverage, contact the Plan 
Supervisor to get a complete understanding of how the COB feature applies. 
 
 
How Does The Plan Coordinate Benefits When Multiple Preferred Provider Arrangements Are 
Utilized? 
 
When both your plan, paying as secondary, and the primary plan have a preferred provider 
arrangement in place, payment will be made up to the preferred provider allowance available to the 
primary plan. 
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Determining The Order Of Benefit Payments For Dependent Children 
 

The following applies when determining whether your plan will be primary or will pay benefits 
secondary to another plan: 
 

 If the other source of coverage does not contain a coordination of benefits provision, that 
source always pays benefits first. 

 

 If the claimant is a child and is covered as a dependent under both your plan and the other 
parent’s source of coverage, your plan will use the “birthday rule.”  The birthday rule means 
that the coverage of the parent whose birthday falls earlier in the year (regardless of the year 
of birth) is the primary plan and pays benefits first.  The source providing coverage for the 
parent whose birthday falls later in the year pays benefits second.  For example, if the mother’s 
birthday is in June and the father’s birthday is in August, the mother’s source of coverage will 
pay benefits first.  The age of the parent has no effect on whose coverage pays benefits first. 

 

 If the claimant is a child of divorced or separated parents, the following order applies as to 
which source of coverage pays benefits first: 

 

 Parent with financial responsibility for medical, dental, or other health care expenses 
due to a court order; 

 If the court order does not establish financial liability, the parent with physical custody 
pays first, then the spouse of the parent with physical custody, then the parent without 
physical custody and spouse of the parent without physical custody. 

 If neither of the above provisions establish which coverage is primary, the plan will use 
the birthday rule. 

 

 If none of the above guidelines or the following charts apply, the source providing coverage for 
the claimant longer pays benefits first. 

 
 

Other Instances Where The Plan Coordinates Benefits With Other Coverages For Dependent 
Children 
 

Your plan also coordinates benefits with other types of coverage, as shown in the following chart. 
 

If Your Child Has… Here’s How Your Plan Pays Benefits... 

Coverage under your plan through 
COBRA 

Your plan pays second to any coverage covering your child as a 
dependent.  If the other plan does not have this rule and the plans do 
not agree on the order of benefits, this rule is ignored. 

Coverage through Medicaid Your plan pays first.  If the other plan does not have this rule and the 
plans do not agree on the order of benefits, this rule is ignored. 

Coverage through another 
government-sponsored program 
(e.g., TRICARE) 

Any other plan through which your child may have coverage pays 
benefits according to the priority previously described, and the 
government-sponsored program pays benefits last.  If the other plan 
does not have this rule and the plans do not agree on the order of 
benefits, this rule is ignored. 

Coverage through Medicare as 
the result of end-stage renal 
disease 

The plan responsible for your child’s primary coverage (as previously 
explained) pays benefits first and Medicare pays benefits last during the 
first 30 months of Medicare coverage. 
 

After 30 months, Medicare pays benefits first, and the above rules 
governing the order of benefit payments apply next.  Your plan may or 
may not pay a benefit (depending on the amount any other plan and 
Medicare pay). 
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COORDINATION OF BENEFITS (COB) WITH MEDICARE 

 
How Does Coordination Work? 
 
When there are other sources that provide benefits, the plan that pays benefits first is called the 
primary plan.  The plan that pays benefits next is the secondary plan. 
 
When your plan is primary, it will pay the normal benefit.  When it is secondary, the plan will use the 
"standard" method of coordination.  The plan will reduce its payment so that the total benefits paid 
under both plans do not exceed 100% of the allowable expense.  An allowable expense is any 
reasonable, necessary, and customary expense incurred while covered under your plan, part or all of 
which would be covered under your plan.  Allowable expenses do not include expenses contained in 
the section titled "What Is Not Covered under Your Medical Plan?"expense for medically necessary 
care if at least a portion of that expense is covered under one of the plans. 
 
When your plan is secondary, an allowable expense will include any deductible or coinsurance 
amounts not paid by the other plan(s).  Your plan it will then subtract the amount paid by the primary 
plan from the allowable expense.  However, even when the plan is secondary, it will never pay more 
than it would if it were the primary plan. 
 
 

Right To Receive And Release Necessary Information 
 
Certain facts about health care coverage and services are needed to apply these COB rules and to 
determine benefits payable under this plan and other plans.  This plan may get the facts it needs from, 
or give them to other organizations or persons for the purpose of applying these rules and determining 
benefits under this plan and other plans covering the person claiming benefits.  This plan need not tell, 
or get the consent of, any person to do this.  Each person claiming benefits under this plan must 
provide any facts it needs to apply those rules and determine benefits payable. 
 
 

Medicare 
 
Your plan will coordinate in accordance with applicable Medicare and Medicaid coordination of 
benefit guidelines.  If a person is entitled to coverage under Medicare, the plan will coordinate 
benefits with Medicare.  Contact CoreSource, Inc. at (877) 381-8570 to receive additional information 
on the coordination of plan benefits and Medicare benefits. 
 
In general, if you are a covered employee and you or your covered dependents are entitled to 
coverage under Medicare, the plan will be the primary payer of benefits and Medicare will be the 
secondary payer.  However, if a covered person is entitled to benefits under Medicare for end-stage 
renal disease, the plan will only be considered the primary payer for a 30 month period.  Thereafter, 
Medicare will be the primary payer and the plan will be the secondary payer. 
 
If you are entitled to Medicare benefits due to disability and continue to work, the plan is the primary 
payer of benefits and Medicare is the secondary payer for you and your covered dependents.  If you 
are entitled to Medicare benefits due to disability and you are not working, the plan is the primary payer 
of benefits and Medicare is the secondary payer for you and your covered dependents if the disability 
payments received by you are subject to FICA taxes.  If the disability payments received by you are not 
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subject to FICA taxes, Medicare is the primary payer of benefits and the plan is the secondary payer.  
The plan is always primary for disabled covered dependents of working covered employees. 
 
If a person is covered under the plan due to status as a former employee or being the dependent of 
a former employee (such as due to COBRA continuation coverage) and has Medicare for any 
reason other than end-stage renal disease,  Medicare is primary and the plan is secondary.  If the 
person has Medicare due to end-stage renal disease, the plan will be the primary payer for a 30-
month period.  Thereafter, Medicare will be the primary payer and the plan will be the secondary 
payer. 
 
 
Tricare/CHAMPUS 
 
In the case of the Group Health Plan, if a covered employee or covered dependent is covered under 
the Group Health Plan and Tricare/Civilian Health and Medical Program of the Uniformed Service 
(CHAMPUS) (the program that provides healthcare services to dependents of active armed services 
personnel), the Group Health Plan is the primary payer and Tricare/CHAMPUS is the secondary 
payer.  If a covered employee is called to active duty for more than 30 days, Tricare/CHAMPUS 
becomes the primary payer and the Group Health Plan will be the secondary payer. 
 
If you or any member of your family has more than one source of coverage, contact the Plan 
Supervisor to get a complete understanding of how the COB feature applies. 
 
 
How Does The Plan Coordinate Benefits With Medicare When Multiple Preferred Provider 
Arrangements Are Utilized? 
 
When both your plan, paying as secondary, and the primary plan have a preferred provider 
arrangement in place, payment will be made up to the preferred provider allowance available to the 
primary plan. 
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COORDINATION WITH AUTOMOBILE COVERAGE 

 
When coverage is provided through an automobile insurance policy, the plan will coordinate as 
follows: 
 
IF: 
 

The automobile insurance policy does not have a coordination of benefits provision 
 
THEN: 
 

The automobile insurance policy will be primary for any auto-related injuries. 
 
 
IF: 
 

The automobile insurance policy does have a coordination of benefits provision 
 
THEN: 
 

Your plan will be primary for any auto related injuries and will coordinate benefits with coverage 
provided through the automobile insurance policy. 
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PARTICIPATING IN THE PLAN 

 
1. Who Can Participate In The Plan? 

 

You are eligible for coverage in the plan if you are an employee of the company who meets 
either the traditional eligibility requirements or the look-back eligibility requirements as explained 
below. 
 

Traditional Eligibility Requirements: 
 

You are eligible for coverage in the plan if you satisfy the traditional eligibility requirements.  You 
satisfy these requirements if you satisfy the following criteria: 
 

 You are a full-time employee regularly scheduled to work 80 hours per pay period; 
 You are a part-time employee regularly scheduled to work a minimum of 48 hours per 

pay period; 
 You are a contracted physician who is eligible based upon the terms of your contract; or 
 You are a part-time employee who is regularly scheduled to work 40 hours per pay 

period, you were hired prior to January 1, 1993, and you have been continuously covered 
under the plan since June 1, 1994 or earlier.  Please note that if your work schedule is 
altered in any way, this provision no longer applies. 

 

Employees who satisfy the traditional eligibility requirements are considered Benefits-Eligible 
Employees for purposes of the plan.  Employees who do not satisfy the traditional eligibility 
requirements are considered Non-Benefits-Eligible Employees for purposes of the plan. 
 

Look-back Eligibility Requirements: 
 

You are eligible for coverage in the plan if you satisfy the look-back eligibility requirements.  You 
satisfy the look-back eligibility requirements if: 
 

 You are an ongoing employee and you averaged at least 30 hours of service during 
the standard measurement period. 

 You are not an ongoing employee and you are classified by the company as a 
variable hour employee, new part-time employee, or seasonal employee, and you 
average at least 30 hours of service per week during your initial measurement period. 

 

Please Note:  If you experience a change in employment status during your initial 
measurement period such that, had you begun your employment in the new position or status, 
you would have been considered a Benefits-Eligible employee (and would not have been 
classified as a seasonal employee), you will be eligible to enroll in the plan on the first day of 
the month following your change in employment status. 
 

Special Rules for Rehired Employees 
 

If you terminate employment and you are subsequently rehired, you will be treated as a new 
employee and must satisfy the eligibility requirements of the plan upon your re-employment if 
you had a break in service. 



Memorial Hospital and Memorial Gables 110 2nd draft January 1, 2017 

 
If you terminated employment and are subsequently re-employed, but have not incurred a break 
in service, you will be treated as not having terminated employment and shall retain the status 
that you had with respect to the Stability Period (Initial or Standard) that includes your rehire 
date.  This means that if you were eligible to participate in the plan and were actually enrolled in 
the plan on the date you terminated employment, you will be offered the chance to re-enroll in 
the plan effective the first day of the month following your date of re-hire.  If you were not eligible 
to participate in the plan or you were eligible to participate in the plan but were not enrolled in the 
plan on the date you terminated employment, you will not be offered the ability to enroll in the 
plan on your date of rehire. 
 

Special Rules for Employees Who Change Status: 
 

If you transfer employment within the company and you change from a classification that is 
Benefits-Eligible employee to a classification that is Non-Benefits-Eligible employee (as 
classified by the company) and you did not average at least 30 hours of service per week 
during the most recent standard measurement period, you will no longer be eligible for 
coverage under the plan on the first day of the month following your change in classification. 
 

Effective September 1, 2015, if you transfer employment within the company and you change 
from a classification that is Benefits-Eligible employee to a classification that is Non-Benefits-
Eligible employee (as classified by the company) and you averaged at least 30 hours of 
service per week during the most recent standard measurement period, you will continue to 
be eligible for medical coverage for the remainder of the Stability Period (Initial or Standard) that 
includes your date of change of classification. 
 

If you transfer employment within the company and change from a classification that is Non-
Benefits-Eligible employee to a classification that is Benefits-Eligible employee (as classified by 
the company), you will be eligible for coverage on the first day of the month following your 
change in classification. 
 

To the extent that these eligibility rules do not address a specific eligibility issue, the company 
has the discretion to make eligibility determinations consistent with applicable laws and 
regulations, including special rules for changes in employment status and special unpaid leaves 
of absence. 

 
 

2. When Can I Participate In The Plan? 
 

If you are an eligible employee because you satisfy the traditional eligibility requirements, if you 
request enrollment within 31 days from your date of hire or change in benefit eligibility, you may 
participate in the plan described in this booklet on the first day of the month following the date of 
your request for enrollment.  If you are an eligible employee because you satisfy the look-back 
eligibility requirements, you may participate in the plan on the first day of the Stability Period 
(Initial or Standard, as applicable) provided you request enrollment during the enrollment period 
offered to you.  Human Resources will provide you with an enrollment form. 
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3. How Do I Enroll For Coverage? 

 

If you are an eligible employee because you satisfy the traditional eligibility requirements, you 
must complete, sign and return your enrollment form to Human Resources within 31 days from 
the date you become an eligible employee for you to be covered in this plan.  If you are an 
eligible employee because you satisfy the look-back eligibility requirements, you must complete, 
sign and return your enrollment form to Human Resources by the last day of the enrollment 
period that is offered to you. 

 
 

4. Can I Enroll My Spouse And Dependent Children? 
 

Yes.  If you enroll for coverage, you may also enroll your eligible spouse and dependent 
children.  If your spouse has other group health plan coverage, they are not eligible for 
enrollment in your plan. 
 

If you request enrollment for a dependent on the hospital’s group health plan and it is 
determined that the individual is not an eligible dependent, the coverage will be terminated 
immediately.  You may be subject to disciplinary action. 

 
 

5. How Do I Know If My Spouse Is Eligible? 
 

Your spouse is eligible if you are legally married and neither legally separated nor divorced.  
Effective prior to June 26, 2015, your plan will not recognize same gender marriages or common 
law marriages, whether or not such marriages are legal or valid under the laws of your state of 
residence or the state in which the ceremony occurred.[AC3] 

 
 

6. What If Both My Spouse And I Work For The Company? 
 

If you are enrolled as an employee under your plan, you may not be enrolled as a dependent.  
If both you and your spouse are covered as employees under your plan, only one of you may 
enroll your children as dependents. 
 

If both you and your spouse are covered separately as employees and coverage for one of you 
is terminated, the one who remains an employee may within 31 days cover their spouse as a 
dependent and may cover any children who were covered under the spouse’s coverage. 
 

See Questions 11 through 18 for more information. 
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7. How Do I Know If My Dependent Children Are Eligible? 

 

If you enroll for coverage, you may also enroll your eligible dependent children.  Please refer to 
the chart below for eligibility requirements: 
 

Eligible dependents Requirement 

Your dependent 
children 

Your children until the end of the month in which they reach their 26th birthday. 
 

Children are your: 
 

 natural born children,  
 step children, 
 legally adopted children, 
 children for whom you have court appointed guardianship, 
 foster children, 
 children under age 18 who have been placed for adoption, whether or not 

the adoption is final.  Proof of adoption or placement for adoption is 
required for enrollment in the plan. 

Children age 26 and 
older 

Your unmarried children from the end of the month in which they reach age 26 
until the end of the month in which they reach age 28 provided they meet the 
following criteria: 
 

 The child is your natural child, stepchild, or adopted child;  
 The child is a resident of the state of Ohio or a full-time student at an 

accredited public or private institution of higher learning;  
 The child is not employed by an employer that offers any health benefit 

plan under which the child is eligible for coverage; and  
 The child is not eligible for coverage under the Medicaid program 

established under Chapter 5111 of the Ohio revised Code or the 
Medicare program established under Title XVIII of the “Social Security 
Act,” 42 U.S.C. 1395. 

 

In order to be considered a full-time student, the child must be enrolled full-time 
as defined by the institution.  Coverage ends at the end of the month in which 
the child ceases being a full-time student if residing outside the state of Ohio. 
 

If your child takes a medically necessary leave of absence during a school 
term due to a serious illness or injury, he or she will be considered a full-time 
student until the earlier of: 
 

 one year from the start of the medically necessary leave; or 

 the date on which coverage would otherwise terminate under the terms of 
the plan. 

 

Written certification must be provided by the attending physician of your 
dependent child certifying that the child is suffering from a serious illness or 
injury that would require a medically necessary leave of absence. 

Totally disabled 
children 

Your unmarried children who are totally disabled either mentally or physically 
may continue their participation in the plan after the end of the month in which 
they reach age 26 or 28 provided they were enrolled in the plan at the end of 
the month in which they reached age 26 or 28, and proof is provided of their 
incapacity.  Coverage will end when the child is no longer totally disabled. 

QMCSO Your plan will also provide coverage as described by a Qualified Medical Child 
Support Order (QMCSO) that assigns the rights of a participant or beneficiary 
to receive benefits under this health plan. 
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8. What If A Court Order Requires That I Provide Coverage For My Dependent Child? 

 

A Qualified Medical Child Support Order (QMCSO) is a court decree under which a court 
mandates coverage for a child (called an Alternate Recipient).  Upon receipt of a Medical Child 
Support Order or a National Medical Support Notice issued under applicable state or federal law, 
the Plan Administrator shall take the following steps, within 20 business days: 
 

1. Determine if the notice or order conforms to the requirements of a QMCSO, 
2. Reply to the issuing agency if you are no longer employed, fall into a class of employees 

who are ineligible for coverage or if dependent coverage is not provided, 
3. Notify the issuing agency if the notice or order is determined to not meet the 

requirements of a QMCSO, 
4. Notify the issuing agency of the coverage options available under the plan and any 

waiting periods which exist for coverage under the plan (if applicable), 
5. Determine if federal withholding limits or prioritization rules permit the withholding from 

your income of the amount required to obtain coverage for the children specified, 
6. If appropriate, withhold from your income any contributions required, 
7. Notify you of any contributions to be withheld from future pay, 
8. Notify Plan Supervisors/vendors about enrollment, and 
9. Notify the issuing agency of the date of enrollment and date coverage under the plan will 

begin. 
 

The participant and each Alternate Recipient shall have the right to request in writing that the Plan 
Administrator again review the status of the notice or order.  The request must be submitted 
within 60 days after being notified of the Plan Administrator’s decision.  The participant and each 
Alternate Recipient may present additional materials to the Plan Administrator for review.  The 
Plan Administrator may request additional information or material from the participant or 
Alternate Recipient.  The Plan Administrator must provide sufficient information to understand 
available options and to assist in appropriately completing the notice or order. 

 
 

9. Who Would Not Be Considered Eligible For Enrollment In Your Plan? 
 

 You and your dependents, on the date your employment terminates or the date you no 
longer meet eligibility requirements as defined in Question 1. 

 Your spouse beginning on the date you are legally divorced or legally separated. 
 Any individual who begins active service in the armed forces of any country, unless coverage 

is continued as provided under Federal law. 
 Any individual who does not meet the definition of an employee or dependent. 
 Your children age 26 to age 28 who are employed by an employer that offers any health 

benefit plan under which the child is eligible for coverage, or who otherwise does not meet 
the eligibility criteria. 

 Temporary or part-time employees regularly scheduled to work less than 48 hours per pay 
period, except as specifically provided under Question 1. 

 Your spouse who is enrolled in another group health plan. 
 Domestic partners. 
 Common law spouse. 

 

NOTE: If your coverage terminates or if a dependent ceases to be covered for any of the 
above reasons, you and/or your dependent may be eligible to continue coverage 
under the plan. 
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10. What Is My Cost To Participate In The Plan? 

 

The company shares in the cost of coverage for you and your eligible dependents.  Information 
regarding the specific cost for coverage can be obtained from Human Resources. 

 
 

11. Can I Enroll Myself And/Or My Dependents If I Previously Declined Participation In The 
Plan? 
 

If you are an eligible employee and previously declined participation in the plan, you may have 
the opportunity to enroll yourself and dependents at open enrollment.  The annual open 
enrollment period is held once each year during the fall.  You may enroll in any plan 
maintained by the company for benefits and change the eligible dependents you cover.  
Elections made during the annual open enrollment period will be effective on the first of 
January of the following year. 
 

If you declined enrollment for yourself or your dependents and you or your dependents 
become eligible for a premium assistance subsidy under Medicaid or Children's Health 
Insurance Program (CHIP), you may enroll yourself and dependents in your plan within 60 days 
of when eligibility for the subsidy was determined. 
 

If you declined enrollment for yourself or your dependents and coverage under Medicaid or 
Children's Health Insurance Program (CHIP) is terminated as a result of loss of eligibility, you 
may enroll yourself and dependents in your plan within 60 days of the loss of coverage. 
 

If you declined enrollment for yourself or your dependents because you or your dependents 
have other group coverage or another health insurance arrangement, you may, in the future, be 
able to enroll yourself or your dependents in your plan, provided you request enrollment within 
31 calendar days after your other coverage ends. 
 

In order to enroll, you must have indicated at the time you and/or your dependents were eligible 
for enrollment that the reason coverage was waived was due to other coverage.  If the other 
coverage was not provided under a COBRA continuation provision, that coverage must have 
terminated either as a result of loss of eligibility or because employer contribution to that 
coverage has ceased.  If the other coverage was provided under a COBRA continuation 
provision, the maximum COBRA continuation period must be exhausted.  Proof of loss of 
coverage must be provided. 

 
 

12. What Information Do I Need To Enroll During The Year? 
 

If you have a new dependent as a result of marriage, birth, adoption or placement for adoption, 
you may be able to enroll yourself, your spouse and your dependent child, provided you request 
enrollment with 31 calendar days after the marriage, birth, adoption or placement for adoption. 
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You must provide Human Resources with the following information in writing and provide written 
documentation of the event (i.e., birth certificate, marriage certificate, etc.) within that 31 calendar 
day period: 
 

1. The reason for the addition (e.g., newborn baby, adoption, marriage, full-time student 
[ages 26-28], etc.) 

2. The name of each dependent 
3. Their relationship to you 
4. Their dates of birth 
5. The date they became your dependents (e.g., newborn baby – date of birth; adoption – 

date of adoption; marriage – date of marriage) 
6. Their social security number 

 

If you add your dependents within the 31-day period specified above, their coverage will be 
effective as of the date they became your dependent(s), or in the case of marriage, the first of 
the month following the date of request.  If they are not added at that time, they may only be 
added as described elsewhere in this section. 

 
 

13. Are There Other Changes I Need To Provide To Human Resources? 
 

To keep your coverage up-to-date, you should notify Human Resources immediately whenever 
your personal status or that of your dependents changes in such a way as to affect your 
coverage.  Typically changes of this sort occur when: 
 

 you move, 
 you marry, 
 you have a child, 
 you are divorced, 
 a covered dependent becomes ineligible, and 
 there is a change in your spouse’s or dependent’s health coverage. 

 
 

14. Can I Change My Coverage During The Year? 
 

IRS regulations require that your benefit elections remain in effect throughout the full plan year 
(January 1 – December 31).  The only exception that permits you to change your election during 
the year is when you experience a qualified change in family status.  When you do experience a 
qualified change in family status based on the chart below, the mid-year election changes must 
be consistent with the following requirements: 
 

 The event must cause you or your dependent to gain or lose eligibility for: 
 

 benefits under one of the benefit plans; 
 benefits available through the cafeteria plan; or 
 benefits available under another employer’s benefit plan or plan option. 
 

 The mid-year election change must be “on account of” the change in status; and 
 

 The mid-year election change must “correspond with” the change in status that caused a 
gain or loss of plan eligibility. 
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The following chart explains which events are considered qualified changes in family status and 
what changes you may make as a result. 
 

Event Enrollment Procedure 

Change in marital 
status 

You may add your spouse and children, drop coverage or change coverage 
as a result of marriage.  You may delete spouse/add dependents due to a 
divorce, legal separation or annulment.  You may delete spouse/add 
dependents or change coverage due to the death of a spouse.  Remember, 
the qualified change must cause you or your dependent to gain or lose 
eligibility.  Please refer to the provisions above this chart. 

Change in number of 
dependents 

You may add your children/spouse or change coverage as a result of a birth, 
adoption or placement for adoption.  You may delete dependent/change 
coverage due to a death of a dependent child.  Remember, the qualified 
change must cause you or your dependent to gain or lose eligibility.  Please 
refer to the provisions above this chart. 

Change in 
employment status or 
work schedule of the 
employee, spouse or 
dependent 

You may drop coverage/add coverage, delete spouse or dependent or 
change coverage as the result of commencement or termination of 
employment, or change from part-time to full-time employment or vice-versa.  
Remember, the qualified change must cause you or your dependent to gain 
or lose eligibility.  Please refer to the provisions above this chart. 

Significant change in 
coverage or in cost of 
coverage 

You may drop coverage/add coverage or change coverage if there is a 
significant change in coverage or in cost of coverage.  For information 
regarding this provision, please contact Human Resources. 

Dependents gain or 
lose eligible status 

You may add/drop coverage of a dependent that is meeting or ceasing to 
meet the plan’s definition of dependent, such as attainment of a specified 
age or ceasing to be a student.  Please note that if your dependent regains 
eligibility due to re-enrollment as a full-time student, he/she will only be 
allowed to enroll in the plan during annual open enrollment, unless re-
enrollment as a full-time student caused your dependent to lose other 
coverage. 

Mid-year eligibility for 
or loss of Medicare or 
Medicaid 

You may add/drop coverage or delete dependent as a result of gain or loss 
of Medicare or Medicaid coverage. 

A judgment, decree or 
order requiring 
dependent coverage 
(e.g., QMCSO) 

You may add coverage and dependent child due to a judgment, decree or 
order requiring dependent coverage.  The dependent child must meet the 
plan’s eligibility requirements. 

Enrollment in another 
plan with minimum 
essential coverage or 
qualified health plan 
through a marketplace 

There are two circumstances that will allow you to prospectively revoke your 
election of coverage under the plan: 
 

 If your hours of employment are reduced to fewer than 30 hours on 
average (per week), even though you continue to be eligible for 
coverage under the plan, then you may revoke your coverage under 
the plan so that you (and your dependents) can enroll in another 
health plan that provides minimum essential coverage.  In order to 
revoke your coverage under the plan, you must certify that you have 
enrolled (or intend to enroll) in another health plan that provides 
minimum essential coverage.  You must also certify that such 
coverage in the other health plan will become effective no later than 
the first day of the second month following the month in which your 
coverage under the plan has stopped. 



Memorial Hospital and Memorial Gables 117 2nd draft January 1, 2017 

 
Event Enrollment Procedure 

Enrollment in another 
plan with minimum 
essential coverage or 
qualified health plan 
through a marketplace 
(continued) 

 If you are eligible for a special enrollment period to enroll in a qualified 
health plan through a marketplace, or you wish to enroll in a qualified 
health plan through a marketplace during the marketplace’s open 
enrollment period, then you may revoke your coverage under the plan 
so that you (and your dependents) can enroll in a qualified health 
plan through a marketplace.  You must certify that you have enrolled 
(or intend to enroll) in a qualified health plan and that your new 
coverage will become effective no later than the day after your last day 
of coverage under the plan. 

 
 

15. What Should I Do If I Experience A Family Status Change? 
 

If you have a qualified change in family status, please contact Human Resources immediately so 
that they can provide you with the information you will need to make any changes allowed under 
your plan.  You must make these changes within 31 days of the event.  In the case of birth, 
adoption or placement for adoption, changes will be effective on the date of the event.  In the 
case of enrollment in another health plan with minimum essential coverage due to a change in 
employment status, or enrollment in a qualified health plan through the marketplace, changes 
are effective on the first day of the month following the date of the event.  In all other instances, 
changes will be effective on the first of the month following your date of request. 

 
 

16. When Will My Coverage And/Or My Dependents Coverage End? 
 

Your coverage 
 

Your coverage will end at the end of the month in which any of the following occur: 
 

 you no longer satisfy the traditional eligibility requirements, unless you otherwise satisfy 
the look-back eligibility requirements, 

 you stop making required contributions, 
 you decline coverage, 
 you leave employment at the company, 
 you retire, 
 you die, or 
 the plan is terminated, or is amended such that you do not meet the requirement for 

coverage under the plan. 
 

If you satisfy the look-back eligibility requirements as an ongoing employee, you are no longer 
eligible for coverage under this plan on the last day of the Stability Period associated with the 
standard measurement period during which you are employed by the company and average 
at least 30 hours of service during the standard measurement period. 
 

If you are not an ongoing employee and you satisfy the look-back eligibility requirements, you 
are no longer eligible for coverage under this plan on the last day of your initial stability period, 
unless you otherwise satisfy the look-back eligibility requirements as an ongoing employee. 
 

Your coverage may also be terminated when any of the following occurs: 
 

 fraud, misrepresentation or false information (on any documentation associated with the 
group health plan, including the Wellness Scorecard). 
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Your dependent’s coverage 
 

Coverage for your dependents will end at the end of the month in which any of the following 
occur: 
 

 your coverage ends, 
 your dependent no longer meets the plan’s requirement of an eligible dependent, 
 you stop making required contributions, 
 you decline coverage for your eligible dependents, 
 you retire, 
 you die, or 
 the plan is terminated, or is amended such that you or your dependent do not meet the 

requirement for coverage under the plan. 
 

Your coverage may also be terminated when any of the following occurs: 
 

 fraud, misrepresentation or false information (on any documentation associated with the 
group health plan, including the Wellness Scorecard). 

 

When coverage ends for you and your covered dependents as provided above, you and/or 
your covered dependents may be eligible for continuation of coverage (available at your own 
expense).  Please refer to the section titled “COBRA Continuation Coverage.” 
 

In certain circumstances your coverage may be extended.  These situations are described in the 
following few questions. 

 
 

17. What Happens To My Dependents’ Coverage If I Pass Away? 
 

Coverage for your covered dependents will continue until the end of the month in which your 
death occurred.  Your dependents must pay the regular contribution for coverage. 
 

Your dependents may then be eligible for continuation of coverage as explained in the section 
titled “COBRA Continuation Coverage.” 

 
 

18. What Happens To My Coverage If I Am Laid Off? 
 

Coverage for you and your covered dependents will continue until the end of the month in 
which you are laid off, unless stated otherwise in any applicable severance agreement.  You 
must continue to make your regular contribution for coverage. 
 

You and your dependents may then be eligible for continuation of coverage as explained in the 
section titled “COBRA Continuation Coverage.” 
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19. What Happens To My Coverage If I Take A Medical Or Personal Leave Of Absence? 

 

If you obtain an approved leave of absence, you (and your covered dependents) are eligible for 
continuation of medical coverage under this plan for a period of up to 9 months from the first day 
your benefits under FMLA have ended or until you have exhausted your sick time, whichever 
occurs last, provided you continue to pay your portion of the coverage costs and you are an 
employee of the company. 
 

At the end of the 9 months of coverage for leave or exhaustion of your sick time, you and your 
dependents may be eligible for continuation of coverage as described in the section titled 
“COBRA Continuation Coverage.” 
 
 

20. What If I Am On Administrative Leave? 
 

Coverage for you and your covered dependents will continue during your administrative leave, 
as long as you are covered by an employment contract.  You must continue to make your 
regular contribution for coverage. 
 

You and your dependents may then be eligible for continuation of coverage as explained in the 
section titled “COBRA Continuation Coverage.” 

 
 

21. What If I Return To Work From My Medical Leave, Personal Leave Of Absence, Layoff or 
Administrative Leave? 
 

If you return to work following a leave or layoff, coverage for you and your covered dependents 
will be reinstated as described in Question 2. 

 
 

22. Do I Have Continuation Rights Under USERRA If I Am On Military Leave? 
 

You may elect to continue coverage under the plan (including coverage for dependents) for up 
to 24 months from the first day of absence (or, if earlier, until the day after the date you are 
required to apply for or return to active employment with the company under the Uniformed 
Services Employment and Reemployment Rights Act of 1994).  If your period of military service 
is less than 31 days, you will be required to pay your normal contributions for coverage.  If your 
period of military service is 31 days or more, your contributions for the continued coverage shall 
be the same as for a COBRA beneficiary. 
 

Whether or not you continue coverage during military service, you may reinstate coverage under 
your plan upon your return to employment under the provisions of the Uniformed Services 
Employment and Reemployment Rights Act of 1994.  The reinstatement will be without any 
waiting period otherwise required under the plan, except to the extent that the waiting period 
would have been imposed if coverage had not terminated due to military service.  This waiver of 
the waiting period shall not apply to any illness or injury that is incurred in, or aggravated during, 
the performance of military service. 
 

USERRA continuation coverage runs concurrent with COBRA continuation coverage and the 
same election procedures applicable for COBRA continuation coverage (including all election 
deadlines) are applicable to USERRA continuation coverage. 
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You have a period of sixty (60) days from the date of your commencement of military service to 
continue coverage under the plan.  The coverage will be the same as coverage under the plan 
for covered employees. 
 

If you elect continued coverage, your coverage under this plan will terminate for the following 
reasons:  (1) the last day of your USERRA continuation period; (2) your failure to pay any 
required contribution in a timely manner; (3) termination of the plan; (4) failure of the employee 
to return to employment or reapply for employment with the company within the required time 
period as provided in USERRA following completion of service in the uniformed services; and (5) 
your loss of rights under USERRA because of undesirable conduct such as dishonorable 
discharge. 

 
 

23. Do I Have Continuation Rights Under FMLA If A Member Of My Family Is On “Covered 
Active Duty” Or Is A “Covered Servicemember?” 
 

The Family Medical Leave Act of 1993 (FMLA), as amended, provides rights to certain 
employees whose family members are individuals in the service of the United States Armed 
Forces.  These benefits include the extension of health benefits and the resumption of benefits 
upon return from the leave.  You are a qualified employee if: 
 

 You have worked for the company for at least 12 months, and 
 You have worked for at least 1,250 hours during the year preceding the leave, and 
 Your spouse, son, daughter or parent is on “covered active duty” in the Armed Forces of 

the United States (including the National Guard or Reserves).  This is called “qualifying 
exigency leave,” or 

 You are the spouse, parent, son, daughter or next of kin of a “covered servicemember” of 
the Armed Forces (including the National Guard or Reserves).  This is called “service 
member care leave.” 

 

A qualified employee is entitled to up to 12 weeks of “qualifying exigency leave” in a 12 month 
period.  This 12 week period will begin 12 months from the first date leave is used. 
 

A qualified employee is entitled to up to 26 weeks of “service member care leave” in a 12 month 
period.  This 26 week period will begin 12 months from the first date leave is used. 
 

Please see the question titled “What Happens to My Coverage If I Take a Leave under the 
Family and Medical Leave Act (FMLA) (For a Reason Other Than Military Leave)?” for a 
description of contributions that will be required during FMLA leave and other FMLA provisions. 
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24. What Happens To My Coverage If I Take A Leave Under The Family And Medical Leave 

Act (FMLA) (For A Reason Other Than Military Leave)? 
 

The Family and Medical Leave Act of 1993 (FMLA) provides certain rights to qualified 
employees.  Included in these rights are certain provisions regarding the extension of health 
benefits and the resumption of benefits for employees who are granted leave.  You are a 
qualified employee if: 
 

 You have worked for the company for at least 12 months, and 
 You have worked for at least 1,250 hours during the year preceding the start of the leave. 

 

A qualified employee is entitled to leave under the FMLA for: 
 

 Birth of a child and to care for such child (up to 12 months after the birth of the child). 
 Placement of a child for adoption or foster care (up to 12 months after the placement of 

the child). 
 Care of your seriously ill spouse, child or parent. 
 A serious health condition that makes you unable to perform your job functions. 

 

A qualified employee is entitled to up to 12 weeks of leave in a 12 month period under the 
FMLA.  The 12 week period will end 12 months from the first date leave is used.  During the time 
an employee is granted leave under the FMLA you must pay your regular contribution for 
coverage for you and your covered dependents.  Your contribution must be paid at the same 
time as it would be if made by payroll deduction. 
 

You will be allowed a 30 day grace period from the due date to make the premium payment.  If 
payment is not made during that time, your coverage will be suspended when the grace period 
ends.  If you fail to pay a contribution during your leave, coverage will be suspended.  Coverage 
will resume, when you return to work, as though it had not been lost and no waiting period will be 
imposed. 
 

If your coverage ends due to failure to pay a required premium or if you do not return to work, 
you and/or your covered dependents may continue coverage as provided under COBRA. 
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GLOSSARY 

 
Whenever one of the following words or phrases appears highlighted, they shall have the meaning 
explained below, unless the context otherwise requires.  Please note, “reasonable and customary,” 
“experimental,” “investigational,” and “medically necessary” have been defined elsewhere in this 
SPD. 
 
Adverse benefit determination:  a rescission of coverage or a denial, reduction or termination of, or 
a failure to provide or make payment (in whole or in part) for a benefit, including any such denial, 
reduction, termination, or failure to provide or make payment that is based on the determination of a 
participant’s or beneficiary’s eligibility to participate in the plan.  This includes a denial, reduction or 
termination of, or a failure to provide or make payment (in whole or in part) for a benefit resulting from 
the application of any utilization review (if applicable), as well as a failure to cover an item or service 
for which benefits are otherwise provided because it is determined to be experimental, 
investigational, or not medically necessary or appropriate. 
 
Affordable Care Act (ACA):  is a United States Federal statute signed into law on March 23, 2010.  It 
represents the most significant government expansion and regulatory overhaul of the United States 
healthcare system since 1965. 
 
Alternate recipient:  any child of a participant in a group health plan who is recognized under a 
Medical Child Support Order as having a right to enrollment under the plan with respect to such 
participant. 
 
Annual open enrollment period:  an annual period each fall, during which you may enroll into the 
plan for benefits to be effective on the following January 1. 
 
Authorized representative:  a physician rendering the service for which a bill is submitted (but not a 
designee of the physician), or a person who a covered employee or covered dependent has 
authorized in writing to act on his/her behalf.  If the claim is an urgent care pre-service claim, the plan 
will consider a health care professional with knowledge of a claimant’s medical condition as an 
authorized representative. 
 

If a covered employee or covered dependent wishes to authorize another person (e.g., family 
member) to act on his/her behalf on matters that relate to filing of benefit claims, notification of benefit 
determinations, and/or appeal of benefit denials, he/she must first notify the Plan Administrator of 
such authorization by providing a completed Notice of Authorized Representative form. 
 
Break in service:  a period of thirteen (13) consecutive weeks (or more) during which an employee 
did not have an Hour of Service. 
 
Certified Nurse Midwife:  a Registered Nurse (RN), Licensed Practical Nurse (LPN), or Licensed 
Vocational Nurse (LVN) who has completed a course of study and has been certified and licensed as 
a midwife. 
 
Claimant:  an eligible employee, a covered dependent or an authorized representative. 
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Claims Administrator:  the Claims Administrator is responsible for claim processing within the time 
periods listed for initial claims determination as well as for the final decision for any appeal filed in 
response to an adverse benefit determination.  The Claims Administrator is independently 
responsible for notifying you of the adverse benefit determination, based on the type of claim, as 
well as reviewing any appeal you may make.  Your Claims Administrator is: 
 

Pre-service and post-service claims:  CoreSource, Inc., P.O. Box 2310, Mt. Clemens, MI  48046, 
(877) 381-8570. 
 

The Claims Administrator shall have final discretionary authority to construe the terms of the plan, 
for purposes of final claims determinations, for those claims listed above for which they are 
designated as the Claims Administrator.  The Claims Administrator may delegate medical 
necessity determinations for certain claims to an independent reviewer or outside provider as 
necessary. 
 
COBRA:  the Consolidated Omnibus Budget Reconciliation Act of 1986 that requires group health 
plans to provide employees and eligible family members the opportunity to continue health care 
coverage at their own expense, when coverage would be lost under certain circumstances. 
 
Company:  Memorial Hospital and Memorial Gables, 500 London Avenue, Marysville, OH  43040, 
(937) 578-24342640. 
 
Concurrent claims decision:  a decision by the plan relating to an ongoing course of treatment. 
 
Concurrent hazardous medical condition:  a potentially life-threatening condition, substantiated by 
the patient's attending physician, requiring care with immediate access to hospital equipment.  (For 
the purpose of hospital confinement for dental procedures, conditions such as hemophilia, 
uncontrollable diabetes and hypertension will be considered concurrent hazardous medical 
conditions.) 
 
Congenital defect:  a physical abnormality existing at birth. 
 
Covered individual:  an eligible employee, covered spouse or dependent that is enrolled in the 
Memorial Hospital and Memorial Gables Employee Medical Benefit Plan.  (This includes only those 
people who qualify for enrollment as indicated in the section titled “Participating in the Plan”.) 
 
Covered spouse:  the employee's current legally married husband or wife who is enrolled in the 
Memorial Hospital and Memorial Gables Employee Medical Benefit Plan.  (This includes only those 
people who qualify for enrollment as indicated in the section titled “Participating in the Plan”.) 
 
Deductible:  a specific dollar amount that a covered individual must pay (or “satisfy”) in covered 
expenses each calendar year before the plan pays its share of covered expenses.  (Please refer to 
the section titled “What is the Plan Deductible?” for further information.) 
 
Dental:  relating to the teeth or gums. 
 
Dentist(s):  1) a legally licensed Doctor of Dental Surgery (DDS) or Doctor of Medical Dentistry 
(DMD) practicing within the scope of his/her license who is permitted to perform services for which 
coverage is provided in your plan.  2) a legally licensed physician authorized by his/her license to 
perform the particular dental procedure for which coverage is provided in your plan. 
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Dependent:  people who have a relationship to an employee.  This includes only those people who 
qualify for enrollment as indicated in the section titled “Participating in the Plan”. 
 
Diagnosis:  a descriptive statement of a medical or dental condition. 
 
Emergency:  an accidental injury, or the sudden onset of an illness where the acute symptoms of 
sufficient severity (including severe pain) so that a prudent layperson, who possesses an average 
knowledge of health and medicine, could reasonable expect the absence of immediate medical 
attention to result in: 
 

1. Placing the covered individuals life (or with respect to a pregnant woman, the health of the 
woman or her unborn child) in serious jeopardy, or 

2. Causing other serious medical consequences, or 
3. Causing serious impairment to bodily functions, or 
4. Causing serious dysfunction of any bodily organ or part. 

 
Emergency services:  with respect to the treatment of an emergency, a medical screening 
examination, including ancillary services to evaluate the emergency and such further medical 
examination and treatment required to stabilize the patient. 
 
Employee:  an individual who is an employee of the company that meets the eligibility criteria set 
forth above in the section titled “Participating in the Plan.” 
 
Enrollment date:  the earlier of the date your coverage begins or the date your waiting period for 
coverage begins.  For a late enrollee, the enrollment date is the first day of coverage. 
 
Essential health benefits:  those benefits identified by the U.S. Secretary of Health and Human 
Services and include benefits for covered expenses incurred for the following services: 
 

1. ambulatory patient services; 
2. emergency services; 
3. hospitalization; 
4. maternity and newborn care; 
5. mental health and substance use disorder services, including behavioral health treatment 

(mental and nervous disorder and chemical dependency); 
6. prescription drugs; 
7. rehabilitative and habilitative services and devices; 
8. laboratory services; 
9. preventive and wellness services and chronic disease management; 

10. pediatric services, including oral and vision care. 
 
Habilitative services [AC4] :  medically necessary health care services that help a covered 
individual keep, learn, or improve skills and functioning for daily living.  Examples include therapy for 
a dependent child who is not walking or talking at the expected age.  These services may include 
physical and occupational therapy, speech-language pathology and other medically necessary 
services for people with disabilities in a variety of inpatient and/or outpatient settings.  Habilitative 
services that are not medically necessary, for example when therapy has reached an end point and 
goals have been reached, will not be a covered expense. 
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Habilitative and rehabilitative devices:  medically necessary devices that are designed to assist a 
covered individual in acquiring, improving, or maintaining, partially or fully, skills and functioning for 
daily living.  Such devices include, but are not limited to, durable medical equipment, orthotics, 
prosthetics, and low vision aids. 
 
Health care professional:  a physician or other health care professional licensed, accredited, or 
certified to perform specified health services consistent with state law. 
 
Health Reimbursement Account (HRA):  IRS sanctioned program that allows an employer to set 
aside funds to reimburse medical expenses paid by participating employees. 
 
Home health care agency:  a public or private agency legally operating in the state in which it is 
located, that provides nursing services administered in a person's home by a Registered Nurse (RN), 
a Licensed Practical Nurse (LPN), a Licensed Vocational Nurse (LVN), or by a home health aide who 
is employed by the home health care agency. 
 
Hospice:  a health care program providing a coordinated set of services rendered at home, in 
outpatient settings or in institutional settings for covered individuals suffering from a condition that 
has a terminal prognosis.  A hospice must have an interdisciplinary group of personnel that includes 
at least one physician and one Registered Nurse (RN), and it must maintain standards of the 
National Hospice Organization (NHO) and applicable state licensing requirements. 
 
Hospital:  an inpatient institution or inpatient facility that meets all of the following requirements set 
forth (A), (B), or (C) below: 
 

A • It is licensed and operated in accordance with the laws of the jurisdiction in which it is located 

which pertain to hospitals. 
 It is open at all times. 
 It provides diagnostic services and therapeutic services and organized facility for surgery on 

the premises for the surgical and/or medical treatment of ill and injured persons. 
 The treatment is by or under the direct supervision of licensed physician(s) or surgeon(s) 

specializing in the treatment rendered. 
 The facility continuously provides 24-hour nursing services by Registered Nurses (RN). 
 It is not - other than incidentally - a place for rest, for the aged, for alcoholics, for drug addicts, 

for pulmonary tuberculosis or a nursing home. 
 

B • When used in conjunction with inpatient confinement for mental and nervous disorders or 

chemical dependency, it will include an institution which is licensed as a mental hospital or 
chemical dependency rehabilitation and/or detoxification facility by the regulatory authority 
having responsibility for such licensing under the laws of the jurisdiction in which it is located. 

 

C • It is an inpatient facility that provides restorative services to inpatients under the direction of a 

physician knowledgeable and experienced in rehabilitative medicine and is licensed and 
operated in accordance with the laws of the jurisdiction in which it is located. 

 
Hospital confinement:  the period of time an individual spends in a hospital as an overnight bed 
patient (inpatient). 
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Hours of service:  an hour for which an employee is paid, or entitled to payment, for the 
performance of duties for the company, or for a period of time during which no duties are performed 
solely to the extent required by Treas. Reg. §54.4980H-1(a)(24).  Hour of Service shall also include 
each hour for which an ongoing employee is credited with Special Unpaid Leave pursuant to Treas. 
Reg. §54.4980H-3(d)(1). 
 
Illness:  the condition of being sick or unhealthy as classified in the current International Classification 
of Diseases (ICD). 
 
Infertility:  the inability or diminished ability to produce offspring. 
 
Initial administrative period:  the period beginning immediately after the end of the associated initial 
measurement period and ending on the last day of the first calendar month beginning on or after the 
end of the initial measurement period.  The initial administrative period also includes the period 
between a new employee's hire date and the beginning of the initial measurement period, to the 
extent that the initial measurement period does not begin on the new employee's date of hire. 
 
Initial measurement period:  the period beginning on the employee's date of hire and ending 12 
consecutive months later.  The employer shall measure the employee's hours of service during the 
initial measurement period as prescribed by Treas. Reg. §54.4890H-3(d)(3). 
 
Initial stability period:  the period of time beginning immediately after the initial administrative 
period, and ending twelve (12) months later. 
 
Injury:  a sudden, unexpected and unforeseen bodily harm that occurs solely through external bodily 
contact.  Strains and spasms are considered an illness rather than an injury. 
 
Inpatient:  an individual who is officially admitted to a hospital as a bed patient and occupies a 
hospital bed a minimum of 18 hours while receiving hospital care, which includes room, board and 
general nursing care. 
 
Learning disability:  inability or defect in ability to learn.  Typically this occurs in children and is 
manifested by difficulty in learning basic skills such as writing, reading and mathematics. 
 
Medical out-of-pocket maximum:  the maximum amount of out-of-pocket expenses you have to 
pay each calendar year for certain covered medical expenses.  (Please refer to the section titled 
“What is your Medical Out-of-Pocket Maximum?” for further information.) 
 
Medicare:  a Federal program through the Social Security System that provides benefits for hospital 
and physician care.  This includes a Health Maintenance Organization (HMO) that participates with 
Medicare and receives payment from Medicare.  (It is available on an enrollment basis to individuals 
receiving dialysis treatment beyond 30 months, individuals eligible for Social Security benefits if they 
are age 65 or older or those individuals who have qualified for Social Security disability benefits and 
have received such disability benefits for 24 months.) 
 
Mental disorder:  a clinically significant behavior or psychological syndrome or pattern that is typically 
associated with either a distressing symptom or impairment of function and requires psychiatric care 
for any reason, or an organic or biological condition which requires psychiatric care for any reason. 
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Network provider:  a facility or practitioner who has a signed, effective contract with a preferred 
provider network to provide medical services at a specific rate or pay.  Please contact Human 
Resources for further information. 
 
New part-time employee:  a new employee who is classified by the company as Non-Benefits-
Eligible and whom the company reasonably expects at the time of hire to work on average less than 
30 hours of service per week during the initial measurement period. 
 
Non-network provider:  a facility or practitioner who does not have a signed, effective contract with a 
preferred provider network. 
 
Nurse:  a Registered Nurse (RN), a Licensed Practical Nurse (LPN), or a Licensed Vocational Nurse 
(LVN) who provides nursing care. 
 
Occupational therapist:  a health care professional licensed, accredited, registered or certified to 
perform occupational therapy consistent with state law. 
 
Ongoing employee:  an employee who has been employed by the company for at least one 
complete standard measurement period. 
 
Outpatient:  an individual who receives medical care, treatment, services or supplies at a clinic, 
physician’s office or at a hospital if not a registered bed patient at that hospital. 
 
Physical therapy:  physical evaluation (including muscle testing) for a covered individual and 
certain therapeutic treatments professionally administered by a physical therapist or a physician, to 
aid in the recovery from illness or injury, including - but not limited to - diathermy, gait training, hot or 
cold packs, manual traction, massage, mechanical traction, prosthetic training and whirlpool.  
Physical therapy activities are designed to help the covered individual attain greater self-
sufficiency, mobility and productivity through exercises and externally applied heat, electroshortwave, 
hydrotherapy and other mechanical modalities intended to improve muscle strength, joint motion, 
coordination and general endurance. 
 
Physical therapist:  a health care professional licensed, accredited, registered or certified to 
perform physical therapy consistent with state law. 
 
Physician:  a qualified Doctor of Medicine (MD), a Doctor of Osteopathy (DO), a Doctor of 
Chiropractic (DC), a Doctor of Podiatry (DPM), a Doctor of Dental Surgery (DDS), a Doctor of Medical 
Dentistry (DMD), a Doctor of Optometry (OD), a Psychologist (PhD) and other health care 
professionals, who, within the scope of their license in the state in which they practice, are legally 
permitted to perform services for which coverage is provided in this plan. 
 
Plan Administrator:  Memorial Hospital and Memorial Gables, 500 London Avenue, Marysville, OH  
43040, (937) 578-24342640. 
 
Plan Document:  the legal description of and the governing document for your plan. 
 
Plan Supervisor:  CoreSource, Inc., P.O. Box 2310, Mt. Clemens, MI  48046, (877) 381-8570. 
 
Plan year:  begins on the first day of January and ends on the last day of the following December. 



Memorial Hospital and Memorial Gables 128 2nd draft January 1, 2017 

 
Post-service claim:  any claim for a benefit under your plan that is not a pre-service claim.  In other 
words, a claim that is a request for payment under the plan for covered services that a claimant has 
already received. 
 
Prescription drug:  those drugs approved by the Food and Drug Administration of the United States 
which require a written prescription by a physician or dentist and which bear the legend, "Caution: 
Federal law prohibits dispensing without a prescription." 
 
Prescription drug out-of-pocket maximum:  the maximum amount of out-of-pocket expenses you 
have to pay each calendar year for certain covered pharmacy expenses.  (Please refer to the section 
titled “What is your Prescription Drug Out-of-Pocket Maximum” for further information.) 
 
Pre-service claim:  any claim for a benefit under your plan where the plan conditions receipt of the 
benefit, in whole or in part, on approval in advance of obtaining medical care. 
 

 Urgent Care Claim:  A pre-service claim may be an urgent care claim if it is for medical care 
or treatment where using the timetable for a non-urgent care determination could seriously 
jeopardize the life or health of the claimant; or jeopardize the ability of the claimant to regain 
maximum function; or in the opinion of a physician with knowledge of the claimant’s medical 
condition, would subject the claimant to severe pain that could not be adequately managed 
without the care or treatment that is the subject of the claim and the plan conditions receipt of 
the benefit for the service, in whole or in part, on approval in advance of obtaining medical care. 

 

A health care professional with knowledge of the claimant’s medical condition may 
determine if a claim is one involving urgent care.  If there is no such health care professional, 
an individual acting on behalf of the plan, applying the judgment of a prudent layperson that 
possesses an average knowledge of health and medicine, may make the determination. 

 

 Please refer to the section(s) titled “Does your Plan have a Pre-Certification Provision?” for 
further information about pre-service claims. 

 
Primary care physician:  for purposes of determining the applicable co-pay, primary care 
physician includes providers in the following areas of medical practice:  General Practice, Family 
Practice, Pediatrics, Internal Medicine, Mental or Substance Abuse Health Care Professionals, and 
Obstetrics and Gynecology (not including Certified Nurse Midwives). 
 
Psychiatrist:  a licensed Doctor of Medicine (MD) or Doctor of Osteopathy (DO) who specializes in 
the study and treatment of mental disorders and psychological diseases. 
 
Psychologist:  a licensed individual who is usually a Ph.D. and is trained in methods of psychological 
analysis, therapy and research for treatment of psychological and psychoneurological disorders. 
 
Qualified Medical Child Support Order (QMCSO):  an order of a court or authorized administrative 
agency requiring medical child support which meets the federal law requirements to be a Qualified 
Medical Child Support Order. 
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Reliable scientific evidence: 
 

 Peer reviewed scientific studies published in or accepted for publication by medical journals 
that meet nationally recognized requirements for scientific manuscripts and that submit most of 
their published articles for review by experts who are not part of the editorial staff; or 
 

 Peer reviewed literature, biomedical compendia, and other medical literature that meet MCCN 
guidelines or the criteria of the National Institute of Health’s National Library of Medicine for 
indexing in Index Medicus, Excerpta Medicus (EMBASE), Medline, or Medlars database 
Health Services Technology Assessment Research (STAR). 

 
Required preventive care: 
 

1. Evidence-based supplies or services that have in effect a rating of A or B in the current 
recommendations of the United States Preventive Services Task Force (USPSTF), except for 
annual mammogram benefits as specified below; 

2. Evidence-informed routine preventive care and screenings as provided by the Health 
Resources Services Administration for infants, children, adolescents and adult women, unless 
included in the USPSTF recommendations; and 

3. Routine immunizations, as recommended by the Advisory Committee on Immunization 
Practices of the Centers of Disease Control and Prevention for infants and children through 
age 6; children and adolescents aged 7 through 18 years and adults 19 years and older. 

 
Seasonal employee:  an employee who is hired into a position with the company that the company 
has classified as seasonal. 
 
Skilled nursing facility:  a facility approved by Medicare, which is primarily engaged in providing 24-
hour skilled nursing and related services on an inpatient basis to patients requiring convalescent and 
rehabilitative care.  Such care is rendered by or under the supervision of physicians.  A skilled 
nursing facility is not, other than incidentally, a place that provides: 
 

 minimal care, custodial care, ambulatory care or part-time care services; or 
 care or treatment of mental disorders, substance abuse, alcoholism, drug abuse or 

pulmonary tuberculosis. 
 
Speech therapist:  a health care professional licensed, accredited, registered or certified to 
perform speech therapy consistent with state law. 
 
Standard administrative period:  the period (of no longer than 90 days) beginning immediately after 
the end of the standard measurement period and ending immediately before the start of the 
standard stability period. 
 
Standard measurement period:  the 12 consecutive month period beginning on November 1 and 
ending on and including the immediately following October 31 and each successive 12 consecutive 
month period thereafter.  The employer shall measure an ongoing employee's hours of service 
during the standard measurement period as prescribed by Treas. Reg. §54.4980H-3(d)(1). 
 
Standard stability period:  the plan year immediately following the end of a standard 
measurement period and standard administrative period. 
 
Summary Plan Description (SPD):  this summary of your benefits. 
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Surgery:  a cutting operation, suturing of a wound, treatment of a fracture, relocation of a dislocation, 
radiotherapy (if used in lieu of a cutting operation), diagnostic and therapeutic endoscopic procedures, 
laser surgery, and injections classified as surgery under the CPT. 
 
Surrogate mother:  a woman who bears a child for another person, often for pay, either through 
artificial insemination or by carrying until birth another woman's surgically implanted fertilized egg. 
 
Totally disabled:  an individual is totally disabled when he or she is prevented because of injury or 
disease from engaging in substantially all of the normal activities of a person of like age and sex in 
good health. 
 

In any case where the Plan Administrator (or Plan Supervisor at the request of the Plan 
Administrator) is required to make a determination as to whether an individual is totally disabled, 
the Plan Administrator or Plan Supervisor shall have the right to require the individual to submit to 
an examination by a physician or medical clinic selected by the Plan Administrator or Plan 
Supervisor. 
 
Variable hour employee:  an employee, who at his or her employment start date, the company 
cannot determine whether the employee is reasonably expected to be employed on average at least 
30 hours of service per week during the employee's initial measurement period because the 
employee’s hours of service are variable or otherwise uncertain. 
 
Women’s preventive services:  effective January 1, 2013, under the Affordable Care Act, 
women’s preventive health care – such as well-woman visits, support for breastfeeding equipment, 
contraception, pre-natal care, and other services – is covered with no cost sharing in plans.  The 
guidelines were recommended by the independent Institute of Medicine and based on scientific 
evidence. 
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COBRA CONTINUATION COVERAGE 

 
What Is COBRA? 
 
The right to COBRA continuation coverage was created by a federal law, the Consolidated 
Omnibus Budget Reconciliation Act of 1986 (COBRA).  COBRA continuation coverage can 
become available to you and to other members of your family who are covered under the plan when 
you would otherwise lose your group health coverage. 
 
 
When Would I Qualify For COBRA? 
 
Continuation coverage is available if coverage would otherwise end due to: 
 

 termination of your employment for reasons other than gross misconduct; or 
 reduction in your work hours; or 
 for your dependent spouse – divorce or legal separation from you; or 
 for your dependent spouse or child(ren) – your death; or 
 for your dependent child(ren), loss of eligibility as a covered dependent (e.g., because he or 

she reaches the maximum age provided by the plan); or 
 for a retiree, if the former employer files for bankruptcy under Chapter 11. 

 
 
What Must I Do To Notify My Employer Of An Event That Would Trigger COBRA Coverage? 
 
If coverage would end because of divorce or legal separation, or because a child is no longer eligible 
to be a dependent, the employee or covered dependent MUST notify Human Resources in writing.  
If Human Resources is not notified within 60 days after the coverage would otherwise end, and the 
person is no longer eligible as a dependent, continuation coverage cannot be offered. 
 
 
How Can I Elect COBRA? 
 
When the employer receives notification of one of the above events, or when any other qualifying 
event occurs, you or the individual losing coverage will be notified of the right to continue coverage.  If 
continuation is desired, the participant must elect to do so within 60 days of the date the notice was 
sent.  Each covered member of the family may individually decide whether or not to continue 
coverage, but an election of coverage by the employee or spouse will be considered to be an election 
by all covered individuals, unless another covered individual rejects coverage. 
 
 
What Is The Cost For COBRA Coverage? 
 
Continuation is at the participant’s expense.  The monthly cost of this continued coverage will be 
included in the notice.  Premiums are the same for all individuals who are in the same type of 
classification – adult single individuals have the same cost and family groups have the same cost. 
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When Must I Make Premium Payments? 
 
For coverage to continue, the first premium must be received by the date stated in the notice.  
Normally this date will be 45 days after the continuation coverage is elected.  Premiums for every 
following month of continuation coverage must be paid monthly on or before the premium due date 
stated in the notice.  There is a 30 day grace period for these monthly premiums.  During the grace 
period, claims will be suspended until the premium is paid.  If the premium is not paid within 30 days 
after the due date, continuation coverage will end on the first day of that period of coverage.  
Coverage cannot be reinstated. 
 
 
How Long Can I Continue COBRA? 
 
If coverage would otherwise end because employment ends or hours are reduced so you are no 
longer eligible for group benefits, continuation coverage may continue until the earliest of the 
following: 
 

 18 months from the date that the employment ended or the hours were reduced. 
 The date on which a premium payment was due but not paid. 
 The date the person continuing the coverage becomes covered by another employer’s group 

health plan. 
 The date, after continuation coverage has been elected, the person becomes eligible for 

Medicare. 
 The date the employer terminates all of its group health plans. 

 
If coverage would otherwise end for a covered dependent (spouse or child) because of divorce, legal 
separation, death or a child’s loss of dependence status, continuation coverage may continue until the 
earliest of the following: 
 

 36 months from the date the covered dependent’s coverage would have otherwise ended. 
 The date on which the premium payment was due but not paid. 
 The date the person continuing coverage becomes covered by another employer’s group 

health plan. 
 The date, after continuation coverage has been elected, the person continuing coverage 

becomes eligible for Medicare. 
 The date the employer terminates all of its group health plans. 
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Can The Length Of COBRA Coverage Be Extended? 
 
Second Qualifying Event 
 
If continuation coverage was elected by a covered dependent because your employment ended or 
your hours were reduced and, if during the period of continued coverage, another event occurs which 
is itself an event which would permit continuation coverage to be offered, the maximum period of 
continued coverage for the covered dependent is extended for 18 months to a maximum of 36 
months from the date of the initial event.  (Coverage will still end for any of the other reasons listed 
above, such as failure to pay premiums when due, etc.) 
 
Spouse and Dependents of Medicare-Eligible Employees 
 
If continuation coverage was elected by your spouse or dependent child and you became entitled to 
Medicare while an employee, the maximum period of continuation coverage for spouse or child is 
the greater of 36 months from the date you became entitled to Medicare or 18 months from the date 
you lost coverage.  (Coverage will still end for any of the other reasons listed above, such as failure to 
pay premiums when due, etc.) 
 
Disabled Individuals 
 
If a covered individual is disabled, according to the Social Security Act, at the time he or she first 
becomes eligible for continuation or within 60 days of that date, the maximum period of continuation 
coverage is extended to 29 months.  (Coverage will still end for any other reason listed above, such 
as failure to pay premiums when due, etc.)  The covered individual must notify the employer within 
60 days of the date he or she is determined to be disabled under the Social Security Act and within 30 
days of the date he or she is finally determined not to be disabled.  (Coverage will end on the first day 
of the month beginning 30 days after the covered individual is determined not to be disabled.)  The 
cost of continuation coverage may increase after the 18th month of continuation coverage, and may 
be adjusted from time to time when group rates are adjusted. 
 
Trade Act of 1974 
 
Special COBRA rights apply to employees who have been terminated or experienced a reduction of 
hours and who qualify for a ‘trade readjustment allowance’ or ‘alternative trade adjustment assistance’ 
under a federal law called the Trade Act of 1974.  These employees are entitled to a second 
opportunity to elect COBRA coverage for themselves and certain family members (if they did not 
already elect COBRA coverage), but only within a limited period of 60 days (or less) and only during 
the six months immediately after their group health plan coverage ended.  If you qualify or may qualify 
for assistance under the Trade Act of 1974, contact Human Resources for additional information.  You 
must contact Human Resources promptly after qualifying for assistance under the Trade Act of 1974 
or you will lose your special COBRA rights. 
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What Other Facts Should I Know Regarding My Rights Under COBRA? 
 
In order to protect your family’s rights, you should keep your employer informed of any changes in the 
addresses of family members who are or may become eligible for COBRA.  You should also keep a 
copy of any notices you send the Plan Administrator for your records. 
 
 
Who Should I Contact For Further Information And To Whom Should I Provide Notice Of 
COBRA Events? 
 
If you need more information regarding continuation of coverage, please feel free to contact 
CoreSource, Inc. or contact the Plan Administrator.  You may also contact the nearest Regional or 
District Office of the U.S. Department of Labor’s Employee Benefits Security Administration (EBSA).  
Address and phone numbers of Regional and District EBSA Offices are available through EBSA’s 
website at www.dol.gov/ebsa. 
 
The company is responsible for administering COBRA continuation.  The company has contracted 
with CoreSource, Inc. to perform certain administrative functions on its behalf.  These functions may 
include mailing of COBRA notices, collection of premium payments and reporting of paid participants 
to applicable vendors. 

http://www.dol.gov/ebsa
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HIPAA PRIVACY RULES 

 
The HIPAA Privacy Rules refers to those provisions of the Health Insurance Portability and 
Accountability Act of 1996 that relate to the safe handling of Protected Health Information and the 
regulations issued thereunder in 45 CFR Parts 160 and 164. 
 
 

Protected Health Information (PHI) 
 
PHI includes information that the plan creates or receives that relates to the past, present, or future 
health or medical condition of an individual that could be used to identify the individual. 
 
 

Use And Disclosure Of PHI 
 
The plan can use or disclose PHI for purposes of Payment and Health Care Operations.  Payment 
means activities to obtain and provide reimbursement for the health care provided to an individual, 
including determinations of eligibility and coverage under the plan, and other health care utilization 
review activities. 
 
Health Care Operations means the support functions related to treatment and payment, such as 
quality assurance activities, case management, receiving and responding to patient complaints, 
physician reviews, compliance programs, audits, business planning, development, management, 
and administrative activities. 
 
 

Business Associates Of The Plan 
 
A Business Associate of the plan is a person or organization to whom the plan or another covered 
entity discloses PHI so that the Business Associate can carry out or assist with the performance of a 
function or activity of the plan.  The activities might include claims processing or administration, data 
analysis, utilization review, quality assurance, billing, benefit management, and repricing.  Business 
Associates of the plan must contractually agree to abide by the HIPAA Privacy Rules and must 
require their subcontractors and agents to agree to abide by the HIPAA Privacy Rules. 
 
 

Workforce Of The Plan 
 
The plan has designated the Human Resources Consultant as the Privacy Official.  The Privacy 
Official is the Privacy Fiduciary responsible for the plan’s compliance with the HIPAA Privacy Rules.  
This includes ensuring that appropriate administrative procedures and safeguards are in place to 
protect PHI and ensuring that the Workforce of the plan and the Business Associates of the plan 
comply with the rules, are trained in the HIPAA Privacy Rules and the appropriate handling of PHI, 
and understand the sanctions for violations. 
 
Certain employees of the Plan Administrator that serve on the Workforce of the Plan are also 
considered Privacy Fiduciaries, including: 
 

 Chief Human Resources Officer 
 HR Consultant 



Memorial Hospital and Memorial Gables 136 2nd draft January 1, 2017 

 
The plan has also designated CoreSource, Inc. as the Privacy Fiduciary for the following services: 
distributing Privacy Notices; keeping PHI related to medical claims; tracking the use and disclosure of 
PHI when it is necessary for accounting purposes; coordinating requests from an individual for 
Access, Amending, Accounting and Restriction of PHI. 
 
Certain employees of the Plan Administrator whose duties include administrative and management 
functions on behalf of the plan are also considered part of the Workforce of the plan.  Their access to 
PHI is limited to the minimum necessary information needed to perform their designated duties. 
 
The plan has appointed the above employees of the Plan Administrator as employees of the 
plan’s Workforce when they are performing functions related to Health Care Operations or Payment. 
 
 
Individual Rights 
 
Each individual covered under the plan (“the individual”) is entitled to the protections set forth in this 
notice.  For purposes of administration, “individual” shall mean: 
 

1. In the case of the employee, former employee, surviving spouse or head of any family 
continuing coverage under COBRA (“Primary Covered Individual”), the Primary Covered 
Individual may act as the individual for purposes of all Individual Rights and may receive PHI, 
such as claims correspondence and Explanation of Benefit forms on behalf of all covered 
family members unless a restriction is otherwise requested and accepted by the plan. 

 

2. In the case of any individual who has attained the age of 18, the individual may exercise their 
own Individual Rights as described in this Notice. 

 

3. In the case of a covered dependent child who has not attained the age of 18, the Primary 
Covered Individual or other parent may request and receive PHI on the dependent child or 
exercise Individual Rights on behalf of the dependent child. 

 

4. In the case of a valid personal representative appointment on behalf of an individual, the 
personal representative shall be treated as the individual. 

 

5. In the case of a person designated as an Alternate Recipient through a Qualified Medical Child 
Support Order (QMCSO), that person has these rights to the PHI for the designated 
individual(s). 

 
If an individual requests Access, Amending, Accounting or Restriction of PHI for someone for whom 
they do not have the right, such as a spouse requesting an Accounting of PHI for the employee or the 
employee requesting an Accounting of PHI for a dependent over age 18, he/she must present a 
completed Personal Representative Affidavit or another legal document granting him/her authority. 
 
An individual has the right to request Access to PHI, request an Amendment to PHI, request an 
Accounting of PHI disclosures and request a Restriction in the handling of your PHI as set forth below. 
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Process To Request Access, Amending, Accounting Or Restriction Of PHI 
 
Any request to exercise individual rights to Access, Amending or Accounting or Restriction of PHI 
must be made in writing by completing the appropriate Request Form.  The form must be provided to 
the appropriate Privacy Fiduciary. 
 
 
Access To PHI 
 
An individual has the right to access the following PHI from the plan within a Designated Record Set: 
 

 Medical records 
 Billing records 
 Enrollment information 
 Payment information 
 Claim adjudication records 

 
Designated Record Set means the plan's official records containing enrollment, medical and billing 
records, and case management records that are used to make decisions about an individual’s health 
care benefits.  This would include: 
 

1. Paper records stored in individual folders maintained by our claims payer. 
 

2. Electronic records stored by individual family record within the claim payer's system, including 
Participant Enrollment, Coverage Detail, Individual and Family Accumulations and Totals, Paid 
Claims History, Patient Notes and the Image Retrieval System. 

 

3. Working records only if used to make a decision about the individual's benefits under the plan 
and not available elsewhere in the Designated Record Set. 

 

4. Documentation of phone inquiries or information obtained via telephone call only if used to 
make a decision about the individual's benefits under the plan and maintained via telephone 
recording. 

 
The following types of information are not included in the Designated Record Set: 
 

1. Health information that was not used to make decisions about individuals or their benefits. 
 

2. Psychotherapy Notes (as defined in the HIPAA Rule) 
 

3. Copies of documents wherein the source documentation is maintained in an ‘official’ record 
maintained by the plan or plan's Business Associate.  Copies of PHI maintained in more than 
one location must be protected but only the source document is included in a Designated 
Record Set. 

 

4. Information compiled in reasonable anticipation of, or for use in civil, criminal, or administrative 
action or proceeding (e.g., Incident Reports - used to identify problems and implement 
corrective action). 
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A plan representative will respond to the request to access PHI within 30 days from the date the 
request is received.  If the PHI is not on site, the plan representative may obtain the information and 
furnish it within 60 days from the date of the request.  If additional time is needed, the plan 
representative will notify the requesting individual of a 30-day extension and reasons for delay and 
advise him/her of the date the request should be completed. 
 
If the plan representative is aware that the PHI is held by another entity, the plan representative will 
advise the name and address of the entity and how the individual may contact them for the PHI.  
There may be a reasonable charge for obtaining, copying, and mailing the requested information.  
The PHI will be provided in the format requested, if possible.  If the individual agrees in advance, a 
summary form of the record will be provided. 
 
 
Denial Of Access 
 
If access of PHI is denied, the plan representative will furnish a written denial.  The denial will provide 
the reason as well as the individual’s rights, if any, to have the denial reviewed.  The denial will 
contain the name and address of the person to whom the individual can send their complaint and 
request for review. 
 
Denials made for the following reasons will not be given subsequent review: 
 

 An inmate requests access and that access would jeopardize the health, safety, security, 
custody, or rehabilitation of the inmate or others. 

 The individual consented to access rights during the course of research involving treatment 
until the completion of the research. 

 The HIPAA Privacy Rules permit denial. 
 The PHI was received from a source with a promise of confidentiality and access is likely to 

breach that confidentiality. 
 The PHI is not part of the Designated Record Set maintained by the plan. 
 Where the individual who is the subject of the PHI is an individual who has attained the age of 

18 or the personal representative of an individual under the age of 18 and has filed, and the 
plan has accepted, a restriction on access that would be violated by providing the requested 
access. 

 
Denials for the following reasons may be reviewed, upon request, by a licensed health care 
professional not involved in the decision to deny access: 
 

 A licensed health care professional reasonably believes that access will endanger the life or 
safety of the individual or others. 

 The PHI refers to others and the health care professional determines that access is likely to 
substantially harm the other person. 
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Amending PHI 
 
An individual has the right to request that PHI in a Designated Record Set be amended. 
 
Once an amendment to PHI is requested, the plan representative will make a decision regarding the 
request within 60 days from receipt.  If additional time is needed, the plan representative will notify the 
individual requesting the amendment and take an additional 30 days to make a decision. 
 
If the plan representative is aware that the PHI is held by another entity, the plan representative will 
advise the requesting individual the name and address of the entity and how they may contact them 
to amend the PHI. 
 
If the plan representative grants the amending of PHI, a copy of the request and decision will be 
placed in any Designated Record Set maintained by the plan with information relating to the 
individual. 
 
If the plan representative has furnished information concerning the amended information to another 
entity, they will contact the individual to obtain consent to advise that entity of the amended 
information and will make reasonable efforts to inform that entity of the amendment. 
 
 
Denial Of Request To Amend PHI 
 
If access of PHI is denied, the plan representative will furnish a written denial.  The denial will provide 
the reasons as well as the individual’s rights to have the denial reviewed.  The denial will contain the 
name and address of the person to whom the individual can send their complaint and request for 
review. 
 
Denial to amend PHI may be made for the following reasons: 
 

 The plan did not create the PHI. 
 The PHI is not part of the Designated Record Set maintained by the plan. 
 The PHI would not be available for access according to the HIPAA Privacy Rules. 
 The PHI is accurate and complete. 

 
If an individual disagrees with the denial, they may submit a statement of disagreement.  The plan 
representative will review that statement.  If the plan representative agrees, the PHI will be amended.  
If the plan representative does not agree, they will notify the individual requesting the amendment. 
 
If a disagreement is filed, it and all subsequent responses will be included or summarized in future 
disclosure of the individual’s PHI. 
 
If an individual does not submit a statement disagreeing with the denial, they can request that the 
request for amendment and the denial be included in any future disclosures of PHI. 
 
 
Amending PHI When Notified By Another Entity 
 
If another entity notifies the plan that they have amended PHI previously given, the PHI in the 
Designated Record Set will be amended. 
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Accounting For The Use Of PHI 
 
An individual can request an accounting of any disclosures of PHI made by the plan for up to six years 
prior to the date of the request, except disclosures made: 
 

 To carry out treatment, payment, and health care operations or made pursuant to an 
authorization. 

 Upon request of and made to the individual. 
 For facility directory, or persons involved in the individual’s care. 
 For national security or intelligence purposes. 
 To correctional institutions or law enforcement officials. 
 Made prior to the compliance date of the HIPAA Privacy Rules. 

 
The plan representative will furnish the following information: 
 

 The date of the disclosure. 
 The name of any entity or person who received PHI and their address, if known. 
 A brief description of the PHI disclosed. 
 A brief statement on the basis of the disclosure. 

 
A response to a request will be given within 60 days from the receipt of the request.  The plan 
representative will notify the individual if more time is needed and the reason for the delay, as well as 
the date by which the accounting will be provided.  The plan representative will not take more than an 
additional 30 days to furnish the accounting. 
 
 
Requesting Restriction Of Use Of PHI 
 
An individual may request the plan restrict the use or disclosure of PHI. 
 
The plan will accept a reasonable request to release information to an alternate address for each 
family member.  Such a request will be honored for all information released until the plan is notified in 
writing that the alternate address should not be used. 
 
The plan will accept an individual's reasonable request to release information to an alternate address 
in the event that access to the PHI will endanger the life and/or safety of the individual or others.  In 
the event of a minor child being the subject of abuse or endangerment, a letter from a licensed health 
care professional shall be treated as the individual's request for confidential communications.  Such 
reasonable request will be honored for all information released until the plan is notified in writing that 
the alternate address should not be used. 
 
 
Notification Of A Breach 
 
An individual has the right to be notified in the event that the plan (or one of its Business Associates) 
discovers a breach of their unsecured PHI.  Notice of such a breach will be made in accordance with 
federal guidelines. 
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Applicability Of State Laws 
 
The administration of the plan involves resources, individuals, services and activities in several states.  
In the interest of a uniform and consistent administration of benefits, the plan has chosen to look to the 
laws of the State of Ohio without regard to the actual location(s) in which a particular privacy concern 
may arise, subject to applicable rules governing “conflict of laws” principles.  Therefore, the plan will 
observe the health information privacy laws of the State of Ohio to the extent that the State law in 
question is not pre-empted by HIPAA because it meets either of the following HIPAA requirements: 
 

 It is possible for the plan to comply with both HIPAA and that State law; or 
 

 While it is impossible for the plan to comply with both HIPAA and that State law, the State law 
still applies because one (or more) of the following applies: 

 

 The State law relates to the privacy of Individually Identifiable Health Information, and 
the State law requirements are “more stringent” than the requirements under HIPAA.  
For this purpose, “more stringent” generally means that the State privacy law provides 
for any of the following when compared to HIPAA: 

 

 Greater restriction in use or disclosure; 
 Greater access or amendment by an individual to Individually Identifiable Health 

Information; 
 Greater amount of information about a use, disclosure, right and remedies to be 

provided to an individual; 
 Narrower scope or duration of an express legal permission for use or disclosure 

of Individually Identifiable Health Information; 
 Longer record retention or more detailed reporting; or 
 Greater privacy protection for the individual with respect to any other matter. 
 

 The State law provides for health reporting for certain public health purposes. 
 

 The State law requires the plan to report or provide access to information for purposes 
of certain audits, licensure and certification. 

 

 The secretary determines that the State law is necessary to (A) prevent certain fraud 
and abuse, (B) to ensure appropriate State regulation of insurance and Health Plans to 
the extent expressly authorized by statute or regulation, (C) for state reporting on health 
care delivery or costs, or (D) to service compelling public, health, safety ore welfare 
interests. 



Memorial Hospital and Memorial Gables 142 2nd draft January 1, 2017 

 
Separation Of Plan And Plan Administrator 
 

The Plan Administrator has provided a certification that requires assurance that the Plan 
Administrator will appropriately safeguard and limit the use and disclosure of PHI that the Plan 
Administrator may receive from the plan to perform plan Administration Functions.  Specifically, Plan 
Administrator has agreed: 
 

 not to use or further disclose PHI other than as permitted or required by the Plan Document 
or as required by law; 

 to ensure that any agents, including a subcontractor, to whom it provides PHI received from 
the plan agree to the same restrictions and conditions that apply to Sponsor with respect to 
such information; 

 not to use or disclose PHI for employment related actions and decisions or in connection with 
any other benefit or employee benefit plan; 

 to report to the plan any use or disclosure of the PHI that is inconsistent with the uses or 
disclosures permitted by the HIPAA Rule of which it becomes aware; 

 to make available information in accordance with the HIPAA Rules regarding individual access 
to PHI; 

 to make available PHI for amendment in accordance with the HIPAA Rules; 
 to make available the information required under the HIPAA Rules to provide an accounting of 

non-routine disclosures to the individual; 
 to make internal practices, books, and records relating to PHI available to the Department of 

Health and Human Services for purposes of determining compliance as required by the HIPAA 
Rules; 

 to, if feasible, return or destroy all PHI received from the plan that Plan Administrator still 
maintains in any form and retain no copies of such information when no longer needed for the 
purpose for which disclosure was made, except that, if such return or destruction is not 
feasible, limit further uses and disclosures to those purposes that make the return or 
destruction of the information infeasible; and 

 ensure the separation of the plan and the Administrator as set forth under “Workforce of the 
Plan.” 

 

Permitted employees may also use the PHI for plan Administrative Functions that Plan 
Administrator performs for the plan such as: 
 

 Summary Health Information for the purpose of obtaining premium bids, including bids in 
connection with the placement of stop loss coverage; 

 Summary Health Information for use in making decisions to modify, amend or terminate the 
plan. 

 

Plan Administrative Functions mean administrative functions performed on behalf of the plan and 
excludes functions performed by the Plan Administrator in connection with any other benefit or 
benefit plan of the Plan Administrator. 
 

Any controversy or claim arising out of or relating to a violation of any of the separation and/or 
disclosure provisions agreed to in the certification and described in this notice may be reported to: 

 

Human Resources Consultant 
Memorial Hospital and Memorial Gables 

500 London Avenue 
Marysville, OH  43040 
(937) 578-24342640 
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What Other Types Of Activities Involve The Collection Or Use And Disclosure Of PHI? 
 
1. Activities required or permitted by Law.  The following examples provide information on uses and 

disclosures required or permitted by law: 
 

 The plan may share PHI with government or law enforcement agencies when required to 
do so.  The plan may also share PHI when required to in a court or other legal proceeding. 

 

 The plan may share PHI to obey Workers’ Compensation laws. 
 

 The plan may share PHI with the individual if the individual requests access to PHI as 
described previously in the Individual Rights section of this notice. 

 
2. Activities performed with authorization 

 
In other situations, the plan will ask for the individual’s written authorization before using or 
disclosing PHI. 
 
An individual may decide later that they no longer want to agree to a certain use of PHI for which 
the plan received authorization.  If so, the individual may write to the plan and revoke their 
authorization.  If the plan had authorization to use PHI when used, the revocation will not apply to 
those past situations. 

 
 
The Plan’s Legal Obligations 
 
Your plan is legally required to maintain the privacy of PHI as set forth in this notice.  The plan is 
required to send a Notice of Privacy Practices to the Primary Covered Individual and abide by its 
contents.  If an individual feels that their rights have been violated in this regard, they may file a 
complaint with the plan’s Privacy Official at the address below.  An individual may also file a complaint 
with the Secretary of the Department of Health and Human Services. 
 

1. A complaint must be filed in writing, either on paper or electronically. 
2. A complaint must name the entity that is the subject of the complaint and describe the acts or 

omissions believed to be in violation of the applicable requirements. 
3. A complaint must be filed within 180 days of when the complainant knew or should have 

known of the act or omission. 
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Privacy Policy Changes 
 
The plan may change the privacy policies from time to time to comply with the understanding of 
applicable laws and to provide the best service possible under the plan.  Any change in policy will be 
made available to plan participants. 
 
For questions about the plan’s policies or to file a complaint, an individual may call or write the Health 
Plan’s Privacy Official at the following address: 
 

Human Resources Consultant 
Memorial Hospital and Memorial Gables 
500 London Avenue 
Marysville, OH  43040 
(937) 578-24342640 

 
If an individual wishes to exercise their rights to request access or amend PHI, or receive an 
accounting of disclosures, or a restriction on use or disclosure of PHI, the individual may contact the 
plan's Privacy Official or the organization listed below: 
 

CoreSource, Inc. 
P.O. Box 2310 
Mt. Clemens, MI  48046 
(877) 381-8570 
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HELP FIGHT FRAUD 

 
Combating fraud and abuse takes a cooperative effort from each of us.  One way for you to help is by 
reviewing your Explanation of Benefits (EOB) to be sure that the services billed to us were reported 
properly.  If you should see a service and/or supply billed to us that you did not receive, please report 
that immediately in writing.  Indicate in your letter that you are filing a potential fraud complaint and 
document the following facts: 
 

 The name and address of the provider, 
 The name of the beneficiary who was listed as receiving the service or item, 
 The claim number, 
 The date of the service in question, 
 The service or item that you do not believe was provided, 
 The reason why you believe the claim should not have been paid, and 
 Any additional information or facts showing that the claim should not have been paid. 

 
 
Detection Tips 
 
You should be suspicious of practices that involve: 
 

 Providers who routinely do not collect your cost share (co-payment). 
 Billing by your provider for services that you did not receive. 
 Providers billing for services or supplies that are different from what you received. 

 
 
Prevention Tips 
 

 Always protect your CoreSource, Inc. identification card.  Know to whom you are giving your 
member ID number.  Do not provide your member number to someone over the phone if they 
call you. 

 

 Be skeptical of providers who tell you that a particular item or service is not usually covered by 
us, but knows how to bill for the item or service to get it paid. 

 
 
Who Do I Contact If I Suspect Fraud, Waste Or Abuse? 
 

Mail: CoreSource, Inc. 
 P.O. Box 2310 
 Mt. Clemens, MI  48046 

 

Phone: 1-877-381-8570 
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HOW TO FILE MEDICAL CLAIMS 

 
A General Overview 
 
A claim is defined as any request for a plan benefit made by a claimant that complies with the plan’s 
reasonable procedure for making benefit claims. 
 
There are different types of claims.  Reasonable claim filing procedures, which are different for each 
type of claim, are described below.  Each type of claim has a specific timetable for approval, payment, 
request for further information, denial of the claim and for review of any adverse benefit 
determination. 
 
The times listed below for response and appeals are maximum times only.  A period of time begins at 
the time the claim is received, as explained in the claim filing procedures for each type of claim.  
Decisions will be made within a reasonable period of time appropriate to the circumstances.  
Throughout this section, “days” means calendar days. 
 
 
What Should You Know About Pre-Service Claims? 
 
Whenever the plan requires advance approval of a service or treatment, the purpose of a pre-service 
claim is to provide the claimant with a determination of whether or not the approval process will 
prevent payment of the claim and to give you the opportunity to appeal any adverse benefit 
determination made during the pre-approval process.  However, the claim determination made on a 
pre-service claim review does not guarantee payment of any post-service claim. 
 
 
Plan Procedures For Filing A Pre-Service Care Claim 
 
A claimant may file a pre-service claim by telephone, mail or electronic media.  The plan may have 
specific requirements associated with notification of pre-service claims.  See the section titled “Does 
your Plan have a Pre-Certification Provision?” for further information. 
 
The following information should be provided to the Claims Administrator for pre-service claims. 
 

 The employee’s name, name of the employer and four-digit division codegroup number; this 
information is embossed on your CoreSource, Inc. identification card. 

 The employee’s unique member identification number. 
 The name of the patient and relationship to the employee. 
 The proposed date of service. 
 The diagnosis and type of service to be provided. 

 
The Claims Administrator must reply to the claim request within a certain time period.  The claimant 
must also respond to any request from the Claims Administrator within certain time periods.  Those 
time periods are described below. 
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Urgent/Emergent Care Pre-Service Claims 
 
If an urgent/emergent care pre-service claim is filed following the proper claims filing procedures, 
and no additional information is needed, the Claims Administrator will notify the claimant of a 
decision within 72 hours. 
 
If additional information is needed the Claims Administrator will notify the claimant within 24 hours.  
The claimant will have up to 48 hours from the request to supply the needed information.  When the 
information is received, the Claims Administrator will notify the claimant of a decision within 48 
hours from the receipt of the response.  If the claimant does not respond to the request for 
information, the claim will be denied within 48 hours after the request for information. 
 
When proper claims filing procedures are not followed, the Claims Administrator must notify the 
claimant, orally or in writing, within 72 hours of receipt of the claim.  The claimant must respond to 
that notification within 72 hours.  If the claimant does not properly file the claim within 72 hours, the 
claim will be denied.  If the claimant properly files the claim within 72 hours, the Claims 
Administrator will notify the claimant of a decision within 48 hours of receipt of the properly filed 
claim. 
 
If an adverse benefit determination is given, the claimant may appeal the decision.  Refer to the 
section titled “Adverse Benefit Determinations and Appeals” for further information. 
 
Please note that if you or your dependent need medical care that would be considered urgent care or 
emergency services, then there is no requirement that the plan be contacted for prior approval. 
 
 

Non-Urgent/Emergent Care Pre-Service Claims 
 
If a non-urgent/emergent pre-service claim is filed following the proper claims filing procedures and 
no additional information is needed, the Claims Administrator will notify the claimant of a decision 
within 15 days. 
 
If additional information is needed, or there are matters that prevent a decision and they are beyond 
the control of the plan, the Claims Administrator will notify the claimant within 15 days.  The 
claimant will have up to 45 days from the request to supply the needed information.  When the 
information is received, the Claims Administrator will notify the claimant of a decision within 15 
days from the receipt of your response.  If the claimant does not respond to the request for 
information, the claim will be denied within 60 days after the request for information.  Should the 
required information be submitted subsequently, the claim will be considered a new request and will 
be reviewed in accordance with the above guidelines, if filed within the claim filing timeframe (refer to 
the section titled “What is Not Covered under Your Medical Plan?”) 
 
When proper claims filing procedures are not followed, the Claims Administrator must notify the 
claimant, orally or in writing, within 5 days of receipt of the claim.  The claimant must respond to that 
notification within 15 days.  If the claimant does not properly file the claim within these 15 days, the 
claim will be denied. 
 
If an adverse benefit determination is given, the claimant may appeal that decision.  Please see 
the section titled “Adverse Benefit Determinations and Appeals” for further information. 
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What Should You Know About Post-Service Claims? 
 

Plan Procedures For Filing A Post-Service Claim 
 

The claimant may file a post-service claim by mail or electronic media directly with the Claims 
Administrator.  The plan does not require the filing of a claim form.  When a provider files a claim, 
they will be considered the authorized representative of the patient. 
 

For medical pre-service claims, your Claims Administrator is CoreSource, Inc., P.O. Box 2310, Mt. 
Clemens, MI  48046, (800) 521-1555. 
 

For medical post-service claims, your Claims Administrator is CoreSource, Inc., P.O. Box 2310, 
Mt. Clemens, MI  48046, (877) 381-8570. 
 

The pharmacy benefit manager for pharmacy claims is Express Scripts, and you can contact their 
office at (866) 654-2175. 
 

Original bills and/or receipts with the complete claims information listed below should be sent to 
CoreSource, Inc.  In the case of a bill from a network provider where the Network requires claims be 
submitted through them, the bill will not be considered a claim until it is received by the Network.  In 
addition to bills filed by hard copy, CoreSource, Inc. will consider claims filed electronically as original 
claims. 
 
 
Required Information 
 

When submitting a medical claim, the following information must be presented: 
 

1. The employee’s name, name of the employer and four-digit division codegroup number; this 
information is embossed on your CoreSource, Inc. identification card. 

2. The employee’s unique member identification number. 
3. The name of the patient and relationship to the employee. 
4. The date of service. 
5. The provider’s name and degree. 
6. The medical condition for which treatment was provided. 
7. The charge for each specific service. 

 

Unless you submit proof that you have paid for the services billed, payment will be made to the 
provider as your authorized representative. 
 

Your plan intends, through CoreSource, Inc., to promptly acknowledge and make a claims 
determination on claims submitted.  In order to do this, the plan needs your cooperation.  In most 
cases when a bill is sent to CoreSource, Inc. directly by the provider, the claims information listed 
above will be on the bill.  If you send a bill or receipt to CoreSource, Inc., you should be sure the 
above claim information is given. 
 

Prescription drugs purchased in a participating pharmacy are covered by the prescription drug 
benefit administered by Express Scripts.  Prescriptions filled at a participating pharmacy will be 
covered as described in the section titled “What if I Need a Prescription Medication?”  If you or your 
dependent purchases a drug at a non-participating pharmacy, you or your dependent must pay for 
the prescription in full. 
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Providing Additional Information 
 
Additional information provided at the time of the claim will help in making a determination.  For 
example, if the bill is for your covered dependent that has other medical coverage, send a copy of the 
other coverage's proof of payment or denial. 
 
If the bill is for services rendered due to an accidental bodily injury, please provide the following 
details: 
 

 How the accident happened? 
 When the accident happened? 
 The name and address of anyone who was responsible for the injury. 

 
 
Time Periods For The Plan And You 
 
The Claims Administrator must reply to a claim request within a certain time period.  The claimant 
must also respond to the request for additional information from the Claims Administrator within 
certain time periods. 
 
When a post-service claim is filed, and all information needed to make a claim determination is 
present, the Claims Administrator must notify the claimant of a claims decision within 30 days from 
the date the claim is received. 
 
If a post-service claim is filed and additional information is needed, the Claims Administrator must 
notify the claimant within 30 days. 
 
The claimant will have up to 45 days from the request to supply the needed information.  When the 
information is received, the Claims Administrator will notify the claimant of a decision within 15 
days from the receipt of the response.  If the claimant does not respond to the request for 
information, the claim will be denied within 60 days after the request for information.  Should the 
required information be submitted subsequently, the claim will be considered a new request and will 
be reviewed in accordance with the above guidelines, if filed within the claim filing timeframe.  Please 
see the section titled “What is Not Covered under Your Medical Plan?” for additional information 
regarding the claims filing timeframe. 
 
If an adverse benefit determination is given, the claimant may appeal that decision.  Please see 
the section titled “Adverse Benefit Determinations and Appeals” for further information. 
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ADVERSE BENEFIT DETERMINATIONS AND APPEALS 

 
What If My Claim Is Denied? 
 
Except with urgent care claims, when the notification may be given orally followed by written or 
electronic notification within three days of the oral notification, the Claims Administrator shall provide 
written or electronic notification of any adverse benefit determination.  The notice will state, in a 
manner calculated to be understood by the claimant: 
 

1. The specific reason or reasons for the adverse benefit determination. 
 

2. Reference to the specific plan provisions on which the determination was based. 
 

3. A description of any additional material or information necessary for the claimant to perfect the 
claim and an explanation of why such material or information is necessary. 

 

4. A description of the plan’s review procedures and the time limits applicable to such 
procedures, including information regarding how to initiate an appeal, and information on the 
external review process. 

 

5. A statement that the claimant is entitled to receive, upon request and free of charge, 
reasonable access to, and copies of, all documents, records, and other information relevant to 
the claim. 

 

6. If the adverse benefit determination was based on an internal rule, guideline, protocol, or 
other similar criterion, the specific rule, guideline, protocol, or criterion which was relied on will 
be provided free of charge to the claimant upon request. 

 

7. If the adverse benefit determination is based on medical necessity or experimental or 
investigational treatment or a similar exclusion or limitation, an explanation of the scientific or 
clinical judgment for the determination, applying the terms of the plan to the claimant’s 
medical circumstances, will be provided free of charge to the claimant upon request. 
 

8. For urgent care claims, a description of the expedited review process applicable to such 
claims.  For urgent care claims, the information in the notice may be provided orally if the 
claimant is given notification within three days after the oral notification. 

 
A document, record, or other information shall be considered relevant to a claim if it: 
 

1. was relied upon in making the benefit determination; 
 

2. was submitted, considered, or generated in the course of making the benefit determination, 
without regard to whether it was relied upon in making the benefit determination; 

 

3. demonstrated compliance with the administrative processes and safeguards designed to 
ensure and to verify that benefit determinations are made in accordance with the plan and plan 
provisions have been applied consistently with respect to all claimants; or 

 

4. constituted a statement of policy or guidance with respect to the plan concerning the denied 
treatment option or benefit. 
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How Do I File An Appeal? 
 
If a claimant receives an adverse benefit determination for an urgent pre-service claim, the 
claimant may appeal that decision in writing, via mail, facsimile, or electronically.  If a claimant 
receives an adverse benefit determination for a non-urgent pre-service claim or a post-service 
claim, the claimant may appeal the decision within 180 days of date of the adverse benefit 
determination.  The appeal and all supporting documentation should be submitted to the Claims 
Administrator. 
 
The following describes the review process and rights of the covered individual: 
 

1. The covered individual has the right to submit documents, information and comments and to 
present evidence and testimony. 

 

2. The covered individual has the right to access, free of charge, relevant information to the 
claim for benefits.  A document, record, or other information shall be considered relevant to a 
claim if it: 

 

a. Was relied upon in making the benefit determination; 
b. Was submitted, considered, or generated in the course of making the benefit 

determination, without regard to whether it was relied upon in making the benefit 
determination; 

c. Demonstrated compliance with the administrative processes and safeguards designed to 
ensure and to verify that benefit determinations are made in accordance with the plan and 
plan provisions have been applied consistently with respect to all claimants; or 

d. Constituted a statement of policy or guidance with respect to the plan concerning the 
denied treatment option or benefit. 
 

3. Before a final determination on appeal is rendered, the covered individual will be provided, 
free of charge, with any new or additional rationale or evidence considered, relied upon, or 
generated by the plan in connection with the claim.  Such information will be provided as soon 
as possible and sufficiently in advance of the notice of final internal determination to give the 
covered individual a reasonable opportunity to respond prior to that date. 

 

4. The review takes into account all information submitted by the covered individual, even if it 
was not considered in the initial benefit determination. 

 

5. The review will not afford deference to the original denial. 
 

6. The review will be conducted by employees of the Claims Administrator and Plan 
Administrator who are neither: 

 

a. The individual who originally denied the claim, nor 
b. Subordinate to the individual who originally denied the claim. 
 

7. If original denial was, in whole or in part, based on medical judgment: 
 

a. The Claims Administrator or Plan Administrator will consult with a health care 
professional who has appropriate training and experience in the field involving the medical 
judgment; and 

b. The health care professional utilized by the Claims Administrator or Plan 
Administrator will be neither: 

 

i. An individual who was consulted in connection with the original denial of the claim, nor 
ii. A subordinate of any other health care professional who was consulted in connection 

with the original denial. 
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8. If requested, the Claims Administrator or Plan Administrator will identify the medical or 

vocational expert(s) who gave advice in connection with the original denial, whether or not the 
advice was relied upon. 

 
 

Notice Of Benefit Determination On Appeal 
 

The Plan Administrator shall provide the claimant with a written notice of the appeal decision within 
applicable time period.  If a claimant receives an adverse benefit determination for an urgent pre-
service claim, the Plan Administrator will provide a decision regarding the appeal within 72 hours.  
If a claimant receives an adverse benefit determination for a non-urgent pre-service claim, the 
Plan Administrator will review the appeal and respond within 30 days.  If a claimant receives an 
adverse benefit determination for a post-service claim, the Plan Administrator will review the 
appeal and respond within 60 days. 
 

The period of time within which a benefit determination on review is required to be made shall begin at 
the time an appeal is filed in accordance with the procedures of the plan.  This timing is without regard 
to whether all the necessary information accompanies the filing. 
 

If the appeal is denied, the Notice of Appeal Decision will contain an explanation of the decision, 
including: 
 

1. The specific reasons for the denial and a discussion of the decision. 
 

2. Reference to specific plan provisions on which the denial is based. 
 

3. A statement that the covered individual has the right to access, free of charge, relevant 
information to the claim for benefits.  A document, record, or other information shall be 
considered relevant to a claim if it: 

 

 Was relied upon in making the benefit determination; 
 Was submitted, considered, or generated in the course of making the benefit 

determination, without regard to whether it was relied upon in making the benefit 
determination; 

 Demonstrated compliance with the administrative processes and safeguards designed to 
ensure and to verify that benefit determinations are made in accordance with the plan and 
plan provisions have been applied consistently with respect to all claimants; or 

 Constituted a statement of policy or guidance with respect to the plan concerning the 
denied treatment option or benefit. 
 

4. A statement of the covered individual’s right to request an external review and a description 
of the process for requesting such a review, including applicable time limits. 

 

5. If an internal rule, guideline, protocol or other similar criterion was relied upon, the Notice of 
Appeal Decision will contain either: 

 

a. A copy of that criterion, or 
b. A statement that such criterion was relied upon and will be supplied free of charge, upon 

request. 
 

6. If the denial was based on medical necessity, experimental/investigational treatment or 
similar exclusion or limit, the Plan Administrator will supply either: 

 

a. An explanation of the scientific or clinical judgment, applying the terms of the plan to the 
claimant’s medical circumstances, or 

b. A statement that such explanation will be supplied free of charge, upon request. 
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How Do I File A Prescription Drug Appeal? 
 
If a physician contacts the prior authorization department to obtain a prior authorization for the drug in 
question, and the prior authorization for that drug is denied, a letter will be sent to the claimant and 
physician providing the next level of appeal rights.  The claimant and/or the physician may appeal 
that decision in writing within 180 days of the date of the prior authorization denial.  Express Scripts, 
Inc. shall provide the claimant with a written notice of the appeal decision within the applicable time 
period.  If a claimant receives a denial for an urgent claim, Express Scripts, Inc. will provide a 
decision regarding the appeal within 72 hours.  If a claimant receives a denial for a non-urgent claim, 
Express Scripts, Inc. will review the appeal and respond within 30 days. 
 

The period of time within which a determination on review is required to be made shall begin at the 
time an appeal is filed in accordance with the procedures of the plan.  This timing is without regard to 
whether all the necessary information accompanies the filing. 
 
Appeals should be sent to: 
 

 Express Scripts, Inc. 
 Attn:  Pharmacy Appeals 
 Mail Route BL0390 
 6625 West 78th Street 
 Bloomington, MN  55439 
 Fax: (877) 852-4070 
 
If the appeal is denied by Express Scripts, Inc., the claimant and/or the physician will receive a 
denial letter which will provide them with further appeal rights.  The claimant and/or the physician 
may submit a 2nd appeal to MCMC, LLC within 120 days of the appeal denial.  MCMC, LLC shall 
provide the claimant with a written notice of the appeal decision within the applicable time period.  If a 
claimant receives a denial for an urgent claim, MCMC, LLC will provide a decision regarding the 
appeal within 72 hours.  If a claimant receives a denial for a non-urgent claim, MCMC, LLC will 
review the appeal and respond within 30 days. 
 
Appeals should be sent to: 
 

 MCMC, LLC 
 ERISA Appeal Team 
 Express Scripts Appeal Program 
 300 Crown Colony Drive, Suite 203 
 Quincy, MA  02169 
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External Reviews 
 
A claimant may request an external review of a denied claim by making written request to the Claims 
Administrator within four months of receipt of notification of the final internal denial of benefits.  If 
there is no corresponding date four months after the date of receipt of such a notice, then the request 
must be made by the first day of the fifth month following the receipt of the notice of final internal 
denial of benefits.  The plan may charge a filing fee to the covered individual requesting an external 
review, subject to applicable laws and regulations.  The following are not eligible for external review:  a 
denial, reduction, termination, or failure to provide payment for a benefit based on a determination that 
an individual fails to meet the requirements for eligibility under the terms of the plan. 
 
 
Right To External Review 
 
Within five business days of receipt of the request, the Plan Administrator will perform a preliminary 
review of the request to determine if the request is eligible for external review, based on confirmation 
that: 
 

1. The covered individual incurring the claim is or was covered under the plan at the time the 
health care item or service was requested or, in the case of a retrospective review, was 
covered under the plan at the time the health care item or service was provided;  

2. The final internal denial does not relate to the covered individual’s failure to meet plan 
eligibility requirements as stated in the section titled “Participating in the Plan.” 

3. The claimant has exhausted the plan’s appeal process, to the extent required by law; and 
4. The claimant has provided all of the information and forms required to complete an external 

review. 
 
 
Notice Of Right To External Review 
 
The Plan Administrator shall provide the claimant with a written notice of the decision as to whether 
the claim is eligible for external review within one business day after completion of the preliminary 
review. 
 
The Notice of Right to External Review shall include the following: 
 

1. The reason for ineligibility and the availability of the Employee Benefits Security Administration 
at 866-444-3272, if the request is complete but not eligible for external review. 
 

2. If the request is incomplete, the information or materials necessary to make the request 
complete and the opportunity for the claimant to perfect the external review request by the 
later of the following: 
 

a. The four month filing period; or  
b. Within the 48 hour time period following the claimant’s receipt of notification.  

 
If the Plan Administrator determines that the claim is eligible for external review, the Plan 
Administrator shall assign the claim to an Independent Review Organization for external review. 
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Independent Review Organization 
 
An Independent Review Organization (IRO) that is accredited by URAC or a similar nationally 
recognized accrediting organization shall be assigned to conduct the external review.  The assigned 
IRO will timely notify the claimant in writing of the request’s eligibility and acceptance for external 
review.  The claimant may submit in writing to the IRO, within 10 business days following the date of 
receipt of the notice, additional information that the IRO must consider when conducting the external 
review.  The IRO is not required to, but may, accept and consider additional information submitted 
after 10 business days.  The Plan Administrator will provide the IRO with such documents and 
information within five business days after the date of assignment of the IRO and if it does not, the 
IRO may terminate the external review and make a decision to reverse the final denial.  In such case, 
the IRO shall notify the claimant and the Plan Administrator of its decision within one business day.  
During the review, the Plan Administrator may reconsider its final denial that is the subject of the 
external review and provide coverage or payment.  In such case, the Plan Administrator must 
provide written notice of its decision to the claimant and IRO within one business day, and the IRO 
shall then terminate the external review. 
 
 
Notice Of External Review Determination 
 
The assigned IRO shall provide the Plan Administrator, Plan Supervisor and the claimant with a 
written notice of the final external review decision within 45 days after receipt of the external review 
request.  Such notice shall be delivered to the claimant and the Plan Administrator and Plan 
Supervisor and shall contain the following:  (a) a general description of the reason for the request for 
external review, including information sufficient to identify the claim (including the date or dates of 
service, the health care provider, the claim amount (if applicable), the diagnosis code and its 
corresponding meaning, the treatment code and its corresponding meaning, and the reason for the 
previous denial); (b) the date the IRO received the assignment to conduct external review and the 
date of the final external review decision; (c) references to the evidence or documentation, including 
specific coverage provisions and evidence-based standards, considered in reaching the decision; (d) 
a discussion of the principal reason or reasons for its decision, including the rationale for its decision 
and any evidence-based standards that were relied upon in making its decision; (e) a statement that 
the determination is binding except to the extent that other remedies may be available under State or 
Federal law to either the plan or the claimant; (f) a statement that judicial review may be available to 
the claimant; and (g) current contact information, including phone number, for any applicable office of 
health insurance consumer assistance or ombudsman established under Section 2793 of the Public 
Health Service Act. 
 
The Notice of Final External Review Decision from the IRO is binding on the claimant, the Plan 
Administrator and Plan Supervisor, except to the extent that other remedies may be available 
under State or Federal law.  If the Notice of Final External Review Decision reverses the Plan 
Administrator's final denial, the plan shall immediately provide coverage or payment (including 
immediately authorizing or immediately paying benefits) for a claim. 
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Expedited External Review 
 
The Plan Administrator shall provide the claimant the right to request an expedited external review 
upon the claimant’s receipt of either of the following: 
 

1. A denial of benefits involving a medical condition for which the timeframe noted above for 
completion of an internal appeal would seriously jeopardize the health or life of the covered 
individual or the covered individual’s ability to regain maximum function and the covered 
individual has filed an internal appeal request. 

 

2. A final internal denial of benefits involving a medical condition for which the timeframe for 
completion of a standard external review would seriously jeopardize the health or life of the 
covered individual or the covered individual’s ability to regain maximum function or if the 
final determination involves any of the following: 

 

a. An admission, 
b. Availability of care, 
c. Continued stay, or 
d. A health care item or service for which the covered individual received emergency 

services, but has not been discharged from a facility. 
 
Immediately upon receipt of the request for expedited external review, the plan will do all of the 
following: 
 

1. Perform a preliminary review to determine whether the request meets the requirements in the 
section, “Right to External Review.” 

 

2. Send notice of the plan’s decision, as described in the section, “Notice of Right to External 
review.” 

 
Upon determination that a request is eligible for external review, the plan will do all of the following: 
 

1. Assign an IRO as described in the section, “Independent Review Organization.” 
 

2. Provide all necessary documents or information used to make the denial of benefits or final 
denial of benefits to the IRO either by telephone, facsimile, electronically or other expeditious 
method. 

 
The assigned IRO will provide notice of final external review decision as expeditiously as the covered 
individual’s medical condition or circumstances require, but in no event more than 72 hours after 
receipt of the expedited external review request.  The notice shall follow the requirements in section, 
“Notice of External Review Determination.”  If the notice of the expedited external review 
determination was not in writing, the assigned IRO shall provide the Plan Administrator, Plan 
Supervisor and the claimant written confirmation of its decision within 48 hours after the date of 
providing that notice. 
 
 

Is The Decision On Review Final? 
 
Except with respect to the external review process, the decision by the Plan Administrator on review 
will be final, binding, and conclusive, and will be afforded the maximum deference permitted by law.  
All claim review procedures provided for in the plan must be exhausted before any legal or 
equitable action is brought. 
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Limitation Of Action 
 
If you want to bring a legal action against the company or the Claims Administrator, you must do so 
within 36 months from the expiration of the time period in which a request for reimbursement must be 
submitted or you lose any rights to bring such an action against the company or the Claims 
Administrator. 
 
You cannot bring any legal action against the company or the Claims Administrator for any other 
reason unless you first complete all the steps in the appeal process described in this section.  After 
completing that process, if you want to bring a legal action against the company or the Claims 
Administrator, you must do so within 36 months of the date you are notified of our final decision on 
your appeal or you lose any rights to bring such an action against the company or the Claims 
Administrator. 
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FACILITY OF PAYMENT 

 
Whenever payments which should have been made under your plan in accordance with its provisions 
have been made under any other plans, the plan shall have the right, exercisable alone and in its full 
discretion, to pay over to any organizations making such other payments any amounts it shall deem to 
be warranted in order to satisfy the intent of this coordination provision.  Any amount so paid shall be 
deemed to be benefits paid under your plan and to the extent of such payments; the plan shall be fully 
discharged from liability. 
 
Plan payments will be made to the provider whenever there is no evidence showing that the provider 
has been paid.  If the provider has been paid and the employee authorizes payment to another 
individual, the plan will pay that individual upon receipt of the employee's signed authorization. 
 
If an employee dies, the plan will determine payment of claims as follows: 
 

 First, to any providers who have not received payment that would be due under the plan; 
 

 Second, the employee's spouse; 
 

 Third, the employee's estate. 
 
 
 

PHYSICAL EXAMINATION 
 
Your plan, at its own expense, will have the right and opportunity to have any individual whose 
medical or dental treatment is the basis of a claim under your plan, examined by a physician 
designated by your plan when and as often as it may be reasonably required during the review of a 
claim under your plan. 
 
 
 

FRAUD OR INTENTIONAL MISREPRESENTATION 
 
Any fraud or intentional misrepresentation, as defined under the provisions of ACA, of a material fact 
on the part of the covered individual or an individual seeking coverage on behalf of the covered 
individual in making application for coverage, or any application for reclassification thereof, or for 
service thereunder is prohibited and shall render the coverage under the plan null and void.  The plan 
shall be entitled to recover its damages, including legal fees, from the covered individual, or from 
any other person responsible for misleading the plan, and from the person for whom the benefits were 
provided. 
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SUBROGATION/REIMBURSEMENT 

 
The plan is designed to only pay covered expenses for which payment is not available from anyone 
else, including any insurance company or another health plan.  In order to help a covered individual 
in a time of need, however, the plan may pay covered expenses that may be or may become the 
responsibility of another person, provided that the plan later receives reimbursement for those 
payments (hereinafter called “Reimbursable Payments”). 
 
Therefore, by enrolling in the plan, as well as by applying for payment of covered expenses, a 
covered individual is subject to, and agree to, the following terms and conditions with respect to the 
amount of covered expenses paid by the plan: 
 

1. Assignment of Rights (Subrogation).  The covered individual automatically assigns to the 
plan any rights the covered individual may have to recover all or part of the same covered 
expenses from any party, including an insurer or another group health program (except flexible 
spending accounts, health reimbursement accounts, and health savings accounts), but limited 
to the amount of Reimbursable Payments made by the plan.  This assignment includes, 
without limitation, the assignment of a right to any funds paid by a third party to a covered 
individual or paid to another for the benefit of the covered individual.  This assignment 
applies on a first-dollar basis (i.e., has priority over other rights), applies whether the funds paid 
to (or for the benefit of) the covered individual constitute a full or a partial recovery, and even 
applies to funds actually or allegedly paid for non-medical or dental charges, attorney fees, or 
other costs and expenses.  This assignment also allows the plan to pursue any claim that the 
covered individual may have, whether or not the covered individual chooses to pursue that 
claim.  By this assignment, the plan’s right to recover from insurers includes, without limitation, 
such recovery rights against no-fault auto insurance carriers in a situation where no third party 
may be liable, and from any uninsured or underinsured motorist coverage. 

 
2. Equitable Lien and other Equitable Remedies.  The plan shall have an equitable lien against 

any rights the covered individual may have to recover the same covered expenses from any 
party, including an insurer or another group health program, but limited to the amount of 
Reimbursable Payments made by the plan.  The equitable lien also attaches to any right to 
payment from Workers’ Compensation, whether by judgment or settlement, where the plan 
has paid covered expenses prior to a determination that the covered expenses arose out of 
and in the course of employment.  Payment by Workers’ Compensation insurers or the 
employer will be deemed to mean that such a determination has been made. 

 
This equitable lien shall also attach to any money or property that is obtained by anybody 
(including, but not limited to, the covered individual, the covered individual’s attorney, 
and/or a trust) as a result of an exercise of the covered individual’s rights of recovery 
(sometimes referred to as “proceeds”).  The plan shall also be entitled to seek any other 
equitable remedy against any party possessing or controlling such proceeds.  At the discretion 
of the Plan Administrator, the plan may reduce any future covered expenses otherwise 
available to the covered individual under the plan by an amount up to the total amount of 
Reimbursable Payments made by the plan that is subject to the equitable lien. 
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This and any other provisions of the plan concerning equitable liens and other equitable 
remedies are intended to meet the standards for enforcement that were enunciated in the 
United States Supreme Court’s decision entitled, Great-West Life & Annuity Insurance Co. v. 
Knudson, 534 US 204 (2002); and Sereboff v. Mid Atlantic Medical Services, Inc. (MAMSI), 
126 S.Ct. 1869, 547 US 356 (2006).  The provisions of the plan concerning subrogation, 
equitable liens, and other equitable remedies are also intended to supersede the applicability 
of the federal common law doctrines commonly referred to as the “make whole” rule and the 
“common fund” rule. 

 
3. Assisting in Plan’s Reimbursement Activities.  The covered individual have an obligation to 

assist the plan to obtain reimbursement of the Reimbursable Payments that it has made on 
behalf of the covered individual, and to provide the plan with any information concerning the 
covered individual’s other insurance coverage (whether through automobile insurance, other 
group health program, or otherwise) and any other person or entity (including their insurer(s)) 
that may be obligated to provide payments or benefits to or for the benefit of the covered 
individual.  The covered individual is required to (a) cooperate fully in the plan’s (or any plan 
fiduciary’s) enforcement of the terms of the plan, including the exercise of the plan’s right to 
subrogation and reimbursement, whether against the covered individual or any third party, 
(b) not do anything to prejudice those enforcement efforts or rights (such as settling a claim 
against another party without including the plan as a co-payee for the amount of the 
Reimbursable Payments and notifying the plan), (c) sign any document deemed by the Plan 
Administrator to be relevant to protecting the plan’s subrogation, reimbursement or other 
rights, and (d) provide relevant information when requested.  The term “information” includes 
any documents, insurance policies, police reports, or any reasonable request by the Plan 
Administrator to enforce the plan’s rights. 

 
4. Overpayments.  Your plan will have the right to recover any payments that were made to, or 

on behalf of, a covered individual and which causes an overpayment to be made. 
 
Failure by a covered individuals to follow the above terms and conditions may result, at the 
discretion of the Plan Administrator, in a reduction from future benefit payments available to the 
covered individual under the plan of an amount up to the aggregate amount of Reimbursable 
Payments that has not been reimbursed to the plan. 
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NONDISCRIMINATION NOTICE UNDER SECTION 1557 OF THE AFFORDABLE CARE ACT 

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

 Provide free aids and services to people with disabilities to communicate effectively with us, 
such as: 
 

 Qualified sign language interpreters 
 Written information in other formats (large print, audio, accessible electronic formats, 

other formats) 
 

 Provides free language services to people whose primary language is not English, such as: 
 

 Qualified interpreters 
 Information written in other languages 

 
If you need these services, contact Denise Branton, the Civil Rights Coordinator. 
 
If you believe that the Memorial Hospital, Memorial Gables, or the 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: Denise Branton, HR Specialist, 500 London Avenue, Marysville, 
OH  43040, 937-578-2640, Fax 937-578-2640, Denise.Branton@memorialohio.com.  You can file a 
grievance in person or by mail, fax, or email.  If you need help filing a grievance, Denise Branton 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, HMI Building 
Washington, D.C. 20201 

1-800-868-1019, 800-537-7697 (TDD) 
 
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
http://www.hhs.gov/ocr/office/file/index.html
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Nondiscrimination Notice Under Section 1557 Of The Affordable Care Act: Language 
Assistance Services 
 

Language Message About Language Assistance 

Spanish ATENCIÓN:  Si habla español, tiene a su disposición servicios gratuitos de 
asistencia lingüística.  Llame al 1-800-774-4344 (TTY: 1-800-537-7697). 

Chinese 注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-800-774-

4344（TTY：1-800-537-7697). 

German ACHTUNG:  Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche 
Hilfsdienstleistungen zur Verfügung.  Rufnummer: 1-800-774-4344 (TTY: 1-800-
537-7697). 

Arabic  800-537--1ملحوظة:  إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغوية تتوافر لك بالمجان.  اتصل برقم
 (.800-774-4344-1)رقم هاتف الصم والبكم:  7697

Pennsylvania
n Dutch 

Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du 
mitaus Koschte ebber gricke, ass dihr helft mit die englisch Schprooch. Ruf selli 
Nummer uff: Call 1-800-774-4344 (TTY: 1-800-537-7697). 

Russian ВНИМАНИЕ:  Если вы говорите на русском языке, то вам доступны 
бесплатные услуги перевода.  Звоните 1-800-774-4344 (телетайп: 1-800-537-
7697). 

French ATTENTION:  Si vous parlez français, des services d'aide linguistique vous sont 
proposés gratuitement.  Appelez le 1-800-774-4344 (ATS : 1-800-537-7697). 

Vietnamese CHÚ Ý:  Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho 
bạn.  Gọi số 1-800-774-4344 (TTY: 1-800-537-7697). 

Cushite Gargaarsa afaan Oromiffa hiikuu argachuuf lakkokkofsa bilbilaa 1-800-774-4344 
(TTY: 1-800-537-7697).irratti bilisaan bilbilaa. 

Korean 주의:  한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 

있습니다.  1-800-774-4344 (TTY: 1-800-537-7697).번으로 전화해 주십시오. 

Italian ATTENZIONE:  In caso la lingua parlata sia l'italiano, sono disponibili servizi di 
assistenza linguistica gratuiti.  Chiamare il numero 1-800-774-4344 (TTY: 1-800-
537-7697). 

Japanese 注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。1-

800-774-4344（TTY: 1-800-537-7697).）まで、お電話にてご連絡ください。 

Dutch AANDACHT:  Als u nederlands spreekt, kunt u gratis gebruikmaken van de 
taalkundige diensten.  Bel 1-800-774-4344 (TTY: 1-800-537-7697). 

Ukrainian УВАГА!  Якщо ви розмовляєте українською мовою, ви можете звернутися до 
безкоштовної служби мовної підтримки.  Телефонуйте за номером 1-800-774-
4344 (телетайп:  1-800-537-7697). 

Romanian ATENȚIE:  Dacă vorbiți limba română, vă stau la dispoziție servicii de asistență 
lingvistică, gratuit.  Sunați la 1-800-774-4344 (1-800-537-7697). 
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GENERAL PLAN INFORMATION 

 
Plan Name 
 

The name of the plan is Memorial Hospital and Memorial Gables Employee Medical Benefit Plan as 
Amended and Restated Effective January 1, 20152017. 
 

Type Of Plan 
 

Your plan is a welfare benefits plan providing medical benefits. 
 

Plan Number 
 

The plan number is 501. 
 

Plan Administrator And Named Fiduciary 
 

The Plan Administrator, named fiduciary and agent for service of legal process is Memorial Hospital 
and Memorial Gables, 500 London Avenue, Marysville, OH  43040, (937) 578-24342640. 
 

Employer Identification Number 
 

The employer identification number for Memorial Hospital is 31-6402480, and the employer 
identification number for Memorial Gables is 31-1424302. 
 

Cost Of The Plan 
 

Memorial Hospital and Memorial Gables share in the cost of providing benefits to you and your 
eligible dependents.  Information regarding the specific cost for coverage can be obtained from 
Human Resources. 
 

Plan Effective Date 
 

The plan is amended and restated effective January 1, 20152017. 
 

Plan Distribution Date 
 

Benefits described in this SPD will only apply to claims incurred on or after the plan effective date or 
the date on which the plan is distributed whichever is later. 
 

Plan Year 
 

The fiscal year of your plan commences on the first day of January and ends on the last day of the 
following December. 
 

Plan Supervisor 
 

The Plan Supervisor is CoreSource, Inc., P.O. Box 2310, Mt. Clemens, MI  48046, (877) 381-8570. 
 

The Plan Is Not A Contract Of Employment 
 

Your plan does not constitute or provide a promise or guarantee of employment or continued 
employment, to any employee of the Plan Administrator or of any participating employer.  Nor do 
these documents change any such employment relationship to be other than employment "at will." 
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DESIGNATION OF FIDUCIARY RESPONSIBILITY 

 
Who Are The Fiduciaries Of The Plan? 
 
Memorial Hospital and Memorial Gables is the Plan Administrator and named fiduciary for 
everything not delegated to another fiduciary in this document.  Memorial Hospital and Memorial 
Gables shall exercise all discretionary authority and control with respect to management of the plan, 
unless authority and control have been specifically granted to another fiduciary. 
 
Memorial Hospital and Memorial Gables may delegate certain fiduciary responsibilities under the plan 
to persons who are not named fiduciaries of the plan.  If fiduciary responsibilities are delegated to any 
other person, such delegation of responsibility should be made by written instrument executed by 
Memorial Hospital and Memorial Gables.  A copy of the written instrument delegating the 
responsibility will be kept with the records of the plan. 
 
 
What Are The Fiduciaries’ Responsibilities? 
 
The people who operate your plan, called “fiduciaries” of the plan, have a duty to do so prudently and 
in the interest of you and other plan participants and beneficiaries. 
 
Each fiduciary under the plan shall be solely responsible for its own acts or omissions.  No fiduciary 
shall have the duty to question whether any other fiduciary is fulfilling all of the responsibilities 
imposed upon such other fiduciary by federal or state law.  No fiduciary shall have any liability for a 
breach of fiduciary responsibility of another fiduciary with respect to the plan unless it participates 
knowingly in such breach, knowingly undertakes to conceal such breach, has actual knowledge of 
such breach, fails to take responsible remedial action to remedy such breach or, through its 
negligence in performing its own specific fiduciary responsibilities which give rise to its status as a 
fiduciary, it enables such other fiduciary to commit a breach of the latter's fiduciary responsibility. 
 
No fiduciary shall be liable with respect to a breach of fiduciary duty if such breach is committed 
before it became a fiduciary, and nothing in your plan shall be deemed to relieve any person from 
liability for his or her own misconduct or fraud. 
 
 
What If The Plan Is Modified, Amended Or Terminated? 
 
Memorial Hospital and Memorial Gables, by a duly authorized representative, may modify, amend, 
or terminate the plan at any time at its sole discretion. 
 
Any such modification, amendments, or terminations that affect plan participants or beneficiaries of 
the plan will be communicated to them.  If the plan is terminated, benefits will only be paid for claims 
incurred before the date of termination up to the time funds are no longer available. 
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Who Is Responsible For The Administration Of The Plan? 
 
Memorial Hospital and Memorial Gables is the Plan Administrator.  As Plan Administrator, 
Memorial Hospital and Memorial Gables is required to supply you with this booklet and other 
information, and to file various reports and documents with government agencies.  In its role of 
administering the plan, the Plan Administrator also may make rulings, interpret the plan, prescribe 
procedures, gather needed information, receive and review financial information of the plan, employ 
or appoint individuals to assist in any administrative function, and generally do all other things which 
need to be handled in administering the plan. 
 
The Plan Administrator shall have any and all powers of authority, which shall be proper to enable 
him to carry out his duties under the plan and full discretionary authority to make regulations with 
respect to your plan and to determine, consistently therewith, all questions that may arise as to the 
status and rights of participants and beneficiaries and any and all other persons. 
 
The Plan Administrator shall have full discretionary authority to interpret all provisions of your plan, 
including resolving an inconsistency or ambiguity or correcting an error or an omission.  The plan shall 
be governed by the Internal Revenue Code and the laws of the State of Ohio. 
 
 

How Is The Plan Funded? 
 
The plan is funded through the general assets of Memorial Hospital and Memorial Gables, and 
contributions as required.  In the highly unlikely event of plan termination, there are no specific assets 
set aside to use to pay claims incurred prior to the date of such termination.  If the plan should be 
terminated, claims incurred prior to the date of such termination would be paid until the time funds are 
no longer available.  Claims incurred after the date of such termination would not be paid. 
 
 

Is Your Plan Considered Health Insurance? 
 
Under Michigan law, the Plan Supervisor, CoreSource, Inc. is required to disclose the following 
information: 
 
The Memorial Hospital and Memorial Gables Employee Medical Benefit Plan is a self-funded plan.  
You and your covered dependents are not insured, rather, you and your covered dependents are 
provided medical benefit coverage through a self-funded medical benefit plan.  In the unlikely event 
your plan does not ultimately pay medical expenses that are eligible for payment under your plan for 
any reason, you or your covered dependents may be liable for those expenses. 
 
The Plan Supervisor, CoreSource, Inc., merely processes claims and does not ensure that any 
medical expenses of individuals covered by your plan will be paid. 
 
When you or your covered dependent file complete and proper claims for benefits, those claims will 
be promptly processed.  In the event of a delay in processing, then you or your covered dependent 
shall have no greater right or interest or other remedy against the Plan Supervisor, CoreSource, Inc., 
than as otherwise afforded by law. 


