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INTRODUCTION 

Welcome to The Harvard Pilgrim ChoiceNet Best Buy HMO for Self Insured Members (the 
Plan). Thank you for choosing us to help meet your health care needs. Your benefts are 
provided by your Plan Sponsor, generally an employer or union. Harvard Pilgrim Health 
Care (Harvard Pilgrim or HPHC) administers the plan's benefts on behalf of your Plan 
Sponsor. 

Your health care under the Plan is administered by HPHC through it’s affliated network 
of Primary Care Providers, specialists and other Plan Providers. Some Plans may be subject 
to a network smaller than HPHC’s full provider network. To determine whether or not 
your Plan has a Limited Network, please see your Schedule of Benefts. 

This is a self-insured health benefts plan for the Plan Sponsor’s employees and their 
dependents. The Plan Sponsor has assumed fnancial responsibility for this Plan's health 
care benefts. This type of funding, known as self-funding, allows the Plan Sponsor to 
self-insure the health care costs associated with its employees with its own resources. 
HPHC will perform benefts and claims administration, and case management services on 
behalf of the Plan Sponsor as outlined in this Beneft Handbook and your Schedule of 
Benefts. HPHC is not, however, the insurer of your coverage. 

When we use the words “we,” “us,” and “our” in this Handbook, we are referring to 
Harvard Pilgrim Health Care. When we use the words “you” or “your” we are referring to 
Members as defned in the Glossary. 

You must choose a Primary Care Provider (PCP) for yourself and each of your family 
members when you enroll in the Plan. 

When you enroll, the Plan provides the covered health care services described in this 
Handbook, the Schedule of Benefts, the Prescription  rug Brochure (if applicable) and 
any riders. These services must be provided or arranged by your PCP, except as described 
in section I.E.1. Your PCP Manages Your Health Care. 

As a Member, you can take advantage of a wide range of helpful online tools and 
resources at www.h rv rdpilgrim.org. 

Your secure online  ccount offers you a safe way to help manage your health care. 
You are able to check your Schedule of Benefts and Beneft Handbook, look up benefts, 
Copayments, claims history, and  eductible status, and view Prior Approval and referral 
activities. You can also learn how your Plan covers preventive care and conditions such as 
asthma, diabetes, COP  and high blood pressure. 

The cost transparency tool allows you to compare cost and quality on many types of 
health care services including surgical procedures and offce visits. The cost transparency 
tool provides estimated costs only. Your Member Cost Sharing may be different. 

To access information, tools and resources online, visit www.h rv rdpilgrim.org and 
select the Member Login button (frst time users must create an account and then log 
in). To access the cost transparency tool once you’re logged in, click on the “Tools and 
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Resources” link from your personalized Member dashboard and look for the Estimate 
My Cost link. 

You may call the Member Services  epartment at 1–888–333–4742 if you have any 
questions. Member Services staff is also available to help you with questions about the 
following: 
• Selecting a PCP 

• Your Beneft Handbook 

• Your benefts 

• Your enrollment 

• Your claims 

• Pharmacy management procedures 

• Provider Information 

• Requesting a Provider  irectory 

• Requesting a Member Kit 

• Requesting I  cards 

• Registering a complaint 

We can usually accommodate questions from non-English speaking Members, as we offer 
language interpretation services in more than 180 languages. 

 eaf and hard-of-hearing Members who use a Teletypewriter (TTY) may communicate 
with the Member Services  epartment. For TTY service, please call 711. 

As we value your input, we would appreciate hearing from you with any comments or 
suggestions that will help us further improve the quality of service we bring you. 
Harvard Pilgrim Health Care 
Member Services  epartment 
1 Wellness Way 
Canton, MA 02021 
Phone: 1-888-333-4742 
www.harvardpilgrim.org 

Medical Necessity Guidelines. Harvard Pilgrim Health Care uses clinical review criteria to 
evaluate whether certain services or procedures are Medically Necessary for a Member’s 
care. Members or their practitioners may obtain a copy of the Medical Necessity 
Guidelines applicable to a service or procedure for which coverage is requested. Medical 
Necessity Guidelines may be obtained by calling the member Services  epartment at 
1-888-333-4742 or going to www.h rv rdpilgrim.org. 

Exclusions or Limitations for Preexisting Conditions. The Plan does not impose any 
restrictions, limitations or exclusions related to preexisting conditions on your Covered 
Benefts. 
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la r,gu1age Assista rice Services 

E$paflol {Spa,nlsli) AT -NC16 : Siu t d habl.i spa noll, s ivicios d a i nc,ia ~,ngufstica, •d forma gratu ita, 
@st;l n a su dis.posiici6n_ LI aim@ .a,I l -8&8, 3.B . 742 !TTY: 711)_ 

P,orlu g:uii s (Porrugoose,), A TE Ni;'.AO: S@ vocil fola port ugues, @nco m r.a m-s@ dis p onive is s@rvi•~os ling u istico,s 
gratuitos, ligue ipa ra 1-888°33.3-4742 (TTY: 711],. 

Kr@yol A.yisyen (Fnm,ch Cr@ol'I!) ATANSYON : Si nou pal,e Kroyo l Ayisymi, gen a,s ist ans. pou se-11is k.i d ispon ib nan 
lantJ nou 1pou gr , is . R le 1-,888-333--474 2 (TTY; 7 ), 

•■~1 ::t:: (Traditional Chinese) ;· 

888-333 -4742 ( TTY : 711 ) • 

ilileng:Vf:,et. (Vfetnamese) CHU Y: Neu qu( vi n6i i i Jng Viet. •dich vu, thong di:ch cu ch1.1ng o,i ~n ntJ phu,c vu 
qui vj mii 111 phi. GQi so 1-888.-333 742 {HY: 7111 . 

PyC!CltHH, (Russ ian) BHHMAHHE: Ec.ru1, {l l,I ro,nopHT 1Ha pycci<·OM J! JblKe, 1rO BaM /lOC'JYfiHl,I 6 
11 @p@BO,Aa. 3smnne 1.sgg:.333.4742 (T@IHtTilH n: 711j. 

¼ii.,.ll (A!l'abic) 
t IIKS--333-4742 JI:'~ ·, ~ ,.!llo,),,,...~~1-:.J ..:..~, ~..iJ ;JI~ •,· l;i) ;ti,iw!1 

'C~J (Cambodian) L0~~£3 
f"in r=ih:; ~, □l ·mNr-1 , . ., y y 

TTY: 11 ) 

Fran~is (Frenchl ATIENilONI: Si vous p rlez fr nc i , des ervice d' ide Un ui ique v•ous sont propo . 
grntuitem _nt. App lez le 1-,888·333 742 (A TS : 7111, 

Italiano ,(:Ita lian) A.TT N!ZION : I sia, l' ita liano, SOl'llO disponibilli s rvii i di a ist nia 

ling ui stica gratuiiti. Cilia mare ii nu TTY: 711)1. 

ttit'O:I ( ICorea,11) '~ ~ ': ~ ~ Oj · OI XI nJ Ai 1:11 ~ 

888-3 3-4742 (TTY: 711) , Al .2.. 

llirivuui: (Greek) n POIOXI~ : All 1-111{ne UAl'llllKll., 1.111irpxovv OT'l /5L0:8Eoi') om; ,S,wpea.v vm1p e.oie~ y.\w,0011<1')<; 
IJ'JlOITT~Pl~'l<;. K,a)iorte 1-&88-333-4742 (m': 711). 

Polski (Polish) UWAGA: Jei@li m6wisz po pols~u, mozes:1 sk.orz,•stac z b@zpfat11@j pomocy iillZV ow@j. Zadzwor'i 
pod nu mer 1-888-333,-4 742 (TTY; 711). 

ft<f'l' IHindi,) t.~ ~ : 3l1'm" ~ ~ · ~ ~· aT .}1 1q.\,. fiel1~ :t:!1illl l" ~ ~# ~ lt. 
;:rili't<fi lfl ~ ~ 1Fl'ii <fit. -&88-33 --474 · (TTY: 71 ) 

:,,rnLd'I. (Gujara ti) ~lirt ~llU ; il nil. JJ~ilctl <,U,C{ctl ~ rll :Wl tl~ l-llt (.'I,,, 'ttl~~ t{~~ rlS,ol l-ltct 

e\lc~CAI! u. fcllu~. ){tijctl l-ltl iltot !iil 1-
W"):W.::,,0 (Lao) tUC"Jq"lU: 'l'l"lO'l Ul·')lX5"lW"l:J'l ::)')0, muuEimu~ovcgjeo"ll.ll,)'):::n, fou&!:isrh, 
CC.UlJLJWeJJ1mui,m. tU'IS 1-8S8-.333k4742 (TTY: 711],. . 

1f ,in Eng Ii. h, langua 
, ~.. : 711 . 

ffl Harva, d Pi rim ea Ith Care ind dies Harv□ rd Pl, rim He ~lt Care, I-la, ~rd PIigrim Health Ca re ,of ew 1EngJ,rnd 
V a d P liC lnsura ce Co pa l'ly. 

(Co til'luedl) 
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Genetal Notice About Nondiscrimination and A.ccesslblllty Requlre1100nts 

Harvar<I Pil!Jim Heallh Care an<I ils affiliai:ls as noled below ("HPHC") comply wilh ap;i,li:catte t!deral ciMl rig ,ts laws am 
does notdiScrimina~ oo lhe basis of race, cdor, nalloMil Ol'igln., ~e. disability, sex, se)llJal orierllatlo,n, a gender ide11tity. 
HPHC does nol. exclude people or treal 1hem differenlty because ot race, cdor, nalioool oogin, ~e. disaibility,. sex, sex1.1a 
o ·e lation, orgeooer identity. 

HPHC: 
• Provides free ads and services to peopl'.e wiltl d1sabllilies lo oomm lJ"l lcate ellectively wl us , such as qoolifiedl sign 

language in~rpret.ers ao::I written inrorma · n in other formats. Oarge prinl. audio. o er famats) 
• ProViides free language services to people whose primary language is ool English, such as qualified interprnins. 

If you need lhese services, cont.act o r Civil Rights Comp ianoo Officer. 

Hyou believe that HPl-iC has failed to prow.le lhese services or disoniminated in a other W,!ff Of'l lhe basls or race, color, 
nalioool oogin, ~e. disability, sex. seX1Ual o · nlatlo,n, or gender ld€'1tity, you can fil'.e a g1rievanice with: Civil Rigits 
Complianre Olficer, 1 We lnessWay, Canton, MA 0202 M 166, (866) 750-207 4, TTY servioe; 71 1,. Fax: (617) 509-.3085, 
Email: ciMl_rights@point32health.org. Yoo can tie a g1rievance in per$0n or by mail, fax or email. If you need help fili r,;i a 
grievance, the CMI Rig Is Compl iance Officer is a'llailab e 10 help yoo1. You can a'so le a civil rights complaint with the U.S. 
Depa ment ofHe31th and Human ~ivioos. Office fa Ovil Rights, eledronically lhrough lhe Office for Civil Rights 
Complaint Portal, awallable a1 hltps://oorportal.hhs.go\efocrfportatnobby.jst, a by mail or phooo at 

U.S. Departmenl oI lieallh and Human Services 
200 lndepernden:e A venue, SW 

Room 509F., HHH B'Ui dlng 
Was~ngim, D.C. 20201 

(800) 368-1019, (800) 537-7697 {TTY) 
Complaint fomis are available at http1fwww.hhs.9ovtocrtofficeifflefindex .'hlml . 

1ft Harvard Pilgrim Health Care inclu:de.> Harvard Pil11rim Health Care, Harvard Pil11rim Hea,lth Car@ of New England 
V a,nd HPHC Insurance Company. 
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THE HARVARD PILGRIM CHOICENET BEST BUY HMO FOR SELF INSURED MEMBERS - MASSACHUS TTS 

I. How the Pl n Works 

This sectio  describes how to use your Be eft 
Ha dbook a d how your coverage works u der the 
The Harvard Pilgrim ChoiceNet Best Buy HMO for 
Self Insured Members . 

A. HOW TO USE THIS BENEFIT HAN BOOK 

1. Why This Beneft Handbook Is Important 
This Be eft Ha dbook, the Schedule of Be efts, the 
Prescriptio  Drug Brochure (if your Pla  i cludes our 
outpatie t pharmacy coverage) a d a y applicable 
riders make up the agreeme t stati g the terms of 
the Pla . If you have a y questio s about Depe de t 
eligibility, we recomme d that you see your Pla  
Spo sor for i formatio . 

The Be eft Ha dbook describes how your 
membership works. It explai s what you must do to 
obtai  coverage for services a d what you ca  expect 
from Harvard Pilgrim a d the Pla . It’s also your 
guide to the most importa t thi gs you  eed to k ow, 
i cludi g: 
• Covered Be efts 
• Exclusio s 
• The requireme t to receive services from a Pla  

Provider 
• The requireme t to go to your PCP for most 

services 
You ca  view your Be eft Ha dbook, Schedule of 
Be efts, Prescriptio  Drug Brochure (if your Pla  
i cludes our outpatie t pharmacy coverage) a d a y 
applicable riders o li e by usi g your secure online 
 ccount at www.h rv rdpilgrim.org. 

2. Words With Special Meaning 
Some words i  this Ha dbook have a special mea i g. 
These words are capitalized a d are def ed i  the 
Glossary. 

3. How To Find What You Need To Know 
This Ha dbook’s Table of Co te ts will help you 
f d the i formatio  you  eed. The followi g is a 
descriptio  of some of the importa t sectio s of the 
Ha dbook. 

We put the most importa t i formatio  frst. For 
example, this sectio  explai s importa t requireme ts 
for coverage. By u dersta di g Pla  rules, you ca  
avoid de ials of coverage. 

Be eft details are described i  sectio  III. Covered 
Benefts a d are i  the same order as i  your Schedule 
of Be efts. You must review sectio  III. Covered 
Benefts a d your Schedule of Be efts for a complete 
u dersta di g of your be efts. 

B. HOW TO USE YOUR CHOICENET PROVI ER 
 IRECTORY 

The ChoiceNet Provider Directory ide tifes the Pla ’s 
PCPs, specialists, hospitals a d other Pla  Providers 
you must use for most services. It lists providers 
by state a d tow , specialty, a d la guages spoke . 
If you are a Member of a Limited Network Pla  
(which will be stated i  your Schedule of Be efts), 
the Provider Directory will list o ly those Pla  
Providers that participate i  your Network. You may 
view the ChoiceNet Provider Directory o li e at our 
website, www.h rv rdpilgrim.org. You ca  also get 
a copy of the ChoiceNet Provider Directory, free of 
charge, by calli g the Member Services Departme t at 
1–888–333–4742. 

The o li e ChoiceNet Provider Directory e ables you 
to search for providers by  ame, ge der, specialty, 
hospital affliatio s, la guages spoke  a d offce 
locatio s. You ca  also obtai  i formatio  about 
whether a provider is accepti g  ew patie ts. Because 
it is updated i  accorda ce with state a d Federal laws, 
the i formatio  i  the o li e directory will be more 
curre t tha  the paper directory. 

You may access the physicia  profli g 
site mai tai ed by the Commo wealth of 
Massachusetts Board of Registratio  i  Medici e at 
www.m ss.gov/orgs/bo rd-of-registr tion-in-medicine. 

Please Note: Pla  Providers participate through 
co tractual arra geme ts that ca  be termi ated either 
by a provider or by HPHC. I  additio , a provider may 
leave the  etwork because of retireme t, relocatio  or 
other reaso s. This mea s that we ca  ot guara tee 
that the Pla  Provider you choose will co ti ue to 
participate i  the  etwork for the duratio  of your 
membership. If your PCP leaves the  etwork for 
a y reaso , we will make every effort to  otify you 
at least 30 days i  adva ce, a d will help you f d a 
 ew Pla  Provider. U der certai  circumsta ces you 
may be eligible for tra sitio  services if your provider 
leaves the  etwork. Please see sectio  I.G. SERVICES 
PROVIDED BY A DISENROLLED OR NON PLAN 
PROVIDER for details. 
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THE HARVARD PILGRIM CHOICENET BEST BUY HMO FOR SELF INSURED MEMBERS - MASSACHUS TTS 

C. TIERE  NETWORK PLAN 

This Pla  has a  etwork of providers i  which 
hospitals a d physicia s have bee  placed i to 3 
be eft levels or Tiers. Harvard Pilgrim determi ed 
its tiers by usi g sta dard a alytical tech iques to 
evaluate  etwork PCPs, specialists a d hospitals. 
Based o  this evaluatio , providers are grouped i to 
three levels, k ow  as Tier 1, Tier 2 a d Tier 3. 

You may obtai  a list of hospitals a d physicia s 
a d their tier placeme ts through Harvard 
Pilgrim’s o li e ChoiceNet Provider Directory at 
www.harvardpilgrim.org. You may also obtai  a 
paper copy of the directory, free of charge, by calli g 
Harvard Pilgrim’s Member Services Departme t at 
1-888-333-4742. 

Tieri g of providers is determi ed by cost effcie cy 
sta dards a d  atio ally recog ized quality of 
care be chmarks. Cost effcie cy is evaluated by 
compari g how much it cost doctors a d hospitals 
to treat patie ts for similar co ditio s. Quality of 
care is evaluated based o  sta dards derived from 
cli ical guideli es for care. The tier associated with a 
hospital or physicia  determi es your Member Cost 
Shari g for Covered Be efts, i cludi g Deductibles 
a d Copayme ts. Tier 1 is the lowest cost tier. Tier 2 
is the medium cost tier. Tier 3 is the highest cost tier. 

Harvard Pilgrim evaluated PCPs a d specialists based 
o  the performa ce of the physicia ’s medical group. 
Physicia s who are  ot affliated with a medical group, 
or for whom i suffcie t data is available, were placed 
i  Tier 2. 

Hospitals withi  the Harvard Pilgrim  etwork 
were evaluated based o  the i dividual hospital’s 
performa ce. 
• Tier 1 Providers – I cludes PCPs, specialists a d 

hospitals that met both Harvard Pilgrim’s cost 
effcie cy a d quality be chmarks. 

• Tier 2 Providers – I cludes PCPs, specialists 
a d hospitals that have moderate cost effcie cy 
be chmark scores. Tier 2 providers also i clude 
PCPs a d specialists  ot affliated with a medical 
group or where there was i suffcie t data 
available. 

• Tier 3 Providers – I cludes PCPs, specialists 
a d hospitals with the lowest cost effcie cy 
be chmark scores 

A y cha ges to tier placeme t for providers are 
made i  Ja uary of each year. Harvard Pilgrim will 
 ot i crease the tier placeme t of providers from 
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Ja uary through the followi g December of each 
year. However, Harvard Pilgrim may reduce the tier 
placeme t of a provider a y time duri g the year. 

Because Member Cost Shari g is depe de t upo  the 
tier placeme t of a doctor or hospital, you will have 
lower out-of-pocket costs whe  you select providers 
from lower tiers. You should co sider a provider’s 
tier a d where the provider has hospital admitti g 
privileges before selecti g a PCP or specialist. For 
example, if you require hospital care a d your Tier 
1 PCP refers you to a Tier 1 hospital, you would pay 
the lowest out-of-pocket costs for both your physicia  
a d hospital care. However, if your Tier 1 PCP were 
to refer you to a Tier 3 hospital, you would pay the 
lowest out-of-pocket costs for physicia  services but 
the highest out-of-pocket costs for hospital care. 

O ly acute care hospitals, Primary Care Physicia s 
(PCPs) a d medical specialists that are Pla  Providers 
are assig ed to o e of three tiers. All other covered 
providers, i cludi g providers covered u der the 
Pla ’s be eft for me tal health services, are always 
assig ed to Tier 1. 

Please Note: Whe  care ca  ot be provided by a 
Pla  Provider, HPHC will apply the highest Tier listed 
i  your Schedule of Be efts for covered services. 

 . MEMBER OBLIGATIONS 

1. Choose a Primary Care Provider (PCP) 
Whe  you e roll i  the Pla  you must choose a 
Primary Care Provider (PCP) for yourself a d each 
covered perso  i  your family. You may choose a 
differe t PCP for each family member. If you do  ot 
choose a PCP whe  you frst e roll, or if the PCP you 
select is  ot available, we will assig  a PCP to you. 

A PCP may be a physicia , a physicia  assista t or 
a  urse practitio er specializi g i  o e or more of 
the followi g specialties: i ter al medici e, adult 
medici e, adolesce t medici e, geriatric medici e, 
pediatrics or family practice. PCPs are listed i  the 
ChoiceNet Provider Directory. You ca  access our 
website at www.h rv rdpilgrim.org or call the 
Member Services Departme t to co frm that the PCP 
you select is available. 

If you have  ot see  your PCP before, we suggest you 
call your PCP for a  appoi tme t. Please do not 
wait until you are sick. Your PCP ca  take better 
care of you whe  he or she is familiar with your health 
history. 

www.harvardpilgrim.org
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You may cha ge your PCP at a y time. Just choose 
a  ew PCP from the ChoiceNet Provider Directory. 
You ca  cha ge your PCP o li e by usi g your secure 
online  ccount at www.h rv rdpilgrim.org or by 
calli g the Member Services Departme t. The cha ge 
is effective immediately. 

2. Obtain Referrals to Specialists 
I  order to be eligible for coverage by the Pla , most 
care must be provided or arra ged by your PCP. For 
more i formatio , please see sectio  I.E. HOW TO 
OBTAIN CARE. 

If you  eed to see a specialist, you must co tact your 
PCP for a Referral prior to the appoi tme t. I  most 
cases, a Referral will be give  to a Pla  Provider who 
is affliated with the same hospital as your PCP or who 
has a worki g relatio ship with your PCP. Referrals to 
Pla  Providers must be give  i  writi g. 

3. Show Your Identifcation Card 
You should show your ide tifcatio  (ID) card every 
time you request health services. If you do  ot show 
your ID card, the Pla  Provider may  ot bill us for 
Covered Be efts, a d you may be respo sible for 
the cost of the service. You ca  order a  ew ID card 
o li e by usi g your secure online  ccount at 
www.h rv rdpilgrim.org or by calli g the Member 
Services Departme t. 

4. Share Costs 
You are required to share the cost of Covered Be efts 
provided u der the Pla . Your Member Cost Shari g 
may i clude o e or more of the followi g: 
• Copayme ts 
• Coi sura ce 
• Deductibles 
As a tiered  etwork pla , Member Cost Shari g 
amou ts for Covered Be efts provided by PCPs, 
specialists or hospitals is depe de t upo  the tier 
placeme t of the provider. 

Your Pla  also has a  Out-of-Pocket Maximum that 
limits the amou t of Member Cost Shari g you 
will be required to pay. Your specifc Member Cost 
Shari g respo sibilities are listed i  your Schedule of 
Be efts. See sectio  Glossary for more i formatio  
o  Copayme ts, Coi sura ce, Deductibles a d 
Out-of-Pocket Maximums. 

5. Be Aware that your Plan  oes Not Pay for All 
Health Services 
There may be health products or services you  eed 
that are  ot covered by the Pla . Please review sectio  

IV. Exclusions for more i formatio . I  additio , 
some services that are covered by the Pla  are limited. 
Such limitatio s are  eeded to mai tai  reaso able 
premium rates for all Members. Please see your 
Schedule of Be efts for a y specifc limits that apply 
to your Pla . 

E. HOW TO OBTAIN CARE 

IMPORTANT POINTS TO REMEMBER 

1) You a d each Member of your family must 
select a PCP. 

2) Your Pla  has a tiered  etwork comprised of 
Tier 1, Tier 2 a d Tier 3 providers. 

3) Tieri g of providers applies to all PCPs, 
specialists a d hospitals. 

4) For tiered services, Member Cost Shari g 
(Deductibles a d Copayme ts) is lowest 
for Tier 1 providers a d highest for Tier 3 
providers. 

5) I  order to receive Covered Be efts you must 
use Pla  Providers i  your Network, except as 
 oted below. 

6) If you  eed care from a specialist, you 
must co tact your PCP for a Referral. For 
exceptio s, see sectio  I.E.7. Services That Do 
Not Require a Referral. 

7) I  the eve t of a Medical Emerge cy, you 
should go to the  earest emerge cy facility or 
call 911 or other local emerge cy  umber. You 
do  ot  eed a Referral for Medical Emerge cy 
Services. 

1. Your PCP Manages Your Health Care 
Whe  you  eed care, call your PCP. I  order to be 
eligible for coverage by the Pla , most services must 
be provided or arra ged by your PCP. The o ly 
exceptio s are: 
• Care i  a Medical Emerge cy. 

• Care whe  you are temporarily traveli g outside 
of the state where you live as described below. 

• Me tal health a d substa ce use disorder 
treatme t, which may be arra ged by calli g 
the Behavioral Health Access Ce ter at 
1-888-777-4742. The telepho e  umber for the 
Behavioral Health Access Ce ter is also listed 
o  your ID card. Please see sectio  III. Covered 
Benefts, Mental Health and Substance Use Disorder 
Treatment for i formatio  o  this be eft. 
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• Special services that do  ot require a Referral that 
are listed i  sectio  I.E.7. Services That Do Not 
Require a Referral. 

Either your PCP or a coveri g Pla  Provider is 
available to direct your care 24 hours a day. Talk 
to your PCP a d f d out what arra geme ts are 
available for care after  ormal busi ess hours. Some 
PCPs may have coveri g physicia s after hours a d 
others may have exte ded offce or cli ic hours. 

You may cha ge your PCP at a y time. Just choose 
a  ew PCP from the ChoiceNet Provider Directory. 
You ca  cha ge your PCP o li e by usi g your secure 
online  ccount at www.h rv rdpilgrim.org or by 
calli g the Member Services Departme t. The cha ge 
is effective immediately. If you select a  ew PCP, 
all Referrals from your prior PCP become i valid. 
Your  ew PCP will  eed to assess your co ditio  a d 
provide  ew Referrals. 

2. Referrals for Hospital and Specialty Care 
Whe  you  eed hospital or specialty care, you must 
frst call your PCP, who will coordi ate your care. 
Your PCP ge erally uses o e hospital for i patie t 
care. This is where you will  eed to go for coverage, 
u less it is Medically Necessary for you to get care at 
a differe t hospital. 

Whe  you  eed specialty care, your PCP will refer you 
to a Pla  Provider who is affliated with the hospital 
your PCP uses. This helps your PCP coordi ate a d 
mai tai  the quality of your care. Please ask your PCP 
about the Referral  etworks that he or she uses. 

If the services you  eed are  ot available through 
your PCP’s referral  etwork, your PCP may refer 
you to a y Pla  Provider. If you or your PCP has 
diffculty f di g a Pla  Provider who ca  provide the 
services you  eed, we will assist you. For help f di g 
a medical provider, please call 1-888-333-4742. For 
help f di g a me tal health or substa ce use disorder 
treatme t provider, please call 1-888-777-4742. If  o 
Pla  Provider has the professio al expertise  eeded 
to provide the Medically Necessary Covered Be eft, 
we will assist you i  f di g a  appropriate No -Pla  
Provider. I  these i sta ces, Prior Approval will be 
required i  order to receive services from a No -Pla  
Provider. 

Pla  Providers with recog ized expertise i  specialty 
pediatrics are covered with a Referral from your 
PCP. Pediatric me tal health care may be obtai ed 
by calli g the Behavioral Health Access Ce ter at 
1–888–777–4742. 
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Your PCP may authorize a sta di g Referral with a 
specialty care provider whe : 
1) The PCP determi es that the Referral is 

appropriate; 
2) The specialty care provider agrees to a treatme t 

pla  for the Member a d provides the PCP 
with  ecessary cli ical a d admi istrative 
i formatio  o  a regular basis; a d 

3) The services provided are Covered Be efts as 
described i  this Ha dbook a d your Schedule 
of Be efts. 

There are certai  specialized services for which you 
will be directed to a Ce ter of Excelle ce for care. 
Please see sectio  I.E.4. Centers of Excellence for more 
i formatio . 

Certai  specialty services may be obtai ed without 
i volvi g your PCP. For more i formatio  please see 
sectio  I.E.7. Services That Do Not Require a Referral. 

3. Using Plan Providers 
Covered Be efts must be received from a Pla  
Provider i  your Network to be eligible for coverage. 
However, there are specifc exceptio s to this 
requireme t. Covered Be efts from a provider who 
is  ot a Pla  Provider will be covered if o e of the 
followi g exceptio s applies: 
1) The service was received i  a Medical 

Emerge cy. (Please see sectio  I.E.5. Medical 
Emergency Services for i formatio  o  your 
coverage i  a Medical Emerge cy.) 

2) The service was received while you were outside 
of the state where you live a d coverage is 
available u der the be eft for temporary travel. 
Please see sectio  I.E.6. Coverage for Services 
When You Are Temporarily Traveling Outside of 
the State Where You Live for i formatio  o  this 
be eft. 

3) No Pla  Provider has the professio al expertise 
 eeded to provide the Medically Necessary 
Covered Be eft. I  this case, services by a 
No -Pla  Provider must be authorized i  
adva ce by us, u less o e of the exceptio s 
above applies. 

4) Your physicia  is dise rolled as a Pla  Provider 
or you are a  ew Member of the Pla , a d 
o e of the exceptio s stated i  sectio  I.G. 
SERVICES PROVIDED BY A DISENROLLED 
OR NON PLAN PROVIDER applies. Please 
refer to that sectio  for the details of these 
exceptio s. 
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Please Note: A Surprise Bill is a  u expected bill 
received from a No -Pla  Provider, that you did 
 ot k owi gly select, who provided services to you 
while you were receivi g covered services from a Pla  
Provider or facility. If you receive a Surprise Bill, 
you are o ly respo sible for the applicable Member 
Cost Shari g that would apply if the covered service 
was provided by a Pla  Provider, u less you had a 
reaso able opportu ity to choose to have the service 
performed by a Pla  Provider. 

To f d out if a provider is i  the Pla   etwork, 
see the ChoiceNet Provider Directory. The 
ChoiceNet Provider Directory is available o li e at 
www.h rv rdpilgrim.org or by calli g our Member 
Services Departme t at 1–888–333–4742. 

4. Centers of Excellence 
Certai  specialized services are o ly covered whe  
received from desig ated Pla  Providers with special 
trai i g, experie ce, facilities or protocols for the 
service. We refer to these Pla  Providers as “Ce ters 
of Excelle ce.” Ce ters of Excelle ce are selected 
by us based o  the f di gs of recog ized specialty 
orga izatio s or gover me t age cies such as 
Medicare. 

I  order to receive be efts for the followi g service, 
you must obtai  care at a Pla  Provider that has bee  
desig ated as a Ce ter of Excelle ce: 
• Weight loss surgery (bariatric surgery) 
Important Notice: No coverage is provided 
for the service listed above u less it is received 
from a Pla  Provider that has bee  desig ated 
as a Ce ter of Excelle ce. To verify a provider’s 
status, see the ChoiceNet Provider Directory. The 
ChoiceNet Provider Directory is available o li e at 
www.h rv rdpilgrim.org or by calli g our Member 
Services Departme t at 1–888–333–4742. 

We may revise the list of services that must be received 
from a Ce ter of Excelle ce upo  30 days’  otice to 
Members. Services or procedures may be added to 
the list whe  we ide tify services i  which sig ifca t 
improveme ts i  the quality of care may be obtai ed 
through the use of selected providers. Services 
or procedures may be removed from the list if we 
determi e that sig ifca t adva tages i  quality of 
care will  o lo ger be obtai ed through the use of a 
specialized pa el of providers. 

5. Medical Emergency Services 
I  a Medical Emerge cy, i cludi g a  emerge cy 
related to a substa ce use disorder or me tal health 
co ditio , you should go to the  earest emerge cy 

facility or call 911 or other local emerge cy  umber. 
A Referral from your PCP is  ot  eeded. Your 
emerge cy room Member Cost Shari g is listed i  
your Schedule of Be efts. Please remember that 
if you are hospitalized, you must call the Pla  at 
1-888-333-4742 withi  48 hours or as soo  as you 
ca . This telepho e  umber ca  also be fou d o  
your ID card. If  otice of hospitalizatio  is give  to 
the Pla  or PCP by a  atte di g emerge cy physicia  
 o further  otice is required. Your PCP will help to 
arra ge for a y follow-up care you may  eed. See 
the Glossary for additio al i formatio  o  Medical 
Emerge cy Services. 

6. Coverage for Services When You Are Temporarily 
Traveling Outside of the State Where You Live 
Whe  you are temporarily traveli g outside of the 
state where you live, the Pla  covers urge tly  eeded 
Covered Be efts for sick ess or i jury. You do  ot 
have to call your PCP before getti g care. However, 
the followi g services are  ot covered: 
• Care you could have foresee  the  eed for before 

traveli g outside of the state where you live; 
• Routi e exami atio s a d preve tive care, 

i cludi g immu izatio s; 
• Childbirth a d problems with preg a cy after the 

37th week of preg a cy, or after bei g told that 
you were at risk for early delivery; a d 

• Follow-up care that ca  wait u til your retur . 
If you are hospitalized, you must call HPHC at 
1-888-333-4742 withi  48 hours, or as soo  as you 
ca . This telepho e  umber ca  also be fou d o  your 
ID card. If  otice of hospitalizatio  is give  to HPHC 
or your PCP by a  atte di g emerge cy physicia  
 o further  otice is required. Your PCP will help to 
arra ge for a y follow-up care you may  eed. 

You must fle a claim whe ever you obtai  services 
from a No -Pla  Provider. For more i formatio , 
please see sectio  V. Reimbursement and Claims 
Procedures . Member Cost Shari g amou ts will be 
applied as listed i  your Schedule of Be efts. 

7. Services That  o Not Require a Referral 
While i  most cases you will  eed a Referral from 
your PCP to get covered care from a y other Pla  
Provider, you do  ot  eed a Referral for the services 
listed below. However, you must get these services 
from a Pla  Provider. Pla  Providers are listed i  
the ChoiceNet Provider Directory. We urge you to 
keep your PCP i formed about such care so that your 
medical records are up-to-date a d your PCP is aware 
of your e tire medical situatio . 
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i. Family Planning Services: 
• Co traceptive mo itori g 

• Family pla  i g co sultatio , i cludi g 
preg a cy testi g 

• Tubal ligatio  (if a covered be eft - Please see 
your Schedule of Be efts to determi e if your 
Pla  provides coverage for this be eft.) 

• Volu tary termi atio  of preg a cy (if a covered 
be eft - Please see your Schedule of Be efts to 
determi e if your Pla  provides coverage for this 
be eft.) 

ii. Outpatient Maternity Services 
The followi g services do  ot require a Referral whe  
provided by a  obstetricia , gy ecologist, certifed 
 urse midwife or family practitio er: 
• Routi e outpatie t pre atal a d postpartum care 
• Co sultatio  for expecta t pare ts to select a PCP 

for the child 

iii. Gynecological Services 
The followi g services do  ot require a Referral whe  
provided by a  obstetricia , gy ecologist, certifed 
 urse midwife or family practitio er: 
• A  ual gy ecological exam, i cludi g routi e 

pelvic a d cli ical breast exam 

• Cervical cryosurgery 

• Colposcopy with biopsy 

• Excisio  of labial lesio s 
• Follow-up care provided by a  obstetricia  or 

gy ecologist for obstetrical or gy ecological 
co ditio s ide tifed duri g mater ity care, 
a  ual gy ecological visit or a  evaluatio  for 
acute or emerge cy gy ecological co ditio s 

• Laser co e vaporizatio  of the cervix 

• Loop electrosurgical excisio s of the cervix 
(LEEP) 

• Treatme t of ame orrhea 
• Treatme t of co dyloma 

iv.  ental Services: 
• Emerge cy De tal Care 
• Extractio  of teeth impacted i  bo e (if a covered 

be eft - please see your Schedule of Be efts to 
determi e if your Pla  provides coverage for this 
be eft.) 

• Preve tive de tal care for childre  (if a covered 
be eft - Please see your Schedule of Be efts to 
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determi e if your Pla  provides coverage for this 
be eft.) 

v. Other Services: 
• Acupu cture treatme t for i jury or ill ess (if 

a covered be eft - Please see your Schedule 
of Be efts to determi e if your Pla  provides 
coverage for this be eft.) 

• Nutritio al cou seli g 

• Spi al ma ipulative therapy (if a covered be eft -
Please see your Schedule of Be efts to determi e 
if your Pla  provides coverage for this be eft.) 

• Routi e eye exami atio  (if a covered be eft -
Please see your Schedule of Be efts to determi e 
if your Pla  provides coverage for this be eft.) 

• Urge t Care services 

F. MEMBER COST SHARING 

Below are descriptio s of Member Cost Shari g that 
may apply u der the Pla . There may be two types of 
offce visit cost shari g that apply to your Pla : a lower 
cost shari g k ow  as “Primary Care Cost Shari g” 
a d a higher cost shari g k ow  as “Specialty a d 
Hospital Based Care Cost Shari g.” Member Cost 
Shari g may i clude Copayme ts, Coi sura ce, or 
Deductible amou ts, as described throughout this 
sectio . See your Schedule of Be efts for Cost Shari g 
details that are specifc to your Pla . 

1. Copayment 
A Copayme t is a fxed dollar amou t that you must 
pay for certai  Covered Be efts. Copayme ts are due 
at the time of service or whe  billed by the provider. 
There may be two types of offce visit Copayme ts 
that apply to your Pla : a lower Copayme t k ow  as 
“Primary Care Copayme t” a d a higher Copayme t 
k ow  as “Specialty a d Hospital Based Care 
Copayme t.” 

Your Pla  may have other Copayme t amou ts. For 
more i formatio  about Copayme ts u der your Pla , 
i cludi g your specifc Copayme t requireme ts, 
please refer to your Schedule of Be efts. 

2.  eductbile 
A Deductible is a specifc dollar amou t that is payable 
by a Member for Covered Be efts received each Pla  
Year or Cale dar Year before a y be efts subject to 
the Deductible are payable by the Pla . If a family 
Deductible applies, it is met whe  a y combi atio  
of Members i  a covered family i cur expe ses for 
services to which the Deductible applies. Deductible 
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amou ts are i curred o  the date of service. You 3. Coinsurance 
may have differe t Deductibles that apply to differe t 
Covered Be efts u der your Pla . If a Deductible 
applies to your Pla , it will be listed i  your Schedule 
of Be efts. 

If your Pla  has a Deductible, it will have both 
a  i dividual Deductible a d a family Deductible. 
However, please  ote that a family Deductible o ly 
applies if you have Family Coverage. U less a family 
Deductible applies, you are respo sible for the 
i dividual Deductible for Covered Be efts each Pla  
Year or Cale dar Year. If you are a Member with 
Family Coverage, the Deductible ca  be satisfed i  
o e of two ways: 
a. If a Member of a covered family meets a  

i dividual Deductible, the  that Member has  o 
additio al Deductible Member Cost Shari g for 
Covered Be efts for the remai der of the Pla  
Year or Cale dar Year. 

b. If a y  umber of Members i  a covered family 
collectively meet the family Deductible, the  
all Members of the covered family have  o 
additio al Deductible Member Cost Shari g for 
Covered Be efts for the remai der of the Pla  
Year or Cale dar Year. No o e family member 
may co tribute more tha  the i dividual 
Deductible amou t to the family Deductible. 

O ce a Deductible is met, coverage by the Pla  is 
subject to a y other Member Cost Shari g that may 
apply. 

If a Member cha ges to Family Coverage from 
I dividual Coverage or to I dividual Coverage from 
Family Coverage withi  a Pla  Year or Cale dar Year, 
expe ses that Member i curred for Covered Be efts 
toward the Deductible u der the prior coverage will 
apply toward the Deductible limit u der his/her 
 ew coverage. If the previously i curred Deductible 
amou t is greater tha  the  ew Deductible limit, 
the Member or family will o ly be respo sible for 
applicable Copayme t or Coi sura ce amou ts listed 
i  his/her Schedule of Be efts. 

Some Pla s i clude a Deductible Rollover. A 
Deductible Rollover allows you to apply a y 
Deductible amou t i curred for Covered Be efts 
duri g the last three (3) mo ths of a year toward the 
Deductible for the  ext year. I  order for a Deductible 
Rollover to apply, the Member (or Family) must have 
had co ti uous coverage u der the Pla  through the 
same Pla  Spo sor at the time the charges for the prior 
year were i curred. If a Deductible Rollover applies, it 
will be stated i  your Schedule of Be efts. 

After the appropriate Deductible amou t is met, you 
may be respo sible for payi g a Coi sura ce amou t, 
which is a perce tage of the Allowed Amou t or 
the Recog ized Amou t, if applicable. Whe  usi g 
Pla  Providers, the Allowed Amou t is based o  the 
co tracted rate betwee  HPHC a d the provider. 
Coi sura ce amou ts are listed i  your Schedule of 
Be efts. 

4. Out-of-Pocket Maximum 
Your coverage i cludes a  Out-of-Pocket Maximum. 
A  Out-of-Pocket Maximum is the total amou t of 
Copayme ts, Deductible or Coi sura ce payme ts 
for which a Member or a family is respo sible i  a 
Pla  Year or Cale dar Year. O ce the Out-of-Pocket 
Maximum has bee  reached,  o further Copayme t, 
Deductible or Coi sura ce amou ts will be payable 
by the Member a d the Pla  will pay 100% of the 
Allowed Amou t for the remai der of the Pla  Year 
or Cale dar Year. O ce a family Out-of-Pocket 
Maximum has bee  met i  a Pla  Year or Cale dar 
Year, the Out-of-Pocket Maximum is deemed to have 
bee  met by all Members i  a family for the remai der 
of the Pla  Year or Cale dar Year. 

Charges above the Allowed Amou t  ever apply to the 
Out-of-Pocket Maximum. 

If you have a family Pla , you have both a  i dividual 
Out-of-Pocket Maximum a d a family Out-of-Pocket 
Maximum a d your Out-of-Pocket Maximum ca  be 
reached i  o e of two ways: 

a. If a Member of a covered family meets a  
i dividual Out-of-Pocket Maximum, the  that 
Member has  o additio al Member Cost Shari g 
for the remai der of the Pla  Year or Cale dar 
Year. 

b. If a y  umber of Members i  a covered family 
collectively meet the family Out-of-Pocket 
Maximum, the  all Members of the covered 
family have  o additio al Member Cost Shari g 
for the remai der of the Pla  Year or Cale dar 
Year. 

If a Member cha ges to Family Coverage from 
I dividual Coverage or to I dividual Coverage from 
Family Coverage withi  a Pla  Year or Cale dar 
Year, expe ses that Member i curred for Covered 
Be efts toward the Out-of-Pocket Maximum u der 
the prior coverage will apply toward the Out-of-Pocket 
Maximum limit u der his/her  ew coverage. If the 
i curred Out-of-Pocket Maximum amou t is greater 
tha  the  ew Out-of-Pocket Maximum limit, the 
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Member will have  o additio al cost shari g for that 
Pla  Year or Cale dar Year. 

G. SERVICES PROVI E  BY A  ISENROLLE  OR 
NON-PLAN PROVI ER 

1.  isenrollment of Primary Care Provider (PCP) 
If your PCP is dise rolled as a Pla  Provider for 
reaso s u related to fraud or quality of care, we 
will use our best efforts to provide you with writte  
 otice at least 30 days prior to the date of your PCP’s 
dise rollme t. That  otice will also explai  the 
process for selecti g a  ew PCP. You may be eligible to 
co ti ue to receive coverage for services provided by 
the dise rolled PCP, u der the terms of this Ha dbook 
a d your Schedule of Be efts, for at least 30 days after 
the dise rollme t date. 

You may also be eligible to co ti ue to receive coverage 
for the followi g services from the dise rollme t 
date or the date you receive  otice of dise rollme t 
(whichever is later): 

a. Active Course of Tre tment 
Except for preg a cy a d termi al ill ess as 
described below, if you are u dergoi g a  active 
course of treatme t for a  ill ess, i jury or 
co ditio , we may authorize additio al coverage 
through the active course of treatme t or up 
to 90 days , (whichever is shorter). A  active 
course of treatme t i cludes whe  a member has 
a “serious a d complex co ditio ”, is curre tly 
u dergoi g a course of i stitutio al or i patie t 
care, or has scheduled  o elective surgery 
i cludi g a y related postoperative care. 
The term “serious a d complex co ditio ” 
is a  acute ill ess that is serious e ough 
to require specialized medical treatme t to 
avoid the reaso able possibility of death or 
perma e t harm; or is a chro ic ill ess that is 
(a) life-threate i g, dege erative, pote tially 
disabli g, or co ge ital; a d (b) requires 
specialized medical care over a prolo ged period 
of time. 

b. Pregn ncyIf you are a female Member a d 
are preg a t, you may co ti ue to receive 
coverage for services from your dise rolled 
provider, through delivery a d up to 6 weeks 
of postpartum visits immediately followi g 
childbirth. 

c. Termin l IllnessA Member with a termi al 
ill ess may co ti ue to receive coverage for 

services delivered by the dise rolled provider 
u til the Member’s death. 

2. New Membership 
If you are a  ew Member, the Pla  will provide 
coverage for services delivered by a physicia  who is 
 ot a Pla  Provider, u der the terms of this Ha dbook 
a d your Schedule of Be efts, for up to 30 days from 
your effective date of coverage if; 
• Your Employer o ly offers employees a choice 

of pla s i  which the physicia  is a No -Pla  
Provider, a d 

• The physicia  is providi g you with a  o goi g 
course of treatme t or is your PCP. 

With respect to a Member i  her seco d or third 
trimester of preg a cy, this provisio  shall apply to 
services re dered through the frst postpartum visit. 
With respect to a Member with a Termi al Ill ess, this 
provisio  shall apply to services re dered u til death. 

3. Conditions for Coverage of Services by a 
 isenrolled or Non-Plan Provider 
Services received from a dise rolled or No -Pla  
Provider as described i  the paragraphs above, are 
o ly covered whe  the physicia  agrees to: 
• Accept reimburseme t from us at the rates 

applicable prior to  otice of dise rollme t as 
payme t i  full a d  ot to impose Member Cost 
Shari g with respect to the Member i  a  amou t 
that would exceed the Member Cost Shari g that 
could have bee  imposed if the provider had  ot 
bee  dise rolled; 

• Adhere to the quality assura ce sta dards of the 
Pla  a d to provide us with  ecessary medical 
i formatio  related to the care provided; a d 

• Adhere to our policies a d procedures, i cludi g 
procedures regardi g Referrals, obtai i g 
Prior Approval a d providi g Covered Be efts 
pursua t to a treatme t pla , if a y, approved by 
us. 

H. ME ICALLY NECESSARY GUI ELINES 

We use cli ical review criteria to evaluate whether 
certai  services or procedures are Medically Necessary 
for a Member’s care. Members or their practitio ers 
may obtai  a copy of the Medically Necessary 
Guideli es applicable to a service or procedure for 
which coverage is requested. Medically Necessary 
Guideli es may be obtai ed by calli g the Member 
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Services Departme t at 1-888-333-4742 or goi g to 
www.h rv rdpilgrim.org. 

I. PROVI ER FEES FOR SPECIAL SERVICES 
(CONCIERGE SERVICES) 

Certai  physicia  practices charge extra fees for 
special services or ame ities, i  additio  to the 
be efts covered by the Pla . Examples of such 
special physicia  services might i clude: telepho e 
access to a physicia  24-hours a day; waiti g room 
ame ities; assista ce with tra sportatio  to medical 
appoi tme ts; guara teed same day or  ext day 
appoi tme ts whe   ot Medically Necessary; or 
providi g a physicia  to accompa y a patie t to a  
appoi tme t with a specialist. Such services are  ot 
covered by the Pla . The Pla  does  ot cover fees for 
a y service that is  ot i cluded as a Covered Be eft 
u der this Ha dbook or your Schedule of Be efts. 

I  co sideri g arra geme ts with physicia s for 
special services, you should u dersta d exactly what 
services are to be provided a d whether those services 
are worth the fee you must pay. For example, the Pla  
does  ot require participati g providers to be available 
by telepho e 24-hours a day. However, the Pla  does 
require PCPs to provide both a  a sweri g service 
that ca  be co tacted 24-hours a day a d prompt 
appoi tme ts whe  Medically Necessary. 

J. BUN LE  PAYMENT ARRANGEMENTS 

The Pla  may participate i  bu dled payme t 
arra geme ts with certai  Pla  Providers u der 
which a specifc service or treatme t is paid for based 
o  a fxed sum for all of the Covered Be efts you 
receive. Member Cost Shari g for Covered Be efts 
u der a bu dled payme t arra geme t may be less 
tha  if the Covered Be efts were received without 
the bu dled payme t arra geme t. Please refer to 
www.h rv rdpilgrim.org or call the Member Services 
Departme t at 1-888-333-4742 for a list of Pla  
Providers who have bu dled payme t arra geme ts 
with Harvard Pilgrim a d their correspo di g 
services. We may revise the list of Pla  Providers or 
services who have bu dled payme t arra geme ts 
upo  30 days  otice to Members. 

K. CARE MANAGEMENT PROGRAMS 

The Pla  provides care ma ageme t programs for 
Members with certai  ill esses a d i juries. These 
programs are desig ed to e courage the use of the 

most appropriate a d cost-effective treatme t a d 
to provide support for the Member’s care. Care 
ma ageme t may i clude programs for medical a d 
behavioral health care i cludi g, but  ot limited 
to, ca cer; heart, lu g a d kid ey diseases; severe 
traumatic i juries; behavioral health disorders; 
substa ce use disorders; high risk preg a cies a d 
 ewbor  care. The Pla  may work with certai  
providers to establish care ma ageme t programs. 
The Pla  or providers affliated with the care 
ma ageme t program may ide tify a d co tact 
Members that may be ca didates for its programs. The 
Pla  or providers may also co tact Members to assist 
with e rollme t, develop treatme t pla s, establish 
goals or determi e alter atives to a member’s curre t 
treatme t pla . Covered Be efts provided through a 
care ma ageme t program may apply Member Cost 
Shari g. 
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II. Gloss ry 

This section lists words with special meaning within the Handbook. 

Activities of  aily Living The basic 
fu ctio s of daily life i clude bathi g, 
dressi g, a d mobility, i cludi g, but 
 ot limited to, tra sferri g from bed 
to chair a d back, walki g, sleepi g, 
eati g, taki g medicatio s a d usi g 
the toilet. 

Acute Treatment Services 24-hour 
medically supervised addictio  
treatme t for adults or adolesce ts 
provided i  a medically ma aged 
or medically mo itored i patie t 
facility, as def ed by theMassachusetts 
Departme t of Public Health. Acute 
Treatme t Services provide evaluatio  
a d withdrawal ma ageme t a d may 
i clude biopsychological assessme t, 
i dividual a d group cou seli g, 
psychoeducatio al groups a d 
discharge pla  i g. 

Allowed Amount The Allowed 
Amou t is the maximum amou t the 
Pla  will pay for Covered Be efts 
mi us a y applicable Member Cost 
Shari g. 

The Allowed Amou t depe ds upo  
whether a Covered Be eft is provided 
by a Pla  Provider or a No -Pla  
Provider, as follows: 

1. Pla  Providers. If a Covered 
Be eft is provided by a 
Pla  Provider, the Allowed 
Amou t is the co tracted rate 
HPHC has agreed to pay Pla  
Providers. The Pla  Providers 
are  ot permitted to charge 
the Member a y amou t 
for Covered Be efts, except 
the applicable Member Cost 
Shari g amou t for the service, 
i  additio  to the Allowed 
Amou t. 

2. No -Pla  Providers. Most 
services that are Covered 
Be efts u der your Pla  must 
be provided by a Pla  Provider 
to be covered by HPHC. 
However, there are exceptio s. 
These i clude: (i) care i  a 
Medical Emerge cy a d (ii) 
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care while traveli g outside of 
the state where you live. 

If services provided by a No -Pla  
Provider are Covered Be efts u der 
your Pla , the Allowed Amou t for 
such services depe ds upo  where 
the Member receives the service, as 
explai ed below. 

The Allowed Amou t is the lower 
of the Provider’s charge or a rate 
determi ed as described below: 

a. If a Member receives Covered 
Be efts from a No -Pla  Provider 
i  the states of Massachusetts, New 
Hampshire, Mai e, Rhode Isla d, 
Vermo t or Co  ecticut, the Allowed 
Amou t is def ed as follows: 

A  amou t that is co siste t, i  
the judgme t of the Pla , with the 
 ormal ra ge of charges by health 
care providers for the same, or similar, 
products or services provided to a 
Member. If the Pla  has appropriate 
data for the area, the Pla  will 
determi e the  ormal ra ge of 
charges i  the geographic area where 
the product or services were provided 
to the Member. If the Pla  does  ot 
have data to reaso ably determi e 
the  ormal ra ge of charges where 
the products or services were 
provided, the Pla  will utilize the 
 ormal ra ge of charges i  Bosto , 
Massachusetts. Where services are 
provided by  o -physicia s but the 
data o  provider charges available 
to the Pla  is based o  charges for 
services by physicia s, the Pla  will, 
i  its discretio , make reaso able 
reductio s i  its determi atio  
of the allowable charge for such 
 o -physicia  providers. 

b. If a Member receives Covered 
Be efts from a No -Pla  Provider 
outside of Massachusetts, New 
Hampshire, Mai e, Rhode Isla d, 
Vermo t or Co  ecticut, the Allowed 
Amou t is def ed as follows: 

The Allowed Amou t is the lower 
of the provider’s charge or a rate 
determi ed as described below: 

The Allowed Amou t is determi ed 
based o  150% of the published rates 
allowed by the Ce ters for Medicare 
a d Medicaid Services (CMS) for 
Medicare for the same or similar 
service withi  the geographic market. 

Whe  a rate is  ot published by CMS 
for the service, we use other i dustry 
sta dard methodologies to determi e 
the Allowed Amou t for the service 
as follows: 

For services other tha  
Pharmaceutical Products, we 
use a methodology called a relative 
value scale, which is based o  
the diffculty, time, work, risk 
a d resources of the service. The 
relative value scale curre tly used 
is created by Optumi sight, I c. If 
the Optumi sight, I c. relative value 
scale becomes  o lo ger available, a 
comparable scale will be used. 

For Pharmaceutical Products, we use 
i dustry sta dard methodologies 
that are similar to the prici g 
methodology used by CMS a d 
produce fees based o  published 
acquisitio  costs or average wholesale 
price for the pharmaceuticals. These 
methodologies are curre tly created 
by RJ Health Systems, Thomso  
Reuters (published i  its Red Book), 
or U itedHealthcare based o  a  
i ter ally developed pharmaceutical 
prici g resource. 

Whe  a rate is  ot published by 
CMS for the service a d  o i dustry 
sta dard methodology applies to 
the service, or the provider does 
 ot submit suffcie t i formatio  
o  the claim to pay it u der CMS 
published rates or a  i dustry 
sta dard methodology, the Allowed 
Amou t will be 50% of the provider’s 
billed charge, except that the Allowed 
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re
at
m
e 
t S
er
vi
ce
s f
or

 su
bs
ta
 c
e 

ab
us
e.

 C
li 
ic
al

 S
ta
bi
liz
at
io
  
Se
rv
ic
es

 
m
ay

 i 
cl
ud
e 
i 
te
 s
iv
e 
ed
uc
at
io
  
a 
d 

co
u 
se
li 
g 
re
ga
rd
i 
g 
th
e 
 a
tu
re

 o
f 

ad
di
ct
io
  
a 
d 
its

 co
 s
eq
ue
 c
es
, r
el
ap
se

 
pr
ev
e 
tio
 ,

 o
ut
re
ac
h 
to

 fa
m
ili
es

 
a 
d 
sig

 i
f c
a 
t o
th
er
s a
 d

 a
fte
r c
ar
e 

pl
a 
 i
 g
, f
or

 i 
di
vi
du
al
s b

eg
i 
 i
 g

 to
 

e 
ga
ge

 i 
 re
co
ve
ry

 fr
om

 a
dd
ic
tio
 .

 

C
h
o
ic
eN
et

 P
ro
vi
d
er

  
ir
ec
to
ry

 A
 

di
re
ct
or
y 
th
at

 id
e 
tif

 es
 P
la
  
Pr
ov
id
er
s. 

W
e 
m
ay

 re
vi
se

 th
e 
C
ho
ic
eN

et
 P
ro
vi
de
r 

D
ir
ec
to
ry

 fr
om

 ti
m
e 
to

 ti
m
e 
w
ith

ou
t 

 o
tic
e 
to

 M
em

be
rs
. T

he
 m
os
t c
ur
re
 t

 
lis
ti 

g 
of

 P
la
  
Pr
ov
id
er
s i
s a
va
ila
bl
e 
o 

 
w
w
w
.h
 r
v 

rd
pi
lg
ri
m
.o
rg
. 

C
o
in
su
ra
n
ce

 A
 p
er
ce
 t
ag
e 
of

 th
e 

A
llo
w
ed

 A
m
ou
 t
, o
r 
Re
co
g 
iz
ed

 
A
m
ou
 t
, i
f a
pp
lic
ab
le
, f
or

 c
er
ta
i 

 
C
ov
er
ed

 B
e 
ef

 ts
 th

at
 m
us
t b
e 
pa
id

 b
y 

th
e 
M
em

be
r. 
C
oi
 s
ur
a 
ce

 a
m
ou
 t
s 

ap
pl
ic
ab
le

 to
 y
ou
r 
Pl
a 

 a
re

 st
at
ed

 i 
 

yo
ur

 S
ch
ed
ul
e 
of

 B
e 
ef

 ts
. 

FO
R

 E
X
A
M
PL
E:

 If
 t
h
e 
C
o
in
su
ra
n
ce

 
fo
r 
a 
se
rv
ic
e 
is

 2
0%

, y
o
u

 p
ay

 2
0%

 
o
f 
th
e 
A
llo
w
ed

 A
m
o
u
n
t 
w
h
ile

 t
h
e 

Pl
an

 p
ay
s 
th
e 
re
m
ai
n
in
g

 8
0%

. 

C
o
p
ay
m
en
t 
A
fx
ed

 d
ol
la
r a
m
ou
 t

 y
ou

 
m
us
t p
ay

 fo
r c
er
ta
i 

 C
ov
er
ed

 B
e 
ef

 ts
. 

Th
e 
C
op
ay
m
e 
t i
s u

su
al
ly

 d
ue

 a
t t
he

 
tim

e 
se
rv
ic
es

 a
re

 re
 d
er
ed

 o
r 
w
he
  

bi
lle
d 
by

 th
e 
pr
ov
id
er
. 

Th
er
e 
m
ay

 b
e 
tw
o 
ty
pe
s 
of

 o
ff

 ce
 

vi
sit

 C
op
ay
m
e 
ts

 th
at

 a
pp
ly

 to
 y
ou
r 

Pl
a 
: 
a 
lo
w
er

 C
op
ay
m
e 
t k
 o
w
  

as
 P
ri
m
ar
y 
C
ar
e 
C
op
ay
m
e 
t a
 d

 a
hi
gh
er

 C
op
ay
m
e 
t k
 o
w
  
as

 S
pe
ci
al
ty

 
a 
d 
H
os
pi
ta
l B
as
ed

 C
ar
e 
C
op
ay
m
e 
t. 

Yo
ur

 sp
ec
if

 c 
C
op
ay
m
e 
t a
m
ou
 t
s, 

a 
d 
th
e 
se
rv
ic
es

 to
 w
hi
ch

 th
ey

 a
pp
ly
, 

ar
e 
lis
te
d 
i 

 y
ou
r S
ch
ed
ul
e 
of

 B
e 
ef

 ts
. 

FO
R

 E
X
A
M
PL
E:

 If
 y
o
u
r 
Pl
an

 h
as

 
a 
$2
0 
C
o
p
ay
m
en
t 
fo
r 
o
u
tp
at
ie
n
t 

vi
si
ts
, y
o
u
’ll

 p
ay

 $
20

 a
t 
th
e 
ti
m
e 
o
f 

th
e 
vi
si
t 
o
r 
w
h
en

 y
o
u

 a
re

 b
ill
ed

 b
y 

th
e 
p
ro
vi
d
er
. 

C
o
sm
et
ic

 S
er
vi
ce
s 
C
os
m
et
ic

 S
er
vi
ce
s 

ar
e 
su
rg
er
y, 
pr
oc
ed
ur
es

 o
r t
re
at
m
e 
ts

 
th
at

 a
re

 p
er
fo
rm

ed
 p
ri
m
ar
ily

 to
 

re
sh
ap
e 
or

 im
pr
ov
e 
th
e 
i 
di
vi
du
al
’s 

ap
pe
ar
a 
ce
. 

C
o
ve
re
d

 B
en
ef
t(
s)

 T
he

 p
ro
du
ct
s a
 d

 
se
rv
ic
es

 th
at

 a
 M

em
be
r i
s e
lig
ib
le

 to
 

re
ce
iv
e,

 o
r o

bt
ai
  
pa
ym

e 
t f
or
, u
 d
er

 
th
e 
Pl
a 
. 

C
u
st
o
d
ia
l 
C
ar
e 
Se
rv
ic
es

 p
ro
vi
de
d 
to

 
a 
pe
rs
o 

 fo
r t
he

 p
ri
m
ar
y 
pu
rp
os
e 
of

 
m
ee
ti 

g 
 o
 -
m
ed
ic
al

 p
er
so
 a
l  
ee
ds

 

B
EN
EF
IT

 H
A
N
 
B
O
O
K

 
| 

1
1

 



e 

TH
E

 H
A
R
V
A
R
D

 P
IL
G
R
IM

 C
H
O
IC
E
N
E
T 
B
E
S
T 
B
U
Y

 H
M
O

 F
O

R
 S

EL
F 

IN
SU

R
ED

 M
EM

B
ER

S 
-
M
A
S
S
A
C
H
U
S
 
TT
S

 

(e
.g
., 
ba
th
i 
g,

 d
re
ss
i 
g,

 p
re
pa
ri
 g

 
m
ea
ls,

 i 
cl
ud
i 
g 
sp
ec
ia
l d
ie
ts
, t
ak
i 
g 

m
ed
ic
at
io
 ,

 a
ss
ist
i 
g 
w
ith

 m
ob
ili
ty
). 

 
ed
u
ct
ib
le

 A
 sp

ec
if

 c 
do
lla
r a
m
ou
 t

 
th
at

 is
 p
ay
ab
le

 b
y 
a 
M
em

be
r 
fo
r 

C
ov
er
ed

 B
e 
ef

 ts
 re
ce
iv
ed

 e
ac
h 
Pl
a 

 
Ye
ar

 o
r 
C
al
e 
da
r 
Ye
ar

 b
ef
or
e 
a 
y 

be
 e
f t
s s
ub
je
ct

 to
 th

e 
D
ed
uc
tib
le

 a
re

 
pa
ya
bl
e 
by

 th
e 
Pl
a 
. T

he
re

 m
ay

 b
e 
a 

 
i 
di
vi
du
al

 D
ed
uc
tib
le

 a
 d

 a
 fa
m
ily

 
D
ed
uc
tib
le
, a
 d

 y
ou

 m
ay

 h
av
e d

iff
er
e 
t 

D
ed
uc
tib
le
s 
th
at

 a
pp
ly

 to
 d
iff
er
e 
t 

C
ov
er
ed

 B
e 
ef

 ts
 u
 d
er

 y
ou
r P

la
 .

 I
f a

 
D
ed
uc
tib
le

 a
pp
lie
s t
o 
yo
ur

 P
la
 ,

 it
 w
ill

 
be

 st
at
ed

 i 
 y
ou
r S

ch
ed
ul
e 
of

 B
e 
ef

 ts
. 

FO
R

 E
X
A
M
PL
E:

 If
 y
o
u
r 
Pl
an

 h
as

 
a 
$5
00

  
ed
u
ct
ib
le

 a
n
d

 y
o
u

 h
av
e 

a 
cl
ai
m

 w
it
h

 t
h
e 
A
llo
w
ed

 A
m
o
u
n
t 

o
f 
$1
,0
00
, y
o
u

 w
ill

 b
e 
re
sp
o
n
si
b
le

 
fo
r 
th
e
f
rs
t 
$5
00

 t
o

 s
at
is
fy

 y
o
u
r 

 
ed
u
ct
ib
le

 r
eq
u
ir
em

en
t 
b
ef
o
re

 t
h
e 

Pl
an

 b
eg
in
s 
to

 p
ay

 b
en
ef
ts
. 

 
ed
u
ct
ib
le

 R
o
llo
ve
r 
A

 D
ed
uc
tib
le

 
Ro

llo
ve
r 
al
lo
w
s a

 M
em

be
r 
to

 a
pp
ly

 
a 
y 
D
ed
uc
tib
le

 a
m
ou
 t

 i 
cu
rr
ed

 fo
r 

C
ov
er
ed

 B
e 
ef

 ts
 d
ur
i 
g 
th
e 
la
st

 th
re
e 

m
o 
th
s o
f a

 P
la
  
Ye
ar

 o
r C

al
e 
da
r Y

ea
r 

to
w
ar
d 
th
e D

ed
uc
tib
le

 fo
r t
he

  
ex
t P
la
  

Ye
ar

 o
r C

al
e 
da
r Y

ea
r. 
To

 b
e 
el
ig
ib
le

 
fo
r a

 D
ed
uc
tib
le

 R
ol
lo
ve
r, 
a 
M
em

be
r 

m
us
t h

av
e 
ha
d 
co
 t
i 
uo
us

 c
ov
er
ag
e 

w
ith

 u
s t
hr
ou
gh

 th
e s
am

e P
la
  
Sp
o 
so
r 

at
 th

e 
tim

e 
th
e 
pr
io
r 
Pl
a 

 Y
ea
r 
or

 
C
al
e 
da
r Y

ea
r c
ha
rg
es

 w
er
e 
i 
cu
rr
ed
. 

If 
yo
ur

 P
la
  
ha
s a

 D
ed
uc
tib
le

 R
ol
lo
ve
r 

it 
w
ill

 b
e 
lis
te
d 
i 

 y
ou
r 
Sc
he
du
le

 o
f 

Be
 e
f t
s. 

Pl
ea
se

 N
o
te
: 
D
ed
uc
tib
le

 R
ol
lo
ve
r 

am
ou
 t
s 
w
ill

  
ot

 a
pp
ly

 to
 t
he

 
O
ut
-o
f-
Po
ck
et

 M
ax
im
um

 a
m
ou
 t

 fo
r 

th
e 
 e
xt

 P
la
  
Ye
ar

 o
r C

al
e 
da
r Y

ea
r. 

 
en
ta
l C
ar
e 
A
 y

 se
rv
ic
e 
pr
ov
id
ed

 b
y 
a 

lic
e 
se
d 
de
 t
ist

 i 
vo
lv
i 
g 
th
e d

ia
g 
os
is 

or
 tr
ea
tm

e 
t o

f a
 y

 d
is
ea
se
, p
ai
 ,

 
i 
ju
ry
, d
ef
or
m
ity

 o
r o

th
er

 c
o 
di
tio
  

of
 th

e 
hu
m
a 

 te
et
h,

 a
lv
eo
la
r p

ro
ce
ss
, 

gu
m
s, 
ja
w

 o
r 
as
so
ci
at
ed

 s
tr
uc
tu
re
s 

of
 th

e 
m
ou
th
. 
H
ow

ev
er
, s
ur
ge
ry

 
pe
rf
or
m
ed

 b
y 
a 

 o
ra
l m

ax
ill
of
ac
ia
l 

su
rg
eo
  
to

 c
or
re
ct

 p
os
iti
o 
i 
g 
of

 
th
e 
bo
 e
s 
of

 th
e 
ja
w

 (o
rt
ho
g 
at
hi
c 

su
rg
er
y)

 is
  
ot

 c
o 
sid

er
ed

 D
e 
ta
l C

ar
e 

w
ith

i 
 th
e 
m
ea
 i
 g

 o
f t
hi
s d

ef
 i
tio
 .

 

 
ep
en
d
en
t 
A

 M
em

be
r 
of

 t
he

 
Su
bs
cr
ib
er
's 
fa
m
ily

 w
ho

 (1
) m

ee
ts

 th
e 

1
2

 
| 

B
EN
EF
IT

 H
A
N
 
B
O
O
K

 

el
ig
ib
ili
ty

 re
qu
ir
em

e 
ts

 fo
r c
ov
er
ag
e 

th
ro
ug
h 
a 
Su
bs
cr
ib
er

 a
s a
gr
ee
d 
up
o 

 
by

 th
e 
Pl
a 

 S
po
 s
or

 a
 d

 H
PH

C
 a
 d

 
(2
) i
s e
 r
ol
le
d 
i 

 th
e 
Pl
a 
. E

lig
ib
ili
ty

 
re
qu
ir
em

e 
ts

 a
re

 d
oc
um

e 
te
d 
as

 
pa
rt

 o
f t
he

 c
o 
tr
ac
t b
et
w
ee
  
th
e 
Pl
a 

 
Sp
o 
so
r a
 d

 H
PH

C
. P
le
as
e 
se
e 
yo
ur

 
Pl
a 

 S
po
 s
or
’s 
Be
 e
f t
s 
O
ff

 ce
 fo
r 

de
ta
ils

 o
  
th
e 
ag
re
em

e 
t b

et
w
ee
  

H
PH

C
 a
 d

 y
ou
r P

la
  
Sp
o 
so
r. 

En
ro
llm

en
t 
A
re
a 
Th

e 
ge
og
ra
ph
ic

 a
re
a 

i 
 w
hi
ch

 y
ou

 m
us
t l
iv
e 
i 

 o
rd
er

 to
 b
e 

el
ig
ib
le

 to
 e 

ro
ll 
as

 a 
M
em

be
r u
 d
er

 th
e 

Pl
a 
. T

he
 E
 r
ol
lm
e 
t A

re
a 
i 
cl
ud
es

 
th
e 
st
at
es

 o
f M

ai
 e
, M

as
sa
ch
us
et
ts

 a
 d

 
N
ew

 H
am

ps
hi
re

 a
 d

 c
er
ta
i 

 a
re
as

 i 
C
o 
 e
ct
ic
ut
, N

ew
 Y
or
k,

 R
ho
de

 Is
la
 d

 
a 
d 
Ve
rm

o 
t. 

Ex
p
er
im
en
ta
l, 
U
n
p
ro
ve
n
, 
o
r 

In
ve
st
ig
at
io
n
al

 A
 y

 p
ro
du
ct
s 
or

 
se
rv
ic
es
, i
 c
lu
di
 g
, b
ut

  
ot

 li
m
ite
d 

to
, d

ru
gs
, d

ev
ic
es
, t
re
at
m
e 
ts
, 

pr
oc
ed
ur
es
, a
 d

 d
ia
g 
os
tic

 te
st
s, 
w
ill

 
be

 d
ee
m
ed

 E
xp
er
im
e 
ta
l, 
U
 p
ro
ve
 ,

 
or

 I 
ve
st
ig
at
io
 a
l b
y 
us

 u
 d
er

 th
is 

Be
 e
f t

 H
a 
db
oo
k 
fo
r 
us
e 
i 

 th
e 

di
ag
 o
si
s o

r t
re
at
m
e 
t o
f a

 p
ar
tic
ul
ar

 
m
ed
ic
al

 c
o 
di
tio
  
if 
a 
y 
th
e 
fo
llo
w
i 
g 

is 
tr
ue
: a
) T

he
 p
ro
du
ct

 o
r 
se
rv
ic
e 
is 

 o
t r
ec
og
 i
ze
d 
i 

 a
cc
or
da
 c
e 
w
ith

 
ge
 e
ra
lly

 a
cc
ep
te
d 
m
ed
ic
al

 st
a 
da
rd
s 

as
 b
ei
 g

 sa
fe

 a
 d

 e
ffe
ct
iv
e 
fo
r u

se
 i 

 
th
e 
ev
al
ua
tio
  
or

 tr
ea
tm

e 
t o
f t
he

 
co
 d
iti
o 

 i 
 q
ue
st
io
 .

 I
  
de
te
rm

i 
i 
g 

w
he
th
er

 a
 se
rv
ic
e 
ha
s b

ee
  
re
co
g 
iz
ed

 
as

 sa
fe

 o
r e
ffe
ct
iv
e 
i 

 a
cc
or
da
 c
e 
w
ith

 
ge
 e
ra
lly

 a
cc
ep
te
d 
ev
id
e 
ce
-b
as
ed

 
m
ed
ic
al

 st
a 
da
rd
s, 
pr
im

ar
y 
re
lia
 c
e 

w
ill

 b
e 
pl
ac
ed

 u
po
  
da
ta

 fr
om

 
pu
bl
is
he
d 
re
po
rt
s 
i 

 a
ut
ho
ri
ta
tiv
e 

m
ed
ic
al

 o
r s
ci
e 
tif

 c 
pu
bl
ic
at
io
 s

 th
at

 
ar
e 
su
bj
ec
t t
o 
es
ta
bl
is
he
d 
pe
er

 re
vi
ew

 
by

 q
ua
lif

 ed
 m

ed
ic
al

 o
r 
sc
ie
 t
if

 c 
ex
pe
rt
s 
pr
io
r 
to

 p
ub
lic
at
io
 .

 I
  
th
e 

ab
se
 c
e 
of

 a
 y

 su
ch

 r
ep
or
ts
, i
t w

ill
 

ge
 e
ra
lly

 b
e 
de
te
rm

i 
ed

 th
at

 a
 se
rv
ic
e,

 
pr
oc
ed
ur
e,

 d
ev
ic
e 
or

 d
ru
g 
is 
 o
t s
af
e 

a 
d 
ef
fe
ct
iv
e 
fo
r t
he

 u
se

 i 
 q
ue
st
io
 .

 
b)

 I 
 th

e 
ca
se

 o
f a

 d
ru
g,

 th
e 
dr
ug

 
ha
s  

ot
 b
ee
  
ap
pr
ov
ed

 b
y 
th
e 
U
 i
te
d 

St
at
es

 F
oo
d 
a 
d 
D
ru
g 
A
dm

i 
ist
ra
tio
  

(F
D
A
) (
th
is 
do
es

  
ot

 i 
cl
ud
e 
of
f-
la
be
l 

us
es

 o
f F

D
A

 a
pp
ro
ve
d 
dr
ug
s)

 o
r 
if 

ap
pr
ov
ed

 fo
r l
aw

fu
l m

ar
ke
ti 

g 
by

 th
e 

FD
A

 a
 d

 re
lia
bl
e 
sc
ie
 t
if

 c 
ev
id
e 
ce

 
do
es

  
ot

 su
pp
or
t t
ha
t t
he

 tr
ea
tm

e 
t i
s 

ef
fe
ct
iv
e 
i 

 im
pr
ov
i 
g 
he
al
th

 o
ut
co
m
es

 

or
 th

at
 a
pp
ro
pr
ia
te

 p
at
ie
 t

 s
el
ec
tio
  

ha
s 
 o
t b

ee
  
de
te
rm

i 
ed
. 
c)

 F
or

 
pu
rp
os
es

 o
f t
he

 tr
ea
tm

e 
t o
f i
 f
er
til
ity

 
o 
ly
, t
he

 s
er
vi
ce
, p
ro
ce
du
re
, d
ru
g 

or
 d
ev
ic
e 
ha
s 
 o
t b

ee
  
re
co
g 
iz
ed

 
as

 a
 " 

o 
-e
xp
er
im
e 
ta
l i
 f
er
til
ity

 
pr
oc
ed
ur
e"

 u
 d
er

 th
e 
M
as
sa
ch
us
et
ts

 
I 
fe
rt
ili
ty

 B
e 
ef

 t R
eg
ul
at
io
 s

 a
t 2
11

 
C
M
R 
Se
ct
io
  
37
.0
0 
et
. s
eq
. 

Fa
m
ily

 C
o
ve
ra
g
e 
C
ov
er
ag
e 
fo
r 
a

M
em

be
r a
 d

 o
 e

 o
r m

or
e 
D
ep
e 
de
 t
s. 

H
ab
ili
ta
ti
o
n

 S
er
vi
ce
s 
H
ea
lth

 c
ar
e 

se
rv
ic
es

 th
at

 h
el
p 
a 
pe
rs
o 

 k
ee
p,

 le
ar
  

or
 im

pr
ov
e 
sk
ill
s a
 d

 fu
 c
tio
 i
 g

 fo
r 

da
ily

 li
vi
 g
. T

he
se

 se
rv
ic
es

 m
ay

 i 
cl
ud
e 

ph
ys
ic
al

 a
 d

 o
cc
up
at
io
 a
l t
he
ra
pi
es

 
a 
d 
sp
ee
ch
-la
 g
ua
ge

 se
rv
ic
es
. 

H
ar
va
rd

 P
ilg
ri
m

 H
ea
lt
h

 C
ar
e 
(H
PH
C

 
o
r 
H
ar
va
rd

 P
ilg
ri
m
) 
H
ar
va
rd

 P
ilg
ri
m

 
H
ea
lth

 C
ar
e,

 I 
c.

 i
s a

 M
as
sa
ch
us
et
ts

 
co
rp
or
at
io
  
th
at

 is
 li
ce
 s
ed

 a
s 
a 

H
ea
lth

 M
ai
 t
e 
a 
ce

 O
rg
a 
iz
at
io
  

(H
M
O
) i
  
th
e 
st
at
e 
of

 M
as
sa
ch
us
et
ts
. 

H
PH

C
 p
ro
vi
de
s o

r a
rr
a 
ge
s f
or

 h
ea
lth

 
ca
re

 b
e 
ef

 ts
 to

 M
em

be
rs

 th
ro
ug
h 
a 

 e
tw
or
k 
of

 P
ri
m
ar
y 
C
ar
e 
Pr
ov
id
er
s, 

sp
ec
ia
lis
ts

 a
 d

 o
th
er

 p
ro
vi
de
rs
. U

 d
er

 
se
lf 
i 
su
re
d 
pl
a 
s 
su
ch

 a
s 
th
is 
o 
e,

 
H
PH

C
 a
dj
ud
ic
at
es

 a
 d

 p
ay
s c
la
im
s, 

a 
d 
m
a 
ag
es

 b
e 
ef

 ts
 o
  
be
ha
lf 
of

 th
e 

Pl
a 

 S
po
 s
or
. 

H
ea
lt
h

 B
en
ef
t 
Pl
an
s 
A

 g
ro
up

 H
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Me tal Health Professio al is a  
i depe de tly lice sed cli icia  with 
at least a masters degree i  a cli ical 
me tal health discipli e from a  
accredited educatio al i stitutio  a d 
at least two years of cli ical experie ce. 
The term "cli ical me tal health 
discipli e" i cludes the followi g: 
psychiatry; psychology, cli ical social 
work; marriage a d family therapy; 
cli ical cou seli g; developme tal 
psychology; pastoral cou seli g; 
psychiatric  ursi g; developme tal 
or educatio al psychology; cou selor 
educatio ; or a y other discipli e 
deemed acceptable by the Pla . 

Limited Network A  etwork of 
providers that is smaller tha  the 
Harvard Pilgrim’s full provider 
 etwork. This provider  etwork 
i cludes, but is  ot limited to 
physicia s, hospitals, a d other health 
care facilities that are u der co tract 
with us to provide services to Members. 

Medical  rugs A prescriptio  drug 
that is admi istered to you either 
(1) i  a doctor’s offce or other 
outpatie t medical facility, or (2) at 
home while you are receivi g home 
health care services or receivi g 
drugs admi istered by home i fusio  
services. Medical Drugs ca  ot be 
self-admi istered. The words “ca  ot 
be self-admi istered” mea  that 
the active participatio  of skilled 
medical perso  el is always required 
to take the drug. Whe  a Member 
is receivi g drugs i  the home, the 
words “ca  ot be self-admi istered” 
will also i clude circumsta ces i  
which a family member or frie d is 
trai ed to admi ister the drug a d 
o goi g supervisio  by skilled medical 
perso  el is required. 

Medical Emergency A medical 
co ditio , whether physical or me tal 
(i cludi g a co ditio  resulti g from 
a substa ce use disorder), ma ifesti g 
itself by symptoms of suffcie t severity, 
i cludi g severe pai , that the abse ce 
of prompt medical atte tio  could 
reaso ably be expected by a prude t 
layperso  who possesses a  average 
k owledge of health a d medici e, 
to result i  placi g the health of the 
Member or a other perso  i  serious 
jeopardy, serious impairme t to body 

fu ctio , or serious dysfu ctio  of 
a y body orga  or part. With respect 
to a preg a t woma  who is havi g 
co tractio s, Medical Emerge cy also 
mea s that there is i adequate time to 
effect a safe tra sfer to a other hospital 
before delivery or that tra sfer may 
pose a threat to the health or safety of 
the woma  or the u bor  child. 

Examples of Medical Emerge cies 
are: heart attack or suspected heart 
attack, stroke, shock, major blood 
loss, choki g, severe head trauma, 
loss of co scious ess, seizures a d 
co vulsio s. 

Medical Emergency Services Services 
provided duri g a Medical Emerge cy, 
i cludi g: 
• A medical scree i g exami atio  

(as required u der sectio  1867 
of the Social Security Act or 
as would be required u der 
such sectio  if such sectio  
applied to a  i depe de t 
freesta di g emerge cy 
departme t) that is withi  
the capability of the emerge cy 
departme t of a hospital, or 
a  i depe de t freesta di g 
emerge cy departme t, as 
applicable, i cludi g a cillary 
services routi ely available to 
the emerge cy departme t 
to evaluate such Medical 
Emerge cy, a d 

• Further medical exami atio  
a d treatme t, withi  the 
capabilities of the staff a d 
facilities available at the hospital 
or i depe de t freesta di g 
emerge cy departme t, as 
applicable, as are required 
u der sectio  1867 of the Social 
Security Act, or as would be 
required u der such sectio  
if such sectio  applied to a  
i depe de t freesta di g 
emerge cy departme t, to 
stabilize the patie t (regardless 
of the departme t of the hospital 
i  which such further exam or 
treatme t is provided). 

• Items a d services, otherwise 
covered u der the Pla , that 
are provided by a No -Pla  
Provider or facility (regardless of 

the departme t of the hospital 
i  which the items a d services 
are provided) after the Member 
is stabilized a d as part of a  
i patie t stay or outpatie t 
services that are co  ected to 
the origi al Medical Emerge cy, 
u less each of the followi g 
co ditio s are met: 

a. The Provider or 
facility, as described 
above, determi es the 
Member is able to travel 
usi g  o -medical 
tra sportatio  or 
 o -emerge cy medical 
tra sportatio . 

b. The Provider fur ishi g 
the additio al items 
a d services satisfes 
 otice a d co se t 
criteria i  accorda ce 
with applicable law. 

c. The patie t is i  such 
a co ditio  to receive 
i formatio  as stated 
i  b) above a d to 
provide i formed co se t 
i  accorda ce with 
applicable law. 

d. A y other co ditio s as 
specifed by the Secretary. 

Medically Necessary or Medical 
Necessity Those health care services 
that are co siste t with ge erally 
accepted pri ciples of professio al 
medical practice as determi ed 
by whether: (a) the service is the 
most appropriate supply or level of 
service for the Member’s co ditio , 
co sideri g the pote tial be eft 
a d harm to the i dividual; (b) the 
service is k ow  to be effective, based 
o  scie tifc evide ce, professio al 
sta dards a d expert opi io , i  
improvi g health outcomes; a d, (c) 
for services a d i terve tio s that are 
 ot widely used, the use of the service 
for the Member’s co ditio  is based o  
scie tifc evide ce. 

Please Note: To determi e coverage 
of Medically Necessary services, we use 
Medical Necessity Guideli es (MNG) 
created usi g cli ical review criteria 
to evaluate whether certai  services or 
procedures are Medically Necessary 
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THE HARVARD PILGRIM CHOICENET BEST BUY HMO FOR SELF INSURED MEMBERS - MASSACHUS TTS 

III. Covered Benefts 

This sectio  co tai s detailed i formatio  o  the be efts covered u der your Pla . Member Cost Shari g 
i formatio  a d a y applicable be eft limitatio s that apply to your Pla  are listed i  your Schedule of Be efts. 
Be efts are admi istered o  a Pla  Year or Cale dar Year basis. Please see your Schedule of Be efts to determi e 
which type of year your Pla  utilizes. 

If your Pla  i cludes outpatie t pharmacy coverage, that coverage is described i  your Prescriptio  Drug 
Brochure. 

Basic Requirements for Coverage 

To be covered, all services a d supplies must meet each of the followi g requireme ts. They must be: 
• Listed as a Covered Be eft i  this sectio . 

• Medically Necessary. 

• Not excluded i  sectio  IV. Exclusions. 

• Received while a  active Member of the Pla . 

• Provided by or upo  Referral from your PCP. This requireme t does  ot apply to care  eeded i  a Medical 
Emerge cy. Please see sectio  I.E.1. Your PCP Manages Your Health Care for other exceptio s that apply. 

• Provided by a ChoiceNet Pla  Provider. This requireme t does  ot apply to care  eeded i  a Medical 
Emerge cy. Please see sectio  I.E.3. Using Plan Providers for other exceptio s that apply. 

Beneft Description 
1 . Acupuncture Treatment for Injury or Illness 

The Plan may cover acupuncture treatment for illness or injury, 
including, electro-acupuncture, that is provided for the treatment of 
neuromusculoskeletal pain. 

Please Note: Not all Plans cover this beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 

2 . Ambulance and Medical Transport 
Emergency Ambulance Transport 

If you have a Medical Emergency (including an emergency related to a 
substance use disorder or mental health condition), your Plan covers ambulance 
transport to the nearest hospital that can provide you with Medically Necessary 
care. 

Non-Emergency Medical Transport 

You’re also covered for non-emergency medical transport, including but not 
limited to ambulance and wheelchair vans, between hospitals or other covered 
health care facilities or from a covered facility to your home when Medically 
Necessary. Services must be arranged by a Plan Provider. 
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Beneft Description 

3 . Autism Spectrum  isorders Treatment 
Coverage may be provided for the diagnosis and treatment of Autism Spectrum 
 isorders, as defned below. Covered Benefts include the following: 

•  iagnosis of Autism Spectrum  isorders. This includes Medically Necessary 
assessments, evaluations, including neuropsychological evaluations, genetic 
testing or other tests to diagnose whether an individual has one of the 
Autism Spectrum  isorders. 

• Professional services by ChoiceNet Plan Providers. This includes care 
by physicians, Licensed Mental Health Professionals, speech therapists, 
occupational therapists, and physical therapists. 

• Rehabilitation and Habilitation Services, including, but not limited to, 
applied behavior analysis supervised by a board certifed behavior analyst 
as defned by law. 

• Prescription drug coverage (if you have the Plan's optional coverage 
for outpatient prescription drugs). If you have the Plan’s outpatient 
prescription drug coverage, please see your Prescription  rug Brochure for 
information on this beneft. 

Autism Spectrum  isorders include any of the pervasive developmental 
disorders as defned by the most recent edition of the  iagnostic and Statistical 
Manual of Mental  isorders. These include Autistic  isorder; Asperger's 
 isorder; and Pervasive  evelopmental  isorders Not Otherwise Specifed. 

Applied behavior analysis is defned as the design, implementation and 
evaluation of environmental modifcations, using behavioral stimuli and 
consequences, to produce socially signifcant improvement in human behavior. 
It includes the use of direct observation, measurement and functional analysis 
of the relationship between environment and behavior. 

There is no coverage for services related to autism spectrum disorders provided 
under an individualized education program (IEP), including any services 
provided under an IEP that are delivered by school personnel or any services 
provided under an IEP purchased from a contractor or vendor. 

Please Note: Not all Plans cover this beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 

4 . Cardiac Rehabilitation Therapy 
The Plan covers cardiac rehabilitation. Coverage includes only Medically 
Necessary services for Members with established coronary artery disease or 
unusual and serious risk factors for such disease. 

5 . Chemotherapy and Radiation Therapy 
The Plan covers outpatient chemotherapy administration and radiation therapy 
at a hospital or other outpatient medical facility. Covered Benefts include the 
facility charge, the charge for related supplies and equipment, and physician 
services for anesthesiologists, pathologists and radiologists. 

6 . Clinical Trials for the Treatment of Cancer or Other Life-Threatening  iseases 
The Plan covers services for Members enrolled in a qualifed clinical trial of a 
treatment for any form of cancer or other life-threatening disease under the 
terms and conditions provided under federal law. All of the requirements for 
coverage under the Plan apply to coverage under this beneft. The following 
services are covered under this beneft: (1) all services that are Medically 
Necessary for treatment of your condition, consistent with the study protocol 
of the clinical trial, and for which coverage is otherwise available under the 
Plan; and (2) the reasonable cost of an investigational drug or device that has 
been approved for use in the clinical trial to the extent it is not paid for by its 
manufacturer, distributor or provider. 
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Beneft Description 

7 .  ental Services 
Important Notice: The Plan does not provide dental insurance. It covers only 
the limited  ental Care described below. No other  ental Care is covered. 

Cleft Palate: 

For coverage of orthodontic and dental care related to the treatment of cleft 
lip or cleft palate for children up to the age of 18, please see section III. 
Covered Benefts, Reconstructive Surgery, for information on this beneft. 

Emergency  ental Care: 

The Plan covers emergency  ental Care needed due to an injury to sound, 
natural teeth. All services, except for suture removal, must be received within 
three days of injury. Only the following services are covered: 

• Extraction of the teeth damaged in the injury when needed to avoid 
infection 

• Reimplantation and stabilization of dislodged teeth 

• Repositioning and stabilization of partly dislodged teeth 

• Suturing and suture removal 

• Medication received from the provider 

Extraction of Teeth Impacted in Bone: 

The Plan may cover extraction of teeth impacted in bone. If covered under 
your Plan, only the following services are covered: 

• Extraction of teeth impacted in bone 

• Pre-operative and post-operative care, immediately following the procedure 

• Anesthesia 

• Bitewing x-rays 

Please Note: Not all Plans cover this beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 

Preventive  ental Care for Children: 

The Plan may cover two preventive dental exams per Plan Year or Calendar 
Year for children under the age limit listed in the Schedule of Benefts. Only 
the following services are covered: 

• Cleaning 

• Fluoride treatment 

• Teaching plaque control 

• X-rays 

Please Note: Not all Plans cover this beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 
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Beneft Description 

8 .  iabetes Services and Supplies 
 iabetes Self-Management and Training/ iabetic Eye Examinations/Foot Care: 

The Plan covers outpatient self-management education and training for the 
treatment of diabetes, including medical nutrition therapy services, used to 
diagnose or treat insulin-dependent diabetes, non-insulin dependent diabetes, 
or gestational diabetes. Services must be provided on an individual basis and 
be provided by a Plan Provider. Benefts also include medical eye examinations 
(dilated retinal examinations) and preventive foot care. 

The following items are also covered: 

 iabetes Equipment: 

• Blood glucose monitors 

• Continuous glucose monitors 

•  osage gauges 

• Injectors 

• Insulin pumps (including supplies) and infusion devices 

• Lancet devices 

• Therapeutic molded shoes and inserts 

• Visual magnifying aids 

• Voice synthesizers 

Outpatient Pharmacy Supplies: 

• Blood glucose strips 

• Certain blood glucose monitors 

• Certain insulin pumps (including supplies) and infusion devices 

• Flash glucose monitors (including supplies) 

• Insulin, insulin needles and syringes 

• Lancets 

• Oral agents for controlling blood sugar 

• Urine and ketone test strips 

For coverage of pharmacy items listed above, you must get a prescription from 
your Plan Provider and present it at a participating pharmacy. You can fnd 
participating pharmacies by logging into your secure online  ccount at 
www.h rv rdpilgrim.org or by calling the Member Services  epartment at 
1-888-333-4742. 

Please Note: Not all Plans provide coverage for outpatient prescription drugs, 
including pharmacy supplies, through Harvard Pilgrim Health Care. If your Plan 
provides coverage for outpatient prescription drugs through Harvard Pilgrim 
Health Care, please refer to your prescription drug brochure for additional 
information. 
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9 .  ialysis 
The Plan covers dialysis on an inpatient, outpatient or at home basis. When 
federal law permits Medicare to be the primary payer, you must apply for 
Medicare and also pay any Medicare premium. When Medicare is primary, 
the Plan will cover only those costs that exceed what would be payable by 
Medicare. 

Coverage for dialysis in the home includes non-durable medical supplies, and 
drugs and equipment necessary for dialysis. 

HPHC must approve dialysis services if you are temporarily traveling outside 
of the state where you live. The Plan will cover dialysis services for up to 30 
days of travel per Plan Year or Calendar Year. You must make arrangements 
in advance with your Plan Provider. 

10 .  rug Coverage 
You have limited coverage under this Beneft Handbook for drugs received 
during inpatient and outpatient treatment and also for certain medical 
supplies you purchase at a pharmacy. This coverage is described in subsection 
1, below. You may also have coverage for outpatient prescription drugs you 
purchase at a pharmacy under the Plan’s outpatient prescription drug rider. 
Subsection 2, below, explains more about this coverage. 

1) Your Coverage under this Beneft Handbook 

This Beneft Handbook covers the following: 
a.  rugs Received  uring Inpatient Care. The drug is administered to you 

while you are an inpatient at a hospital, Skilled Nursing Facility or other 
medical facility at which Covered Benefts are provided to you on an 
inpatient basis. 

b.  rugs Received  uring Outpatient or Home Care. These drugs are known 
as “Medical  rugs.” A Medical  rug is administered to you either (1) in a 
doctor’s offce or other outpatient medical facility, or (2) at home while 
you are receiving home care services or receiving drugs administered by 
home infusion services. 

Medical  rugs cannot be self-administered. The words “cannot be 
self-administered” mean that the active participation of skilled medical 
personnel is always required to take the drug. When a Member is receiving 
drugs in the home, the words “cannot be self-administered” will also 
include circumstances in which a family member or friend is trained to 
administer the drug and ongoing supervision by skilled medical personnel 
is required. 

An example of a drug that cannot be self-administered is a drug that 
must be administered intravenously. Examples of drugs that can be 
self-administered are drugs that can be taken in pill form and drugs that 
are typically self-injected by the patient. 

c.  rugs and supplies. Coverage may also be provided for: (1) certain diabetes 
supplies; (2) syringes and needles you purchase at a pharmacy; and (3) 
certain prescribed self-administered anticancer medications used to kill or 
slow the growth of cancerous cells. 
Please see the benefts for “ iabetes Services and Supplies” and 
“Hypodermic Syringes and Needles” for the details of those benefts. 

Please Note: Your Plan may cover self administered anticancer medication 
used to kill or slow the growth of cancerous cells with no Member Cost 
Sharing. Please contact the Member Services  epartment to confrm the 
Member Cost Sharing that applies to this beneft. 

20 | BENEFIT HAN BOOK 



j

THE HARVARD PILGRIM CHOICENET BEST BUY HMO FOR SELF INSURED MEMBERS - MASSACHUS TTS 

Beneft Description 

 rug Coverage (Continued) 

No coverage is provided under this Beneft Handbook for (1) drugs that have 
not been approved by the United States Food and  rug Administration; 
(2) drugs the Plan excludes or limits, including, but not limited to, drugs 
for cosmetic purposes; and (3) any drug that is obtained at an outpatient 
pharmacy except (a) covered diabetes supplies and (b) syringes and needles, as 
explained above. 

2) Outpatient Prescription  rug Coverage 

In addition to the coverage provided under this Beneft Handbook, you may 
also have the Plan’s outpatient prescription drug rider. That rider provides 
coverage for most prescription drugs purchased at an outpatient pharmacy. 

If the Plan includes outpatient prescription drug coverage, your Member Cost 
Sharing for prescription drugs will be listed on your outpatient prescription 
drug fyer and Summary of Benefts and Coverage. Please see the Prescription 
 rug Brochure for a detailed explanation of your benefts. 

11 .  urable Medical Equipment ( ME) 
The Plan covers  ME when Medically Necessary and ordered by a Plan 
Provider. The Plan may rent or buy all equipment. The cost of the repair and 
maintenance of covered equipment is also covered. 

In order to be covered, all equipment must be: 

• Able to withstand repeated use; 

• Not generally useful in the absence of disease or injury; 

• Normally used in the treatment of an illness or injury or for the 
rehabilitation of an abnormal body part; and 

• Suitable for home use. 

Coverage is only available for: 

• The least costly equipment adequate to allow you to perform Activities 
of  aily Living. Activities of  aily Living do not include special functions 
needed for occupational purposes or sports; and 

• One item of each type of equipment. No back-up items or items that serve 
a duplicate purpose are covered. For example, the Plan covers a manual 
or an electric wheelchair, not both. 

Covered equipment and supplies include: 

• Canes 

• Certain types of braces 

• Crutches 

• Hospital beds 

• Oxygen and oxygen equipment 

• Respiratory equipment 

• Walkers 

• Wheelchairs 

Member Cost Sharing amounts you are required to pay are based on the cost 
of equipment to the Plan. 
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12 . Early Intervention Services 
The Plan may cover early intervention services provided for Members until 
three years of age. Covered Benefts include: 

• Nursing care 

• Physical, speech, and occupational therapy 

• Psychological counseling 

• Screening and assessment of the need for services 

Please Note: Not all Plans cover this beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 

13 . Emergency Room Care 
If you have a Medical Emergency, you are covered for care in a hospital 
emergency room. Please remember the following: 

• If you need follow-up care after you are treated in an emergency room, you 
must call your PCP. Your PCP will provide or arrange for the care you need. 

• If you are hospitalized, you must call HPHC at 1-888-333-4742 within 48 
hours or as soon as you can. This telephone number can also be found on 
your I  card. If notice of hospitalization is given to HPHC or PCP by an 
attending emergency physician no further notice is required. 

14 . Family Planning Services 
The Plan covers family planning services, including the following: 

• Contraceptive monitoring 

• Family planning consultation 

• Pregnancy testing 

• Genetic counseling 

• F A approved birth control drugs, implants or devices.* 

• Professional services relating to the injection of birth control drugs and the 
insertion or removal of birth control implants or devices. 

*If you are covered under a Grandfathered plan, coverage for F A approved 
birth control drugs, implants or devices that must be obtained at an outpatient 
pharmacy may only be covered if your plan includes optional outpatient 
pharmacy coverage. Please see your Schedule of Benefts or talk to your Plan 
Sponsor to determine if you are covered under a Grandfathered plan that 
limits this coverage. 

Please Note: An exclusion for Family Planning Services may apply when 
coverage is provided by a religious diocese, as allowed by law. Please check 
with your Plan Sponsor to see if this exclusion applies to your Plan. 

22 | BENEFIT HAN BOOK 



j

j

THE HARVARD PILGRIM CHOICENET BEST BUY HMO FOR SELF INSURED MEMBERS - MASSACHUS TTS 

Beneft Description 

15 . Hearing Aids 
The Plan may cover hearing aids up to the limit listed in your Schedule of 
Benefts. A hearing aid is defned as any instrument or device, excluding a 
surgical implant, designed, intended or offered for the purpose of improving a 
person’s hearing. 

If a Covered Beneft, the Plan will pay the full cost of each medically necessary 
hearing aid up to the limit listed in your Schedule of Benefts, minus any 
applicable Member Cost Sharing. If you purchase a hearing aid that is more 
expensive than the limit listed in your Schedule of Benefts, you will be 
responsible for the additional cost. No back-up hearing aids that serve a 
duplicate purpose are covered. Covered services and supplies related to your 
hearing aid are not subject to the dollar limit listed in your Schedule of Benefts. 

Covered Benefts include the following: 

• One hearing aid per hearing impaired ear 

• Except for batteries, any necessary parts, attachments or accessories, 
including ear moldings; and 

• Services provided by a licensed audiologist, hearing instrument specialist or 
licensed physician that are necessary to assess, select, ft, adjust or service 
the hearing aid. 

Please Note: Not all Plans cover this beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 

16 . Home Health Care 
If you are homebound for medical reasons, you are covered for home health 
care services listed below. To be eligible for home health care, your Plan 
Provider must determine that skilled nursing care or physical therapy is an 
essential part of active treatment. There must also be a defned medical goal 
that your Plan Provider expects you will meet in a reasonable period of time. 

When you qualify for home health care services as stated above, the Plan 
covers the following services when Medically Necessary: 

•  urable medical equipment and supplies (must be a component of the 
home health care being provided) 

• Medical and surgical supplies 

• Medical social services 

• Nutritional counseling 

• Physical therapy 

• Occupational therapy 

• Palliative care 

• Services of a home health aide 

• Skilled nursing care 

• Speech therapy 
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17 . Hospice Services 
The Plan covers hospice services for terminally ill Members who need the skills 
of qualifed technical or professional health personnel for palliative care. Care 
may be provided at home or on an inpatient basis. Inpatient respite care 
is covered for the purpose of relieving the primary caregiver and may be 
provided up to 5 days every 3 months not to exceed 14 days per Plan Year or 
Calendar Year. Inpatient care is also covered in an acute hospital or extended 
care facility when it is Medically Necessary to control pain and manage acute 
and severe clinical problems that cannot be managed in a home setting. 
Covered Benefts include: 

• Care to relieve pain 

• Counseling 

•  rugs that cannot be self-administered 

•  urable medical equipment appliances 

• Home health aide services 

• Medical supplies 

• Nursing care 

• Physician services 

• Occupational therapy 

• Physical therapy 

• Speech therapy 

• Respiratory therapy 

• Respite care 

• Social services 
18 . Hospital – Inpatient Services 

The Plan covers acute hospital care including, but not limited to, the following 
inpatient services: 

• Semi-private room and board 

•  octor visits, including consultation with specialists 

• Palliative care 

• Medications 

• Laboratory, radiology and other diagnostic services 

• Intensive care 

• Surgery, including related services 

• Anesthesia, including the services of a nurse-anesthetist 

• Radiation therapy 

• Physical therapy 

• Occupational therapy 

• Speech therapy 

In order to be eligible for coverage, the following service must be received at a 
Center of Excellence: 

• Weight loss surgery (bariatric surgery) 

Please see section I.E.4. Centers of Excellence for more information. 
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19 . House Calls 
The Plan covers house calls. 

20 . Human Organ Transplant Services 
The Plan covers human organ transplants, including bone marrow transplants 
for a Member with metastasized breast cancer in accordance with the criteria 
of the Massachusetts  epartment of Public Health. 

The Plan covers the following services when the recipient is a Member of the 
Plan: 

• Care for the recipient 

•  onor search costs through established organ donor registries 

•  onor costs that are not covered by the donor's health plan 

If a Member is a donor for a recipient who is not a Member, then the Plan 
will cover the donor costs for the Member, when they are not covered by the 
recipient's health plan. 

21 . Hypodermic Syringes and Needles 
The Plan covers hypodermic syringes and needles to the extent Medically 
Necessary. 

You must get a prescription from your PCP or ChoiceNet Plan Provider and 
present it at a participating pharmacy for coverage. Hypodermic syringes and 
needles are subject to the applicable pharmacy Member Cost Sharing listed on 
your outpatient prescription drug fyer and Summary of Benefts and Coverage. 
If your Plan does not include coverage for outpatient prescription drugs, then 
coverage is subject to the lower of the pharmacy’s retail price or a Copayment 
of $5 for Tier 1 drugs or supplies, $10 for Tier 2 drugs or supplies and $25 for 
Tier 3 drugs or supplies. All Copayments are based on a 30 day supply. You 
can get more information on participating pharmacies and the drug tiers by 
logging into your secure online  ccount at www.h rv rdpilgrim.org or 
by calling the Member Services  epartment at 1-888-333-4742. 

22 . Infertility Services and Treatment 
Infertility is defned as the inability of a woman aged 35 or younger to conceive 
or produce conception during a period of one year. In the case of a woman 
over age 35, the time period is reduced to 6 months. If a woman conceives 
but is unable to carry the pregnancy to live birth, the time she attempted 
to conceive prior to that pregnancy is included in the one year or 6 month 
period, as applicable. 

The Plan may cover the following diagnostic services for infertility: 

• Consultation 

• Evaluation 

• Laboratory tests 

Please Note: Not all Plans cover this beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 

When a Member meets Medical Necessity Guidelines, the Plan may cover 
infertility treatment. If covered under your Plan, only the following infertility 
treatments are included: 

• Therapeutic artifcial insemination (AI), including related sperm 
procurement and banking 

•  onor egg procedures, including related egg and inseminated egg 
procurement, processing and banking 

• Assisted hatching 
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Infertility Services and Treatment (Continued) 

• Gamete intrafallopian transfer (GIFT) 

• Intra-cytoplasmic sperm injection (ICSI) 

• Intra-uterine insemination (IUI) 

• In-vitro fertilization and embryo transfer (IVF) 

• Zygote intrafallopian transfer (ZIFT) 

• Preimplantation genetic diagnosis (PG ) 

• Miscrosurgical epididiymal sperm aspiration (MESA) 

• Testicular sperm extraction (TESE) 

• Sperm collection, freezing and up to one year of storage is also covered for 
male Members in active infertility treatment. 

• Cryopreservation of eggs, sperm, and embryos limited to one year per 
Member per lifetime 

Please Note: Not all Plans cover this beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 

Important Notice: We use evidence based clinical criteria to evaluate whether 
the use of infertility treatment is Medically Necessary. Infertility treatments 
evolve and new treatments may be developed. If you are planning to receive 
infertility treatment we recommend that you review the current Medical 
Necessity Guidelines online at www.h rv rdpilgrim.org. To obtain a copy, 
please call the Member Services  epartment at 1-888-333-4742. 

23 . Laboratory, Radiology and Other  iagnostic Services 
The Plan covers laboratory and radiology services (including Advanced 
Radiology), and other diagnostic services on an outpatient basis. The term 
“Advanced Radiology” means CT scans, PET Scans, MRI and MRA, and nuclear 
medicine services. Coverage includes: 

• The facility charge and the charge for supplies and equipment 

• The charges of anesthesiologists, pathologists and radiologists 

In addition, the Plan covers the following: 

• Human leukocyte antigen testing or histocompatibility locus antigen testing 
necessary to establish bone marrow transplant donor suitability (including 
testing for A, B, or  R antigens, or any combination, consistent with rules, 
regulations and criteria established by the  epartment of Public Health). 

•  iagnostic screenings and tests including: hereditary and metabolic 
screening at birth; tuberculin tests; lead screenings; hematocrit, hemoglobin 
or other appropriate blood tests, and urinalysis. 

• Screening and diagnostic mammograms. 
24 . Low Protein Foods 

The Plan covers food products modifed to be low-protein ordered for the 
treatment of inherited diseases of amino acids and organic acid up to the limit 
stated in your Schedule of Benefts. 
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25 . Maternity Care 
The Plan covers the following maternity services: 

• Routine outpatient prenatal care, including evaluation and progress 
screening, physical exams, recording of weight and blood pressure 
monitoring 

• Prenatal genetic testing (offce visits require a referral) 

•  elivery, including a minimum of 48 hours of inpatient care following a 
vaginal delivery and a minimum of 96 hours of inpatient care following 
a caesarean section. Any decision to shorten the inpatient stay for the 
mother and her newborn child will be made by the attending physician and 
the mother. If early discharge is decided, the mother will be entitled to a 
minimum of one home visit. 

• Newborn care. Coverage is limited to routine nursery charges for a healthy 
newborn unless the child is enrolled in the Plan. Please see section VII.E. 
ADDING A DEPENDENT for more enrollment information. 

• Routine outpatient postpartum care for the mother up to six weeks after 
delivery. 

26 . Medical Formulas 
The Plan covers the following up to the limit stated in your Schedule of 
Benefts: 

• Non-prescription enteral formulas for home use for the treatment 
of malabsorption caused by Crohn's disease, ulcerative colitis, 
gastroesophageal refux, gastrointestinal motility, chronic intestinal 
pseudo-obstruction and inherited diseases of amino acids and organic acids. 

• Prescription formulas for the treatment of phenylketonuria, tyrosinemia, 
homocystrinuria, maple syrup urine disease, propionic acidemia or 
methylmalonic acidemia in infants and children or to protect the unborn 
fetuses of pregnant women with phenylketonuria. 

27 . Mental Health and Substance Use  isorder Treatment 
The Plan covers both inpatient and outpatient mental health and substance 
use disorder treatment to the extent Medically Necessary as outlined below. As 
used in this section the term “mental health” includes the Medically Necessary 
treatment of substance use disorders. 

For coverage of mental health and substance use disorder treatment, you 
should obtain care from a Plan Provider. The exceptions to this rule are listed 
in section I.E.3. Using Plan Providers. To locate a Plan Provider, you may call 
the Behavioral Health Access Center at 1-888-777-4742. The Behavioral Health 
Access Center phone line is staffed by licensed mental health clinicians. A 
clinician will assist you in determining the type of care you need, fnding an 
appropriate Plan Provider, and arranging the services you require. 

In a Medical Emergency, you should go to the nearest emergency facility or call 
911 or your local emergency number. You do not need to use a Plan Provider 
or call the Behavioral Health Access Center. 

Please Note: Prior Approval is not required to obtain substance abuse 
treatment from a Plan Provider. In addition, when services are obtained 
from a Plan Provider, the Plan will not deny coverage for the frst 14 days 
of (1) Acute Treatment Services or (2) Clinical Stabilization Services for the 
treatment of substance abuse so long as the Plan receives notice from the 
Plan Provider within 48 hours of admission. The terms “Acute Treatment 
Services” and “Clinical Stabilization Services” are defned in the Glossary at 
Section II of this Beneft Handbook. Services beyond the 14 day period may be 
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Mental Health and Substance Use  isorder Treatment (Continued) 
subject to concurrent review as described in Section X.K. UTILIZATION REVIEW 
PROCEDURES of this Handbook. 

The Plan requires consent to the disclosure of information regarding services 
for mental disorders to the same extent it requires consent for disclosure of 
information for other medical conditions. Any determination of Medical 
Necessity for mental health and substance use disorder treatment will be made 
in consultation with a Licensed Mental Health Professional. 

Minimum Requirements for Covered Providers 

To be eligible for coverage under this beneft, all services must be provided 
either (1) at the offce of a Licensed Mental Health Professional, or (2) at 
a facility licensed or approved by the health department or mental health 
department of the state in which the service is provided. (In Massachusetts 
those departments are the  epartment of Public Health and the  epartment 
of Mental Health, respectively.) To qualify, a facility must be both licensed 
as, and function primarily as, a health or mental health and substance use 
disorder treatment facility. A facility that is also licensed as an educational or 
recreational institution will not meet this requirement unless the predominate 
purpose of the facility is the provision of mental health and substance use 
disorder treatment. 

To qualify for coverage, all services rendered outside of a state licensed or 
approved facility must be provided by an independently Licensed Mental 
Health Professional. For services provided in Massachusetts, a Licensed Mental 
Health Professional must be one of the following types of providers: a licensed 
physician who specializes in the practice of psychiatry; a licensed psychologist; 
a licensed independent clinical social worker; a licensed nurse mental health 
clinical specialist; a licensed marriage and family therapist; a licensed mental 
health counselor or a level I licensed alcohol and drug counselor. For services 
provided outside of Massachusetts, a Licensed Mental Health Professional is 
an independently licensed clinician with at least a Masters degree in a clinical 
mental health discipline from an accredited educational institution and at least 
two years of clinical experience. The term “clinical mental health discipline” 
includes the following: psychiatry; psychology; clinical social work; marriage 
and family therapy; clinical counseling; developmental psychology; pastoral 
counseling; psychiatric nursing; developmental or educational psychology; 
counselor education; or any other discipline deemed acceptable by the Plan. 

Benefts 

The Plan will provide coverage for the care of all conditions listed in the most 
recent edition of the  iagnostic and Statistical Manual of Mental  isorders. 
(The only exception is conditions for which only a “Z Code” designation applies, 
which means that the condition is not attributable to a mental disorder.) 

Covered mental health services include the following: 

Ment l He lth  nd Subst nce Use Disorder Tre tment 
Subject to the Member Cost Sharing and any beneft limits stated in your 
Schedule of Benefts, the Plan provides coverage through the Behavioral 
Health Access Center for the following Medically Necessary mental health 
and substance use disorder treatment: 
1) Inp tient Services 

• Hospitalization, including detoxifcation 
2) Intermedi te C re Services 
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Mental Health and Substance Use  isorder Treatment (Continued) 

• Acute residential treatment (including detoxifcation) 

• Intensive Outpatient Programs (IOPs), Partial Hospitalization Programs 
(PHPs) and day treatment programs 

3) Outp tient Services 

• Care by a Licensed Mental Health Professional (including online 
counseling through secure digital messaging) 

• Crisis intervention services 

• Crisis stabilization and in-home family stabilization 

•  etoxifcation 

• Medication management 

• Methadone maintenance (Please Note: Not all plans cover this beneft. 
Please see your Schedule of Benefts to determine if your Plan provides 
coverage for this beneft.) 

• Psychological testing and neuropsychological assessment. 

• Treatment for pediatric autoimmune neuropsychiatric disorders 
associated with streptococcal infections (PAN AS) and pediatric 
acute-onset neuropsychiatric syndrome (PANS) including, but not 
limited to, the use of intravenous immunoglobulin therapy (IVIG). 

28 . Observation Services 
The Plan covers observation services including short term treatment, 
assessment and reassessment for up to 48 hours in an acute care facility (i.e. 
hospital). Observation services determine if a Member needs to be admitted 
for additional treatment or if the Member is able to be discharged from the 
hospital. 

29 . Ostomy Supplies 
The Plan covers ostomy supplies up to the Beneft Limit listed in the Schedule 
of Benefts. Only the following supplies are covered: 

• Irrigation sleeves, bags and catheters 

• Pouches, face plates and belts 

• Skin barriers 
30 . Palliative Care 

The Plan covers palliative care in conjunction with inpatient, home health 
care, hospice and physician services. Member Cost Sharing for palliative care is 
included in the cost sharing associated with these services. 

Palliative care is a medical specialty that supports improved quality of life for 
Members with chronic or serious illness. Care is focused on providing relief 
from symptoms and the stress of illness. Palliative care can be provided at 
any stage of illness, along with treatment for your condition while remaining 
under the care of your regular provider. This care is offered alongside curative 
or other treatments you may be receiving. 

Palliative care may include physician services, nursing care, home health care, 
pain and symptom management, medication management, rehabilitation 
therapies (occupational, physical, speech and pulmonary), behavioral health 
services and durable medical equipment. 
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31 . Physician and Other Professional Offce Visits 
Physician services, including services of all covered medical professionals, can 
be obtained on an outpatient basis in a physician’s offce or a hospital. These 
services may include: 

• Routine physical examinations, including routine gynecological examination 
and annual cytological screenings 

• Follow-up care provided by an obstetrician or gynecologist for obstetrical 
or gynecological conditions identifed during maternity care or an annual 
gynecological visit 

• Immunizations, including childhood immunizations as recommended by 
the United States  epartment of Health and Human Services, Centers for 
 isease Control and Prevention and the American Academy of Pediatrics 

• Well baby and well child care, including physical examination, history, 
measurements, sensory screening, neuropsychiatric evaluation and 
developmental screening, and assessment at the following intervals: 

• At least six visits per Plan Year or Calendar Year are covered for a child 
from birth to age one. 

• At least three visits per Plan Year or Calendar Year are covered for a 
child from age one to age two. 

• At least one visit per Plan Year or Calendar Year is covered for a child 
from age two to age six. 

• School, camp, sports and premarital examinations 

• Health education and nutritional counseling 

• Sickness and injury care 

• Palliative care 

• Vision and Hearing screenings 

• Medication management 

• Consultations concerning contraception and hormone replacement therapy 

• Chemotherapy 

• Radiation therapy 

Please Note: Most Plans cover certain preventive services and tests with no 
Member Cost Sharing. Please see your Schedule of Benefts for the coverage 
that applies to your Plan. 

32 . Prosthetic  evices 
The Plan covers prosthetic devices when ordered by a Plan Provider. The cost of 
the repair and maintenance of a covered device is also covered. 

In order to be covered, all devices must be able to withstand repeated use. 

Coverage is only available for: 

• The least costly prosthetic device adequate to allow you to perform 
Activities of  aily Living. Activities of  aily Living do not include special 
functions needed for occupational purposes or sports; and 

• One item of each type of prosthetic device. No back-up items or items that 
serve a duplicate purpose are covered. 

Covered prostheses include: 

• Breast prostheses, including replacements and mastectomy bras 

• Prosthetic arms and legs (including myoelectric and bionic arms and legs) 
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Prosthetic  evices (Continued) 

• Prosthetic eyes 

Member Cost Sharing amounts you are required to pay are based on the cost 
of equipment to the Plan. 

33 . Reconstructive Surgery 
The Plan covers reconstructive and restorative surgical procedures as follows: 

• Reconstructive surgery is covered when the surgery can reasonably be 
expected to improve or correct a Physical Functional Impairment resulting 
from an accidental injury, illness, congenital anomaly, birth injury or prior 
surgical procedure. If reconstructive surgery is performed to improve 
or correct a Physical Functional Impairment, as stated above, Cosmetic 
Services that are incidental to that surgery are also covered. After a Physical 
Functional Impairment is corrected, no further Cosmetic Services are 
covered by the Plan. 

• Restorative surgery is covered to repair or restore appearance damaged by 
an accidental injury. (For example, this beneft would cover repair of a 
facial deformity following an automobile accident.) 

Benefts are also provided for post mastectomy care, including coverage for: 

• Prostheses and physical complications for all stages of mastectomy, 
including lymphedemas, in a manner determined in consultation with the 
attending physician and the patient; 

• Reconstruction of the breast on which the mastectomy was performed; and 

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

Coverage may also be provided for the treatment of cleft lip and cleft palate 
for children up to the age of 18, including coverage for: 

• Medical, dental, oral, and facial surgery, including surgery performed by 
oral and plastic surgeons, and surgical management and follow-up care 
related to such surgery; 

• Orthodontic treatment; 

• Preventative and restorative dentistry to ensure good health and 
adequate dental structures to support orthodontic treatment or prosthetic 
management therapy; 

• Speech therapy; 

• Audiology services; and 

• Nutrition services. 

Please Note: Not all Plans cover this beneft. Please contact your Human 
Resources  epartment to confrm whether coverage is provided and under 
what circumstances. 

Benefts include coverage for procedures that must be done in stages, as long 
as you are an active Member. Membership must be effective on all dates on 
which services are provided. 

There is no coverage for Cosmetic Services or surgery except for (1) Cosmetic 
Services that are incidental to the correction of a Physical Functional 
Impairment, (2) restorative surgery to repair or restore appearance damaged 
by an accidental injury, and (3) post-mastectomy care as described above. 

Important Notice: We use Medical Necessity Guidelines to evaluate whether 
different types of reconstructive and restorative procedures are Medically 
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Beneft Description 

Reconstructive Surgery (Continued) 
Necessary. If you are planning to receive such treatment, you may review the 
current Medical Necessity Guidelines online at www.h rv rdpilgrim.org. To 
obtain a copy, please call the Member Services  epartment at 1-888-333-4742. 

34 . Rehabilitation Hospital Care 
The Plan covers care in a facility licensed to provide rehabilitative care on an 
inpatient basis. Coverage is provided when you need daily Rehabilitation 
Services that must be provided in an inpatient setting. Rehabilitation 
Services include cardiac rehabilitation therapy, physical therapy, pulmonary 
rehabilitation therapy, occupational therapy and speech therapy. The Beneft 
Limit is listed in the Schedule of Benefts. 

35 . Rehabilitation and Habilitation Services – Outpatient 
The Plan covers the following outpatient Rehabilitation and Habilitation 
Services: 

• Occupational therapy 

• Physical therapy 

• Pulmonary rehabilitation therapy 

Outpatient Rehabilitation and Habilitation Services are covered up to the 
Beneft Limit listed in the Schedule of Benefts. Services are covered only: 

• If, in the opinion of your ChoiceNet Plan Provider, there is likely to be 
signifcant improvement in your condition within the period of time 
benefts are covered; and 

• When needed to improve your ability to perform Activities of  aily Living. 

Activities of  aily Living do not include special functions needed for 
occupational purposes or sports. 

Rehabilitation and Habilitation Services are also covered under your inpatient 
hospital and home health benefts. 

Please Note: Outpatient physical and occupational therapies for children up to 
the age of 3 are covered to the extent Medically Necessary. The beneft limit 
stated in the Schedule of Benefts does not apply. 

36 . Scopic Procedures – Outpatient  iagnostic 
The Plan covers diagnostic scopic procedures and related services received 
on an outpatient basis. 

 iagnostic scopic procedures are those for visualization, biopsy and/or polyp 
removal. Scopic procedures are: 

• Colonoscopy 

• Endoscopy 

• Sigmoidoscopy 

37 . Skilled Nursing Facility Care 
The Plan covers care in a health care facility licensed to provide skilled nursing 
care on an inpatient basis. Coverage is provided only when you need daily 
skilled nursing care that must be provided in an inpatient setting. The Beneft 
Limit is listed in the Schedule of Benefts. 

38 . Speech-Language and Hearing Services 
The Plan covers diagnosis and treatment of speech, hearing and language 
disorders to the extent Medically Necessary by speech-language pathologists 
and audiologists. 
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Beneft Description 

39 . Spinal Manipulative Therapy (including care by a chiropractor) 
The Plan may cover musculoskeletal adjustment or manipulation up to the 
Beneft Limit listed in the Schedule of Benefts. 

Please Note: Not all Plans cover this beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 

40 . Surgery - Outpatient 
The Plan covers outpatient surgery, including related services. Outpatient 
surgery is defned as any surgery or procedure in a day surgery department, 
ambulatory surgery department or outpatient surgery center. 

There are certain specialized services for which you will be directed to a 
Center of Excellence for care. See section I.E.4. Centers of Excellence for more 
information. 

41 . Telemedicine Virtual Visit Services 
The Plan covers Medically Necessary telemedicine virtual visit services for the 
purpose of evaluation, diagnosis, consultation, monitoring, or treatment of a 
Member's physical health, oral health, mental health or substance use disorder 
condition. Telemedicine virtual visit services include the use of synchronous 
or asynchronous audio, video, electronic media or other telecommunications 
technology including: (a) interactive audio video technology; (b) remote 
patient monitoring devices; (c) audio-only telephone; (d) online adaptive 
interviews; and (e) telemonitoring. 

Member Cost Sharing for telemedicine virtual visit services will be the same or 
less than the Member Cost Sharing for the same type of service if it had been 
provided through an in-person consultation. Please refer to your Schedule 
of Benefts for specifc information on Member Cost Sharing you may be 
required to pay. 

42 . Temporomandibular Joint  ysfunction Services 
The Plan covers medical treatment of Temporomandibular Joint  ysfunction 
(TM ). Only the following services are covered: 

• Initial consultation with a physician 

• Physical therapy, (subject to the visit limit for outpatient physical therapy 
listed in the Schedule of Benefts) 

• Surgery 

• X-rays 

Important Notice: No  ental Care is covered for the treatment of 
Temporomandibular Joint  ysfunction (TM ). 

43 . Urgent Care Services 
The Plan covers Urgent Care services you receive at (1) a convenience care 
clinic (2) an urgent care center, including mobile urgent care providers, or (3) a 
hospital urgent care center. 

(1) Convenience c re clinics: Convenience care clinics provide treatment 
for minor illnesses and injuries. They are usually staffed by non-physician 
providers, such as nurse practitioners, and are located in stores, supermarkets 
or pharmacies. To see a list of convenience care clinics covered by the Plan, 
please refer to your Provider  irectory and search under “convenience care.” 

(2) Urgent c re centers: Urgent care centers provide treatment for illnesses 
and injuries that require urgent attention but are not life threatening. 
Urgent care centers are independently owned and operated centers that are 
considered standalone facilities, not departments of a hospital. They are 
staffed by doctors, nurse practitioners, and physician assistants. To see a list of 
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Beneft Description 

Urgent Care Services (Continued) 
urgent care centers covered by the Plan, please refer to your Provider  irectory 
and search under “urgent care.” 

Please Note: You may be eligible to receive mobile urgent care services in your 
home, at work or anywhere you require Urgent Care. Availability of mobile 
urgent care services will depend upon your location. Member Cost Sharing for 
mobile urgent care services will be the same as if the service was provided at an 
urgent care center. Please refer to your Schedule of Benefts for the specifc 
Member Cost Sharing that applies to urgent care center services under your 
Plan. You can call the Member Services  epartment 1-888-333-4742 or go to, 
www.h rv rdpilgrim.org to see where these services are available. 

(3) Hospit l urgent c re centers: Some hospitals provide treatment for 
urgent care services as part of the hospital’s outpatient services. A hospital 
urgent care center may be located within a hospital, or at a satellite location 
separate from the hospital. These urgent care centers are owned and operated 
by the hospital and are considered a department of the hospital. They are 
staffed by doctors, nurse practitioners, and physician assistants and provide 
treatment for illnesses and injuries that require urgent attention but are not 
life threatening. Because the services provided are considered outpatient 
hospital services, only the hospitals are listed in the Provider  irectory. These 
services may require higher Member Cost Sharing than urgent care services 
received at independent urgent care centers. 

Please Note: Hospital urgent care center services are treated differently than 
similar services received in a hospital emergency room. For information on 
services received in a hospital emergency room, please see the Emergency 
Room Care beneft above, and in your Schedule of Benefts. 

Please refer to your Schedule of Benefts for the Member Cost Sharing 
applicable to each type of Urgent Care service. 

Coverage for Urgent Care is provided for services that are required to prevent 
deterioration to your health resulting from an unforeseen sickness or injury. 
Covered Benefts include but are not limited to the following: 

• Care for minor cuts, burns, rashes or abrasions, including suturing 

• Treatment for minor illnesses and infections, including ear aches 

• Treatment for minor sprains or strains 

You do not need to obtain a Referral from your PCP to be covered for Urgent 
Care. Whenever possible, you should contact your PCP prior to obtaining 
Urgent Care. Your PCP may be able to provide the services you require at a 
lower out-of-pocket cost. In addition, your PCP is responsible for coordinating 
your health care services and should know about the services you receive. 

Important Notice: Urgent Care is not emergency care. You should call 911 or go 
directly to a hospital emergency room if you suspect you are having a Medical 
Emergency. These include heart attack or suspected heart attack, shock, major 
blood loss, or loss of consciousness. Please see section I.E.5. Medical Emergency 
Services for more information. 
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Beneft Description 

44 . Vision Services 
Routine Eye: 

The Plan may cover routine eye examinations. 

Please Note: Not all Plans cover this beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 

Vision Hardware for Special Conditions: 

The Plan provides coverage for contact lenses or eyeglasses needed for the 
following conditions: 

• Keratoconus. One pair of contact lenses is covered per Plan Year or 
Calendar Year. The replacement of lenses, due to a change in the Member's 
condition, is limited to 3 per affected eye per Plan Year or Calendar Year. 

• Post cataract surgery with an intraocular lens implant (pseudophakes). 
Coverage is limited to $140 per surgery toward the purchase of eyeglass 
frames and lenses. The replacement of lenses due to a change in the 
Member’s prescription of .50 diopters or more within 90 days of the surgery 
is also covered up to a limit of $140. 

• Post cataract surgery without lens implant (aphakes). One pair of eyeglass 
lenses or contact lenses is covered per Plan Year or Calendar Year. Coverage 
up to $50 per Plan Year or Calendar Year is also provided for the purchase of 
eyeglass frames. The replacement of lenses due to a change in the Member's 
condition is also covered. Replacement of lenses due to wear, damage, or 
loss, is limited to 3 per affected eye per Plan Year or Calendar Year. 

• Post retinal detachment surgery. For a Member who wore eyeglasses or 
contact lenses prior to retinal detachment surgery, the Plan covers the full 
cost of one lens per affected eye up to one Plan Year or Calendar Year after 
the date of surgery. For Members who have not previously worn eyeglasses 
or contact lenses, the Plan covers either (1) a pair of eyeglass lenses and up 
to $50 toward the purchase of the frames, or (2) a pair of contact lenses. 

45 . Voluntary Sterilization 
The Plan may cover voluntary sterilization, including tubal ligation and 
vasectomy. 

Please Note: Not all Plans cover this beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 

46 . Voluntary Termination of Pregnancy 
The Plan may cover voluntary termination of pregnancy. 

Please Note: Not all Plans cover this beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 

47 . Wigs and Scalp Hair Prostheses 
The Plan may cover wigs and scalp hair prostheses when needed for hair loss 
suffered as a result of the treatment for any form of cancer or leukemia or 
for a certain pathologic condition such as alopecia areata, alopecia totalis, 
alopecia medicamentosa or permanent loss of scalp hair due to injury up to 
the Beneft Limit listed in the Schedule of Benefts. 

Please Note: Not all Plans cover this beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 
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IV. Exclusions 

The exclusio s headi gs i  this sectio  are i te ded to group together services, treatme ts, items, or supplies 
that fall i to a similar category. Actual exclusio s appear u der eath the headi gs. A headi g does  ot create, 
def e, modify, limit or expa d a  exclusio . 

The services listed in the t ble below  re not covered by the Pl n: 

Exclusion Description 

1 . Alternative Treatments 
1. Acupuncture care, except when specifcally listed as a Covered Beneft. 

Please see your Schedule of Benefts to determine if your Plan provides 
coverage for this beneft. 

2. Acupuncture services that are outside the scope of standard acupuncture 
care. 

3. Alternative, holistic or naturopathic services and all procedures, 
laboratories and nutritional supplements associated with such treatments, 
except when specifcally listed as a Covered Beneft. Please see your 
Schedule of Benefts to determine if your Plan provides coverage for these 
benefts. 

4. Aromatherapy, treatment with crystals and alternative medicine. 

5. Any of the following types of programs: Health resorts, spas, recreational 
programs, camps, outdoor skills programs, therapeutic or educational 
boarding schools, educational programs for children in residential care, 
self-help programs, life skills programs, relaxation or lifestyle programs, 
and wilderness programs (therapeutic outdoor programs). 

6. Massage therapy. 

7. Myotherapy. 
2 .  ental Services 

1.  ental Care, except when specifcally listed as a Covered Beneft. Please 
see your Schedule of Benefts and any associated riders to determine if 
your Plan provides coverage for this beneft. 

2. Temporomandibular Joint  ysfunction (TM ) care, except the specifc 
medical treatments listed as Covered Benefts in this Beneft Handbook. 

3. Extraction of teeth, except when specifcally listed as a Covered Beneft. 
Please see your Schedule of Benefts to determine if your Plan provides 
coverage for this beneft. 

4. Preventive dental care for children, except when specifcally listed as a 
Covered Beneft. Please see your Schedule of Benefts and any associated 
riders to determine if your Plan provides coverage for this beneft. 

5.  entures 
3 .  urable Medical Equipment and Prosthetic  evices 

1. Any devices or special equipment needed for sports or occupational 
purposes. 

2. Any home adaptations, including, but not limited to home improvements 
and home adaptation equipment. 

3. Non-durable medical equipment, unless used as part of the treatment at a 
medical facility or as part of approved home health care services. 

4. Repair or replacement of durable medical equipment or prosthetic devices 
as a result of loss, negligence, willful damage, or theft. 
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Exclusion Description 

4 . Experimental, Unproven or Investigational Services 
1. Any products or services, including, but not limited to, drugs, devices, 

treatments, procedures, and diagnostic tests that are Experimental, 
Unproven, or Investigational. 

5 . Foot Care 
1. Foot orthotics, except for the treatment of severe diabetic foot disease or 

systemic circulatory disease. 

2. Routine foot care. Examples include nail trimming, cutting or debriding 
and the cutting or removal of corns and calluses. This exclusion does not 
apply to preventive foot care for Members diagnosed with diabetes or 
systemic circulatory disease. 

6 . Maternity Services 
1.  elivery outside the Service Area after the 37th week of pregnancy, or 

after you have been told that you are at risk for early delivery. 

2. Planned home births. 

3. Routine pre-natal and post-partum care when you are traveling outside 
the Service Area. 

7 . Mental Health and Substance Use  isorder Treatment 
1. Biofeedback. 

2. Educational services or testing, except services covered under the beneft 
for Early Intervention Services. No benefts are provided (1) for educational 
services intended to enhance educational achievement, (2) to resolve 
problems of school performance, (3) to treat learning disabilities, (4) for 
driver alcohol education, or (5) for community reinforcement approach 
and assertive continuing care. 

3. Methadone maintenance, except when specifcally listed as a Covered 
Beneft. Please see your Schedule of Benefts to determine if your Plan 
provides coverage for this beneft. 

4. Sensory integrative praxis tests. 

5. Services for any condition with only a “Z Code” designation in the 
 iagnostic and Statistical Manual of Mental  isorders, which means that 
the condition is not attributable to a mental disorder. 

6. Mental health and substance use disorder treatment that is (1) provided 
to Members who are confned or committed to a jail, house of correction, 
prison, or custodial facility of the  epartment of Youth Services; or (2) 
provided by the  epartment of Mental Health. 

7. Services or supplies for the diagnosis or treatment of mental health and 
substance use disorders that, in the reasonable judgment of the Behavioral 
Health Access Center, are any of the following: 

• Not consistent with prevailing national standards of clinical practice for 
the treatment of such conditions. 

• Not consistent with prevailing professional research demonstrating 
that the services or supplies will have a measurable and benefcial 
health outcome. 

• Typically do not result in outcomes demonstrably better than other 
available treatment alternatives that are less intensive or more cost 
effective. 

8. Services related to autism spectrum disorders provided under an 
individualized education program (IEP), including any services provided 
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Exclusion Description 

Mental Health and Substance Use  isorder Treatment (Continued) 
under an IEP that are delivered by school personnel or any services 
provided under an IEP purchased from a contractor or vendor. 

8 . Physical Appearance 
1. Cosmetic Services, including drugs, devices, treatments and procedures, 

except for (1) Cosmetic Services that are incidental to the correction of a 
Physical Functional Impairment, (2) restorative surgery to repair or restore 
appearance damaged by an accidental injury, and (3) post-mastectomy 
care. 

2. Hair removal or restoration, including, but not limited to, electrolysis, laser 
treatment, transplantation or drug therapy. 

3. Liposuction or removal of fat deposits considered undesirable. 

4. Scar or tattoo removal or revision procedures (such as salabrasion, 
chemosurgery and other such skin abrasion procedures). 

5. Skin abrasion procedures performed as a treatment for acne. 

6. Treatment for skin wrinkles and skin tags or any treatment to improve 
the appearance of the skin. 

7. Treatment for spider veins. 

8. Wigs and scalp hair prostheses when hair loss is due to male pattern 
baldness, female pattern baldness, or natural or premature aging. 

9 . Procedures and Treatments 
1. Care by a chiropractor outside the scope of standard chiropractic practice, 

including but not limited to, surgery, prescription or dispensing of drugs 
or medications, internal examinations, obstetrical practice, or treatment 
of infections and diagnostic testing for chiropractic care other than an 
initial X-ray. 

2. Spinal manipulative therapy (including care by a chiropractor), except 
when specifcally listed as a Covered Beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 

3. Commercial diet plans, weight loss programs and any services in connection 
with such plans or programs. 

Please Note: Your employer may participate in other wellness and health 
improvement incentive programs offered by Harvard Pilgrim. Please 
review all your Plan documents for the amount of incentives, if any, 
available under your Plan. 

4. Gender affrming surgery and all related drugs and procedures, unless 
covered under a separate rider. 

5. If a service is listed as requiring that it be provided at a Center of Excellence, 
no coverage will be provided under this Handbook if that service is received 
from a provider that has not been designated as a Center of Excellence. 
Please see section I.E.4. Centers of Excellence for more information. 

6. Nutritional or cosmetic therapy using vitamins, minerals or elements, and 
other nutrition-based therapy. Examples include supplements, electrolytes, 
and foods of any kind (including high protein foods and low carbohydrate 
foods). 

7. Physical examinations and testing for insurance, licensing or employment. 

8. Services for Members who are donors for non-Members, except as 
described under Human Organ Transplant Services. 
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Exclusion Description 

Procedures and Treatments (Continued) 

9. Testing for central auditory processing. 

10. Group diabetes training, educational programs or camps. 
10 . Providers 

1. Charges for services provided after the date on which your membership 
ends. 

2. Charges for any products or services, including, but not limited to, 
professional fees, medical equipment, drugs, and hospital or other facility 
charges, that are related to any care that is not a Covered Beneft under 
this Handbook. 

3. Charges for missed appointments. 

4. Concierge service fees. Please see section I.I. PROVIDER FEES FOR SPECIAL 
SERVICES (CONCIERGE SERVICES) for more information. 

5. Follow-up care after an emergency room visit, unless provided or arranged 
by your PCP. 

6. Inpatient charges after your hospital discharge. 

7. Provider's charge to fle a claim or to transcribe or copy your medical 
records. 

8. Services or supplies provided by (1) anyone related to you by blood, 
marriage or adoption, or (2) anyone who ordinarily lives with you. 

11 . Reproduction 
1. Birth control drugs, implants and devices that must be purchased at an 

outpatient pharmacy, unless your Plan includes outpatient pharmacy 
coverage. 

2. Any form of Surrogacy or services for a gestational carrier other than 
covered maternity services for a Member of the Plan. 

3. Any reproductive related services or drugs for Members who are not 
medically infertile, except when specifcally listed as a Covered Beneft. 

4. Infertility drugs if a Member is not in a Plan authorized cycle of infertility 
treatment. 

5. Infertility drugs, if infertility services are not a Covered Beneft. 

6. Infertility drugs that must be purchased at an outpatient pharmacy, unless 
your Plan includes outpatient pharmacy coverage. 

7. Infertility treatment for Members who are not medically infertile, except 
as otherwise listed in this Beneft Handbook. 

8. Intrauterine Insemination (IUI) services provided in the home. 

9. Infertility treatment, except when specifcally listed as a Covered Beneft. 
Please see your Schedule of Benefts to determine if your Plan provides 
coverage for this beneft. 

10. Birth control drugs, implants and devices. This exclusion may apply when 
coverage is provided by a religious diocese, as allowed by law. Please see 
your Schedule of Benefts to determine if your Plan provides coverage 
for this beneft. 

11. Reversal of voluntary sterilization (including any services for infertility 
related to voluntary sterilization or its reversal). 

BENEFIT HAN BOOK | 39 



j

j

j

THE HARVARD PILGRIM CHOICENET BEST BUY HMO FOR SELF INSURED MEMBERS - MASSACHUS TTS 

Exclusion Description 

Reproduction (Continued) 

12. Sperm collection, freezing and storage except as described in section III. 
Covered Benefts. 

13. Sperm identifcation when not Medically Necessary (e.g., gender 
identifcation). 

14. The following fees: wait list fees, non-medical costs, shipping and handling 
charges etc. 

15. Voluntary sterilization, including tubal ligation and vasectomy, except 
when specifcally listed as a Covered Beneft. Please see your Schedule of 
Benefts to determine if your Plan provides coverage for this beneft. 

16. Voluntary termination of pregnancy, unless the life of the mother is in 
danger or unless it is specifcally listed as a Covered Beneft. Please see 
your Schedule of Benefts to determine if your Plan provides coverage 
for this beneft. 

12 . Services Provided Under Another Plan 
1. Costs for any services for which you are entitled to treatment at 

government expense, including military service connected disabilities. 

2. Costs for services for which payment is required to be made by a Workers' 
Compensation plan or an employer under state or federal law. 

13 . Telemedicine Services 
1. Telemedicine services involving e-mail or fax. 

2. Provider fees for technical costs for the provision of telemedicine services. 
14 . Types of Care 

1. Custodial Care. 

2. Recovery programs including rest or domiciliary care, sober houses, 
transitional support services, and therapeutic communities. 

3. All institutional charges over the semi-private room rate, except when a 
private room is Medically Necessary. 

4. Pain management programs or clinics. 

5. Physical conditioning programs such as athletic training, body-building, 
exercise, ftness, fexibility, and diversion or general motivation. 

6. Private duty nursing. 

7. Sports medicine clinics. 

8. Vocational rehabilitation, or vocational evaluations on job adaptability, job 
placement, or therapy to restore function for a specifc occupation. 
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Exclusion Description 

15 . Vision and Hearing 
1. Eyeglasses, contact lenses and fttings, except as listed in this Beneft 

Handbook. 

2. Hearing aids, except when specifcally listed as a Covered Beneft. Please 
see your Schedule of Benefts to determine if your Plan provides coverage 
for this beneft. 

3. Hearing aid batteries, and any device used by individuals with hearing 
impairment to communicate over the telephone or internet, such as TTY 
or T  . 

4. Refractive eye surgery, including, but not limited to, lasik surgery, 
orthokeratology and lens implantation for the correction of naturally 
occurring myopia, hyperopia and astigmatism. 

5. Routine eye examinations, except when specifcally listed as a Covered 
Beneft. Please see your Schedule of Benefts to determine if your Plan 
provides coverage for this beneft. 

16 . All Other Exclusions 
1. Any drug or other product obtained at an outpatient pharmacy, unless 

your Plan includes outpatient pharmacy coverage. Exceptions may apply 
for diabetes services and hypodermic syringes and needles if covered under 
your Plan. Please see section III. Covered Benefts for further details. 

2. Any service or supply furnished in connection with a non-Covered Beneft. 

3. Any service or supply (with the exception of contact lenses) purchased 
from the internet. 

4. Beauty or barber service. 

5.  iabetes equipment replacements when solely due to manufacturer 
warranty expiration. 

6.  onated or banked breast milk. 

7. Externally powered exoskeleton assistive devices and orthoses. 

8. All food or nutritional supplements except those covered under the 
benefts for (1) low protein foods and (2) medical formulas and prescribed 
for Members who meet HPHC policies for enteral tube feedings. 

9. Guest services. 

10. Medical equipment, devices or supplies except as listed in this Beneft 
Handbook. 

11. Medical services that are provided to Members who are confned or 
committed to jail, house of correction, prison, or custodial facility of the 
 epartment of Youth Services. 

12. Reimbursement for travel expenses, except when specifcally listed as a 
Covered Beneft. 

13. Services for non-Members. 

14. Services for which no charge would be made in the absence of insurance. 

15. Services for which no coverage is provided in this Beneft Handbook, 
Schedule of Benefts or Prescription  rug Brochure (if applicable). 

16. Services that are not Medically Necessary. 
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Exclusion Description 

All Other Exclusions (Continued) 

17. Services your PCP or a Plan Provider has not provided, arranged or 
approved except as described in sections I.E.1. Your PCP Manages Your 
Health Care and I.E.3. Using Plan Providers. 

18. Taxes or governmental assessments on services or supplies. 

19. Transportation, except for emergency ambulance transport, and 
non-emergency medical transport needed for transfer between hospitals or 
other covered health care facilities or from a covered facility to your home 
when Medically Necessary or when specifcally listed as a Covered Beneft. 

20. Voice modifcation surgery. 

21. The following products and services: 

• Air conditioners, air purifers and flters, dehumidifers and humidifers 

• Car seats 

• Chairs, bath chairs, feeding chairs, toddler chairs, chair lifts, recliners 

• Electric scooters 

• Exercise equipment 

• Home modifcations including but not limited to elevators, handrails 
and ramps 

• Hot tubs, jacuzzis, saunas or whirlpools 

• Mattresses 

• Medical alert systems 

• Motorized beds 

• Pillows 

• Power-operated vehicles 

• Stair lifts and stair glides 

• Strollers 

• Safety equipment 

• Vehicle modifcations including but not limited to van lifts 

• Telephone 

• Television 
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V. Reimbursement  nd Cl ims Procedures 

The i formatio  i  this sectio  applies whe  you 
receive services from a No -Pla  Provider. This 
should happe  o ly whe  you get care: 
• I  a Medical Emerge cy; or 
• Whe  you are temporarily traveli g outside of the 

state where you live. 
I  most cases, you should  ot receive bills from a Pla  
Provider. 

A. BILLING BY PROVI ERS 

If you get a bill for a Covered Be eft you may ask the 
provider to: 

1) Bill us o  a sta dard health care claim form (such 
as the CMS 1500 or the UB04 form); a d 

2) Se d it to the address listed o  the back of your 
Pla  ID card. 

If you receive a Surprise Bill, you are o ly respo sible 
for the applicable Member Cost Shari g that would 
apply if the service was provided by a Pla  Provider. 
The Pla  will reimburse No -Pla  Providers at the 
Out-of-Network Rate u less otherwise agreed to by 
the Provider a d HPHC. You will  ot be billed for 
a y charges other tha  the applicable Member Cost 
Shari g based o  the Recog ized Amou t. You are 
 ot respo sible, a d a No -Pla  Provider ca  ot bill 
you, for: 
• Amou ts i  excess of your Member Cost 

Shari g, based o  the Recog ized Amou t, 
for  o -emerge cy a cillary Covered Be efts 
received at certai  I - etwork facilities by a 
No -Pla  Provider. 

• Amou ts i  excess of your Member Cost 
Shari g, based o  the Recog ized Amou t, for 
 o -emerge cy,  o -a cillary Covered Be efts 
received at certai  I - etwork facilities from 
a No -Pla  Provider who has  ot satisfed the 
 otice a d co se t criteria of sectio  2799B-2(d) 
of the Public Service Act. 

• Amou ts i  excess of your Member Cost Shari g, 
based o  the Recog ized Amou t, for Covered 
Be efts that are Medically Emerge cy Services 
provided by a No -Pla  Provider. 

• Amou ts i  excess of your applicable Member 
Cost Shari g, based o  the rates that would apply 
if the service was provided by a Pla  Provider, for 

Covered Be efts that are air ambula ce services 
provided by a No -Pla  Provider. 

If you have a y questio s, please call our Member 
Services Departme t at 1-888-333-4742. 

B. REIMBURSEMENT FOR BILLS YOU PAY 

If you pay a provider who is  ot a ChoiceNet Pla  
Provider for a Covered Be eft, the Pla  will reimburse 
you less your applicable Member Cost Shari g. Please 
se d a y request for reimburseme t for claims you 
have paid to the appropriate address below: 

Claims for Mental Health and Substance Use 
 isorder Treatment: 
United Behavioral Health 
P.O. Box 30602 
Salt Lake City, UT 84130-0602 

Pharmacy Claims: 
OptumRx 
Manual Claims 
P.O. Box 29044 
Hot Springs, AR 71903 

All Other Claims: 
HPHC Claims 
P.O. Box 699183 
Quincy, MA 02269-9183 

To obtai  reimburseme t for a bill you have paid, 
other tha  for pharmacy items, you must submit 
a  HPHC medical reimburseme t form with the 
provider or facility i formatio . A legible claim form 
from the provider or facility that provided your care 
may also be i cluded but is  ot required. The medical 
reimburseme t form must i clude all of the followi g 
i formatio : 
• The Member's full  ame a d address 

• The Member's date of birth 

• The Member's Pla  ID  umber (o  the fro t of 
the Member's Pla  ID card) 

• The  ame a d address of the perso  or facility 
providi g the services for which a claim is made 
a d their Tax Ide tifcatio  Number (TIN) or 
Natio al Provider Ide tifcatio  (NPI)  umber 

• The Member's diag osis descriptio , diag osis 
code or ICD 10 code 
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• The date the service was re dered 

• The CPT code (or a brief descriptio  of the ill ess 
or i jury) for which payme t is sought 

• The amou t of the provider's charge 
• Proof that you have paid the bill 
• Other i sura ce i formatio  

Important Notice: We may  eed more i formatio  
for some claims. If you have a y questio s about 
claims, please call our Member Services Departme t 
at 1-888-333-4742. 

A medical reimburseme t form ca  be obtai ed 
o li e at www.h rv rdpilgrim.org or by calli g the 
Member Services Departme t at 1–888–333–4742. 

1. International Claims 
If you are requesti g reimburseme t for services 
received while outside of the U ited States, you 
must submit a  HPHC medical reimburseme t 
claim form alo g with a  itemized bill a d proof 
of payme t. We may also require you to provide 
additio al docume tatio , i cludi g, but  ot limited 
to: (1) records from f a cial i stitutio s clearly 
demo strati g that you have paid for the services 
that are the subject of the claim; (2) the source of 
fu ds used for payme t; a d (3) a  E glish tra slated 
descriptio  of the services received. 

2. Pharmacy Claims 
To obtai  reimburseme t for pharmacy bills 
you have paid, you must submit a Prescriptio  
Claim Form. The form ca  be obtai ed o li e at 
www.h rv rdpilgrim.org or by calli g the Member 
Services Departme t at 1-888-333-4742. 

I  additio  to the Prescriptio  Claim Form you must 
se d a drug store receipt showi g the items for which 
reimburseme t is requested. 

The followi g i formatio  must be o  the Prescriptio  
Claim Form: 
• The Member's  ame a d Pla  ID  umber 
• The  ame of the drug or medical supply 

• The qua tity 

• The  umber of days supply of the medicatio  
provided 

• The date the prescriptio  was flled 

• The prescribi g provider's  ame 
• The pharmacy  ame a d address 
• The amou t you paid 
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Important Notice: Reimburseme t for prescriptio  
drugs will o ly be made if your pla  i cludes optio al 
outpatie t pharmacy coverage. Please see your 
Prescriptio  Drug Brochure (if applicable) for more 
i formatio . 

If you have a questio  regardi g your reimburseme t, 
you should co tact the Member Services Departme t 
at 1–888–333–4742. 

C. TIME LIMITS ON FILING CLAIMS 

To be eligible for payme t, we must receive claims 
withi  o e year of the date care was received. 

 . TIME LIMITS FOR THE REVIEW OF CLAIMS 

HPHC will ge erally review claims withi  the time 
limits stated below. U der some circumsta ces these 
time limits may be exte ded by the Pla  upo   otice 
to Members. U less HPHC  otifes a Member that a  
exte sio  is required, the review time for the types of 
claims outli ed below will be as follows: 
• Pre-service cl ims. A pre-Service claim is o e 

i  which coverage is requested for a health care 
service that the Member has  ot yet received. 
Pre-service claims will ge erally be processed 
withi  15 days after receipt of the claim by HPHC. 

• Post-service cl ims. A post-service claim 
requests coverage of a health care service that the 
Member has already received. Post-service claims 
will ge erally be processed withi  30 days after 
the receipt of the claim by HPHC. 

• Urgent C re cl ims. Urge t Care claims will 
ge erally be processed withi  72 hours of receipt 
of the claim by HPHC. A  Urge t Care claim is 
o e i  which the use of the sta dard time period 
for processi g pre-service claims: 

1. Could seriously jeopardize a Member’s life 
or health or ability to regai  maximum 
fu ctio ; or 

2. Would result i  severe pai  that ca  ot be 
adequately ma aged without the care or 
treatme t requested. 

If a physicia  with k owledge of the Member’s 
medical co ditio  determi es that o e of the 
above criteria has bee  met, the claim will be 
treated as a  Urge t Care claim by HPHC. 

www.harvardpilgrim.org
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E. PAYMENT LIMITS 

The Pla  limits the amou t payable for services that 
are  ot re dered by Pla  Providers. The most the Pla  
will pay for such services is the Allowed Amou t, 
u less it is a Surprise Bill. You may have to pay the 
bala ce if the claim is for more tha  the Allowed 
Amou t, u less it is a Surprise Bill. 
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VI. Appe ls  nd Compl ints 

This sectio  explai s the procedures for processi g 
appeals a d complai ts a d the optio s available if 
a  appeal is de ied. 

A. BEFORE YOU FILE AN APPEAL 

Claim de ials may result from a misu dersta di g 
with a provider or a claim processi g error. Si ce 
these problems ca  be easy to resolve, we recomme d 
that Members co tact a  HPHC Member Services 
Associate prior to fli g a  appeal. (A Member 
Services Associate ca  be reached toll free at (888) 
333-4742 or call 711 for TTY service.) The Member 
Services Associate will i vestigate the claim a d either 
resolve the problem or explai  why the claim is bei g 
de ied. If you are dissatisfed with the respo se of the 
Member Services Associate, you may fle a  appeal 
usi g the procedures outli ed below. 

B. MEMBER APPEAL PROCE URES 

A y Member who is dissatisfed with a decisio  o  the 
coverage of services may appeal to HPHC. Appeals 
may be fled by a Member or a Member’s authorized 
represe tative, i cludi g a provider acti g o  a 
Member’s behalf. HPHC has established the followi g 
steps to e sure that Members receive a timely a d fair 
review of i ter al appeals. 

A Member may also appeal a rescissio  of coverage. 
A rescissio  of coverage is def ed i  sectio  VI.C.2. 
External Review. 

If you  eed assista ce fli g your appeal, there may be 
co sumer assista ce programs i  your state available 
to you. Also, HPHC staff is available to assist you with 
the fli g of a  appeal. If you wish such assista ce 
or would like the telepho e  umber for o e of these 
programs, please call (888) 333-4742. 

1. Initiating Your Appeal 
To i itiate your appeal, you or your represe tative 
ca  mail or FAX a letter to us about the coverage you 
are requesti g a d why you feel the de ial should be 
overtur ed. If your appeal qualifes as a  expedited 
appeal, you may co tact us by telepho e. Please see 
sectio  VI.B.3. The Expedited Appeal Process for the 
expedited review procedure. 

You must fle your appeal withi  180 days after you 
receive  otice that a claim has bee  de ied. Please 
be as specifc as possible i  your appeal request. We 

 eed all the importa t details i  order to make a fair 
decisio , i cludi g perti e t medical records a d 
itemized bills. 

If you have a represe tative submit a  appeal o  your 
behalf, the appeal should i clude a stateme t, sig ed 
by you, authorizi g the represe tative to act o  your 
behalf. I  the case of a  expedited appeal relati g to 
Urge t Care, such authorizatio  may be provided 
withi  48 hours after submissio  of the appeal. Where 
Urge t Care is i volved, a medical provider with 
k owledge of your co ditio , such as your treati g 
physicia , may act as your represe tative without 
submitti g a  authorizatio  form you have sig ed. 

For all appeals, except those i volvi g me tal health 
a d substa ce use disorder treatme t, please se d 
your request to the followi g address: 
HPHC Appeals and Grievances  epartment 
1 Wellness Way 
Canton, MA 02021 
Telephone: 1-888-333-4742 
Fax: 1-617-509-3085 
www.harvardpilgrim.org 

If your appeal i volves me tal health a d substa ce 
use disorder treatme t, please se d it to the followi g 
address: 
United Behavioral Health 
Attn: Appeals  epartment 
P.O. Box 30512 
Salt Lake City, UT 84130-0512 
Telephone: 1-877-447-6002 
Fax: 1-855-312-1470 

No appeal shall be deemed received u til actual receipt 
by HPHC at the appropriate address or telepho e 
 umber listed above. 

Whe  we receive your appeal, we will assig  a  
Appeals a d Grieva ces A alyst to coordi ate your 
appeal throughout the e tire appeal process. We will 
se d you a  ack owledgeme t letter ide tifyi g your 
Appeals a d Grieva ces A alyst. That letter will 
i clude detailed i formatio  o  the appeal process. 
Your Appeals a d Grieva ces A alyst is available to 
a swer a y questio s you may have about your appeal. 
Please feel free to co tact your Appeals a d Grieva ces 
A alyst if you have a y questio s or co cer s at a y 
time duri g the appeal process. 

There are two types of appeal processes, the sta dard 
process, which applies to most de ied claims a d the 
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expedited appeal process which is o ly available for 
claims i volvi g claims for Urge t Care services. 

2. The Standard Appeal Process 
The Appeals a d Grieva ces A alyst will i vestigate 
your appeal a d determi e if additio al i formatio  
is required. Such i formatio  may i clude medical 
records, stateme ts from your doctors, a d bills a d 
receipts for services you have received. You may 
also provide HPHC with a y writte  comme ts, 
docume ts, records or other i formatio  related to 
your claim. 

HPHC divides sta dard appeals i to two types, 
“Pre-Service Appeals” a d “Post-Service Appeals,” as 
follows: 
• A “Pre-Service Appeal” requests coverage of a 

de ied health care service that the Member has 
 ot yet received. 

• A “Post-Service Appeal” requests coverage of a 
de ied health care service that the Member has 
already received. 

HPHC will review Pre-Service Appeals a d se d 
a writte  decisio  withi  30 days of the date the 
appeal was received by HPHC. HPHC will review 
Post-Service Appeals a d se d a writte  decisio  
withi  30 days of the date the appeal was received by 
HPHC. These time limits may be exte ded by mutual 
agreeme t betwee  you a d HPHC. 

After we receive all the i formatio   eeded to make 
a decisio , your Appeals a d Grieva ces A alyst 
will i form you, i  writi g, whether your appeal is 
approved or de ied. HPHC’s decisio  of your appeal 
will i clude: (1) a summary of the facts a d issues 
i  the appeal, (2) a summary of the docume tatio  
relied upo , (3) the specifc reaso s for the decisio , 
i cludi g the cli ical ratio ale, if a y, (4) the 
ide tifcatio  of a y medical or vocatio al expert 
co sulted i  reviewi g your appeal, a d (5) a y other 
i formatio  required by law. This decisio  is HPHC’s 
f al decisio  u der the appeal process. If HPHC’s 
decisio  is  ot fully i  your favor, the decisio  will 
also i clude a descriptio  of other optio s for further 
review of your appeal. These are also described i  
sectio  C, below. 

If your appeal i volves a decisio  o  a medical 
issue, the Appeals a d Grieva ces A alyst will 
obtai  the opi io  of a qualifed physicia  or other 
appropriate medical specialist. The health care 
professio al co ducti g the review must  ot have 
either participated i  a y prior decisio  co cer i g 
the appeal or be the subordi ate of the origi al 

reviewer. Upo  request, your Appeals a d Grieva ces 
A alyst will provide you with a copy, free of charge, 
of a y writte  cli ical criteria used to decide your 
appeal a d; where required by law, the ide tity of 
the physicia  (or other medical specialist) co sulted 
co cer i g the decisio . 

You have the right to receive, free of charge, all 
docume ts, records or other i formatio  releva t to 
the i itial de ial a d your appeal. 

3. The Expedited Appeal Process 
HPHC will provide you with a  expedited review 
if your appeal i volves medical services which, i  
the opi io  of a physicia  with k owledge of your 
medical co ditio : 
• Could, if delayed, seriously jeopardize your life or 

health or ability to regai  maximum fu ctio , or 
• Would, if delayed, result i  severe pai  that 

ca  ot be adequately ma aged without the care 
or treatme t requested. 

If your appeal i volves services that meet o e of these 
criteria, please i form us a d we will provide you with 
a  expedited review. 

You, your represe tative or a provider acti g o  your 
behalf may request a  expedited appeal by telepho e 
or fax. Please see “I itiati g Your Appeal,” above, for 
the telepho e a d fax  umbers. 

HPHC will i vestigate a d respo d to your request 
withi  72 hours. We will  otify you of the decisio  
o  your appeal by telepho e a d se d you a writte  
decisio  withi  two busi ess days thereafter. 

If you request a  expedited appeal of a decisio  to 
discharge you from a hospital, the Pla  will co ti ue 
to pay for your hospitalizatio  u til we  otify you 
of our decisio . Such  otice may be provided by 
telepho e or a y other mea s. 

Except as otherwise required by law, the expedited 
appeal process is limited to the circumsta ces listed 
above. Your help i  promptly providi g all  ecessary 
i formatio  is importa t for us to provide you 
with this quick review. If we do  ot have suffcie t 
i formatio  to decide your appeal, HPHC will  otify 
you withi  24 hours of receipt of your appeal. 

Important Notice: If you are fli g a  expedited 
appeal with HPHC, you may also fle a request for 
expedited exter al review at the same time. You 
do  ot have to wait u til HPHC completes your 
expedited appeal to fle for expedited exter al review. 
Please see the sectio  VI.C.2. External Review, for 
i formatio  o  how to fle for exter al review. 
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C. WHAT YOU MAY  O IF YOUR APPEAL IS  ENIE  

If your appeal is de ied by HPHC there are a  umber 
of ways i  which you may be able obtai  further 
review of the appeal. These are described below. 

1. Reconsideration of an Appeal  ecision 
Ma y Pla  Spo sors provide for volu tary 
reco sideratio  of a  appeal de ial either by HPHC or 
directly though the Pla  Spo sor. Please co tact your 
Appeals a d Grieva ces A alyst or your Pla  Spo sor 
for i formatio  o  whether reco sideratio  of your 
appeal is available u der your Pla . Your HPHC 
Appeals a d Grieva ces A alyst ca  be reached at 
1-888-333-4742. 

Please  ote that by seeki g reco sideratio  you will 
 ot lose the right to obtai  exter al review of your 
appeal, as described below. You may seek exter al 
review after reco sideratio . However, you ca  ot 
obtai  reco sideratio  of your appeal after seeki g 
exter al review. Seeki g reco sideratio  also does  ot 
affect your right to bri g legal actio , as refere ced 
below. 

2. External Review 
If you disagree with the de ial of your appeal you 
may be e titled seek exter al review through a  
I depe de t Review Orga izatio  (IRO). However, 
this right does  ot apply if your Pla  is a gra dfathered 
health pla  u der the Patie t Protectio  a d 
Affordable Care Act. Co tact your Pla  spo sor to 
f d out whether your Pla  is a gra dfathered health 
pla . 

A  IRO provides you with the opportu ity for a 
review of your appeal by a  i depe de t orga izatio  
that is separate from HPHC a d your Pla  Spo sor. 
The decisio  of the IRO is bi di g o  both you a d 
the Pla  (except to the exte t that other remedies are 
available u der state or federal law). 

You, your represe tative, or a provider acti g o  
your behalf, may request exter al review by se di g 
a completed “Request for Volu tary I depe de t 
Exter al Review” form by mail or fax to your Appeals 
a d Grieva ces A alyst at the followi g address or 
fax  umber: 
HPHC Appeals and Grievances  epartment 
1 Wellness Way 
Canton, MA 02021 
Telephone: 1-888-333-4742 
Fax: 1–617–509–3085 
www.harvardpilgrim.org 
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You or your represe tative may request expedited 
exter al review by telepho e. Please call your Appeals 
a d Grieva ces A alyst, if o e has bee  assig ed to 
your appeal. You may also request expedited exter al 
review by calli g a Member Services Associate at 
1-888-333-4742 . 

I  additio  to the requireme ts for exter al review, 
stated below, to be eligible for expedited exter al 
review, the appeal must meet the criteria for a  
expedited appeal stated above i  sectio  VII. B.3 
(titled “The Expedited Appeal Process”). 

I  submitti g a request for exter al review, you 
u dersta d that if HPHC determi es that the appeal 
is eligible for exter al review, HPHC will se d a copy 
of the complete appeal fle directly to the IRO. 

I  order to be eligible for exter al review, your appeal 
must meet each of the followi g requireme ts: 

a. You must request exter al review withi  four 
cale dar mo ths of the date you receive  otice 
that your appeal has bee  de ied. If we se d a 
 otice of the de ial of a  appeal by First Class 
Mail, we will assume receipt of that  otice fve 
days after the date of maili g. 

b. You must pay the $25 exter al review fli g fee 
(up to $75 per year if you fle more tha  o e 
request). The fee will be retur ed to you if your 
appeal is approved by the IRO. The fee may 
be waived upo  a showi g of u due f a cial 
hardship. 

c. Your appeal must i volve a de ial of coverage 
based o  either: (1) a medical judgme t; or (2) 
a rescissio  of coverage. The mea i g of these 
terms is as follows: 
Medical Judgme t. A “medical judgme t” 
i cludes, but is  ot limited to, the followi g 
types of decisio s: (i) whether the service is 
Medically Necessary; (ii) whether the health care 
facility, level of care, or service is appropriate 
for treatme t of the Member’s co ditio ; (iii) 
whether the service is likely to be effective, or 
more effective tha  a  alter ative service, i  
treati g a Member’s co ditio ; or (iv) whether 
the service is Experime tal, U prove  or 
I vestigatio al. A medical judgeme t does 
 ot i clude a decisio  that is based o  a  
i terpretatio  of the law, or the be efts or 
wordi g of your Pla , without co sideratio  of 
your cli ical co ditio  or what is best for you 
medically. 
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U less a medical judgme t is i volved, exter al 
review is  ot available for certai  types of 
appeals. These i clude the followi g: 
• De ials of coverage based o  be eft 

limitatio s stated i  your Pla  docume ts 

• De ials of coverage for services excluded 
u der your Pla  (except Experime tal, 
U prove  or I vestigatio al services) 

• De ials of coverage based o  the Member 
Cost Shari g requireme ts stated i  your 
Pla . 

Rescissio  of Coverage. A “rescissio  of 
coverage” mea s a retroactive termi atio  of 
a Member’s coverage. However, a termi atio  
of coverage is  ot a rescissio  if it is based 
o  a failure to pay required premiums or 
co tributio s for coverage i  a timely ma  er. 

The f al decisio  o  whether a  appeal is eligible 
for exter al review will be made by the I depe de t 
Review Orga izatio  (IRO),  ot by HPHC or the Pla  
Spo sor. 

Note: Payme t disputes are  ot eligible for exter al 
review, except whe  the appeal is fled to determi e if 
Surprise Bill protectio s are applicable. 

3. Legal Action 
You may also seek legal actio  u der sectio  502(a) 
of the Employee Retireme t I come Security Act 
(ERISA) if your Pla  is gover ed by ERISA. Please 
 ote that a y legal actio  u der sectio  502(c) of 
ERISA must be brought withi  the time period stated 
i  sectio  X.B. LIMITATION ON LEGAL ACTIONS. 
Please  ote that gover me tal pla s are  ot subject 
to ERISA. 

 . THE FORMAL COMPLAINT PROCESS 

If you have a y complai ts about your care u der the 
Pla  or about HPHC’s service, we wa t to k ow about 
it. We are here to help. For all complai ts, except 
me tal health a d substa ce use disorder treatme t 
complai ts, please call or write to us at: 
HPHC Member Service  epartment 
Harvard Pilgrim Health Care, Inc. 
Attention: Member Concerns 
1 Wellness Way 
Canton, MA 02021 
Telephone: 1-888-333-4742 
Fax: 1–617–509–3085 
www.harvardpilgrim.org 

For a complai t i volvi g me tal health a d substa ce 
use disorder treatme t, please call or write to us at: 
HPHC Behavioral Health Complaints 
c/o Optum Behavioral Health Complaints 
P.O. Box 30768 
Salt Lake City, UT 84130-0768 
Telephone: 1–888–777-4742 
Fax: 1–248-524-7603 

We will respo d to you as quickly as we ca . Most 
complai ts ca  be i vestigated a d respo ded to 
withi  thirty days. 
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VII. Eligibility 

Important Notice: Your membership i  the 
Pla  is effective o  the date of e rollme t by your 
Pla  Spo sor. Because your Pla  Spo sor may 
 otify HPHC of e rollme t cha ges retroactively, 
we may  ot have curre t i formatio  co cer i g 
membership status. O ly your Pla  Spo sor ca  
co frm membership status. 

This sectio  describes requireme ts co cer i g 
eligibility u der the Pla . It is importa t to u dersta d 
that eligibility of Depe de ts a d effective dates of 
coverage are determi ed by the Pla  Spo sor. Please 
see your Pla  Spo sor for descriptio s of eligibility of 
Depe de ts a d effective dates of coverage. 

A. MEMBER ELIGIBILITY 

1. Residence Requirement 
To be eligible for coverage u der this Pla , you must 
live, a d mai tai  a perma e t reside ce, withi  the 
E rollme t Area at least  i e mo ths of a year. 

If you have a y questio s about these requireme ts, 
you may call the Member Services Departme t. 

2. Subscriber Eligibility 
To be a Subscriber u der this Pla , you must: 
• Be a  employee of the Pla  Spo sor, i  accorda ce 

with employee eligibility guideli es agreed to by 
the Pla  Spo sor a d HPHC; a d 

• Be e rolled through a Pla  Spo sor that is 
up-to-date i  the payme t of the applicable 
payme ts for coverage. 

3.  ependent Eligibility 
Please see your Pla  Spo sor for a descriptio  of 
Depe de t eligibility as agreed upo  by your Pla  
Spo sor a d HPHC. 

B. EFFECTIVE  ATE - NEW AN  EXISTING 
 EPEN ENTS 

Please see your Pla  Spo sor for i formatio  o  
e rollme t a d effective dates of coverage. Please also 
see sectio  VII.H. SPECIAL ENROLLMENT RIGHTS. 

C. EFFECTIVE  ATE - A OPTIVE  EPEN ENTS 

A  adoptive child who has bee  livi g with you, 
a d for whom you have bee  receivi g foster care 
payme ts, may be covered from the date the petitio  
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to adopt is fled. A  adoptive child who has  ot bee  
livi g with you may be covered from the date of 
placeme t i  your home for purposes of adoptio  by 
a lice sed adoptio  age cy. Please see sectio  VII.H. 
SPECIAL ENROLLMENT RIGHTS for additio al 
rights upo  adoptio  of a child. 

 . CHANGE IN STATUS 

It is your respo sibility to i form your Pla  Spo sor 
a d HPHC of all cha ges that affect Member 
eligibility. These cha ges i clude: address cha ges; 
marriage of a Depe de t; a d death of a Member. 

Please Note: We must have your curre t address o  
fle i  order to correctly process claims. 

E. A  ING A  EPEN ENT 

It is importa t to u dersta d that eligibility of 
Depe de ts a d effective dates of coverage are 
determi ed by the Pla  Spo sor. Depe de ts of 
eligible employees who meet the Pla  Spo sor’s 
eligibility guideli es will be e rolled i  the Pla  usi g 
HPHC e rollme t forms or i  a ma  er otherwise 
agreed to i  writi g by HPHC a d the Pla  Spo sor. 

HPHC must receive proper  otice from the Pla  
Spo sor of a y Member e rollme t i , or termi atio  
from, the Pla . 

Please see your Pla  Spo sor for i formatio  o  
Depe de t eligibility a d effective dates of coverage. 

F. NEWBORN COVERAGE 

A  ewbor  i fa t of a Member is eligible for coverage 
u der the Pla  from the mome t of birth. Please 
see sectio  VII.E. ADDING A DEPENDENT for 
i formatio  o  e rollme t procedures. Please see 
sectio  VII.H. SPECIAL ENROLLMENT RIGHTS for 
additio al rights upo  the birth of a child. 

G. HOW YOU’RE COVERE  IF MEMBERSHIP BEGINS 
WHILE YOU’RE HOSPITALIZE  

If your membership happe s to begi  while you are 
hospitalized, coverage starts o  the day membership 
is effective. To obtai  coverage, you must call HPHC 
a d allow us to ma age your care. This may i clude 
tra sfer to a facility that is a Pla  Provider, if medically 
appropriate. All other terms a d co ditio s of 
coverage u der this Ha dbook will apply. 
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H. SPECIAL ENROLLMENT RIGHTS 

If a  employee decli es e rollme t for the employee 
a d his or her Depe de ts (i cludi g his or her 
spouse) because of other health i sura ce coverage, 
the employee may be able to e roll himself or herself, 
alo g with his or her Depe de ts i  this Pla  if the 
employee or his or her Depe de ts lose eligibility 
for that other coverage (or if the employer stops 
co tributi g toward the employee’s or Depe de ts’ 
other coverage). However, you must request 
e rollme t from the Pla  Spo sor withi  30 days after 
the other coverage e ds (or after the employer stops 
co tributi g toward the employee’s or Depe de ts’ 
other coverage). 

I  additio , if a  employee has a  ew Depe de t as a 
result of marriage, birth, adoptio  or placeme t for 
adoptio , the employee may be able to e roll himself 
or herself a d his or her Depe de ts. However, you 
must request e rollme t from the Pla  Spo sor 
withi  30 days after the marriage, birth, adoptio  or 
placeme t for adoptio . 

Special e rollme t rights may also apply to perso s 
who lose coverage u der Medicaid or the Childre 's 
Health I sura ce Program (CHIP) or become eligible 
for state premium assista ce u der Medicaid or CHIP. 
A  employee or Depe de t who loses coverage u der 
Medicaid or CHIP as a result of the loss of Medicaid 
or CHIP eligibility may be able to e roll i  this Pla , 
if e rollme t is requested from the Pla  Spo sor 
withi  60 days after Medicaid or CHIP coverage e ds. 
A  employee or Depe de t who becomes eligible 
for group health pla  premium assista ce u der 
Medicaid or CHIP may be able to e roll i  this Pla  
if e rollme t is requested from the Pla  Spo sor 
withi  60 days after the employee or Depe de t is 
determi ed to be eligible for such premium assista ce. 
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VIII. Termin tion  nd Tr nsfer to Other Cover ge 

Important Notice: HPHC may  ot have curre t 
i formatio  co cer i g membership status. Pla  
Spo sors may  otify HPHC of e rollme t cha ges 
retroactively. As a result, the i formatio  HPHC has 
may  ot be curre t. O ly your Pla  Spo sor ca  
co frm membership status. 

A. TERMINATION BY THE SUBSCRIBER 

You may e d your membership u der this Pla  with 
your Pla  Spo sor’s approval. HPHC must receive a 
completed E rollme t/Cha ge form from the Pla  
Spo sor to e d your membership. 

B. TERMINATION FOR LOSS OF ELIGIBILITY 

A Member’s coverage will e d u der this Pla  if the 
Pla  Spo sor’s co tract with HPHC is termi ated. 
A Member’s coverage may also e d u der this Pla  
for faili g to meet a y of the specifed eligibility 
requireme ts. You will be  otifed if coverage e ds 
for loss of eligibility. HPHC or the Pla  Spo sor will 
i form you i  writi g. 

You may be eligible for co ti ued e rollme t u der 
federal law, if your membership is termi ated. Please 
see sectio  D. CONTINUATION OF COVERAGE 
REQUIRED BY LAW for more i formatio . 

Please Note: We may  ot have curre t i formatio  
co cer i g membership status. Pla  Spo sors may 
 otify us of e rollme t cha ges retroactively. As a 
result, the i formatio  we have may  ot be curre t. 
O ly your Pla  Spo sor ca  co frm membership 
status. 

C. MEMBERSHIP TERMINATION FOR CAUSE 

The Pla  may e d a Member’s coverage for a y of the 
followi g causes: 
• Misreprese tatio  of a material fact o  a  

applicatio  for membership; 
• Committi g or attempti g to commit fraud to 

obtai  be efts for which the Member is  ot 
eligible u der this Ha dbook; 

• Obtai i g or attempti g to obtai  be efts u der 
this Ha dbook for a perso  who is  ot a Member; 
or 

• The commissio  of acts of physical or verbal abuse 
by a Member, which pose a threat to providers, 

HPHC or other Members a d which are u related 
to the Member's physical or me tal co ditio . 

Termi atio  of membership for providi g false 
i formatio  shall be effective immediately upo  
 otice to a Member. It is a crime to k owi gly provide 
false, i complete or misleadi g i formatio  to a  
i sura ce compa y for the purpose of defraudi g the 
compa y. Termi atio  of membership for the other 
causes will be effective fftee  days after  otice. 

 . CONTINUATION OF COVERAGE REQUIRE  BY 
LAW 

U der Federal law, if you lose Pla  Spo sor eligibility 
a d the Pla  Spo sor has twe ty or more employees, 
you may be eligible for co ti uatio  of group coverage 
u der the Federal law k ow  as the Co solidated 
Om ibus Budget Reco ciliatio  Act (COBRA). You 
should co tact the Pla  Spo sor for more i formatio  
if health coverage e ds due to: 1) separatio  from 
employme t; 2) reductio  of work hours; or 3) loss of 
depe de cy status. 
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IX. When You H ve Other Cover ge 
This sectio  explai s how be efts u der the Pla  
will be paid whe  a other compa y or i dividual 
is also respo sible for payme t for health services a 
Member has received. This ca  happe  whe  there is 
other i sura ce available to pay for health services, 
i  additio  to that provided by the Pla . It ca  also 
happe  whe  a third party is legally respo sible for a  
i jury or ill ess suffered by a Member. 

Nothi g i  this sectio  should be i terpreted as 
providi g coverage for a y service or supply that 
is  ot expressly covered u der this Ha dbook, 
Schedule of Be efts a d Prescriptio  Drug Brochure 
(if applicable) or to i crease the level of coverage 
provided. 

A. BENEFITS IN THE EVENT OF OTHER INSURANCE 

Be efts u der this Ha dbook, Schedule of Be efts, 
a d Prescriptio  Drug Brochure (if applicable) will 
be coordi ated to the exte t permitted by law with 
other pla s coveri g health be efts, i cludi g: 
motor vehicle i sura ce, medical payme t policies, 
gover me tal be efts (i cludi g Medicare), a d 
all Health Be eft Pla s. The term "Health Be eft 
Pla " mea s all group HMO a d other group prepaid 
health pla s, medical or hospital service corporatio  
pla s, commercial health i sura ce a d self-i sured 
health pla s. There is  o coordi atio  of be efts with 
Medicaid pla s or with hospital i dem ity be efts 
amou ti g to less tha  $100 per day. 

Coordi atio  of be efts will be based upo  the 
Allowed Amou t, or Recog ized Amou t, if 
applicable, for a y service that is covered at least 
i  part by a y of the pla s i volved. If be efts are 
provided i  the form of services, or if a provider of 
services is paid u der a capitatio  arra geme t, the 
reaso able value of these services will be used as the 
basis for coordi atio . No duplicatio  i  coverage 
of services will occur amo g pla s. For prescriptio  
drug claims, we will coordi ate be efts pursua t to 
our seco dary payor allowed amou t i  all cases. 

Whe  a Member is covered by two or more Health 
Be eft Pla s, o e pla  will be “primary” a d 
the other pla  (or pla s) will be seco dary. The 
be efts of the primary pla  are determi ed before 
those of seco dary pla (s) a d without co sideri g 
the be efts of seco dary pla (s). The be efts of 
seco dary pla (s) are determi ed after those of the 

primary pla  a d may be reduced because of the 
primary pla 's be efts. 

I  the case of Health Be eft Pla s that co tai  
provisio s for the coordi atio  of be efts, the 
followi g rules shall decide which Health Be eft 
Pla s are primary or seco dary: 

1. Employee/ ependent 
The be efts of the pla  that covers the perso  as a  
employee or Subscriber are determi ed before those 
of the pla  that covers the perso  as a Depe de t. 

2.  ependent Children 

i.  ependent Child Whose Parents Are Not 
Separated or  ivorced 
The order of be efts is determi ed as follows: 
1) The be efts of the pla  of the pare t whose 

birthday falls earlier i  a year are determi ed 
before those of the pla  of the pare t whose 
birthday falls later i  that year; but, 

2) If both pare ts have the same birthday, the 
be efts of the pla  that covered the pare t 
lo ger are determi ed before those of the pla  
that covered the other pare t for a shorter 
period of time; 

3) However, if the other pla  does  ot have the 
rule described i  (1) above, but i stead has a 
rule based upo  the ge der of the pare t, a d if, 
as a result, the pla s do  ot agree o  the order 
of be efts, the other pla  will determi e the 
order of be efts. 

ii.  ependent Child/Separated or  ivorced Parents 
U less a court order, of which HPHC has k owledge 
of, specifes o e of the pare ts as respo sible for the 
health care be efts of the child, the order of be efts 
is determi ed as follows: 
1) First the pla  of the pare t with custody of the 

child; 
2) The , the pla  of the spouse of the pare t with 

custody of the child; 
3) Fi ally, the pla  of the pare t  ot havi g 

custody of the child. 

3. Active Employee or Retired or Laid-Off Employee 
The be efts of a pla  that covers the perso  as 
a  active employee or as a depe de t of a  active 
employee are determi ed before those of the pla  
that covers the perso  as a  i dividual who is retired 
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or laid off or as a depe de t of a  i dividual who is 
retired or laid off. 

4. COBRA or State Continuation 
The be efts of a pla  that covers the perso  as a  
employee, member, subscriber or retiree, or as a 
depe de t thereof, are determi ed before those of the 
pla  that covers the perso  as a  i dividual u der 
COBRA or other right to co ti uatio  of coverage 
u der state or federal law. 

5. Longer/Shorter Length of Coverage 
If  o e of the above rules determi es the order 
of be efts, the be efts of the pla  that covered 
the employee, Member or Subscriber lo ger are 
determi ed before those of the pla  that covered that 
perso  for the shorter time. 

If you are covered by a Health Be eft Pla  that does 
 ot have provisio s gover i g the coordi atio  of 
be efts betwee  pla s, that pla  will be the primary 
pla . 

B. PROVI ER PAYMENT WHEN PLAN COVERAGE IS 
SECON ARY 

Whe  your Pla  coverage is seco dary to your 
coverage u der a other Health Be eft Pla , payme t 
to a provider of services may be suspe ded u til 
the provider has properly submitted a claim to the 
primary pla  a d the claim has bee  paid, i  whole or 
i  part, or de ied by the primary pla . The Pla  may 
recover a y payme ts made for services i  excess of 
the Pla ’s liability as the seco dary pla , either before 
or after payme t by the primary pla . 

C. WORKERS’ COMPENSATION/GOVERNMENT 
PROGRAMS 

If HPHC has i formatio  i dicati g that services 
provided to you are covered u der Workers’ 
Compe satio , Employer’s liability or other program 
of similar purpose, or by a federal, state or other 
gover me t age cy, payme t may be suspe ded for 
such services u til a determi atio  is made whether 
payme t will be made by such program. If payme t 
is made for services for a  ill ess or i jury covered 
u der Workers’ Compe satio , Employer’s liability 
or other program of similar purpose, or by a federal, 
state or other gover me t age cy, the Pla  will be 
e titled to recovery of its expe ses from the provider 
of services or the party or parties legally obligated to 
pay for such services. 
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 . SUBROGATION AN  REIMBURSEMENT FROM 
RECOVERY 

Subrogatio  is a mea s by which health pla s recover 
expe ses of services where a third party is legally 
respo sible or alleged to be legally respo sible for a 
Member’s i jury or ill ess. 

If a other perso  or e tity is, or is alleged to be, liable 
to pay for services related to a Member’s ill ess or 
i jury which have bee  paid for or provided by the 
Pla , the Pla  will be subrogated a d succeed to all 
rights to recover agai st such perso  or e tity for the 
value of the services paid for or provided by the Pla . 
The Pla  will also have the right to be reimbursed from 
a y recovery a Member obtai s from such perso  or 
e tity for the value of the services paid for or provided 
by the Pla . The Pla  will have the right to seek such 
recovery from, amo g others, the perso  or e tity that 
caused or allegedly caused the i jury or ill ess, his/her 
liability carrier or your ow  auto i sura ce carrier, i  
cases of u i sured or u deri sured motorist coverage. 
The Pla ’s right to reimburseme t from a y recovery 
will apply eve  if the recovery the Member receives 
for the ill ess or i jury is desig ated or described as 
bei g for i juries other tha  health care expe ses or 
does  ot fully compe sate the Member for his or her 
damages, fees or costs. Neither the “make whole rule” 
 or the “commo  fu d doctri e” apply to the Pla ’s 
rights of subrogatio  a d/or reimburseme t from 
recovery. The Pla ’s reimburseme t will be made 
from a y recovery the Member receives from a y 
i sura ce compa y or a y third party a d the Pla ’s 
reimburseme t from a y such recovery will  ot be 
reduced by a y attor ey’s fees, costs or expe ses of a y 
 ature i curred by, or for, the Member i  co  ectio  
with the Member’s receivi g such recovery, a d the 
Pla  will have  o liability for a y such attor ey’s fees, 
costs or expe ses. 

To e force its subrogatio  a d reimburseme t rights 
u der this Ha dbook, the Pla  will have the right to 
take legal actio , with or without your co se t, agai st 
a y party to secure reimburseme t from the recovery 
for the value of services provided or paid for by the 
Pla  for which such party is, or is alleged to be, liable. 

Nothi g i  this Ha dbook will be co strued to limit 
the Pla ’s right to utilize a y remedy provided by 
law to e force its rights to subrogatio  u der this 
Ha dbook. 
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E. ME ICAL PAYMENT POLICIES 

For Members who are e titled to coverage u der the 
medical payme t be eft of a boat, homeow ers, 
hotel, restaura t, or other i sura ce policy, or the frst 
$2,000 of Perso al I jury Protectio  (PIP) coverage 
(or $8,000 for self-fu ded pla s), such coverage shall 
become primary to the coverage u der this Be eft 
Ha dbook for services re dered i  co  ectio  with 
a covered loss u der that policy. For Members who 
are e titled to coverage u der (1) a medical payme t 
policy, or (2) Perso al I jury Protectio  (PIP) 
coverage i  excess of $2,000 (or $8,000 for self-fu ded 
pla s), such coverage shall become seco dary to the 
coverage u der this Be eft Ha dbook for services 
re dered i  co  ectio  with a covered loss u der 
that policy, where, a d o ly to the exte t, the law 
requires the coverage u der this Be eft Ha dbook to 
be primary. The be efts u der this Be eft Ha dbook 
shall  ot duplicate a y be efts to which you are 
e titled u der a y medical payme t policy or be eft. 
All sums payable for services provided u der this 
Be eft Ha dbook to Members that are covered u der 
a y medical payme t policy or be eft are payable to 
the Pla . 

F. MEMBER COOPERATION 

You agree to cooperate with the Pla  i  exercisi g its 
rights of subrogatio  a d coordi atio  of be efts. 
Such cooperatio  will i clude, but  ot be limited to, 
a) the provisio  of all i formatio  a d docume ts 
requested by the Pla , b) the executio  of a y 
i strume ts deemed  ecessary by the Pla  to protect 
its rights, c) the prompt assig me t to the Pla  of 
a y mo ies received for services provided or paid for 
by the Pla , a d d) the prompt  otifcatio  to the 
Pla  of a y i sta ces that may give rise to the Pla 's 
rights. You further agree to do  othi g to prejudice 
or i terfere with the Pla 's rights to subrogatio  or 
coordi atio  of be efts. 

If you fail to perform the obligatio s stated i  this 
subsectio , you shall be re dered liable to the Pla  for 
a y expe ses the Pla  may i cur, i cludi g reaso able 
attor eys fees, i  e forci g its rights u der this 
Ha dbook. 

G. THE PLAN'S RIGHTS 

Nothi g i  this Ha dbook shall be co strued to limit 
the Pla 's right to utilize a y remedy provided by law 
to e force its rights to subrogatio  or coordi atio  of 
be efts u der this agreeme t. 

H. MEMBERS ELIGIBLE FOR ME ICARE 

Whe  a Member is e rolled i  Medicare a d receives 
Covered Be efts that are eligible for coverage by 
Medicare as the primary payor, the claim must be 
submitted to Medicare before payme t by the Pla . 
The Pla  will be liable for a y amou t eligible for 
coverage that is  ot paid by Medicare. The Member 
shall take such actio  as is required to assure payme t 
by Medicare, i cludi g prese ti g his or her Medicare 
card at the time of service. 

For a Member who is eligible for Medicare by reaso  of 
E d Stage Re al Disease, the Pla  will be the primary 
payor for Covered Be efts duri g the "coordi atio  
period" specifed by federal regulatio s at 42 CFR 
Sectio  411.162. Thereafter, Medicare will be the 
primary payor. Whe  Medicare is primary, the Pla  
will pay for services o ly to the exte t payme ts would 
exceed what would be payable by Medicare. 
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X. Pl n Provisions  nd Responsibilities 

A. IF YOU  ISAGREE WITH RECOMMEN E  
TREATMENT 

You e roll i  the Pla  with the u dersta di g that 
Pla  Providers are respo sible for determi i g 
treatme t appropriate for your care. You may disagree 
with the treatme t recomme ded by Pla  Providers 
for perso al or religious reaso s. You may dema d 
treatme t or seek co ditio s of treatme t that Pla  
Providers judge to be i compatible with proper 
medical care. I  the eve t of such a disagreeme t, 
you have the right to refuse the recomme datio s of 
Pla  Providers. I  such a case, the Pla  shall have  o 
further obligatio  to provide coverage for the care i  
questio . If you obtai  care from No -Pla  Providers 
because of such disagreeme t you do so with the 
u dersta di g that the Pla  has  o respo sibility for 
the cost or outcome of such care. 

Nothi g i  this subsectio  shall be deemed to provide 
be efts for a y product or service  ot expressly stated 
as a Covered Be eft u der this Pla . 

B. LIMITATION ON LEGAL ACTIONS 

A y legal actio  agai st the Pla  for faili g to provide 
Covered Be efts must be brought withi  two years of 
the i itial de ial of a y be eft. 

C. ACCESS TO INFORMATION 

You agree that, except where restricted by law, HPHC 
a d the Pla  Spo sor may have access to (1) all health 
records a d medical data from health care providers 
providi g services covered u der this Ha dbook a d 
(2) i formatio  co cer i g health coverage or claims 
from all providers of motor vehicle i sura ce, medical 
payme t policies, home-ow ers' i sura ce a d all 
types of Health Be eft Pla s. HPHC a d the Pla  
Spo sor will comply with all laws restricti g access to 
special types of medical i formatio  i cludi g, but  ot 
limited to, HIV test data, a d substa ce use disorder 
rehabilitatio  a d me tal health a d substa ce use 
disorder treatme t records. I formatio  from a 
Member's medical record a d i formatio  about 
a Member's physicia  patie t a d hospital patie t 
relatio ships will be kept co fde tial a d will  ot be 
disclosed without the Member's co se t, except for: 
• use i  co  ectio  with the delivery of care u der 

this Ha dbook or i  the admi istratio  of this 

Ha dbook, i cludi g utilizatio  review a d 
quality assura ce; 

• use i  bo a fde medical research i  accorda ce 
with regulatio s of the U.S. Departme t of Health 
a d Huma  Services a d the Food a d Drug 
Admi istratio  for the protectio  of huma  
subjects; 

• use i  educatio  withi  HPHC facilities; a d 

• where required or permitted by law. 

You ca  obtai  a copy of HPHC Notice of Privacy 
Practices through the Harvard Pilgrim website, 
www.h rv rdpilgrim.org or by calli g the Member 
Services Departme t at 1-888-333-4742. 

 . SAFEGUAR ING CONFI ENTIALITY 

HPHC values i dividuals’ privacy rights a d 
is committed to safeguardi g protected health 
i formatio  (PHI) a d perso al i formatio  (PI). To 
support this commitme t, HPHC has established a 
 umber of Privacy a d Security policies, i cludi g 
those describi g the admi istratio  of its privacy a d 
security programs, requireme ts for staff trai i g, 
a d permitted uses a d disclosures of PHI a d PI. We 
may collect, use, a d disclose f a cial a d medical 
i formatio  about you whe  doi g busi ess with 
you or with others. We do this i  accorda ce with 
our privacy policies a d applicable state a d federal 
laws. HPHC also requires its busi ess part ers who 
admi ister health care coverage to you o  our behalf 
to protect your i formatio  i  accorda ce with 
applicable state a d federal laws. 

You ca  request a copy of the Notice of Privacy 
Practices by calli g the Member Services Departme t 
at 1-888-333-4742 or through the Harvard Pilgrim 
website, www.h rv rdpilgrim.org. 

E. NOTICE 

A y Member maili gs, i cludi g but  ot limited 
to,  otices, pla  docume ts, i voices, a d Activity 
Stateme ts will be se t to the Member’s last address 
o  fle with HPHC. It is the Member’s respo sibility to 
 otify HPHC of a  address cha ge to e sure mailed 
materials are se t to the appropriate address. HPHC is 
 ot respo sible for mailed materials bei g se t to the 
i correct address if a Member has  ot updated his/her 
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address with HPHC prior to the materials bei g 
mailed out. Notice to HPHC, other tha  a request for 
a Member appeal, should be se t to: 
HPHC Member Services  epartment 
1 Wellness Way 
Canton, MA 02021 

For the addresses a d telepho e  umbers for fli g 
appeals, please see sectio  VI. Appeals and Complaints. 

F. MO IFICATION OF THIS HAN BOOK 

This Be eft Ha dbook, Schedule of Be efts, 
Prescriptio  Drug Brochure (if applicable), a d 
a y applicable riders or ame dme ts comprise the 
e tire Pla  as agreed to by HPHC a d the Pla  
Spo sor. They ca  o ly be ame ded by HPHC a d 
the Pla  Spo sor as stated below. No other actio  by 
HPHC or the Pla  Spo sor, i cludi g the deliberate 
 o -e forceme t of a y be eft limit, shall be deemed 
to waive or alter a y part of these docume ts. 

This Be eft Ha dbook, Schedule of Be efts, 
Prescriptio  Drug Brochure (if applicable), a d a y 
applicable riders may be ame ded by agreeme t, i  
writi g, betwee  HPHC a d the Pla  Spo sor or, if 
required by law, by HPHC upo  writte   otice to 
the Pla  Spo sor. Ame dme ts do  ot require the 
co se t of Members. 

G. HPHC’S RELATIONSHIP WITH PLAN PROVI ERS 

HPHC’s relatio ship with Pla  Providers is gover ed 
by separate agreeme ts. They are i depe de t 
co tractors. Such Pla  Providers may  ot modify this 
Ha dbook or Schedule of Be efts, Prescriptio  Drug 
Brochure, a d a y applicable riders, or create a y 
obligatio  for the Pla . We are  ot liable for stateme ts 
about this Ha dbook by them, their employees or 
age ts. HPHC may cha ge our arra geme ts with 
Pla  Providers, i cludi g the additio  or removal of 
Pla  Providers, without  otice to Members. 

H. WELLNESS INCENTIVES 

As a Member of the Pla , you may be able to 
receive i ce tives for participatio  i  well ess 
a d health improveme t programs. The Pla  may 
provide i ce tives, i cludi g reimburseme t for 
certai  fees that you pay for whe  participati g i  
ft ess or weight loss programs, or other well ess 
i ce tive programs. The award of i ce tives is  ot 
co ti ge t upo  the outcome of the well ess or health 
improveme t program. Please visit our website at 

www.h rv rdpilgrim.org for more i formatio  or 
see your Pla  docume ts for the amou t of i ce tives, 
if a y, available u der your Pla . For tax i formatio , 
please co sult with your Pla  Spo sor or tax advisor. 

I. IN THE EVENT OF A MAJOR  ISASTER 

HPHC will try to provide or arra ge for services i  the 
case of a major disaster. This might i clude war, riot, 
epidemic, public emerge cy, or  atural disaster. Other 
causes i clude the partial or complete destructio  of 
our facility(ies) or the disability of service providers. 
If the Pla  ca  ot provide or arra ge services due to 
a major disaster, it is  ot respo sible for the costs or 
outcome of this i ability. 

J. EVALUATION OF NEW TECHNOLOGY 

The Pla  has dedicated staff that evaluates  ew 
diag ostics, testi g, i terve tio al treatme t, 
therapeutics, medical/behavioral therapies, surgical 
procedures, medical devices a d drugs as well as 
o es with  ew applicatio s. The team ma ages the 
evide ce-based evaluatio  process from i itial i quiry 
to f al policy recomme datio  i  order to determi e 
whether it is a  accepted sta dard of care or if the 
status is Experime tal, I vestigatio al or U prove . 
The team researches the safety a d effective ess of 
these  ew tech ologies by reviewi g published peer 
reviewed medical reports a d literature, co sulti g 
with expert practitio ers, a d be chmarki g. The 
team prese ts its recomme datio s to i ter al 
policy committees respo sible for maki g decisio s 
regardi g coverage of the  ew tech ology u der the 
Pla . The evaluatio  process i cludes: 
• Determi atio  of the FDA approval status of the 

device/product/drug i  questio , 
• Review of releva t cli ical literature, a d 

• Co sultatio  with actively practici g specialty 
care providers to determi e curre t sta dards of 
practice. 

The team prese ts its recomme datio s to i ter al 
policy committees respo sible for maki g decisio s 
regardi g coverage of the  ew tech ology u der the 
Pla . 

K. UTILIZATION REVIEW PROCE URES 

HPHC uses the followi g utilizatio  review procedures 
to evaluate the Medical Necessity of selected health 
care services usi g cli ical criteria, a d to facilitate 
cli ically appropriate, cost-effective ma ageme t of 
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your care. This process applies to guideli es for both 
physical a d me tal health services. 
• Prospective Utiliz tion Review (Prior 

Approv l). HPHC reviews selected elective 
i patie t admissio s, surgical day care, 
outpatie t/ambulatory procedures, a d Medical 
Drugs prior to the provisio  of such services 
to determi e whether proposed services meet 
Medical Necessity Guideli es for coverage. 
Prospective utilizatio  review determi atio s 
will be made withi  two worki g days of 
obtai i g all  ecessary i formatio . I  the case 
of a determi atio  to approve a  admissio , 
procedure or service, HPHC will give  otice via 
the HPHC provider portal withi  24 hours of the 
decisio  a d will se d a writte  co frmatio  to 
you a d the provider withi  two worki g days. 
I  the case of a determi atio  to de y or reduce 
be efts ("a  adverse determi atio "), HPHC 
will  otify the provider re deri g the service by 
telepho e withi  24 hours of the decisio  a d will 
se d a writte  or electro ic co frmatio  of the 
telepho e  otifcatio  to you a d the provider 
withi  o e worki g day thereafter. 

Please Note: Prior Approval is  ot required 
to obtai  Acute Treatme t Services or Cli ical 
Stabilizatio  Services from a Pla  Provider. The 
terms “Acute Treatme t Services” a d “Cli ical 
Stabilizatio  Services” are def ed i  the Glossary 
at Sectio  II of this Be eft Ha dbook. 

• Concurrent Utiliz tion Review. HPHC 
reviews o goi g admissio s for selected services 
at hospitals, i cludi g acute care hospitals, 
rehabilitatio  hospitals, skilled  ursi g facilities, 
skilled home health providers a d behavioral 
health a d substa ce use disorder treatme t 
facilities to assure that the services bei g provided 
meet Medical Necessity Guideli es for coverage. 
Co curre t review decisio s will be made withi  
o e worki g day of obtai i g all  ecessary 
i formatio . I  the case of either a determi atio  
to approve additio al services or a  adverse 
determi atio , we will  otify the provider 
re deri g the service by telepho e withi  24 
hours of the decisio . We will se d a writte  
or electro ic co frmatio  of the telepho e 
 otifcatio  to you a d the provider withi  o e 
worki g day. I  the case of o goi g services, 
coverage will be co ti ued without liability to 
you u til you have bee   otifed of a  adverse 
determi atio . 
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Active case ma ageme t a d discharge pla  i g 
is i corporated as part of the co curre t review 
process a d may also be provided upo  the 
request of your Pla  Provider. 

• Retrospective Utiliz tion Review. Retrospective 
utilizatio  review may be used i  circumsta ces 
where services were provided before authorizatio  
was obtai ed. This will i clude the review 
of emerge cy medical admissio s for 
appropriate ess of level of care. 

If you wish to determi e the status or outcome of a 
cli ical review decisio  you may call the Member 
Services Departme t toll free at 1-888-333-4742. For 
i formatio  about decisio s co cer i g me tal health 
a d substa ce use disorder treatme t, you may call the 
Behavioral Health Access Ce ter at 1-888-777-4742. 

I  the eve t of a  adverse determi atio  i volvi g 
cli ical review, your treati g provider may discuss 
your case with a physicia  reviewer or may seek 
reco sideratio  from HPHC. The reco sideratio  will 
take place withi  o e worki g day of your provider's 
request. If the adverse determi atio  is  ot reversed 
o  reco sideratio  you may appeal. Your appeal rights 
are described i  sectio  VI. Appeals and Complaints. 
Your right to appeal does  ot depe d o  whether or 
 ot your provider sought reco sideratio . 

L. QUALITY ASSURANCE PROGRAMS 

HPHC has quality co trols i  place guided by the 
Natio al Committee for Quality Assura ce (NCQA). 
Our Quality Assura ce programs are desig ed a d 
impleme ted to e sure co siste tly excelle t health 
pla  services to our Members. Key Quality Assura ce 
programs i clude: 
• Verifc tion of Provider Credenti ls - HPHC 

crede tials our co tracted providers by obtai i g, 
verifyi g a d assessi g the qualifcatio s to 
provide care or services by obtai i g evide ce 
of lice sure, educatio , trai i g a d other 
experie ce a d/or qualifcatio s. 

• Verifc tion of F cility Credenti ls - HPHC 
crede tials our co tracted providers by reviewi g 
lice sures a d applicable certifcatio s based o  
facility type. 

• Qu lity of C re Compl ints – HPHC follows 
a systematic process to i vestigate, resolve a d 
mo itor Member complai ts regardi g medical 
care received by a co tracted provider. 

• Evidence B sed Pr ctice – HPHC compiles 
Medical Necessity Guideli es, based upo  the 



THE HARVARD PILGRIM CHOICENET BEST BUY HMO FOR SELF INSURED MEMBERS - MASSACHUS TTS 

most curre t evide ce-based sta dards, to assist 
cli icia s by providi g a  a alytical framework 
for the evaluatio  a d treatme t of commo  
health co ditio s. 

• Perform nce monitoring – HPHC participates i  
collecti g data to measure outcomes related to the 
Health Care Effective ess Data a d I formatio  
Set (HEDIS) to mo itor health care quality across 
various domai s of evide ce-based care a d 
practice. 

• Qu lity progr m ev lu tion- A  ually HPHC 
develops, pla s a d impleme ts i itiatives to 
improve cli ical service a d quality for our 
members. The Quality Program is docume ted, 
tracked a d evaluated agai st milesto es a d 
target objectives. The full program descriptio  
a d review is available o  our website at 
https://w ww.h rv rdpilgrim.org/public/ bout-
us/qu lity. 

M. PROCE URES USE  TO EVALUATE 
EXPERIMENTAL/INVESTIGATIONAL  RUGS, 
 EVICES, OR TREATMENTS 

HPHC uses a sta dardized process to evaluate 
i quiries a d requests for coverage received from 
i ter al a d/or exter al sources, a d/or ide tifed 
through authorizatio  or payme t i quiries. The 
evaluatio  process i cludes: 
• Determi atio  of the FDA approval status of the 

device/product/drug i  questio , 
• Review of releva t cli ical literature, a d 

• Co sultatio  with actively practici g specialty 
care providers to determi e curre t sta dards of 
practice. 

Decisio s are formulated i to recomme datio s for 
cha ges i  policy, a d forwarded to our ma ageme t 
for review a d f al impleme tatio  decisio s. 

N. PROCESS TO  EVELOP ME ICAL NECESSITY 
GUI ELINES AN  UTILIZATION REVIEW CRITERIA 

HPHC uses Medical Necessity Guideli es to make 
fair a d co siste t utilizatio  ma ageme t decisio s. 
Criteria a d guideli es are developed i  accorda ce 
with sta dards established by The Natio al Committee 
for Quality Assura ce (NCQA), a d reviewed (a d 
revised, if  eeded) at least a  ually, or more ofte  if 
 eeded to accommodate curre t sta dards of practice. 
This process applies to cli ical criteria for both 
physical a d me tal health services. 

For example, HPHC uses the  atio ally recog ized 
I terQual criteria to review elective surgical day 
procedures, a d services provided i  acute care 
hospitals. I terQual criteria are developed through the 
evaluatio  of curre t  atio al sta dards of medical 
practice with i put from physicia s a d cli icia s 
i  medical academia a d all areas of active cli ical 
practice. I terQual criteria are reviewed a d revised 
a  ually. 

Medical Necessity Guideli es used to review other 
services are also developed with i put from physicia s 
a d other cli icia s with expertise i  the releva t 
cli ical area. The developme t process i cludes review 
of releva t cli ical literature a d local sta dards of 
practice. 

O. NON-ASSIGNMENT OF BENEFITS 

You may  ot assig  or tra sfer your rights to be efts, 
mo ies, claims or causes of actio  provided u der this 
Pla  to a y perso , health care provider, compa y or 
other orga izatio  without the writte  co se t from 
Harvard Pilgrim. Additio ally, you may  ot assig  a y 
be efts, mo ies, claims, or causes of actio  resulti g 
from a de ial of be efts without the writte  co se t 
from Harvard Pilgrim. 

P. NEW TO MARKET  RUGS 

New prescriptio  drugs that are i troduced i to the 
market are reviewed by the Pla  prior to coverage 
to e sure that the drug is safe a d effective. New 
to market drugs will be reviewed by Harvard 
Pilgrim’s Medical Policy Departme t a d New 
Tech ology Assessme t Committee or Pharmacy 
Services Departme t alo g with the Pharmacy a d 
Therapeutics Committee withi  the frst 180 days of 
their i troductio  to the market. If the  ew to market 
drug is covered by the Pla , Prior Authorizatio  a d 
coverage limitatio s may apply. 

Please Note: Not all Pla s provide coverage for 
outpatie t prescriptio  drugs through Harvard Pilgrim. 
If your Pla  does  ot provide coverage for outpatie t 
prescriptio  drugs through Harvard Pilgrim, coverage 
u der this be eft ha dbook is limited to Medical 
Drugs. If your Pla  provides coverage for outpatie t 
prescriptio  drugs through Harvard Pilgrim, please 
refer to your prescriptio  drug brochure for additio al 
i formatio . 
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Q. PAYMENT RECOVERY 

If we determi e that be eft payme ts u der the Pla  
were made erro eously, we reserve the right to (1) 
seek recovery of such payme ts from the Provider 
or Member to whom the payme ts were made, a d 
(2) offset subseque t be eft payme ts to a Provider 
(regardless of payme t source) or Member by the 
amou t of a y such overpayme t. 
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XI. MEMBER RIGHTS & RESPONSIBILITIES 

Members have a right to receive i formatio  about HPHC, its services, its practitio ers a d providers, a d 
Members’ rights a d respo sibilities. 

Members have a right to be treated with respect a d recog itio  of their dig ity a d right to privacy. 

Members have a right to participate with practitio ers i  decisio -maki g regardi g their health care. 

Members have a right to a ca did discussio  of appropriate or medically  ecessary treatme t optio s for their 
co ditio s, regardless of cost or be eft coverage. 

Members have a right to voice complai ts or appeals about HPHC or the care provided. 

Members have a right to make recomme datio s regardi g the orga izatio ’s members’ rights a d respo sibilities 
policies. 

Members have a respo sibility to provide, to the exte t possible, i formatio  that HPHC a d its practitio ers a d 
providers  eed i  order to care for them. 

Members have a respo sibility to follow the pla s a d i structio s for care that they have agreed o  with their 
practitio ers. 

Members have a respo sibility to u dersta d their health problems a d participate i  developi g mutually 
agreed upo  treatme t goals to the degree possible. 
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	C. TIERED NETWORK PLAN 
	This Plan has a network of providers in which hospitals and physicians have been placed into 3 benefit levels or Tiers. Harvard Pilgrim determined its tiers by using standard analytical techniques to evaluate network PCPs, specialists and hospitals. Based on this evaluation, providers are grouped into three levels, known as Tier 1, Tier 2 and Tier 3. 
	You may obtain a list of hospitals and physicians and their tier placements through Harvard Pilgrim’s online ChoiceNet Provider Directory at . You may also obtain a paper copy of the directory, free of charge, by calling Harvard Pilgrim’s Member Services Department at 1-888-333-4742. 
	Tiering of providers is determined by cost efficiency standards and nationally recognized quality of care benchmarks. Cost efficiency is evaluated by comparing how much it cost doctors and hospitals to treat patients for similar conditions. Quality of care is evaluated based on standards derived from clinical guidelines for care. The tier associated with a hospital or physician determines your Member Cost Sharing for Covered Benefits, including Deductibles and Copayments. Tier 1 is the lowest cost tier. Tie
	Harvard Pilgrim evaluated PCPs and specialists based on the performance of the physician’s medical group. Physicians who are not affiliated with a medical group, or for whom insufficient data is available, were placed in Tier 2. 
	Hospitals within the Harvard Pilgrim network were evaluated based on the individual hospital’s performance. 
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	January through the following December of each year. However, Harvard Pilgrim may reduce the tier placement of a provider any time during the year. 
	Because Member Cost Sharing is dependent upon the tier placement of a doctor or hospital, you will have lower out-of-pocket costs when you select providers from lower tiers. You should consider a provider’s tier and where the provider has hospital admitting privileges before selecting a PCP or specialist. For example, if you require hospital care and your Tier 1 PCP refers you to a Tier 1 hospital, you would pay the lowest out-of-pocket costs for both your physician and hospital care. However, if your Tier 
	Only acute care hospitals, Primary Care Physicians (PCPs) and medical specialists that are Plan Providers are assigned to one of three tiers. All other covered providers, including providers covered under the Plan’s benefit for mental health services, are always assigned to Tier 1. 
	Please Note: When care cannot be provided by a Plan Provider, HPHC will apply the highest Tier listed in your Schedule of Benefits for covered services. 
	D. MEMBER OBLIGATIONS 
	1. Choose a Primary Care Provider (PCP) 
	When you enroll in the Plan you must choose a Primary Care Provider (PCP) for yourself and each covered person in your family. You may choose a different PCP for each family member. If you do not choose a PCP when you first enroll, or if the PCP you select is not available, we will assign a PCP to you. 
	A PCP may be a physician, a physician assistant or a nurse practitioner specializing in one or more of the following specialties: internal medicine, adult medicine, adolescent medicine, geriatric medicine, pediatrics or family practice. PCPs are listed in the ChoiceNet Provider Directory. You can access our website at or call the Member Services Department to confirm that the PCP you select is available. 
	If you have not seen your PCP before, we suggest you call your PCP for an appointment. Please do not wait until you are sick. Your PCP can take better care of you when he or she is familiar with your health history. 
	You may change your PCP at any time. Just choose a new PCP from the ChoiceNet Provider Directory. You can change your PCP online by using your secure online account at or by calling the Member Services Department. The change is effective immediately. 
	2. Obtain Referrals to Specialists 
	In order to be eligible for coverage by the Plan, most care must be provided or arranged by your PCP. For more information, please see section I.E. HOW TO OBTAIN CARE. 
	If you need to see a specialist, you must contact your PCP for a Referral prior to the appointment. In most cases, a Referral will be given to a Plan Provider who is affiliated with the same hospital as your PCP or who has a working relationship with your PCP. Referrals to Plan Providers must be given in writing. 
	3. Show Your Identification Card 
	You should show your identification (ID) card every time you request health services. If you do not show your ID card, the Plan Provider may not bill us for Covered Benefits, and you may be responsible for the cost of the service. You can order a new ID card online by using your secure online account at or by calling the Member Services Department. 
	4. Share Costs 
	You are required to share the cost of Covered Benefits provided under the Plan. Your Member Cost Sharing may include one or more of the following: 
	As a tiered network plan, Member Cost Sharing amounts for Covered Benefits provided by PCPs, specialists or hospitals is dependent upon the tier placement of the provider. 
	Your Plan also has an Out-of-Pocket Maximum that limits the amount of Member Cost Sharing you will be required to pay. Your specific Member Cost Sharing responsibilities are listed in your Schedule of Benefits. See section Glossary for more information on Copayments, Coinsurance, Deductibles and Out-of-Pocket Maximums. 
	5. Be Aware that your Plan Does Not Pay for All Health Services 
	There may be health products or services you need that are not covered by the Plan. Please review section 
	E. HOW TO OBTAIN CARE 
	IMPORTANT POINTS TO REMEMBER 
	1. Your PCP Manages Your Health Care 
	When you need care, call your PCP. In order to be eligible for coverage by the Plan, most services must be provided or arranged by your PCP. The only exceptions are: 
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	• Special services that do not require a Referral that are listed in section I.E.7. Services That Do Not Require a Referral. 
	Either your PCP or a covering Plan Provider is available to direct your care 24 hours a day. Talk to your PCP and find out what arrangements are available for care after normal business hours. Some PCPs may have covering physicians after hours and others may have extended office or clinic hours. 
	You may change your PCP at any time. Just choose a new PCP from the ChoiceNet Provider Directory. You can change your PCP online by using your secure online account at or by calling the Member Services Department. The change is effective immediately. If you select a new PCP, all Referrals from your prior PCP become invalid. Your new PCP will need to assess your condition and provide new Referrals. 
	2. Referrals for Hospital and Specialty Care 
	When you need hospital or specialty care, you must first call your PCP, who will coordinate your care. Your PCP generally uses one hospital for inpatient care. This is where you will need to go for coverage, unless it is Medically Necessary for you to get care at a different hospital. 
	When you need specialty care, your PCP will refer you to a Plan Provider who is affiliated with the hospital your PCP uses. This helps your PCP coordinate and maintain the quality of your care. Please ask your PCP about the Referral networks that he or she uses. 
	If the services you need are not available through your PCP’s referral network, your PCP may refer you to any Plan Provider. If you or your PCP has difficulty finding a Plan Provider who can provide the services you need, we will assist you. For help finding a medical provider, please call 1-888-333-4742. For help finding a mental health or substance use disorder treatment provider, please call 1-888-777-4742. If no Plan Provider has the professional expertise needed to provide the Medically Necessary Cover
	Plan Providers with recognized expertise in specialty pediatrics are covered with a Referral from your PCP. Pediatric mental health care may be obtained by calling the Behavioral Health Access Center at 1–888–777–4742. 
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	Your PCP may authorize a standing Referral with a specialty care provider when: 
	1) The PCP determines that the Referral is appropriate; 
	2) The specialty care provider agrees to a treatment plan for the Member and provides the PCP with necessary clinical and administrative information on a regular basis; and 
	3) The services provided are Covered Benefits as described in this Handbook and your Schedule of Benefits. 
	There are certain specialized services for which you will be directed to a Center of Excellence for care. Please see section I.E.4. Centers of Excellence for more information. 
	Certain specialty services may be obtained without involving your PCP. For more information please see section I.E.7. Services That Do Not Require a Referral. 
	3. Using Plan Providers 
	Covered Benefits must be received from a Plan Provider in your Network to be eligible for coverage. However, there are specific exceptions to this requirement. Covered Benefits from a provider who is not a Plan Provider will be covered if one of the following exceptions applies: 
	1) The service was received in a Medical Emergency. (Please see section I.E.5. Medical Emergency Services for information on your coverage in a Medical Emergency.) 
	2) The service was received while you were outside of the state where you live and coverage is available under the benefit for temporary travel. Please see section I.E.6. Coverage for Services When You Are Temporarily Traveling Outside of the State Where You Live for information on this benefit. 
	3) No Plan Provider has the professional expertise needed to provide the Medically Necessary Covered Benefit. In this case, services by a Non-Plan Provider must be authorized in advance by us, unless one of the exceptions above applies. 
	4) Your physician is disenrolled as a Plan Provider or you are a new Member of the Plan, and one of the exceptions stated in section I.G. SERVICES PROVIDED BY A DISENROLLED OR NON-PLAN PROVIDER applies. Please refer to that section for the details of these exceptions. 
	Please Note: A Surprise Bill is an unexpected bill received from a Non-Plan Provider, that you did not knowingly select, who provided services to you while you were receiving covered services from a Plan Provider or facility. If you receive a Surprise Bill, you are only responsible for the applicable Member Cost Sharing that would apply if the covered service was provided by a Plan Provider, unless you had a reasonable opportunity to choose to have the service performed by a Plan Provider. 
	To find out if a provider is in the Plan network, see the ChoiceNet Provider Directory. The ChoiceNet Provider Directory is available online at or by calling our Member Services Department at 1–888–333–4742. 
	4. Centers of Excellence 
	Certain specialized services are only covered when received from designated Plan Providers with special training, experience, facilities or protocols for the service. We refer to these Plan Providers as “Centers of Excellence.” Centers of Excellence are selected by us based on the findings of recognized specialty organizations or government agencies such as Medicare. 
	In order to receive benefits for the following service, you must obtain care at a Plan Provider that has been designated as a Center of Excellence: 
	• Weight loss surgery (bariatric surgery) 
	Important Notice: No coverage is provided for the service listed above unless it is received from a Plan Provider that has been designated as a Center of Excellence. To verify a provider’s status, see the ChoiceNet Provider Directory. The ChoiceNet Provider Directory is available online at or by calling our Member Services Department at 1–888–333–4742. 
	We may revise the list of services that must be received from a Center of Excellence upon 30 days’ notice to Members. Services or procedures may be added to the list when we identify services in which significant improvements in the quality of care may be obtained through the use of selected providers. Services or procedures may be removed from the list if we determine that significant advantages in quality of care will no longer be obtained through the use of a specialized panel of providers. 
	5. Medical Emergency Services 
	In a Medical Emergency, including an emergency related to a substance use disorder or mental health condition, you should go to the nearest emergency 
	6. Coverage for Services When You Are Temporarily Traveling Outside of the State Where You Live 
	When you are temporarily traveling outside of the state where you live, the Plan covers urgently needed Covered Benefits for sickness or injury. You do not have to call your PCP before getting care. However, the following services are not covered: 
	If you are hospitalized, you must call HPHC at 1-888-333-4742 within 48 hours, or as soon as you can. This telephone number can also be found on your ID card. If notice of hospitalization is given to HPHC or your PCP by an attending emergency physician no further notice is required. Your PCP will help to arrange for any follow-up care you may need. 
	You must file a claim whenever you obtain services from a Non-Plan Provider. For more information, please see section V. Reimbursement and Claims Procedures . Member Cost Sharing amounts will be applied as listed in your Schedule of Benefits. 
	7. Services That Do Not Require a Referral 
	While in most cases you will need a Referral from your PCP to get covered care from any other Plan Provider, you do not need a Referral for the services listed below. However, you must get these services from a Plan Provider. Plan Providers are listed in the ChoiceNet Provider Directory. We urge you to keep your PCP informed about such care so that your medical records are up-to-date and your PCP is aware of your entire medical situation. 
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	i. Family Planning Services: 
	ii. Outpatient Maternity Services 
	The following services do not require a Referral when provided by an obstetrician, gynecologist, certified nurse midwife or family practitioner: 
	iii. Gynecological Services 
	The following services do not require a Referral when provided by an obstetrician, gynecologist, certified nurse midwife or family practitioner: 
	iv. Dental Services: 
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	determine if your Plan provides coverage for this benefit.) 
	v. Other Services: 
	F. MEMBER COST SHARING 
	Below are descriptions of Member Cost Sharing that may apply under the Plan. There may be two types of office visit cost sharing that apply to your Plan: a lower cost sharing known as “Primary Care Cost Sharing” and a higher cost sharing known as “Specialty and Hospital Based Care Cost Sharing.” Member Cost Sharing may include Copayments, Coinsurance, or Deductible amounts, as described throughout this section. See your Schedule of Benefits for Cost Sharing details that are specific to your Plan. 
	1. Copayment 
	A Copayment is a fixed dollar amount that you must pay for certain Covered Benefits. Copayments are due at the time of service or when billed by the provider. There may be two types of office visit Copayments that apply to your Plan: a lower Copayment known as “Primary Care Copayment” and a higher Copayment known as “Specialty and Hospital Based Care Copayment.” 
	Your Plan may have other Copayment amounts. For more information about Copayments under your Plan, including your specific Copayment requirements, please refer to your Schedule of Benefits. 
	2. Deductbile 
	A Deductible is a specific dollar amount that is payable by a Member for Covered Benefits received each Plan Year or Calendar Year before any benefits subject to the Deductible are payable by the Plan. If a family Deductible applies, it is met when any combination of Members in a covered family incur expenses for services to which the Deductible applies. Deductible 
	amounts are incurred on the date of service. You 3. Coinsurance 
	may have different Deductibles that apply to different Covered Benefits under your Plan. If a Deductible applies to your Plan, it will be listed in your Schedule of Benefits. 
	If your Plan has a Deductible, it will have both an individual Deductible and a family Deductible. However, please note that a family Deductible only applies if you have Family Coverage. Unless a family Deductible applies, you are responsible for the individual Deductible for Covered Benefits each Plan Year or Calendar Year. If you are a Member with Family Coverage, the Deductible can be satisfied in one of two ways: 
	Once a Deductible is met, coverage by the Plan is subject to any other Member Cost Sharing that may apply. 
	If a Member changes to Family Coverage from Individual Coverage or to Individual Coverage from Family Coverage within a Plan Year or Calendar Year, expenses that Member incurred for Covered Benefits toward the Deductible under the prior coverage will apply toward the Deductible limit under his/her new coverage. If the previously incurred Deductible amount is greater than the new Deductible limit, the Member or family will only be responsible for applicable Copayment or Coinsurance amounts listed in his/her 
	Some Plans include a Deductible Rollover. A Deductible Rollover allows you to apply any Deductible amount incurred for Covered Benefits during the last three (3) months of a year toward the Deductible for the next year. In order for a Deductible Rollover to apply, the Member (or Family) must have had continuous coverage under the Plan through the same Plan Sponsor at the time the charges for the prior year were incurred. If a Deductible Rollover applies, it will be stated in your Schedule of Benefits. 
	After the appropriate Deductible amount is met, you may be responsible for paying a Coinsurance amount, which is a percentage of the Allowed Amount or the Recognized Amount, if applicable. When using Plan Providers, the Allowed Amount is based on the contracted rate between HPHC and the provider. Coinsurance amounts are listed in your Schedule of Benefits. 
	4. Out-of-Pocket Maximum 
	Your coverage includes an Out-of-Pocket Maximum. An Out-of-Pocket Maximum is the total amount of Copayments, Deductible or Coinsurance payments for which a Member or a family is responsible in a Plan Year or Calendar Year. Once the Out-of-Pocket Maximum has been reached, no further Copayment, Deductible or Coinsurance amounts will be payable by the Member and the Plan will pay 100% of the Allowed Amount for the remainder of the Plan Year or Calendar Year. Once a family Out-of-Pocket Maximum has been met in 
	Charges above the Allowed Amount never apply to the Out-of-Pocket Maximum. 
	If you have a family Plan, you have both an individual Out-of-Pocket Maximum and a family Out-of-Pocket Maximum and your Out-of-Pocket Maximum can be reached in one of two ways: 
	If a Member changes to Family Coverage from Individual Coverage or to Individual Coverage from Family Coverage within a Plan Year or Calendar Year, expenses that Member incurred for Covered Benefits toward the Out-of-Pocket Maximum under the prior coverage will apply toward the Out-of-Pocket Maximum limit under his/her new coverage. If the incurred Out-of-Pocket Maximum amount is greater than the new Out-of-Pocket Maximum limit, the 
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	Member will have no additional cost sharing for that Plan Year or Calendar Year. 
	G. SERVICES PROVIDED BY A DISENROLLED OR NON-PLAN PROVIDER 
	1. Disenrollment of Primary Care Provider (PCP) 
	If your PCP is disenrolled as a Plan Provider for reasons unrelated to fraud or quality of care, we will use our best efforts to provide you with written notice at least 30 days prior to the date of your PCP’s disenrollment. That notice will also explain the process for selecting a new PCP. You may be eligible to continue to receive coverage for services provided by the disenrolled PCP, under the terms of this Handbook and your Schedule of Benefits, for at least 30 days after the disenrollment date. 
	You may also be eligible to continue to receive coverage for the following services from the disenrollment date or the date you receive notice of disenrollment (whichever is later): 
	a. Active Course of Treatment 
	Except for pregnancy and terminal illness as described below, if you are undergoing an active course of treatment for an illness, injury or condition, we may authorize additional coverage through the active course of treatment or up to 90 days , (whichever is shorter). An active course of treatment includes when a member has a “serious and complex condition”, is currently undergoing a course of institutional or inpatient care, or has scheduled nonelective surgery including any related postoperative care. 
	The term “serious and complex condition” is an acute illness that is serious enough to require specialized medical treatment to avoid the reasonable possibility of death or permanent harm; or is a chronic illness that is 
	(a) life-threatening, degenerative, potentially disabling, or congenital; and (b) requires specialized medical care over a prolonged period of time. 
	services delivered by the disenrolled provider 
	until the Member’s death. 
	2. New Membership 
	If you are a new Member, the Plan will provide coverage for services delivered by a physician who is not a Plan Provider, under the terms of this Handbook and your Schedule of Benefits, for up to 30 days from your effective date of coverage if; 
	With respect to a Member in her second or third trimester of pregnancy, this provision shall apply to services rendered through the first postpartum visit. With respect to a Member with a Terminal Illness, this provision shall apply to services rendered until death. 
	3. Conditions for Coverage of Services by a Disenrolled or Non-Plan Provider 
	Services received from a disenrolled or Non-Plan Provider as described in the paragraphs above, are only covered when the physician agrees to: 
	H. MEDICALLY NECESSARY GUIDELINES 
	We use clinical review criteria to evaluate whether certain services or procedures are Medically Necessary for a Member’s care. Members or their practitioners may obtain a copy of the Medically Necessary Guidelines applicable to a service or procedure for which coverage is requested. Medically Necessary Guidelines may be obtained by calling the Member 
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	Services Department at 1-888-333-4742 or going to . 
	I. PROVIDER FEES FOR SPECIAL SERVICES (CONCIERGE SERVICES) 
	Certain physician practices charge extra fees for special services or amenities, in addition to the benefits covered by the Plan. Examples of such special physician services might include: telephone access to a physician 24-hours a day; waiting room amenities; assistance with transportation to medical appointments; guaranteed same day or next day appointments when not Medically Necessary; or providing a physician to accompany a patient to an appointment with a specialist. Such services are not covered by th
	In considering arrangements with physicians for special services, you should understand exactly what services are to be provided and whether those services are worth the fee you must pay. For example, the Plan does not require participating providers to be available by telephone 24-hours a day. However, the Plan does require PCPs to provide both an answering service that can be contacted 24-hours a day and prompt appointments when Medically Necessary. 
	J. BUNDLED PAYMENT ARRANGEMENTS 
	The Plan may participate in bundled payment arrangements with certain Plan Providers under which a specific service or treatment is paid for based on a fixed sum for all of the Covered Benefits you receive. Member Cost Sharing for Covered Benefits under a bundled payment arrangement may be less than if the Covered Benefits were received without the bundled payment arrangement. Please refer to or call the Member Services Department at 1-888-333-4742 for a list of Plan Providers who have bundled payment arran
	K. CARE MANAGEMENT PROGRAMS 
	The Plan provides care management programs for Members with certain illnesses and injuries. These programs are designed to encourage the use of the 
	This section lists words with special meaning within the Handbook. 
	Activities of Daily Living The basic functions of daily life include bathing, dressing, and mobility, including, but not limited to, transferring from bed to chair and back, walking, sleeping, eating, taking medications and using the toilet. 
	Acute Treatment Services 24-hour medically supervised addiction treatment for adults or adolescents provided in a medically managed or medically monitored inpatient facility, as defined by theMassachusetts Department of Public Health. Acute Treatment Services provide evaluation and withdrawal management and may include biopsychological assessment, individual and group counseling, psychoeducational groups and discharge planning. 
	Allowed Amount The Allowed Amount is the maximum amount the Plan will pay for Covered Benefits minus any applicable Member Cost Sharing. 
	The Allowed Amount depends upon whether a Covered Benefit is provided by a Plan Provider or a Non-Plan Provider, as follows: 
	the state where you live. 
	If services provided by a Non-Plan Provider are Covered Benefits under your Plan, the Allowed Amount for such services depends upon where the Member receives the service, as explained below. 
	The Allowed Amount is the lower of the Provider’s charge or a rate determined as described below: 
	a. If a Member receives Covered Benefits from a Non-Plan Provider in the states of Massachusetts, New Hampshire, Maine, Rhode Island, Vermont or Connecticut, the Allowed Amount is defined as follows: 
	An amount that is consistent, in the judgment of the Plan, with the normal range of charges by health care providers for the same, or similar, products or services provided to a Member. If the Plan has appropriate data for the area, the Plan will determine the normal range of charges in the geographic area where the product or services were provided to the Member. If the Plan does not have data to reasonably determine the normal range of charges where the products or services were provided, the Plan will ut
	b. If a Member receives Covered Benefits from a Non-Plan Provider outside of Massachusetts, New Hampshire, Maine, Rhode Island, Vermont or Connecticut, the Allowed Amount is defined as follows: 
	The Allowed Amount is determined based on 150% of the published rates allowed by the Centers for Medicare and Medicaid Services (CMS) for Medicare for the same or similar service within the geographic market. 
	When a rate is not published by CMS for the service, we use other industry standard methodologies to determine the Allowed Amount for the service as follows: 
	For services other than Pharmaceutical Products, we use a methodology called a relative value scale, which is based on the difficulty, time, work, risk and resources of the service. The relative value scale currently used is created by Optuminsight, Inc. If the Optuminsight, Inc. relative value scale becomes no longer available, a comparable scale will be used. 
	For Pharmaceutical Products, we use industry standard methodologies that are similar to the pricing methodology used by CMS and produce fees based on published acquisition costs or average wholesale price for the pharmaceuticals. These methodologies are currently created by RJ Health Systems, Thomson Reuters (published in its Red Book), or UnitedHealthcare based on an internally developed pharmaceutical pricing resource. 
	When a rate is not published by CMS for the service and no industry standard methodology applies to the service, or the provider does not submit sufficient information on the claim to pay it under CMS published rates or an industry standard methodology, the Allowed Amount will be 50% of the provider’s billed charge, except that the Allowed 
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	Amount for certain mental health and substance use disorder treatment will be 80% of the billed charge. 
	Pricing of the Allowed Amount will be conducted by UnitedHealthcare, Inc. United Healthcare, updates the CMS published rate data on a regular basis when updated data from CMS becomes available. These updates are typically implemented within 30 to 90 days after CMS updates its data. 
	As stated above, the Allowed Amount is the maximum amount the Plan will pay for Covered Benefi ts minus any applicable Member Cost Sharing. Most Non-Plan Providers are permitted to charge amounts for Covered Benefi ts in excess of the Allowed Amount. In that event, the Plan is responsible for payment of the Allowed Amount, minus any applicable Member Cost Sharing. The Member is responsible for paying the applicable Member Cost Sharing amount and any additional amount charged by the Non-Plan Provider. 
	Anniversary Date The date agreed to by HPHC and your Plan Sponsor upon which the yearly benefi t changes normally become effective. This Benefi t Handbook, Schedule of Benefi ts, Prescription Drug Brochure (if applicable) and any applicable riders will terminate unless renewed on the Anniversary Date. 
	FOR EXAMPLE: If your Anniversary Date is January 1st, this is the date when the Plan goes into effect and begins to pay for Covered Benefits. 
	Behavioral Health Access Center The organization, designated by HPHC, that is responsible for arranging for the provision of services for Members in need of mental health and substance use disorder treatment. You may contact the Behavioral Health Access Center by calling 1–888–777–4742The Behavioral Health Access Center will assist you infinding an appropriate Plan Provider and arranging the services you require. 
	Benefit Handbook (or Handbook) 
	This document that describes the terms and conditions of the Plan, 
	Benefit Limit The day, visit or dollar limit maximum that applies to certain Covered Benefi ts. Once the Benefi t Limit has been reached, no more benefi ts will be paid for such services or supplies. If you exceed the Benefi t Limit, you are responsible for all charges incurred. The Benefi t Limits applicable to your Plan are listed in your Schedule of Benefi ts. 
	FOR EXAMPLE: If your Plan offers 30 visits per Plan Year or Calendar Year for physical therapy services, once you reach your 30 visit limit for that Plan Year or Calendar Year, no additional benefits for that service will be covered by the Plan. 
	Calendar Year The one-year period beginning on January 1 for which benefi ts are purchased and administered. Benefi ts for which limited yearly coverage is provided renew at the beginning of the Calendar Year. Benefi ts for which limited coverage is provided every two years renew at the beginning of every second Calendar Year. Benefi ts under your Plan are administered on either a Plan Year or Calendar Year basis. Please see your Schedule of Benefi ts to determine which type of year your Plan utilizes. 
	Centers of Excellence Certain specialized services are only covered when received from designated providers with special training, experience, facilities or protocols for the service. Centers of Excellence are selected by us based on thefindings of recognized specialty organizations or government agencies such as Medicare. 
	Clinical Stabilization Services 24-hour clinically managed post detoxifi cation treatment for adults or adolescents, as defined by the Massachusetts Department of Public Health. Clinical Stabilization Services usually follow Acute Treatment Services for substance abuse. Clinical Stabilization Services may include intensive education and counseling regarding the nature of addiction and its consequences, relapse prevention, outreach to families and signifi cant others and after care 
	ChoiceNet Provider Directory A directory that identifi es Plan Providers. We may revise the ChoiceNet Provider Directory from time to time without notice to Members. The most current listing of Plan Providers is available on www.harvardpilgrim.org. 
	Coinsurance A percentage of the Allowed Amount, or Recognized Amount, if applicable, for certain Covered Benefi ts that must be paid by the Member. Coinsurance amounts applicable to your Plan are stated in your Schedule of Benefi ts. 
	FOR EXAMPLE: If the Coinsurance for a service is 20%, you pay 20% of the Allowed Amount while the Plan pays the remaining 80%. 
	Copayment Afixed dollar amount you must pay for certain Covered Benefi ts. The Copayment is usually due at the time services are rendered or when billed by the provider. 
	There may be two types of offi ce visit Copayments that apply to your Plan: a lower Copayment known as Primary Care Copayment and ahigher Copayment known as Specialty and Hospital Based Care Copayment. Your specifi c Copayment amounts, and the services to which they apply, are listed in your Schedule of Benefi ts. 
	FOR EXAMPLE: If your Plan has a $20 Copayment for outpatient visits, you’ll pay $20 at the time of the visit or when you are billed by the provider. 
	Cosmetic Services Cosmetic Services are surgery, procedures or treatments that are performed primarily to reshape or improve the individual’s appearance. 
	Covered Benefit(s) The products and services that a Member is eligible to receive, or obtain payment for, under the Plan. 
	Custodial Care Services provided to a person for the primary purpose of meeting non-medical personal needs 
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	(e.g., bathing, dressing, preparing meals, including special diets, taking medication, assisting with mobility). 
	Deductible A specifi c dollar amount that is payable by a Member for Covered Benefi ts received each Plan Year or Calendar Year before any benefi ts subject to the Deductible are payable by the Plan. There may be an individual Deductible and a family Deductible, and you may have different Deductibles that apply to different Covered Benefi ts under your Plan. If a Deductible applies to your Plan, it will be stated in your Schedule of Benefi ts. 
	FOR EXAMPLE: If your Plan has a $500 Deductible and you have a claim with the Allowed Amount of $1,000, you will be responsible for thefirst $500 to satisfy your Deductible requirement before the Plan begins to pay benefits. 
	Deductible Rollover A Deductible Rollover allows a Member to apply any Deductible amount incurred for Covered Benefi ts during the last three months of a Plan Year or Calendar Year toward the Deductible for the next Plan Year or Calendar Year. To be eligible for a Deductible Rollover, a Member must have had continuous coverage with us through the same Plan Sponsor at the time the prior Plan Year or Calendar Year charges were incurred. If your Plan has a Deductible Rollover it will be listed in your Schedule
	Please Note: Deductible Rollover amounts will not apply to the Out-of-Pocket Maximum amount for the next Plan Year or Calendar Year. 
	Dental Care Any service provided by a licensed dentist involving the diagnosis or treatment of any disease, pain, injury, deformity or other condition of the human teeth, alveolar process, gums, jaw or associated structures of the mouth. However, surgery performed by an oral maxillofacial surgeon to correct positioning of the bones of the jaw (orthognathic surgery) is not considered Dental Care within the meaning of this definition. 
	Dependent A Member of the Subscriber's family who (1) meets the 
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	eligibility requirements for coverage through a Subscriber as agreed upon by the Plan Sponsor and HPHC and 
	(2) is enrolled in the Plan. Eligibility requirements are documented as part of the contract between the Plan Sponsor and HPHC. Please see your Plan Sponsor’s Benefi ts Offi ce for details on the agreement between HPHC and your Plan Sponsor. 
	Enrollment Area The geographic area in which you must live in order to be eligible to enroll as a Member under the Plan. The Enrollment Area includes the states of Maine, Massachusetts and New Hampshire and certain areas inConnecticut, New York, Rhode Island and Vermont. 
	Experimental, Unproven, or Investigational Any products or services, including, but not limited to, drugs, devices, treatments, procedures, and diagnostic tests, will be deemed Experimental, Unproven, or Investigational by us under this Benefi t Handbook for use in the diagnosis or treatment of a particular medical condition if any the following is true: a) The product or service is not recognized in accordance with generally accepted medical standards as being safe and effective for use in the evaluation o
	b) In the case of a drug, the drug has not been approved by the United States Food and Drug Administration (FDA) (this does not include off-label uses of FDA approved drugs) or if approved for lawful marketing by the FDA and reliable scientifi c evidence does not support that the treatment is effective in improving health outcomes 
	Family Coverage Coverage for aMember and one or more Dependents. 
	Habilitation Services Health care services that help a person keep, learn or improve skills and functioning for daily living. These services may include physical and occupational therapies and speech-language services. 
	Harvard Pilgrim Health Care (HPHC or Harvard Pilgrim) Harvard Pilgrim Health Care, Inc. is a Massachusetts corporation that is licensed as a Health Maintenance Organization (HMO) in the state of Massachusetts. HPHC provides or arranges for health care benefi ts to Members through a network of Primary Care Providers, specialists and other providers. Under self insured plans such as this one, HPHC adjudicates and pays claims, and manages benefi ts on behalf of the Plan Sponsor. 
	Health Benefit Plans A group HMO and other group prepaid health plan, medical or hospital service corporation plan, commercial health insurance and self-insured health plan, which is separate from this Plan. 
	Individual Coverage Coverage for a Subscriber only. No coverage for Dependents is provided. 
	Licensed Mental Health Professional 
	For services provided in Massachusetts a Licensed Mental Health Professional is any one of the following: a licensed physician who specializes in the practice of psychiatry; a licensed psychologist; a licensed independent clinical social worker; a licensed nurse mental health clinical specialist; a level I licensed alcohol and drug counselor; a licensed marriage and family therapist or a licensed mental health counselor. For services provided outside of Massachusetts, a Licensed 
	Mental Health Professional is an independently licensed clinician with at least a masters degree in a clinical mental health discipline from an accredited educational institution and at least two years of clinical experience. The term "clinical mental health discipline" includes the following: psychiatry; psychology, clinical social work; marriage and family therapy; clinical counseling; developmental psychology; pastoral counseling; psychiatric nursing; developmental or educational psychology; counselor ed
	Limited Network A network of providers that is smaller than the Harvard Pilgrim’s full provider network. This provider network includes, but is not limited to physicians, hospitals, and other health care facilities that are under contract with us to provide services to Members. 
	Medical Drugs A prescription drug that is administered to you either 
	(1) in a doctor’s office or other outpatient medical facility, or (2) at home while you are receiving home health care services or receiving drugs administered by home infusion services. Medical Drugs cannot be self-administered. The words “cannot be self-administered” mean that the active participation of skilled medical personnel is always required to take the drug. When a Member is receiving drugs in the home, the words “cannot be self-administered” will also include circumstances in which a family membe
	Medical Emergency A medical condition, whether physical or mental (including a condition resulting from a substance use disorder), manifesting itself by symptoms of sufficient severity, including severe pain, that the absence of prompt medical attention could reasonably be expected by a prudent layperson who possesses an average knowledge of health and medicine, to result in placing the health of the Member or another person in serious jeopardy, serious impairment to body 
	Examples of Medical Emergencies are: heart attack or suspected heart attack, stroke, shock, major blood loss, choking, severe head trauma, loss of consciousness, seizures and convulsions. 
	Medical Emergency Services Services provided during a Medical Emergency, including: 
	the department of the hospital in which the items and services are provided) after the Member is stabilized and as part of an inpatient stay or outpatient services that are connected to the original Medical Emergency, unless each of the following conditions are met: 
	Medically Necessary or Medical Necessity Those health care services that are consistent with generally accepted principles of professional medical practice as determined by whether: (a) the service is the most appropriate supply or level of service for the Member’s condition, considering the potential benefit and harm to the individual; (b) the service is known to be effective, based on scientific evidence, professional standards and expert opinion, in improving health outcomes; and, (c) for services and in
	Please Note: To determine coverage of Medically Necessary services, we use Medical Necessity Guidelines (MNG) created using clinical review criteria to evaluate whether certain services or procedures are Medically Necessary 
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	for a Member's care. Members or their practitioners may obtain a copy of the Medical Necessity Guideline(s) applicable to a service or procedure for which coverage is requested by going online or calling Member Services at 1-888-333-4742. 
	Member Any Subscriber or Dependent covered under the Plan. 
	Member Cost Sharing The responsibility of Members to assume a share of the cost of the benefi ts provided under the Plan. Member Cost Sharing may include Copayments, Coinsurance and Deductibles. Please refer to your Schedule of Benefi ts for the specifi c Member Cost Sharing that applies to your Plan. 
	Network Providers of health care services, including but not limited to, physicians, hospitals and other health care facilities that are under contract with us to provide services to Members. 
	Non-Plan Provider Providers of health care services that are not under contract with us to provide care to Members. 
	Out-of-Network Rate With respect to a Surprise Bill, the total amount paid by the Plan to a Non-Plan Provider for Covered Benefi ts under section 2799A-1 and 2799A-2 of the Public Service Act and their implementing regulations for: (1) Emergency Medical Services, (2) non-emergency ancillary services, (3) non-emergency, non-ancillary services, and (4) air ambulance services. The amount is based on: (1) Applicable state law, 
	(2) an All Payer Model Agreement if adopted, (3) the initial payment made by us or the amount subsequently agreed to by the Non-Plan Provider and us, or (4) the amount determined by Independent Dispute Resolution between us and the Non-Plan Provider. 
	Out-of-Pocket Maximum An Out-of-Pocket Maximum is a limit on the amount of Copayments, Coinsurance and Deductibles that you must pay for Covered Benefi ts in a Plan Year or Calendar Year. The 
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	Out-of-Pocket Maximum is specifi ed in your Schedule of Benefi ts. 
	Please Note: Charges above the Allowed Amount never apply to the Out-of-Pocket Maximum. 
	FOR EXAMPLE: If your plan has an individual Out-of-Pocket Maximum of $1,000, this is the most Member Cost Sharing you will pay in a Plan Year or Calendar Year for services to which the Out-of-Pocket Maximum applies. For example, as long as the services you received are not excluded from the Out-of-Pocket Maximum, you could combine $500 in Deductible expenses, $100 in Copayments, and $400 in Coinsurance payments toreach the $1,000 Out-of-Pocket Maximum.
	Physical Functional Impairment 
	A condition in which the normal or proper action of a body part is damaged, and affects the ability to participate in Activities of Daily Living. Physical Functional Impairments include, but are not limited to, problems with ambulation, communication, respiration, swallowing, vision, or skin integrity. 
	A physical condition may impact an individual’s emotional well-being or mental health. However such impact is not considered in determining whether or not a Physical Functional Impairment exists. Only the physical consequences of a condition are considered. 
	Plan This package of health care benefi ts known as The Harvard Pilgrim ChoiceNet Best Buy HMO for Self-Insured Members that is administered by HPHC on behalf of your Plan Sponsor. HPHC or your Plan Sponsor may take any action on behalf of the Plan. 
	Plan Provider Providers of health care services in the Service Area that are under contract to provide care to Members of your Plan. Care must be provided within the lawful scope of the Provider’s license. Plan Providers include, but are not limited tophysicians, podiatrists, psychologists, psychiatrists, nurse practitioners, 
	Plan Sponsor The entity that has contracted with HPHC to provide health care services and supplies for its employees and their dependents under the Plan. The Plan Sponsor pays for the health care coverage provided under the Plan. 
	Plan Year The one-year period for which benefi ts are purchased and administered. Benefi ts for which limited yearly coverage is provided renew at the beginning of the Plan Year. Benefi ts for which limited coverage is provided every two years renew at the beginning of every second Plan Year. Generally, the Plan Year begins on the Plan's Anniversary Date. Benefi ts under your Plan are administered on either a Plan Year or Calendar Year basis. Please see your Schedule of Benefi ts to determine which type of 
	FOR EXAMPLE: A Plan Year could begin on April 1st and end on March 31st or begin on January 1st and end on December 31st. 
	Primary Care Provider (PCP) A Plan Provider designated to help you maintain your health and to provide and authorize your medical care under the Plan. A PCP may be a physician, a physician assistant or a nurse practitioner specializing in one or more of the following specialties: internal medicine, adult medicine, adolescent medicine, geriatric medicine, pediatrics or family practice. A PCP may designate other Plan Providers to provide or authorize a Member’s care. 
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	Prior Approval (also known as Prior Authorization) A program to verify that certain Covered Benefi ts are, and continue to be, Medically Necessary and provided in an appropriate and cost-effective manner. 
	Recognized Amount With respect to a Surprise Bill, the amount on which a Copayment, Coinsurance or Deductible is based for Medical Emergency Services and certain non-emergency Covered Benefi ts when provided by Non-Plan Providers. The amount under sections 2799A-1 and 2799A-2 of the Public Service Act and their implementing regulations is based on: (1) Applicable state law, 
	(2) an All Payer Model Agreement if adopted, or (3) the lesser of the amount billed by the Provider or the qualifying payment amount as determined under applicable law. 
	Please Note: Member Cost Sharing based on the Recognized Amount may be higher or lower than Member Cost Sharing based on the Allowed Amount. 
	Referral An instruction from your PCP that gives you the ability to see another Plan Provider for services that may be out of your PCP’s scope of practice. Please see section III. Covered Benefi ts for other requirements of coverage. 
	FOR EXAMPLE: If you need to visit a specialist, such as a dermatologistor cardiologist, you must contact your PCPfirst. Your PCP will refer you to a specialist who is a Plan Provider. Your PCP will generally refer you to a specialist with whom he or she is affiliated or has a working relationship. 
	Rehabilitation Services Rehabilitation Services are treatments for disease or injury that restore or move an individual toward functional capabilities prior to disease or injury. For treatment of congenital anomalies with signifi cant functional impairment, Rehabilitation Services improve functional capabilities to or toward normal function for age appropriate skills. Only the following are covered: cardiac rehabilitation therapy; occupational therapy; physical therapy; pulmonary rehabilitation 
	Schedule of Benefits A summary of the benefi ts selected by your Plan Sponsor and covered under your Plan are listed in the Schedule of Benefi ts. The Schedule of Benefi ts states the Copayments, Coinsurance or Deductible you must pay and any limitations on coverage. 
	Service Area The geographic area where Plan Providers are available to manage a Member’s care. 
	Skilled Nursing Facility An inpatient extended care facility, or part of one, that is operating pursuant to law and provides skilled nursing services. 
	Subscriber The person who meets the Subscriber eligibility requirements described in this Benefi t Handbook and is enrolled in the Plan. 
	Surgery -Outpatient A surgery or procedure in a day surgery department, ambulatory surgery department or outpatient surgery center that requires operating room, anesthesia and recovery room services. 
	Surprise Bill An unexpected bill you may receive if: (1) You obtain services from a Non-Plan Provider while you were receiving a service from a Plan Provider or facility, and you did not knowingly select the Non-Plan Provider, or (2) you obtain services from a Non-Plan Provider during a service previously approved or authorized by HPHC where you did not knowingly select a Non-Plan Provider. 
	Surrogacy Any procedure in which a person serves as the gestational carrier of a child with the goal or intention of transferring custody of the child after birth to an individual (or individuals) who is (are) unable or unwilling to serve as the gestational carrier. This includes both procedures in which the gestational carrier is, and is not, genetically related to the child. 
	Urgent Care Medically Necessary services for a condition that requires prompt medical attention but is not a Medical Emergency. 
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	This section contains detailed information on the benefits covered under your Plan. Member Cost Sharing information and any applicable benefit limitations that apply to your Plan are listed in your Schedule of Benefits. Benefits are administered on a Plan Year or Calendar Year basis. Please see your Schedule of Benefits to determine which type of year your Plan utilizes. 
	If your Plan includes outpatient pharmacy coverage, that coverage is described in your Prescription Drug Brochure. 
	Basic Requirements for Coverage 
	To be covered, all services and supplies must meet each of the following requirements. They must be: 
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	The exclusions headings in this section are intended to group together services, treatments, items, or supplies that fall into a similar category. Actual exclusions appear underneath the headings. A heading does not create, define, modify, limit or expand an exclusion. 
	The services listed in the table below are not covered by the Plan: 
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	The information in this section applies when you receive services from a Non-Plan Provider. This should happen only when you get care: 
	In most cases, you should not receive bills from a Plan Provider. 
	A. BILLING BY PROVIDERS 
	If you get a bill for a Covered Benefit you may ask the provider to: 
	1) Bill us on a standard health care claim form (such as the CMS 1500 or the UB04 form); and 
	2) Send it to the address listed on the back of your Plan ID card. 
	If you receive a Surprise Bill, you are only responsible for the applicable Member Cost Sharing that would apply if the service was provided by a Plan Provider. The Plan will reimburse Non-Plan Providers at the Out-of-Network Rate unless otherwise agreed to by the Provider and HPHC. You will not be billed for any charges other than the applicable Member Cost Sharing based on the Recognized Amount. You are not responsible, and a Non-Plan Provider cannot bill you, for: 
	Covered Benefits that are air ambulance services provided by a Non-Plan Provider. 
	If you have any questions, please call our Member Services Department at 1-888-333-4742. 
	If you pay a provider who is not a ChoiceNet Plan Provider for a Covered Benefit, the Plan will reimburse you less your applicable Member Cost Sharing. Please send any request for reimbursement for claims you have paid to the appropriate address below: 
	Claims for Mental Health and Substance Use 
	Disorder Treatment: United Behavioral Health P.O. Box 30602 Salt Lake City, UT 84130-0602 
	Pharmacy Claims: 
	OptumRx Manual Claims P.O. Box 29044 Hot Springs, AR 71903 
	All Other Claims: HPHC Claims P.O. Box 699183 Quincy, MA 02269-9183 
	To obtain reimbursement for a bill you have paid, other than for pharmacy items, you must submit an HPHC medical reimbursement form with the provider or facility information. A legible claim form from the provider or facility that provided your care may also be included but is not required. The medical reimbursement form must include all of the following information: 
	Important Notice: We may need more information for some claims. If you have any questions about claims, please call our Member Services Department at 1-888-333-4742. 
	A medical reimbursement form can be obtained online at or by calling the Member Services Department at 1–888–333–4742. 
	1. International Claims 
	If you are requesting reimbursement for services received while outside of the United States, you must submit an HPHC medical reimbursement claim form along with an itemized bill and proof of payment. We may also require you to provide additional documentation, including, but not limited to: (1) records from financial institutions clearly demonstrating that you have paid for the services that are the subject of the claim; (2) the source of funds used for payment; and (3) an English translated description of
	2. Pharmacy Claims 
	To obtain reimbursement for pharmacy bills you have paid, you must submit a Prescription Claim Form. The form can be obtained online at or by calling the Member Services Department at 1-888-333-4742. 
	In addition to the Prescription Claim Form you must send a drug store receipt showing the items for which reimbursement is requested. 
	The following information must be on the Prescription Claim Form: 
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	Important Notice: Reimbursement for prescription drugs will only be made if your plan includes optional outpatient pharmacy coverage. Please see your Prescription Drug Brochure (if applicable) for more information. 
	If you have a question regarding your reimbursement, you should contact the Member Services Department at 1–888–333–4742. 
	C. TIME LIMITS ON FILING CLAIMS 
	To be eligible for payment, we must receive claims within one year of the date care was received. 
	D. TIME LIMITS FOR THE REVIEW OF CLAIMS 
	HPHC will generally review claims within the time limits stated below. Under some circumstances these time limits may be extended by the Plan upon notice to Members. Unless HPHC notifies a Member that an extension is required, the review time for the types of claims outlined below will be as follows: 
	If a physician with knowledge of the Member’s medical condition determines that one of the above criteria has been met, the claim will be treated as an Urgent Care claim by HPHC. 
	E. PAYMENT LIMITS 
	The Plan limits the amount payable for services that are not rendered by Plan Providers. The most the Plan will pay for such services is the Allowed Amount, unless it is a Surprise Bill. You may have to pay the balance if the claim is for more than the Allowed Amount, unless it is a Surprise Bill. 
	VI. Appeals and Complaints 
	This section explains the procedures for processing appeals and complaints and the options available if an appeal is denied. 
	A. BEFORE YOU FILE AN APPEAL 
	Claim denials may result from a misunderstanding with a provider or a claim processing error. Since these problems can be easy to resolve, we recommend that Members contact an HPHC Member Services Associate prior to filing an appeal. (A Member Services Associate can be reached toll free at (888) 333-4742 or call 711 for TTY service.) The Member Services Associate will investigate the claim and either resolve the problem or explain why the claim is being denied. If you are dissatisfied with the response of t
	B. MEMBER APPEAL PROCEDURES 
	Any Member who is dissatisfied with a decision on the coverage of services may appeal to HPHC. Appeals may be filed by a Member or a Member’s authorized representative, including a provider acting on a Member’s behalf. HPHC has established the following steps to ensure that Members receive a timely and fair review of internal appeals. 
	A Member may also appeal a rescission of coverage. A rescission of coverage is defined in section VI.C.2. External Review. 
	If you need assistance filing your appeal, there may be consumer assistance programs in your state available to you. Also, HPHC staff is available to assist you with the filing of an appeal. If you wish such assistance or would like the telephone number for one of these programs, please call (888) 333-4742. 
	1. Initiating Your Appeal 
	To initiate your appeal, you or your representative can mail or FAX a letter to us about the coverage you are requesting and why you feel the denial should be overturned. If your appeal qualifies as an expedited appeal, you may contact us by telephone. Please see section VI.B.3. The Expedited Appeal Process for the expedited review procedure. 
	You must file your appeal within 180 days after you receive notice that a claim has been denied. Please be as specific as possible in your appeal request. We 
	If you have a representative submit an appeal on your behalf, the appeal should include a statement, signed by you, authorizing the representative to act on your behalf. In the case of an expedited appeal relating to Urgent Care, such authorization may be provided within 48 hours after submission of the appeal. Where Urgent Care is involved, a medical provider with knowledge of your condition, such as your treating physician, may act as your representative without submitting an authorization form you have s
	For all appeals, except those involving mental health and substance use disorder treatment, please send your request to the following address: 
	HPHC Appeals and Grievances Department 1 Wellness Way Canton, MA 02021 Telephone: 1-888-333-4742 Fax: 1-617-509-3085 
	If your appeal involves mental health and substance use disorder treatment, please send it to the following address: 
	United Behavioral Health Attn: Appeals Department P.O. Box 30512 Salt Lake City, UT 84130-0512 Telephone: 1-877-447-6002 Fax: 1-855-312-1470 
	No appeal shall be deemed received until actual receipt by HPHC at the appropriate address or telephone number listed above. 
	When we receive your appeal, we will assign an Appeals and Grievances Analyst to coordinate your appeal throughout the entire appeal process. We will send you an acknowledgement letter identifying your Appeals and Grievances Analyst. That letter will include detailed information on the appeal process. Your Appeals and Grievances Analyst is available to answer any questions you may have about your appeal. Please feel free to contact your Appeals and Grievances Analyst if you have any questions or concerns at
	There are two types of appeal processes, the standard process, which applies to most denied claims and the 
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	expedited appeal process which is only available for claims involving claims for Urgent Care services. 
	2. The Standard Appeal Process 
	The Appeals and Grievances Analyst will investigate your appeal and determine if additional information is required. Such information may include medical records, statements from your doctors, and bills and receipts for services you have received. You may also provide HPHC with any written comments, documents, records or other information related to your claim. 
	HPHC divides standard appeals into two types, “Pre-Service Appeals” and “Post-Service Appeals,” as follows: 
	HPHC will review Pre-Service Appeals and send a written decision within 30 days of the date the appeal was received by HPHC. HPHC will review Post-Service Appeals and send a written decision within 30 days of the date the appeal was received by HPHC. These time limits may be extended by mutual agreement between you and HPHC. 
	After we receive all the information needed to make a decision, your Appeals and Grievances Analyst will inform you, in writing, whether your appeal is approved or denied. HPHC’s decision of your appeal will include: (1) a summary of the facts and issues in the appeal, (2) a summary of the documentation relied upon, (3) the specific reasons for the decision, including the clinical rationale, if any, (4) the identification of any medical or vocational expert consulted in reviewing your appeal, and (5) any ot
	If your appeal involves a decision on a medical issue, the Appeals and Grievances Analyst will obtain the opinion of a qualified physician or other appropriate medical specialist. The health care professional conducting the review must not have either participated in any prior decision concerning the appeal or be the subordinate of the original 
	You have the right to receive, free of charge, all documents, records or other information relevant to the initial denial and your appeal. 
	3. The Expedited Appeal Process 
	HPHC will provide you with an expedited review if your appeal involves medical services which, in the opinion of a physician with knowledge of your medical condition: 
	If your appeal involves services that meet one of these criteria, please inform us and we will provide you with an expedited review. 
	You, your representative or a provider acting on your behalf may request an expedited appeal by telephone or fax. Please see “Initiating Your Appeal,” above, for the telephone and fax numbers. 
	HPHC will investigate and respond to your request within 72 hours. We will notify you of the decision on your appeal by telephone and send you a written decision within two business days thereafter. 
	If you request an expedited appeal of a decision to discharge you from a hospital, the Plan will continue to pay for your hospitalization until we notify you of our decision. Such notice may be provided by telephone or any other means. 
	Except as otherwise required by law, the expedited appeal process is limited to the circumstances listed above. Your help in promptly providing all necessary information is important for us to provide you with this quick review. If we do not have sufficient information to decide your appeal, HPHC will notify you within 24 hours of receipt of your appeal. 
	Important Notice: If you are filing an expedited appeal with HPHC, you may also file a request for expedited external review at the same time. You do not have to wait until HPHC completes your expedited appeal to file for expedited external review. Please see the section VI.C.2. External Review, for information on how to file for external review. 
	C. WHAT YOU MAY DO IF YOUR APPEAL IS DENIED 
	If your appeal is denied by HPHC there are a number of ways in which you may be able obtain further review of the appeal. These are described below. 
	1. Reconsideration of an Appeal Decision 
	Many Plan Sponsors provide for voluntary reconsideration of an appeal denial either by HPHC or directly though the Plan Sponsor. Please contact your Appeals and Grievances Analyst or your Plan Sponsor for information on whether reconsideration of your appeal is available under your Plan. Your HPHC Appeals and Grievances Analyst can be reached at 1-888-333-4742. 
	Please note that by seeking reconsideration you will not lose the right to obtain external review of your appeal, as described below. You may seek external review after reconsideration. However, you cannot obtain reconsideration of your appeal after seeking external review. Seeking reconsideration also does not affect your right to bring legal action, as referenced below. 
	2. External Review 
	If you disagree with the denial of your appeal you may be entitled seek external review through an Independent Review Organization (IRO). However, this right does not apply if your Plan is a grandfathered health plan under the Patient Protection and Affordable Care Act. Contact your Plan sponsor to find out whether your Plan is a grandfathered health plan. 
	An IRO provides you with the opportunity for a review of your appeal by an independent organization that is separate from HPHC and your Plan Sponsor. The decision of the IRO is binding on both you and the Plan (except to the extent that other remedies are available under state or federal law). 
	You, your representative, or a provider acting on your behalf, may request external review by sending a completed “Request for Voluntary Independent External Review” form by mail or fax to your Appeals and Grievances Analyst at the following address or fax number: 
	HPHC Appeals and Grievances Department 1 Wellness Way Canton, MA 02021 Telephone: 1-888-333-4742 Fax: 1–617–509–3085 
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	You or your representative may request expedited external review by telephone. Please call your Appeals and Grievances Analyst, if one has been assigned to your appeal. You may also request expedited external review by calling a Member Services Associate at 1-888-333-4742 . 
	In addition to the requirements for external review, stated below, to be eligible for expedited external review, the appeal must meet the criteria for an expedited appeal stated above in section VII. B.3 (titled “The Expedited Appeal Process”). 
	In submitting a request for external review, you understand that if HPHC determines that the appeal is eligible for external review, HPHC will send a copy of the complete appeal file directly to the IRO. 
	In order to be eligible for external review, your appeal must meet each of the following requirements: 
	Medical Judgment. A “medical judgment” includes, but is not limited to, the following types of decisions: (i) whether the service is Medically Necessary; (ii) whether the health care facility, level of care, or service is appropriate for treatment of the Member’s condition; (iii) whether the service is likely to be effective, or more effective than an alternative service, in treating a Member’s condition; or (iv) whether the service is Experimental, Unproven or Investigational. A medical judgement does not 
	Unless a medical judgment is involved, external review is not available for certain types of appeals. These include the following: 
	Rescission of Coverage. A “rescission of coverage” means a retroactive termination of a Member’s coverage. However, a termination of coverage is not a rescission if it is based on a failure to pay required premiums or contributions for coverage in a timely manner. 
	The final decision on whether an appeal is eligible for external review will be made by the Independent Review Organization (IRO), not by HPHC or the Plan Sponsor. 
	Note: Payment disputes are not eligible for external review, except when the appeal is filed to determine if Surprise Bill protections are applicable. 
	3. Legal Action 
	You may also seek legal action under section 502(a) of the Employee Retirement Income Security Act (ERISA) if your Plan is governed by ERISA. Please note that any legal action under section 502(c) of ERISA must be brought within the time period stated in section X.B. LIMITATION ON LEGAL ACTIONS. Please note that governmental plans are not subject to ERISA. 
	D. THE FORMAL COMPLAINT PROCESS 
	If you have any complaints about your care under the Plan or about HPHC’s service, we want to know about it. We are here to help. For all complaints, except mental health and substance use disorder treatment complaints, please call or write to us at: 
	HPHC Member Service Department Harvard Pilgrim Health Care, Inc. Attention: Member Concerns 1 Wellness Way Canton, MA 02021 Telephone: 1-888-333-4742 Fax: 1–617–509–3085 
	For a complaint involving mental health and substance use disorder treatment, please call or write to us at: 
	HPHC Behavioral Health Complaints c/o Optum Behavioral Health Complaints P.O. Box 30768 Salt Lake City, UT 84130-0768 Telephone: 1–888–777-4742 Fax: 1–248-524-7603 
	We will respond to you as quickly as we can. Most complaints can be investigated and responded to within thirty days. 
	VII. Eligibility 
	Important Notice: Your membership in the Plan is effective on the date of enrollment by your Plan Sponsor. Because your Plan Sponsor may notify HPHC of enrollment changes retroactively, we may not have current information concerning membership status. Only your Plan Sponsor can confirm membership status. 
	This section describes requirements concerning eligibility under the Plan. It is important to understand that eligibility of Dependents and effective dates of coverage are determined by the Plan Sponsor. Please see your Plan Sponsor for descriptions of eligibility of Dependents and effective dates of coverage. 
	A. MEMBER ELIGIBILITY 
	1. Residence Requirement 
	To be eligible for coverage under this Plan, you must live, and maintain a permanent residence, within the Enrollment Area at least nine months of a year. 
	If you have any questions about these requirements, you may call the Member Services Department. 
	2. Subscriber Eligibility 
	To be a Subscriber under this Plan, you must: 
	3. Dependent Eligibility 
	Please see your Plan Sponsor for a description of Dependent eligibility as agreed upon by your Plan Sponsor and HPHC. 
	B. EFFECTIVE DATE -NEW AND EXISTING DEPENDENTS 
	Please see your Plan Sponsor for information on enrollment and effective dates of coverage. Please also see section VII.H. SPECIAL ENROLLMENT RIGHTS. 
	C. EFFECTIVE DATE -ADOPTIVE DEPENDENTS 
	An adoptive child who has been living with you, and for whom you have been receiving foster care payments, may be covered from the date the petition 
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	to adopt is filed. An adoptive child who has not been living with you may be covered from the date of placement in your home for purposes of adoption by a licensed adoption agency. Please see section VII.H. SPECIAL ENROLLMENT RIGHTS for additional rights upon adoption of a child. 
	D. CHANGE IN STATUS 
	It is your responsibility to inform your Plan Sponsor and HPHC of all changes that affect Member eligibility. These changes include: address changes; marriage of a Dependent; and death of a Member. 
	Please Note: We must have your current address on file in order to correctly process claims. 
	E. ADDING A DEPENDENT 
	It is important to understand that eligibility of Dependents and effective dates of coverage are determined by the Plan Sponsor. Dependents of eligible employees who meet the Plan Sponsor’s eligibility guidelines will be enrolled in the Plan using HPHC enrollment forms or in a manner otherwise agreed to in writing by HPHC and the Plan Sponsor. 
	HPHC must receive proper notice from the Plan Sponsor of any Member enrollment in, or termination from, the Plan. 
	Please see your Plan Sponsor for information on Dependent eligibility and effective dates of coverage. 
	F. NEWBORN COVERAGE 
	A newborn infant of a Member is eligible for coverage under the Plan from the moment of birth. Please see section VII.E. ADDING A DEPENDENT for information on enrollment procedures. Please see section VII.H. SPECIAL ENROLLMENT RIGHTS for additional rights upon the birth of a child. 
	G. HOW YOU’RE COVERED IF MEMBERSHIP BEGINS WHILE YOU’RE HOSPITALIZED 
	If your membership happens to begin while you are hospitalized, coverage starts on the day membership is effective. To obtain coverage, you must call HPHC and allow us to manage your care. This may include transfer to a facility that is a Plan Provider, if medically appropriate. All other terms and conditions of coverage under this Handbook will apply. 
	H. SPECIAL ENROLLMENT RIGHTS 
	If an employee declines enrollment for the employee and his or her Dependents (including his or her spouse) because of other health insurance coverage, the employee may be able to enroll himself or herself, along with his or her Dependents in this Plan if the employee or his or her Dependents lose eligibility for that other coverage (or if the employer stops contributing toward the employee’s or Dependents’ other coverage). However, you must request enrollment from the Plan Sponsor within 30 days after the 
	In addition, if an employee has a new Dependent as a result of marriage, birth, adoption or placement for adoption, the employee may be able to enroll himself or herself and his or her Dependents. However, you must request enrollment from the Plan Sponsor within 30 days after the marriage, birth, adoption or placement for adoption. 
	Special enrollment rights may also apply to persons who lose coverage under Medicaid or the Children's Health Insurance Program (CHIP) or become eligible for state premium assistance under Medicaid or CHIP. An employee or Dependent who loses coverage under Medicaid or CHIP as a result of the loss of Medicaid or CHIP eligibility may be able to enroll in this Plan, if enrollment is requested from the Plan Sponsor within 60 days after Medicaid or CHIP coverage ends. An employee or Dependent who becomes eligibl
	VIII. Termination and Transfer to Other Coverage 
	Important Notice: HPHC may not have current information concerning membership status. Plan Sponsors may notify HPHC of enrollment changes retroactively. As a result, the information HPHC has may not be current. Only your Plan Sponsor can confirm membership status. 
	A. TERMINATION BY THE SUBSCRIBER 
	You may end your membership under this Plan with your Plan Sponsor’s approval. HPHC must receive a completed Enrollment/Change form from the Plan Sponsor to end your membership. 
	B. TERMINATION FOR LOSS OF ELIGIBILITY 
	A Member’s coverage will end under this Plan if the Plan Sponsor’s contract with HPHC is terminated. A Member’s coverage may also end under this Plan for failing to meet any of the specified eligibility requirements. You will be notified if coverage ends for loss of eligibility. HPHC or the Plan Sponsor will inform you in writing. 
	You may be eligible for continued enrollment under federal law, if your membership is terminated. Please see section D. CONTINUATION OF COVERAGE REQUIRED BY LAW for more information. 
	Please Note: We may not have current information concerning membership status. Plan Sponsors may notify us of enrollment changes retroactively. As a result, the information we have may not be current. Only your Plan Sponsor can confirm membership status. 
	C. MEMBERSHIP TERMINATION FOR CAUSE 
	The Plan may end a Member’s coverage for any of the following causes: 
	HPHC or other Members and which are unrelated to the Member's physical or mental condition. 
	Termination of membership for providing false information shall be effective immediately upon notice to a Member. It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Termination of membership for the other causes will be effective fifteen days after notice. 
	D. CONTINUATION OF COVERAGE REQUIRED BY LAW 
	Under Federal law, if you lose Plan Sponsor eligibility and the Plan Sponsor has twenty or more employees, you may be eligible for continuation of group coverage under the Federal law known as the Consolidated Omnibus Budget Reconciliation Act (COBRA). You should contact the Plan Sponsor for more information if health coverage ends due to: 1) separation from employment; 2) reduction of work hours; or 3) loss of dependency status. 
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	IX. When You Have Other Coverage 
	This section explains how benefits under the Plan will be paid when another company or individual is also responsible for payment for health services a Member has received. This can happen when there is other insurance available to pay for health services, in addition to that provided by the Plan. It can also happen when a third party is legally responsible for an injury or illness suffered by a Member. 
	Nothing in this section should be interpreted as providing coverage for any service or supply that is not expressly covered under this Handbook, Schedule of Benefits and Prescription Drug Brochure (if applicable) or to increase the level of coverage provided. 
	A. BENEFITS IN THE EVENT OF OTHER INSURANCE 
	Benefits under this Handbook, Schedule of Benefits, and Prescription Drug Brochure (if applicable) will be coordinated to the extent permitted by law with other plans covering health benefits, including: motor vehicle insurance, medical payment policies, governmental benefits (including Medicare), and all Health Benefit Plans. The term "Health Benefit Plan" means all group HMO and other group prepaid health plans, medical or hospital service corporation plans, commercial health insurance and self-insured he
	Coordination of benefits will be based upon the Allowed Amount, or Recognized Amount, if applicable, for any service that is covered at least in part by any of the plans involved. If benefits are provided in the form of services, or if a provider of services is paid under a capitation arrangement, the reasonable value of these services will be used as the basis for coordination. No duplication in coverage of services will occur among plans. For prescription drug claims, we will coordinate benefits pursuant 
	When a Member is covered by two or more Health Benefit Plans, one plan will be “primary” and the other plan (or plans) will be secondary. The benefits of the primary plan are determined before those of secondary plan(s) and without considering the benefits of secondary plan(s). The benefits of secondary plan(s) are determined after those of the 
	In the case of Health Benefit Plans that contain provisions for the coordination of benefits, the following rules shall decide which Health Benefit Plans are primary or secondary: 
	1. Employee/Dependent 
	The benefits of the plan that covers the person as an employee or Subscriber are determined before those of the plan that covers the person as a Dependent. 
	2. Dependent Children 
	i. Dependent Child Whose Parents Are Not Separated or Divorced 
	The order of benefits is determined as follows: 
	1) The benefits of the plan of the parent whose birthday falls earlier in a year are determined before those of the plan of the parent whose birthday falls later in that year; but, 
	2) If both parents have the same birthday, the benefits of the plan that covered the parent longer are determined before those of the plan that covered the other parent for a shorter period of time; 
	3) However, if the other plan does not have the rule described in (1) above, but instead has a rule based upon the gender of the parent, and if, as a result, the plans do not agree on the order of benefits, the other plan will determine the order of benefits. 
	ii. Dependent Child/Separated or Divorced Parents 
	Unless a court order, of which HPHC has knowledge of, specifies one of the parents as responsible for the health care benefits of the child, the order of benefits is determined as follows: 
	1) First the plan of the parent with custody of the child; 
	2) Then, the plan of the spouse of the parent with custody of the child; 
	3) Finally, the plan of the parent not having custody of the child. 
	3. Active Employee or Retired or Laid-Off Employee 
	The benefits of a plan that covers the person as an active employee or as a dependent of an active employee are determined before those of the plan that covers the person as an individual who is retired 
	4. COBRA or State Continuation 
	The benefits of a plan that covers the person as an employee, member, subscriber or retiree, or as a dependent thereof, are determined before those of the plan that covers the person as an individual under COBRA or other right to continuation of coverage under state or federal law. 
	5. Longer/Shorter Length of Coverage 
	If none of the above rules determines the order of benefits, the benefits of the plan that covered the employee, Member or Subscriber longer are determined before those of the plan that covered that person for the shorter time. 
	If you are covered by a Health Benefit Plan that does not have provisions governing the coordination of benefits between plans, that plan will be the primary plan. 
	B. PROVIDER PAYMENT WHEN PLAN COVERAGE IS SECONDARY 
	When your Plan coverage is secondary to your coverage under another Health Benefit Plan, payment to a provider of services may be suspended until the provider has properly submitted a claim to the primary plan and the claim has been paid, in whole or in part, or denied by the primary plan. The Plan may recover any payments made for services in excess of the Plan’s liability as the secondary plan, either before or after payment by the primary plan. 
	C. WORKERS’ COMPENSATION/GOVERNMENT PROGRAMS 
	If HPHC has information indicating that services provided to you are covered under Workers’ Compensation, Employer’s liability or other program of similar purpose, or by a federal, state or other government agency, payment may be suspended for such services until a determination is made whether payment will be made by such program. If payment is made for services for an illness or injury covered under Workers’ Compensation, Employer’s liability or other program of similar purpose, or by a federal, state or 
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	D. SUBROGATION AND REIMBURSEMENT FROM RECOVERY 
	Subrogation is a means by which health plans recover expenses of services where a third party is legally responsible or alleged to be legally responsible for a Member’s injury or illness. 
	If another person or entity is, or is alleged to be, liable to pay for services related to a Member’s illness or injury which have been paid for or provided by the Plan, the Plan will be subrogated and succeed to all rights to recover against such person or entity for the value of the services paid for or provided by the Plan. The Plan will also have the right to be reimbursed from any recovery a Member obtains from such person or entity for the value of the services paid for or provided by the Plan. The Pl
	To enforce its subrogation and reimbursement rights under this Handbook, the Plan will have the right to take legal action, with or without your consent, against any party to secure reimbursement from the recovery for the value of services provided or paid for by the Plan for which such party is, or is alleged to be, liable. 
	Nothing in this Handbook will be construed to limit the Plan’s right to utilize any remedy provided by law to enforce its rights to subrogation under this Handbook. 
	E. MEDICAL PAYMENT POLICIES 
	For Members who are entitled to coverage under the medical payment benefit of a boat, homeowners, hotel, restaurant, or other insurance policy, or the first $2,000 of Personal Injury Protection (PIP) coverage (or $8,000 for self-funded plans), such coverage shall become primary to the coverage under this Benefit Handbook for services rendered in connection with a covered loss under that policy. For Members who are entitled to coverage under (1) a medical payment policy, or (2) Personal Injury Protection (PI
	F. MEMBER COOPERATION 
	You agree to cooperate with the Plan in exercising its rights of subrogation and coordination of benefits. Such cooperation will include, but not be limited to, 
	a) the provision of all information and documents requested by the Plan, b) the execution of any instruments deemed necessary by the Plan to protect its rights, c) the prompt assignment to the Plan of any monies received for services provided or paid for by the Plan, and d) the prompt notification to the Plan of any instances that may give rise to the Plan's rights. You further agree to do nothing to prejudice or interfere with the Plan's rights to subrogation or coordination of benefits. 
	If you fail to perform the obligations stated in this subsection, you shall be rendered liable to the Plan for any expenses the Plan may incur, including reasonable attorneys fees, in enforcing its rights under this Handbook. 
	G. THE PLAN'S RIGHTS 
	Nothing in this Handbook shall be construed to limit the Plan's right to utilize any remedy provided by law to enforce its rights to subrogation or coordination of benefits under this agreement. 
	H. MEMBERS ELIGIBLE FOR MEDICARE 
	When a Member is enrolled in Medicare and receives Covered Benefits that are eligible for coverage by Medicare as the primary payor, the claim must be submitted to Medicare before payment by the Plan. The Plan will be liable for any amount eligible for coverage that is not paid by Medicare. The Member shall take such action as is required to assure payment by Medicare, including presenting his or her Medicare card at the time of service. 
	For a Member who is eligible for Medicare by reason of End Stage Renal Disease, the Plan will be the primary payor for Covered Benefits during the "coordination period" specified by federal regulations at 42 CFR Section 411.162. Thereafter, Medicare will be the primary payor. When Medicare is primary, the Plan will pay for services only to the extent payments would exceed what would be payable by Medicare. 
	X. Plan Provisions and Responsibilities 
	A. IF YOU DISAGREE WITH RECOMMENDED TREATMENT 
	You enroll in the Plan with the understanding that Plan Providers are responsible for determining treatment appropriate for your care. You may disagree with the treatment recommended by Plan Providers for personal or religious reasons. You may demand treatment or seek conditions of treatment that Plan Providers judge to be incompatible with proper medical care. In the event of such a disagreement, you have the right to refuse the recommendations of Plan Providers. In such a case, the Plan shall have no furt
	Nothing in this subsection shall be deemed to provide benefits for any product or service not expressly stated as a Covered Benefit under this Plan. 
	B. LIMITATION ON LEGAL ACTIONS 
	Any legal action against the Plan for failing to provide Covered Benefits must be brought within two years of the initial denial of any benefit. 
	C. ACCESS TO INFORMATION 
	You agree that, except where restricted by law, HPHC and the Plan Sponsor may have access to (1) all health records and medical data from health care providers providing services covered under this Handbook and 
	(2) information concerning health coverage or claims from all providers of motor vehicle insurance, medical payment policies, home-owners' insurance and all types of Health Benefit Plans. HPHC and the Plan Sponsor will comply with all laws restricting access to special types of medical information including, but not limited to, HIV test data, and substance use disorder rehabilitation and mental health and substance use disorder treatment records. Information from a Member's medical record and information ab
	• use in connection with the delivery of care under this Handbook or in the administration of this 
	quality assurance; 
	You can obtain a copy of HPHC Notice of Privacy Practices through the Harvard Pilgrim website, or by calling the Member Services Department at 1-888-333-4742. 
	D. SAFEGUARDING CONFIDENTIALITY 
	HPHC values individuals’ privacy rights and is committed to safeguarding protected health information (PHI) and personal information (PI). To support this commitment, HPHC has established a number of Privacy and Security policies, including those describing the administration of its privacy and security programs, requirements for staff training, and permitted uses and disclosures of PHI and PI. We may collect, use, and disclose financial and medical information about you when doing business with you or with
	You can request a copy of the Notice of Privacy Practices by calling the Member Services Department at 1-888-333-4742 or through the Harvard Pilgrim website, . 
	E. NOTICE 
	Any Member mailings, including but not limited to, notices, plan documents, invoices, and Activity Statements will be sent to the Member’s last address on file with HPHC. It is the Member’s responsibility to notify HPHC of an address change to ensure mailed materials are sent to the appropriate address. HPHC is not responsible for mailed materials being sent to the incorrect address if a Member has not updated his/her 
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	address with HPHC prior to the materials being mailed out. Notice to HPHC, other than a request for a Member appeal, should be sent to: 
	HPHC Member Services Department 1 Wellness Way Canton, MA 02021 
	For the addresses and telephone numbers for filing appeals, please see section VI. Appeals and Complaints. 
	F. MODIFICATION OF THIS HANDBOOK 
	This Benefit Handbook, Schedule of Benefits, Prescription Drug Brochure (if applicable), and any applicable riders or amendments comprise the entire Plan as agreed to by HPHC and the Plan Sponsor. They can only be amended by HPHC and the Plan Sponsor as stated below. No other action by HPHC or the Plan Sponsor, including the deliberate non-enforcement of any benefit limit, shall be deemed to waive or alter any part of these documents. 
	This Benefit Handbook, Schedule of Benefits, Prescription Drug Brochure (if applicable), and any applicable riders may be amended by agreement, in writing, between HPHC and the Plan Sponsor or, if required by law, by HPHC upon written notice to the Plan Sponsor. Amendments do not require the consent of Members. 
	G. HPHC’S RELATIONSHIP WITH PLAN PROVIDERS 
	HPHC’s relationship with Plan Providers is governed by separate agreements. They are independent contractors. Such Plan Providers may not modify this Handbook or Schedule of Benefits, Prescription Drug Brochure, and any applicable riders, or create any obligation for the Plan. We are not liable for statements about this Handbook by them, their employees or agents. HPHC may change our arrangements with Plan Providers, including the addition or removal of Plan Providers, without notice to Members. 
	H. WELLNESS INCENTIVES 
	As a Member of the Plan, you may be able to receive incentives for participation in wellness and health improvement programs. The Plan may provide incentives, including reimbursement for certain fees that you pay for when participating in fitness or weight loss programs, or other wellness incentive programs. The award of incentives is not contingent upon the outcome of the wellness or health improvement program. Please visit our website at 
	I. IN THE EVENT OF A MAJOR DISASTER 
	HPHC will try to provide or arrange for services in the case of a major disaster. This might include war, riot, epidemic, public emergency, or natural disaster. Other causes include the partial or complete destruction of our facility(ies) or the disability of service providers. If the Plan cannot provide or arrange services due to a major disaster, it is not responsible for the costs or outcome of this inability. 
	J. EVALUATION OF NEW TECHNOLOGY 
	The Plan has dedicated staff that evaluates new diagnostics, testing, interventional treatment, therapeutics, medical/behavioral therapies, surgical procedures, medical devices and drugs as well as ones with new applications. The team manages the evidence-based evaluation process from initial inquiry to final policy recommendation in order to determine whether it is an accepted standard of care or if the status is Experimental, Investigational or Unproven. The team researches the safety and effectiveness of
	The team presents its recommendations to internal policy committees responsible for making decisions regarding coverage of the new technology under the Plan. 
	K. UTILIZATION REVIEW PROCEDURES 
	HPHC uses the following utilization review procedures to evaluate the Medical Necessity of selected health care services using clinical criteria, and to facilitate clinically appropriate, cost-effective management of 
	BENEFIT HANDBOOK | 57 
	your care. This process applies to guidelines for both physical and mental health services. 
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	Active case management and discharge planning 
	is incorporated as part of the concurrent review 
	process and may also be provided upon the 
	request of your Plan Provider. 
	• Retrospective Utilization Review. Retrospective utilization review may be used in circumstances where services were provided before authorization was obtained. This will include the review of emergency medical admissions for appropriateness of level of care. 
	If you wish to determine the status or outcome of a clinical review decision you may call the Member Services Department toll free at 1-888-333-4742. For information about decisions concerning mental health and substance use disorder treatment, you may call the Behavioral Health Access Center at 1-888-777-4742. 
	In the event of an adverse determination involving clinical review, your treating provider may discuss your case with a physician reviewer or may seek reconsideration from HPHC. The reconsideration will take place within one working day of your provider's request. If the adverse determination is not reversed on reconsideration you may appeal. Your appeal rights are described in section VI. Appeals and Complaints. Your right to appeal does not depend on whether or not your provider sought reconsideration. 
	L. QUALITY ASSURANCE PROGRAMS 
	HPHC has quality controls in place guided by the National Committee for Quality Assurance (NCQA). Our Quality Assurance programs are designed and implemented to ensure consistently excellent health plan services to our Members. Key Quality Assurance programs include: 
	most current evidence-based standards, to assist clinicians by providing an analytical framework for the evaluation and treatment of common health conditions. 
	us/quality. 
	M. PROCEDURES USED TO EVALUATE EXPERIMENTAL/INVESTIGATIONAL DRUGS, DEVICES, OR TREATMENTS 
	HPHC uses a standardized process to evaluate inquiries and requests for coverage received from internal and/or external sources, and/or identified through authorization or payment inquiries. The evaluation process includes: 
	Decisions are formulated into recommendations for changes in policy, and forwarded to our management for review and final implementation decisions. 
	N. PROCESS TO DEVELOP MEDICAL NECESSITY GUIDELINES AND UTILIZATION REVIEW CRITERIA 
	HPHC uses Medical Necessity Guidelines to make fair and consistent utilization management decisions. Criteria and guidelines are developed in accordance with standards established by The National Committee for Quality Assurance (NCQA), and reviewed (and revised, if needed) at least annually, or more often if needed to accommodate current standards of practice. This process applies to clinical criteria for both physical and mental health services. 
	For example, HPHC uses the nationally recognized InterQual criteria to review elective surgical day procedures, and services provided in acute care hospitals. InterQual criteria are developed through the evaluation of current national standards of medical practice with input from physicians and clinicians in medical academia and all areas of active clinical practice. InterQual criteria are reviewed and revised annually. 
	Medical Necessity Guidelines used to review other services are also developed with input from physicians and other clinicians with expertise in the relevant clinical area. The development process includes review of relevant clinical literature and local standards of practice. 
	O. NON-ASSIGNMENT OF BENEFITS 
	You may not assign or transfer your rights to benefits, monies, claims or causes of action provided under this Plan to any person, health care provider, company or other organization without the written consent from Harvard Pilgrim. Additionally, you may not assign any benefits, monies, claims, or causes of action resulting from a denial of benefits without the written consent from Harvard Pilgrim. 
	P. NEW TO MARKET DRUGS 
	New prescription drugs that are introduced into the market are reviewed by the Plan prior to coverage to ensure that the drug is safe and effective. New to market drugs will be reviewed by Harvard Pilgrim’s Medical Policy Department and New Technology Assessment Committee or Pharmacy Services Department along with the Pharmacy and Therapeutics Committee within the first 180 days of their introduction to the market. If the new to market drug is covered by the Plan, Prior Authorization and coverage limitation
	Please Note: Not all Plans provide coverage for outpatient prescription drugs through Harvard Pilgrim. If your Plan does not provide coverage for outpatient prescription drugs through Harvard Pilgrim, coverage under this benefit handbook is limited to Medical Drugs. If your Plan provides coverage for outpatient prescription drugs through Harvard Pilgrim, please refer to your prescription drug brochure for additional information. 
	Q. PAYMENT RECOVERY 
	If we determine that benefit payments under the Plan were made erroneously, we reserve the right to (1) seek recovery of such payments from the Provider or Member to whom the payments were made, and 
	(2) offset subsequent benefit payments to a Provider (regardless of payment source) or Member by the amount of any such overpayment. 
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	XI. MEMBER RIGHTS & RESPONSIBILITIES 
	Members have a right to receive information about HPHC, its services, its practitioners and providers, and Members’ rights and responsibilities. Members have a right to be treated with respect and recognition of their dignity and right to privacy. 
	Members have a right to participate with practitioners in decision-making regarding their health care. Members have a right to a candid discussion of appropriate or medically necessary treatment options for their conditions, regardless of cost or benefit coverage. 
	Members have a right to voice complaints or appeals about HPHC or the care provided. 
	Members have a right to make recommendations regarding the organization’s members’ rights and responsibilities policies. Members have a responsibility to provide, to the extent possible, information that HPHC and its practitioners and 
	providers need in order to care for them. 
	Members have a responsibility to follow the plans and instructions for care that they have agreed on with their practitioners. Members have a responsibility to understand their health problems and participate in developing mutually 
	agreed upon treatment goals to the degree possible. 
	Harvard Pilgrim Health Care, Inc. 
	1 Wellness Way Canton, MA 02021–1166 1–888–333–4742 




