PART D: ADDITIONAL RULES AND INFORMATION APPLICABLE TO
MEDICAL BENEFITS

SUMMARY OF MEDICAL BENEFITS
FOR THE
SEIU HEALTHCARE PENNSYLVANIA
HEALTH AND WELFARE PLAN

NOTE: This Booklet supplements, and is considered “PART D” of, your “Summary Plan
Description” Booklet from the Plan. If you have not received or have lost any other portion of
your Summary Plan Description, contact the Plan’s Contract Administrator, MCA Administrators,
Inc., at 1-800-877-6490.
This managed care plan may not cover all of your health care expenses.
Read your SPD, including Part A applicable to all types of benefits, and
this Part D carefully to determine which health care services are
covered. If you have any questions, please contact your Member
Service Representative at the toll-free number on your I.D. Card or the
Plan’s Contract Administrator
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PART D: ADDITIONAL RULES AND INFORMATION APPLICABLE TO
MEDICAL BENEFITS
SECTION 1
SUMMARY OF BENEFITS (“BENEFITS CHART”)
The Benefit Chart, or grid, beginning on Page D-2 is intended to provide a useful quickreference summarization of some of the key terms of the Plan’s Medical Benefits Program,
including amounts of deductibles and co-pays, about which questions are commonly asked by
Participants. In order to fully understand the applicable rules, however, it is important that you
read the detailed summaries of the actual rules in Part A and in the rest of this Part D of the
Summary Plan Description (“SPD”).
The Plan also annually provides, separate from this SPD, a “Summary of Benefits and
Coverage” (“SBC”) in a format prescribed by the Affordable Care Act and regulations
thereunder. That SBC is designed to provide a concise summary of key information about the
health plan benefits and coverage in a standardized presentation that makes it easier for
consumers to understand and compare different coverage options. If you did not receive, or
need another copy of, the most current SBC, please contact the Plan’s Contract Administrator,
MCA Administrators, Inc., at the telephone number or address on the front cover of your
Summary Plan Description as well as in Section 2 of this Part D.
NOTE: As is more fully explained in Part A, Section 2 of this SPD, the SEIU Healthcare
Pennsylvania Health and Welfare Plan’s (“Plan”) medical benefits administered for the Plan by
Highmark Blue Cross/Blue Shield (“Highmark”) are “self-insured” (i.e. fully funded by the Plan
out of the Plan’s Trust Assets). Such benefits are not insured under an insurance policy.
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Summary of Community Blue PPO Benefits
Plan B
On the chart below, you'll see what your plan pays for specific services. You may be responsible for a facility fee, clinic charge or
similar fee or charge (in addition to any professional fees) if your office visit or service is provided at a location that qualifies as a
hospital department or a satellite building of a hospital.

SEIU Healthcare Pennsylvania Health & Welfare Plan (Plan B)

Benefit
Deductible (See Footnote #1)
Individual
Family
Payment Level/Coinsurance
Out-of-Pocket Maximums
Lifetime Maximum
Total Maximum Out of Pocket
(Includes
deductible, coinsurance, copays and other
qualified medical expenses, Network only) Once
met, plan pays 100% of covered services for the
rest of the benefit period.
Individual
Family
Physician Office Visits
Preventive Care
Adult
Routine physical exams
Adult immunizations
Routine gynecological exams, including a
PAP Test
Mammograms, as required
Diagnostic services and procedures
Pediatric
Routine physical exams
Pediatric immunizations
Emergency Room Services
Ambulance
Hospital Expenses
Inpatient
Outpatient
Maternity
Infertility Counseling, Testing and Treatment
(See Footnote #2)
Assisted Fertilization Procedures
Medical/Surgical Expenses
(Except Office Visits)
Spinal Manipulations

Diagnostic Services
(Lab, X-Ray and other tests)
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Network

Out-of-Network

$350
$700
90% after deductible until out-of-pocket
maximum is met; then 100%
$500 Individual
$1,500 Family

$500
$1,500
50% after deductible until out-of-pocket
maximum is met; then 100%
$3,000 Individual
$9,000 Family

Unlimited

Unlimited

$6350
$12,700
100% after $20 copayment

NA
50% after deductible

100% (deductible does not apply)
100% (deductible does not apply)
100% (deductible does not apply)

Not Covered
50% after deductible
50% (deductible
does not apply)
50% after deductible
50% after deductible

100% (deductible does not apply)
100% (deductible does not apply)
100% (deductible does not apply)
100% (deductible does not apply)

Not Covered
50% (deductible
does not apply)
90% after deductible after $100 copayment
(waived if admitted)
90% after in-network deductible
50% after deductible
90% after deductible
90% after deductible
90% after deductible
90% after deductible

50% after deductible
50% after deductible
50% after deductible
50% after deductible
Not Covered

90% after deductible

50% after deductible

90% after deductible

50% after deductible
Limit: 20 visits/calendar year

90% after deductible

50% after deductible
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Benefit
Physical Medicine
Speech Therapy
Occupational Therapy
Durable Medical Equipment, Orthotics and
Prosthetics
Skilled Nursing Facility Care
Home Health Care
Private Duty Nursing
Hospice
Mental Health
Inpatient
Outpatient
Substance Abuse (PA Mandated Benefit)
Inpatient
Detoxification
Rehabilitation
Outpatient
Precertification Requirements

Network

Out-of-Network

90% after deductible
90% after deductible
90% after deductible
90% after deductible

50% after deductible
50% after deductible
50% after deductible
50% after deductible

90% after deductible
90% after deductible
90% after deductible
90% after deductible

50% after deductible
50% after deductible
50% after deductible
50% after deductible

90% after deductible
90% after deductible

50% after deductible
50% after deductible

90% after deductible
90% after deductible
90% after deductible
Performed by Provider

50% after deductible
50% after deductible
50% after deductible
Performed by Member
(See Footnote #3)

QUESTIONS? Call 1-800-215-7865
Footnotes:

(1) For Plan Years 2014 and 2015, if the wellness program criterion is met by October 31 of
the preceding Plan Year then the in network deductible will be $0 for individual and $0
for family.
(2) Treatment includes coverage for the correction of a physical or medical problem
associated with infertility. Infertility drug therapy may or
may not be covered
depending on your groups’ prescription drug program.
(3) Member is required to contact Highmark Health Care Management Services prior to a
planned inpatient admission or within 48 hours of an emergency or maternity—related
admission. If this does not occur and it is later determined that all or part of the inpatient
stay was not medically necessary or appropriate, the patient will be responsible for
payment of any costs not covered.
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SECTION 2
INTRODUCTION
The medical benefits described in this Part D of the SPD (including the “Blue Cross Booklet”
that is attached at Section 8 of this Part D) apply only to certain Participants of the SEIU
Healthcare Pennsylvania Health and Welfare Plan (hereinafter referred to as the “Plan”). It
applies to those Participants who are in a “Benefit Class” which, under the terms of the Plan,
includes coverage in the Plan’s Preferred Provider Organization medical benefits program
(hereinafter “PPO”), which is administered for the Plan on a self-insured basis by Highmark, and
who are eligible under the Plan’s rules for the specific tier of benefits (e.g., “Plan A,” “Plan B,”
etc.) noted in the Benefits Chart included in Section 1 of this Part D and at page “i” of Part A of
this Summary Plan Description (“SPD”).
This “Part D” is part of, and must always be used together with, your full SPD from the Plan.
It is important for you to understand that the rules, exclusions, and limitations explained in Part
A of the SPD apply to all types of benefits under the Plan, including the medical benefits
described in this Part D. In order for you to determine your Benefit Class and what benefit
coverages are applicable to you, you will need to refer to page “i” of your SPD.
IMPORTANT NOTE: You should have received your full SPD, together with all amendments
since the publication of that document, at the time you became enrolled in the Plan. If you have
not received your full SPD, and have received this Part D separately, or if you have lost the
main part of your SPD, you should immediately contact the Plan’s Contract Administrator.
The name, address and telephone number of the Plan’s Contract administrator are as follow:
MCA Administrators, Inc.
Gateway Corporate Center, Suite 400
6345 Flank Drive, P.O. Box 6250
Harrisburg, PA 17112
Toll Free: 1-800-877-6490
The PPO Program provided under the Plan is a self-insured, managed health care program that
is administered for the Plan by Highmark under the terms of an Agreement between the Plan
and Highmark. The address of Highmark is as follows:
Highmark Blue Cross Blue Shield
Fifth Avenue Place
120 Fifth Avenue
Pittsburgh, PA 15222-3099
SECTION 3
HOW YOUR BENEFITS ARE APPLIED
To help you understand your coverage and how it works, here’s an explanation of some benefit
terms found in your Summary of Benefits (in Section 1) and throughout this Part D.
Benefit Period
The specified period of time during which charges for covered services must be incurred in
order to be eligible for payment by your program. A charge shall be considered incurred on the
date you receive the service or supply for which the charge is made.
{L0559410.5}
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Your Benefit Period is a calendar year (also known as the “Plan Year”) starting on January 1.
Medical Sharing Provisions
Cost-sharing is a requirement that you pay part of your expenses for covered services. The
terms "copayment," "deductible" and "coinsurance" describe methods of such payment.
Coinsurance
The coinsurance is the specific percentage of the provider's reasonable charge for covered
services that is your responsibility. You may be required to pay any applicable coinsurance at
the time you receive care a provider. Refer to the Plan Payment Level in your Summary of
Benefits for the percentage amounts paid by the program.
Copayment
The copayment for certain covered services is the specific, upfront dollar amount which is
deducted from the provider's reasonable charge and is your responsibility. You may be
responsible for multiple copayments per visit. See your Summary of Benefits in Section 1 of this
Part D of the SPD for the copayment amounts.
Deductible
The deductible is a specified dollar amount you must pay for covered services each benefit
period before the program begins to provide payment for benefits. See the Summary of Benefits
in Section 1 above for the deductible amount. You may be required to pay any applicable
deductible at the time you receive care from a provider.
If your group changes its terms of coverage under this Plan (such as from “Plan A” to “Plan B”
tier benefits) during your benefit period, the amount you paid toward “Your Deductible” during
the last partial benefit period for services covered under your prior level of coverage will be
applied to the network and out-of-network deductible of the initial partial benefit period under the
new level.
Family Deductible
For a family with several covered dependents, the deductible you pay for all covered family
members, regardless of family size, is specified under family deductible. To reach this total, you
can count the expenses incurred by three or more covered family members. However, the
deductible contributed towards the total by any one covered family member will not be more
than the amount of the individual deductible. If one family member meets the individual
deductible and needs to use benefits, the program would begin to pay for that person's covered
services even if the deductible for the entire family has not been met.
When two or more covered family members are injured in the same accident, only one
deductible will be applied to the aggregate of such charges.
Out-of-Pocket Limit
The out-of-pocket limit refers to the specified dollar amount of coinsurance incurred for covered
services in a benefit period. When the specified dollar amount is attained, your program begins
to pay 100% of all covered expenses. See your Summary of Benefits Chart in Section 1 of this
Part D for the out-of-pocket limit. The out-of-pocket limit does not include copayments,
deductibles, mental health/substance abuse expenses, or amounts in excess of the provider’s
reasonable charge.
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Family Out-of-Pocket Limit
The family out-of-pocket limit refers to the amount of coinsurance incurred by you or your
covered family members for covered services received in a benefit period (i.e. calendar year).
Once all covered family members have incurred an amount equal to the family out-of-pocket
limit, claims received for all covered family members during the remainder of the benefit period
will be payable at 100% of the provider's reasonable charge.
If your group changes group health care expense coverage under this Plan (such as from “Plan
B” to “Plan A” tier benefits) during your benefit period, the amount you paid toward your out-ofpocket limit during the last partial benefit period for services covered under your prior coverage
level will be applied to the network and out-of-network (combined) out-of-pocket limit of the
initial partial benefit period under the new tier of group coverage under the Plan.
SECTION 4
BLUE CROSS IDENTIFICATION CARD
The Blue Cross and Blue Shield symbols on your identification (ID) card are recognized
throughout the country and around the world. Carry your ID card with you at all times, destroy
any previously issued cards, and show this card to the hospital, doctor, pharmacy, or other
health care professional whenever you need medical care.
If your card is lost or stolen, please contact Highmark Member Service immediately. You can
also request additional or replacement cards online by logging onto www.highmarkbcbs.com. or
by contacting the Contract Administrator.
SECTION 5
HOW TO FILE A MEDICAL CLAIM
If you receive services from a network provider, you will not have to file a claim. If you
receive services from an out-of-network provider, you may be required to file the claim yourself.
The procedure for out-of-network claims is simple. Just take the following steps:
 Know Your Benefits. Review this information to see if the services you received are eligible
under your medical program.
 Get an Itemized Bill. Itemized bills must include:


The name and address of the service ;



The patient’s full name;



The date of service or supply;



A description of the service or ;



The amount charged;



The diagnosis or nature of illness;



For durable medical equipment, the doctor’s certification;



For private duty nursing, the nurse’s license number, charge per day and shift worked,
and signature of provider prescribing the service; and



For ambulance services, the total mileage.

Please note: If you’ve already made payment for the services you received, you must also
submit proof of payment (receipt from the provider) with your claim form. Cancelled checks,
cash register receipts, or personal itemizations are not acceptable as itemized bills.
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Copy Itemized Bills. You must submit originals, so you may want to make copies for your
records. Once your claim is received, itemized bills cannot be returned.



Complete a Claim Form. Make sure all information is completed properly, and then sign
and date the form. Claim forms are available from the Plan’s Contract Administrator, MCA
Administrators, Inc., whose contact information is on the front of your SPD, or by calling the
Highmark Member Service telephone number on the back of your ID card.



Attach Itemized Bills to the Claim Form and Mail. After you complete the above steps,
attach all itemized bills to the claim form and mail everything to the address on the back of
your ID card.

Remember: Multiple services for the same family member can be filed with one claim
form. However, a separate claim form must be completed for each member.
Your claims must be submitted within one year from the date of service.
Your Explanation of Benefits Statement
Once your claim is processed, you will receive an Explanation of Benefits (EOB) statement from
Blue Cross. This statement lists such things as the provider’s charge; allowable amount;
copayment; deductible and coinsurance amounts, if any, you are required to pay; total benefits
payable; and the total amount you owe.
SECTION 6
APPEAL PROCEDURES REGARDING MEDICAL CLAIMS
PLEASE NOTE THAT THE APPEAL PROCEDURE SET FORTH IN THIS PART D, SECTION
6, APPLIES SOLELY TO ADVERSE DETERMINATIONS OF CLAIMS FOR MEDICAL
BENEFITS. APPEALS RELATING TO THE ISSUE OF WHETHER AN INDIVIDUAL IS
ELIGIBLE TO BE COVERED UNDER THE HEALTH AND WELFARE PLAN, OR UNDER A
SPECIFIC BENEFIT CLASS, ARE DECIDED BY THE BOARD OF TRUSTEES OF THE PLAN
AND ARE GOVERNED BY THE RULES SET FORTH IN PART A, SECTION 23 OF THE
SUMMARY PLAN DESCRIPTION.
The Plan’s Medical Benefits Program through Highmark Blue Cross Blue Shield maintains a
procedure for appealing adverse determinations of Medical Benefits claims involving two (2)
levels of review by Highmark with the exception of Urgent Care Claims (which involve a single
level of review). You must timely pursue these two levels (or, in the case of Urgent Care
Claims, one level) of internal appeal(s) or the Adverse Benefit Determination will be considered
final, and your failure to exhaust these mandatory levels or appeal may affect your ability to
pursue an action in court against the Plan for benefits. In addition, if you are dissatisfied with
the results of the last available step(s) of the Highmark appeal procedure, you have the right to
have the denial reviewed by an external Independent Review Organization as is explained in
Paragraph C of this section, or may, at your option, appeal the final decision of Highmark to the
SEIU Healthcare Pennsylvania Health and Welfare Plan’s Board of Trustees in accordance with
the Rules noted below in Paragraph D of this Section.
At any time during the Highmark appeal process, you may choose to designate a representative
to participate in the appeal process on your behalf. You or your representative shall notify
Highmark in writing of the designation.
For purposes of the appeal process, “you” includes designees, legal representatives and, in the
case of a minor, parent(s) entitled or authorized to act on the minor’s behalf.
{L0559410.5}
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Highmark and the Plan reserve the right to establish reasonable procedures for determining
whether an individual has been authorized to act on your behalf. Such procedures shall, in the
case of an Urgent Care Claim, permit your physician or other provider of health care with
knowledge of your medical condition to act as your representative.
At any time during the appeal process, you may contact the Member Service Department at the
toll-free number listed on your Identification Card to inquire about the filing or status of your
appeal.
A.

Initial Review By Highmark

If you receive notification that a claim has been denied by Highmark, in whole or in part, you
may appeal the decision. Your appeal must be submitted not later than 180 days from the date
you received notice from Highmark of the adverse benefit determination.
Upon request to Highmark, you may review all documents, records and other information
relevant to the claim which is the subject of your appeal and shall have the right to submit any
written comments, documents, records, information, data or other material in support of your
appeal.
A representative from the Appeal Review Department will review the initial appeal. The
representative will be a person who was not involved in any previous adverse benefit
determination regarding the claim that is the subject of your appeal and will not be the
subordinate of any individual that was involved in any previous adverse benefit determination
regarding the claim that is the subject of your appeal.
In rendering a decision on your appeal, the Appeal Review Department will take into account all
comments, documents, records, and other information submitted by you without regard to
whether such information was previously submitted to or considered by Highmark. The Appeal
Review Department will also afford no deference to any previous adverse benefit determination
regarding the claim that is the subject of your appeal.
In rendering a decision on an appeal that is based, in whole or in part, on medical judgment,
including a determination of whether a requested benefit is medically necessary and appropriate
or experimental/investigative, the Appeal Review Department will consult with a health care
professional who has appropriate training and experience in the field of medicine involved in the
medical judgment. The health care professional will be a person who was not involved in any
previous adverse benefit determination regarding the claim that is the subject of your appeal
and will not be the subordinate of any person involved in a previous adverse benefit
determination regarding the claim that is the subject of your appeal.
Your appeal will be promptly investigated and Highmark will provide you with written notification
of its decision within the following time frames:


When the appeal involves a non-urgent care pre-service claim, within a reasonable
period of time appropriate to the medical circumstances not to exceed 30 days following
receipt of the appeal;



When the appeal involves an urgent care claim, as soon as possible taking into account
the medical exigencies involved but not later than 72 hours following receipt of the
appeal; or
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When the appeal involves a post-service claim, within a reasonable period of time not to
exceed 30 days following receipt of the appeal.

In the event Highmark renders an adverse benefit determination on your appeal, the notification
shall include, among other items, the specific reason or reasons for the adverse benefit
determination, the procedure for appealing the decision and, in the case of an adverse benefit
determination involving a pre-service claim, a statement regarding your right to pursue legal
action in accordance with §502 of the Employee Retirement Income Security Act of 1974
(ERISA).
Your decision to proceed with a second level review of a pre-service claim (other than an urgent
care claim, which involves one level of review) is voluntary. In other words, you are not required
to pursue the second level review of a pre-service claim before pursuing a claim for benefits in
court under § 502 of ERISA. Should you elect to pursue the second level review before filing a
claim for benefits in court, the Plan:

B.



Will not later assert in a court action under § 502 of ERISA that you failed to exhaust
administrative remedies (i.e. that you failed to proceed with a second level review) prior
to the filing of the lawsuit;



Agrees that any statute of limitations applicable to the claim for benefits under § 502 of
ERISA will not commence (i.e. run) during the second level review; and



Will not impose any additional fee or cost in connection with the second level review.



If you have further questions regarding second level reviews of pre-service claims, you
should contact Member Service using the telephone number on your ID card.
Second Level Review by Highmark

If you are dissatisfied with the decision following the initial review of your appeal (other than the
review of an urgent care claim), you may request to have the decision further reviewed by
Highmark. The request to have the decision reviewed must be submitted in writing (or
communicated orally under special circumstances) within 45 days from the date of an adverse
benefit determination.
Upon request to Highmark, you may review all documents, records and other information
relevant to the claim which is the subject of your appeal and shall have the right to submit any
written comments, documents, records, information, data or other material in support of your
appeal.
A representative from the Appeal Review Department will review your second level appeal. The
representative will be an individual who was not involved in any previous adverse benefit
determination regarding the matter under review and will not be the subordinate of any
individual that was involved in any previous adverse benefit determination regarding the matter
under review.
In rendering a decision on the second level appeal, the Appeal Review Department will take into
account all comments, documents, records, and other information submitted by you without
regard to whether such information was previously submitted to or considered by Highmark. The
Appeal Review Department will also afford no deference to any previous adverse benefit
determination regarding the matter under review.
{L0559410.5}
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In rendering a decision on a second level appeal that is based, in whole or in part, on medical
judgment, including a determination of whether a requested benefit is medically necessary and
appropriate or experimental/investigative, the Appeal Review Department will consult with a
health care professional who has appropriate training and experience in the field of medicine
involved in the medical judgment. The health care professional will be a person who was not
involved in any previous adverse benefit determination regarding the matter under review and
will not be the subordinate of any person involved in a previous adverse benefit determination
regarding the matter under review.
Your second level appeal will be promptly investigated and Highmark will provide you with
written notification of its decision within the following time frames:


When the appeal involves a non-urgent care pre-service claim, within a reasonable
period of time appropriate to the medical circumstances not to exceed 30 business days
following receipt of the appeal; or



When the appeal involves a post-service claim, within a reasonable period of time not to
exceed 30 days following receipt of the appeal.

In the event Highmark renders an adverse benefit determination on your appeal, the notification
shall include, among other items, the specific reason or reasons for the adverse benefit
determination and, in the case of an adverse benefit determination involving a post-service
claim, a statement regarding your right to pursue legal action in accordance with §502 of the
Employee Retirement Income Security Act of 1974 (ERISA).
C.

External Review Procedures For Medical Claims

If you are unsatisfied with the final internal benefit determination of Highmark Blue Cross on the
appeal regarding your Medical Claims, you, in addition to having the right under ERISA to
pursue an action in court to review that denial, have the right to have your claim reviewed by an
Independent Review Organization (IRO). This External Review Procedure is explained in
Section 23 of Part A of your SPD.
D.

Optional Appeal of Medical Claims Denials to Board of Trustees of the SEIU
Healthcare Pennsylvania Health and Welfare Plan

If you disagree with the Second Level Appeal determination (or First Level Appeal
determination, in the case of Urgent Care Claims) by Highmark in Paragraphs A and B of this
Section 15 you may, at your option, have that determination further reviewed by the Board of
Trustees of the SEIU Healthcare Pennsylvania Health and Welfare Plan. You are not required
to exhaust this optional appeal step, however, in order to pursue a legal action in accordance
with Section 502 of ERISA seeking to have the benefits paid by the Plan, or in order to pursue
the External Review Procedure referred to in Paragraph C above.
To file an optional appeal to the Board of Trustees, you must send or deliver a written statement
to the Plan’s Contract Administrator, MCA Administrators, Inc., at the address on the front of this
Summary Plan Description, stating that you wish to appeal the adverse appeal determination of
Highmark to the Board. The statement must be filed (postmarked or hand delivered) with the
Contract Administrator within 180 days of the receipt of the adverse determination by Highmark
being appealed.

{L0559410.5}

PART D – PAGE D-10

In the event that you choose to appeal the adverse determination to the Board of Trustees, the
Board will have the discretionary power to interpret the rules and terms of the Plan, and in make
factual determinations. In the case of such Optional Appeal to the Board, the Board of Trustees
will follow the same procedures summarized in Part A, Section 23 that it uses for Appeals
relating to Dental Benefit Appeals. As is more fully described in Part A, Section 23 of the
Summary Plan Description, you will have the following rights, among others, under the rules of
the Plan in the event that you exercise the right to pursue an optional appeal to the Board of
Trustees regarding an adverse Medical Benefit appeal decision by Highmark:


Right to a Hearing in Person. You may request a hearing in person before the Board of
Trustees. This request must be set forth in the written appeal filed with the Contract
Administrator. At the hearing, you may present any evidence, through documents or
witnesses, to support the claim for benefits, and may be represented by a lawyer or
other authorized representative.



Right to Submit Evidence. You have the right in the appeal to the Board of Trustees to
submit to the Board documents, records and other information relating to the claim for
benefits, even if such items had not previously been submitted to the Initial Claim
Reviewer.



Right to Receive Information from the Plan. You have the right, upon request and
without charge, to reasonable access to and copies of documents, records and other
information relevant to the claim for benefits.

If you choose to pursue an optional appeal to the Board of Trustees, the Plan agrees that any
statute of limitations applicable to a claim for benefits under § 502 of ERISA will not commence
(i.e. run) during that appeal.
SECTION 7
WELLNESS REWARD INCENTIVE PROGRAMS
(DETERMINED ANNUALLY)
The Board of Trustees beginning with Plan Year 2012 has made available to Participants
covered by Medical Benefits the opportunity to earn wellness rewards designed to promote
healthy lifestyles. The Wellness initiatives are determined on an annual basis by the Board of
Trustees and the specific details of the wellness initiative for a given Plan Year are provided in a
“Summary of Material Modifications” explaining the reward and what is necessary to earn it.
For example, the Plan made available financial incentives in the form of substantial savings in
deductibles of covered employees and their dependents for Plan Year 2014 if the covered
employee participated in 2013 in confidential no-cost “biometric screenings,” involving
cholesterol and triglycerides testing, glucose and blood pressure checks, and height, weight,
and body mass index measurements. Those 2014 financial rewards were earned by covered
employees taking advantage of the Program without regard to the outcome of that testing.
The Wellness Rewards Program is run strictly in accordance with the requirements of federal
laws and regulations governing wellness programs and rewards.
Where appropriate,
alternatives are offered for Participants to earn the rewards. This is all explained in detail in the
annual Summaries of Material Modifications you will receive.
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Although the Board of Trustees is hopeful that it will be able to provide wellness initiatives on an
ongoing basis, what, if any, wellness rewards may be made available from year-to-year is
determined by the Board of Trustees on a discretionary basis.
NOTE: In addition to any specific Wellness Reward Program offered for a given year as a
condition for earning a financial incentive, there are several other wellness resources available
through Highmark Blue Cross to Participants of the Plan covered for Medical Benefits. While
those additional wellness resources, which are available without cost to you and your family, do
not earn you the special Wellness Reward, they represent valuable resources for covered
employees and their covered dependents for achieving more healthy lifestyles. These are
explained in the Blue Cross Booklet incorporated into this Part D at Section 8 of this Part D
under the heading “Make Informed Care Decisions and Live a Healthy Lifestyle.” That
explanation begins on page D-29.
SECTION 8
HIGHMARK COMMUNITY BLUE BOOKLET ATTACHED
A detailed summary of additional information and additional rules applicable to the PPO medical
benefits administered on a self-insured basis for the Plan through Highmark Blue Cross is
contained in the Highmark Blue Cross Community Blue Booklet (referred to in this SPD as the
“Blue Cross Booklet”) that is incorporated into, and considered a part of, this Section 8 of Part D
of this SPD beginning at page D-13 and ending at page D-41.
(If for any reason the Blue Cross Booklet is missing from your copy of this Summary Plan
Description, please notify the Plan’s Contract Administrator immediately, and it will be promptly
provided to you.)
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SEIU Healthcare Pennsylvania
Health & Welfare Plan

Important Information About Your Health Care Benefits

Dear Employee:
Highmark Blue Cross Blue Shield is pleased to offer you health care coverage through Community
Blue, a PPO (Preferred Provider Organization) program.
As a Community Blue member, you enjoy lots of advantages, including:
t

Access to a network of more than 50 community and world-renowned hospitals in
western Pennsylvania, plus thousands across the country.

t

Access to thousands of top-quality physicians, including primary care physicians and
specialists.

t

Freedom to make your own care decisions by going to the network provider you choose.

t

Convenient care with no need for physician referrals.

t

Total support no matter what your health status, including an exceptional range of health
education programs and support, online tools to help you understand your health status and
make real health improvement, and 24-hour access to health decision support.

t

All the advantages of a Blue Plan, including special member discounts and reliable
coverage across the state and around the world!

Take a few minutes to review this information to learn more about Community Blue. We think you’ll be
pleased with all this program offers you!
Sincerely,

Deborah L. Rice - Johnson
Executive Vice President
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ENJOY THE ADVANTAGES OF
COMMUNITY BLUE COVERAGE
Community Blue gives you access to a
large network of providers.
t

:PVDBOSFDFJWFDBSFGSPNthe network
provider of your choice. Community
BlueEPFTOPUSFRVJSFUIBUZPVTFMFDUB
QSJNBSZDBSFQSPWJEFSUPSFDFJWFDPWFSFE
DBSF*OTUFBE JUHJWFTZPVBDDFTTUPB
MBSHFOFUXPSLPGQIZTJDJBOT IPTQJUBMT
BOEPUIFSQSPWJEFST'PSBIJHIFSMFWFMPG
CFOFöUTDPWFSBHF ZPVmustSFDFJWFDBSF
GSPNBOFUXPSLQSPWJEFS

t

5PMPDBUFBOFUXPSLQSPWJEFSOFBSZPV PS
UPMFBSOXIFUIFSZPVSDVSSFOUQIZTJDJBO
JTJOUIFCommunity BlueOFUXPSL HPUP
XXXIJHINBSLCDCTDPNBOEDMJDLPOUIF
i'JOEBEPDUPS IPTQJUBMPSPUIFSNFEJDBM
provider." You can also call myCare
Navigator at 1-888-BLUE-428.

Community Blue gives you control
over your care - No referrals needed
t

Community BlueQVUTZPVJODIBSHFBOE
HJWFTZPVDPOUSPMPWFSZPVSDBSF5IF
QSPHSBNEPFTOPUSFRVJSFZPVPSZPVS
EFQFOEFOUTUPDIPPTFPSSFDFJWFJOJUJBM
DBSFUISPVHIBQSJNBSZDBSFQIZTJDJBO
*OTUFBE ZPVNBZHPEJSFDUMZUPBOJO
OFUXPSLIFBMUIDBSFQSPWJEFS

t

:PVSFDPWFSFEGPSQIZTJDJBOTFSWJDFT 
TQFDJBMUZDBSF IPTQJUBMTFSWJDFTBOE
NPSF8IJMFZPVOFWFSOFFEBSFGFSSBM
GSPNBQSJNBSZDBSFQIZTJDJBO JUTBHPPE
JEFBUPDIPPTFBEPDUPSUPCFDPNFZPVS
iGBNJMZEPDUPSwoUPQSPWJEFZPVSQSJNBSZ
DBSF)FPSTIFXJMMCFCFUUFSBCMFUP
DPPSEJOBUFNFEJDBUJPOTBOEUSFBUNFOUT
TJODFIFPSTIFXJMMIBWFZPVSIFBMUI
IJTUPSZ
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HOW YOUR COMMUNITY BLUE PROGRAM
WORKS
Community BlueMFUTZPVHFUUIFNFEJDBMMZ
OFDFTTBSZBOEBQQSPQSJBUFDBSFZPVOFFE
8IFOZPVPSBDPWFSFEGBNJMZNFNCFSOFFET
NFEJDBMDBSF ZPVDBODIPPTFCFUXFFOUXPMFWFMT
PGIFBMUIDBSFTFSWJDFTNetworkPSOut-ofNetwork
Network Care is care you receive from
providers in the Community Blue network.
5IJTOFUXPSLJODMVEFTQSJNBSZDBSFQSPWJEFSTBOE
BSBOHFPGTQFDJBMJTUT BTXFMMBTIPTQJUBMTBOEB
WBSJFUZPGUSFBUNFOUGBDJMJUJFT
8IFOZPVSFDFJWFIFBMUIDBSFGSPNBCommunity
BlueOFUXPSLQSPWJEFS ZPVFOKPZNBYJNVN
DPWFSBHFBOEDPOWFOJFODF:PVQSFTFOUZPVS
*%DBSEUPUIFQSPWJEFSXIPTVCNJUTZPVSDMBJN
UPUIFMPDBM#MVFQMBO5IFMPDBMQMBOXPSLTXJUI
)JHINBSL#MVF$SPTT#MVF4IJFMEUPFOTVSF
QSPNQUBOEBDDVSBUFDMBJNTQBZNFOU

PLEASE NOTE:"MMJOQBUJFOUIPTQJUBM
DBSF FYDFQUNBUFSOJUZDBSF NVTUCF
QSFDFSUJöFEUPBTTVSFJUJTDPWFSFE"
UPMMGSFFQSFDFSUJöDBUJPOQIPOFOVNCFS
JTJODMVEFEPOUIF*%DBSEZPVXJMM
SFDFJWFBGUFSZPVFOSPMMUPNBLFUIJT
QSFDFSUJöDBUJPODPOWFOJFOU
4PNFQSPHSBNTSFRVJSFNFNCFSTUP
QSFDFSUJGZPUIFSTFSWJDFT TPQMFBTFSFGFS
UPUIFTQFDJöDDPWFSBHFJOGPSNBUJPOZPV
XJMMSFDFJWFBGUFSZPVFOSPMM

is important, in all cases, to check to see that
your provider is in the network before you
receive care.

Out-of-Network Care is care you receive from
providers who are not in the Community Blue
network.
&WFOXIFOZPVEPOPUHPUPBOFUXPSLQSPWJEFS 
ZPVNBZTUJMMCFDPWFSFEGPSNPTUFMJHJCMFTFSWJDFT
*OUIFTFJOTUBODFT ZPVXJMMCFDPWFSFEBUZPVS
QSPHSBNTMPXFSMFWFMPGCFOFöUT3FGFSUPZPVS
4VNNBSZPG#FOFöUTGPSZPVSQSPHSBNTTQFDJöD
DPWFSBHF
:PVNBZBMTPCFSFTQPOTJCMFGPSQBZJOHBOZ
EJòFSFODFCFUXFFOUIFQSPWJEFSTBDUVBMDIBSHF
BOEUIFQMBOTBMMPXFEBNPVOU:PVNBZOFFEUP
öMFZPVSPXODMBJNTBOEPCUBJOQSFDFSUJöDBUJPO
GPSJOQBUJFOUDBSF
8IFOZPVSFDFJWFDBSFGSPNBOPVUPGOFUXPSL
QSPWJEFS DPWFSBHFJTQBJEBUUIFMPXFSMFWFMo
FWFOJGZPVXFSFEJSFDUFEUPUIFPVUPGOFUXPSL
QSPWJEFSCZBOFUXPSLQSPWJEFSThat’s why it
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YOUR COMMUNITY BLUE PHYSICIAN
NETWORK
5IFXFTUFSO1FOOTZMWBOJBDPVOUZ
Community BlueQIZTJDJBOOFUXPSLJODMVEFT
NPSFUIBO QSJNBSZDBSFQIZTJDJBOT
BOETQFDJBMJTUTJOFWFSZNFEJDBMTQFDJBMUZ4P
DIBODFTBSFHPPEUIBUZPVSDVSSFOUEPDUPSJTJO
UIFOFUXPSL
5PTFFJGZPVSDVSSFOUQIZTJDJBOJTJOUIF
OFUXPSLPSUPMPDBUFBCommunity Blue OFUXPSL
QSJNBSZDBSFQIZTJDJBOPSTQFDJBMJTU USBOTGFS
NFEJDBMSFDPSETBOETDIFEVMFBQQPJOUNFOUT 
KVTUDBMMmyCare NavigatorUPMMGSFFBU1-888BLUE-428 PSHPUPZPVSNFNCFSXFCTJUFBU
XXXIJHINBSLCDCTDPNBOEDMJDLPO“Find a
Provider.”

4JODFCommunity BlueJTB#MVFQSPHSBN JU
BMTPHJWFTNFNCFSTJOOFUXPSLBDDFTTUP
QBSUJDJQBUJOHDBSFHJWFSTUISPVHIPVUUIF
DPVOUSZ 
'PSZFBST #MVF1MBOTIBWFCFFOMFBEFSTJO
IFBMUIDBSFDPWFSBHF QSPWJEJOHBDDFTTUPTBGF 
IJHIRVBMJUZBòPSEBCMFDBSFUPNFNCFSTMJLF
ZPV5PMPDBUFBQBSUJDJQBUJOHDBSFQSPWJEFS
PVUTJEFUIFCommunity BlueDPVOUZBSFB 
KVTUDBMMUPMMGSFFBU1-800-810-BLUE.
Nationwide, Blue Plan provider networks
include more than 80 percent of all U.S
physicians—nearly 650,000 care providers
across the country.



As with all health care coverage, it's always a good idea to
check with out-of-network providers to ensure they accept
Community Blue.
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YOUR COMMUNITY BLUE HOSPITAL
NETWORK
You have access to every kind of care through a
quality network in 29 Pennsylvania counties.

Armstrong
Armstrong County Memorial Hospital

Wherever you live throughout western
Pennsylvania, there is quality heart, cancer,
rehabilitation, behavioral health, emergency and
children’s care convenient to you.

Beaver
Heritage Valley Beaver

Erie

Forest

Venango

Potter

McKean

Warren

Crawford

Elk

Clarion
Lawrence

Jefferson
Clearfield

Centre

Armstrong
Beaver

Indiana

Allegheny

Cambria

Blair
Huntingdon

Westmoreland
Washington
Fayette

Blair
Altoona Hospital
Nason Hospital
Tyrone Hospital
Butler
Butler Memorial Hospital

Cameron

Mercer

Butler

Bedford
UPMC Bedford Memorial

Bedford

Cambria
Conemaugh Memorial Medical Center
Conemaugh Miners Medical Center
Clarion
Clarion Hospital
Clearfield
Clearfield Hospital
Dubois Regional Medical Center

Somerset

Greene

Community Blue Hospitals in Western
Pennsylvania Include —

Crawford
Meadville Medical Center
Titusville Area Hospital

Allegheny
Allegheny General Hospital
Allegheny Valley Hospital
Children’s Hospital of Pittsburgh of UPMC
Forbes Regional Hospital
Heritage Valley Sewickley
Jefferson Regional Medical Center
Ohio Valley General Hospital
St. Clair Hospital
Western Pennsylvania Hospital
Western Psychiatric Institute and Clinic

Elk
Elk Regional Health Center
Erie
Corry Memorial Hospital
Millcreek Community Hospital
St. Vincent Hospital
Fayette
Highlands Hospital
Uniontown Hospital
Greene
Southwest Regional Medical Center
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Huntingdon
J. C. Blair Memorial Hospital

Venango
UPMC Northwest

Indiana
Indiana Regional Medical Center

Warren
Warren General Hospital

Jefferson
Brookville Hospital
Punxsutawney Area Hospital

Washington
Advanced Surgical Hospital
Canonsburg General Hospital
Monongahela Valley Hospital
Washington Hospital

Lawrence
Ellwood City Hospital
Jameson Memorial Hospital

Westmoreland
Frick Hospital
Latrobe Area Hospital
Westmoreland Hospital

McKean
Bradford Regional Medical Center
Kane Community Hospital

For a complete list of all hospitals in the
Community Blue network, refer to your online
provider directory at XXXIJHINBSLCDCTDPN.

Mercer
Edgewood Surgical Hospital
Grove City Medical Center
Sharon Regional Health System

And your hospital choice doesn't end there.
Nationwide, you have access to Blue company hospitals, or more than 90 percent of
all U.S. hospitals.

Potter
Charles Cole Memorial Hospital
Somerset
Conemaugh Meyersdale Medical Center
Somerset Hospital
Windber Medical Center
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BLUE DISTINCTION®: THE SIGN OF
QUALITY SPECIALTY CARE
*GZPVhSFGBDJOHBTFSJPVTNFEJDBMQSPDFEVSF
PSTVSHFSZ MPPLGPSUIF#MVF%JTUJODUJPO
EFTJHOBUJPOPGRVBMJUZ5IF#MVF$SPTTBOE#MVF
4IJFME"TTPDJBUJPOBXBSETUIF#MVF%JTUJODUJPO
EFTJHOBUJPOUPIPTQJUBMTUIBUEFMJWFSTVQFSJPS
PVUDPNFTGPSIJHISJTL IJHIDPTUQSPDFEVSFT 
TVDIBTCBSJBUSJDTVSHFSZ DBSEJBDDBSF DPNQMFY
SBSFDBODFST LOFFIJQSFQMBDFNFOUT TQJOF
TVSHFSZBOEUSBOTQMBOUT
5IF#MVF%JTUJODUJPO¥$FOUFSEFTJHOBUJPOJT
BXBSEFEUPIPTQJUBMTUIBUNFFUTUSJOHFOURVBMJUZ
NFBTVSFT GPDVTFEPOQBUJFOUTBGFUZPVUDPNFT
5IF#MVF%JTUJODUJPO¥$FOUFST EFTJHOBUJPO
JOEJDBUFTUIBUUIFGBDJMJUZIBTNFUCPUIRVBMJUZ
BOEDPTUDSJUFSJB
Blue Distinction Centers® are available
nationwide, so you can find quality care
wherever you live, work or travel. Your benefits
are designed to save you money and reduce
your out-of-pocket costs when you choose
Blue Distinction facilities for certain types of
care. Refer to your Summary of Benefits for
complete details.
To find a Blue Distinction Center, use the online
address or Member Service number found on
the back of your Member ID card, or go to
www.bcbs.com/bluedistinction/bdcfinder.

NOTE:#MVF%JTUJODUJPO¥$FOUFSTNFU
PWFSBMMRVBMJUZNFBTVSFTGPSQBUJFOU
TBGFUZBOEPVUDPNFT EFWFMPQFEXJUI
JOQVUGSPNUIFNFEJDBMDPNNVOJUZ
#MVF%JTUJODUJPO¥$FOUFST BMTPNFUDPTU
NFBTVSFTUIBUBEESFTTDPOTVNFSThOFFE
GPSBòPSEBCMFIFBMUIDBSF*OEJWJEVBM
PVUDPNFTNBZWBSZ/BUJPOBMDSJUFSJB
JTEJTQMBZFEPOXXXCDCTDPN"MPDBM
#MVF1MBONBZSFRVJSFBEEJUJPOBMDSJUFSJB
GPSGBDJMJUJFTMPDBUFEJOJUTPXOTFSWJDF
BSFB5PöOEPVUXIJDITFSWJDFTBOE
QSPWJEFST JODMVEJOHIPTQJUBMCBTFE
QIZTJDJBOT BSFDPWFSFEVOEFSZPVS
QPMJDZ PSUPMFBSOBCPVUMPDBM#MVF1MBO
DSJUFSJB DPOUBDUZPVSMPDBM#MVF1MBOBOE
DPOUBDUZPVSQSPWJEFSCFGPSFNBLJOH
BOBQQPJOUNFOUUPWFSJGZJUTDVSSFOU
OFUXPSLBOE#MVF%JTUJODUJPO$FOUFST
TUBUVT&BDIIPTQJUBMhT$PTU*OEFYJT
DBMDVMBUFETFQBSBUFMZ CBTFEPOEBUB
GSPNJUTMPDBM#MVF1MBO)PTQJUBMTJO
QPSUJPOTPG$" *% /: 1"BOE87NBZMJF
JOBSFBTTFSWFECZUXPMPDBM#MVF1MBOT 
SFTVMUJOHJOUXP$PTU*OEFYöHVSFT
BOEUIFJSPXOMPDBM#MVF1MBOTEFDJEF
XIFUIFSBMMIPTQJUBMTJOUIFTFBSFBTNVTU
NFFU#MVF%JTUJODUJPO$FOUFST OBUJPOBM
DSJUFSJBGPSPOFPSCPUI$PTU*OEFY
öHVSFT/FJUIFS#MVF$SPTTBOE#MVF
4IJFME"TTPDJBUJPOOPSBOZ#MVF1MBOT
BSFSFTQPOTJCMFGPSEBNBHFT MPTTFT PS
OPODPWFSFEDIBSHFTSFTVMUJOHGSPN
#MVF%JTUJODUJPOPSPUIFSQSPWJEFSöOEFS
JOGPSNBUJPOPSDBSFSFDFJWFEGSPN#MVF
%JTUJODUJPOPSPUIFSQSPWJEFST5PöOE
PVUNPSF DPOUBDUZPVSMPDBM#MVF1MBO

Blue Distinction and Blue Distinction Centers are registered service marks of the Blue Cross and Blue Shield Association.
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YOU GET A RANGE OF COVERED CARE
Community Blue provides comprehensive health care coverage. You’re covered for everything
from preventive to sick care, to outpatient and inpatient hospital care. The following are some
of your coverage highlights:

Preventive Care

Emergency Care

5IJTWJUBMDBSFDBOIFMQZPVTUBZPOUPQPG
ZPVSNFEJDBMOFFETBOEFTUBCMJTIBIFBMUIZ
MJGFTUZMF5IBUTXIZXFFODPVSBHFNFNCFSTUP
UBLFBEWBOUBHFPGCommunity BlueTFYDFMMFOU
QSFWFOUJWFDBSFCFOFöUT8PNFOBSFBMTP
DPWFSFEGPSSPVUJOFHZOFDPMPHJDBMFYBNTBOE
1BQUFTUT3FGFSUPZPVSSummary of Benefits GPS
UIFTQFDJöDTPOZPVSDPWFSBHF

.PSFUIBOBOZUIJOH ZPVXBOUUIFSFBTTVSBODF
PGLOPXJOHUIBUZPVSFDPWFSFEXIFOZPVOFFE
DBSFNPTUCommunity BlueDPWFSTFNFSHFODZ
DBSFSFDFJWFEXJUIJOor outside UIFCommunity
BlueQSPWJEFSOFUXPSL&NFSHFODZDBSFSFDFJWFE
BUBOPVUPGOFUXPSLQSPWJEFSJTDPWFSFEBU
UIFOFUXPSLMFWFM5IJTøFYJCJMJUZJTDSJUJDBM
XIFOZPVOFFEDBSFimmediately.4PJOUSVF
FNFSHFODZTJUVBUJPOTXIFOZPVNVTUCFUSFBUFE
JNNFEJBUFMZ HPEJSFDUMZUPZPVSOFBSFTUIPTQJUBM
FNFSHFODZSPPN PSDBMMiwPSZPVSBSFBT
FNFSHFODZOVNCFS

Mental Health & Substance Abuse Care
Your Community Blue also provides coverage for
a range of mental health and substance abuse
services, including counseling and treatment
services. To assure members get responsive,
appropriate care, the program offers a choice of
mental health and substance abuse professional

providers, so you can get the level and type of
care appropriate to your situation. Note:

Inpatient mental health and substance abuse care

must be precertified to assure it is covered.

You should use emergency services only
when appropriate.*OTPNFTJUVBUJPOT TVDI
BTTUSBJOTPSTQSBJOT GFWFSTBOETPSFUISPBUT JU
NBZNBLFTFOTFUPDPOUBDUBOFUXPSLEPDUPS 
HPUPUIFOFBSFTUVSHFOUDBSFDFOUFSPSHPUP
ZPVSMPDBMOFUXPSLSFUBJMIFBMUIDMJOJD UZQJDBMMZ
GPVOEJOQIBSNBDJFT :PVNBZHFUDBSFNPSF
QSPNQUMZ BUBMPXFSDPTU
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Worldwide Care
It's reassuring to know that no matter where
you travel, you are covered for your critical and
urgent care. Community Blue provides all of the
services of the BlueCard Worldwide® Program.
These services include access to a worldwide
network of care providers. Medical assistance
services are included as well. You access these
services by calling 1-800-810-BLUE. Remember,
the Cross and Shield symbols on your ID card
are recognized around the world - that's
important protection.

Please note:4PNFTFSWJDFTBSFOPU
DPWFSFEVOEFSUIJTQSPHSBN:PVNBZCF
öOBODJBMMZSFTQPOTJCMFGPSUPUBMQBZNFOU
UPUIFQSPWJEFSGPSBOZTFSWJDFTOPU
DPWFSFECZZPVSQSPHSBN1MFBTFSFGFS
UPUIFJOGPSNBUJPOUIBUZPVXJMMSFDFJWF
BGUFSZPVFOSPMMGPSBEFUBJMFEMJTUPG
TFSWJDFTDPWFSFEBOEOPUDPWFSFEVOEFS
ZPVSQSPHSBN

My coverage is recognized
around the world
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YOUR PREVENTIVE CARE SCHEDULE
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2014 PREVENTIVE SCHEDULE
This Schedule is a reference tool for planning your family’s preventive care, and lists items/services required under
the Patient Protection and Affordable Care Act of 2010 (PPACA), as amended. It is reviewed and updated periodically
based on the advice of the U.S. Preventive Services Task Force, the laws and regulations of the Commonwealth
of Pennsylvania, and updates to clinical guidelines established by national medical organizations. Accordingly,
the content of this Schedule is subject to change. Your specific needs for preventive services may vary according
to your personal risk factors. Your doctor is always your best resource for determining if you’re at increased risk
for a condition. Some services may require prior authorization. If you have questions about this Schedule, prior
authorizations, or your benefit coverage, please call the Member Service number on the back of your ID card.

Adult (age 19+) Preventive Schedule
GENERAL HEALTH CARE
Physical Exams/Health 1
Guidance
Pelvic /Breast Exam by
Practitioner

Every 1-2 years for adults 19-49 years of age. Every year for adults 50 years of age and older.
Annually.

SCREENINGS/PROCEDURES
Abdominal Aortic Aneurysm
Screening
BRCA Mutation Screening

Bone Mineral Density Screening
Chlamydia, Gonorrhea, HIV and
Syphilis Screenings
Colorectal Cancer Screening (and
certain colonoscopy preps with
prescription)
Fasting Blood Glucose
Hepatitis C Screening
Lipid Panel
Mammogram
Pap Test

One-time screening by ultrasonography for men between age 65 and 75 who previously smoked.
One-time genetic assessment for breast and ovarian cancer susceptibility as recommended by your doctor.
Annual preventive breast MRI if BRCA positive or immediate family of BRCA carrier but untested. (If you
have/have had cancer, or your mammogram is positive, annual MRIs are diagnostic and will follow your
diagnostic benefits.)

Once every 2 years: All women 65 years and older or men 70 years and older. Or, younger postmenopausal women who have had a fracture or have one or more risk factors for osteoporosis.
All sexually active males and females, as recommended by your doctor.
All: beginning at age 50 annual screening with fecal occult blood test (FOBT), or screening with
flexible sigmoidoscopy every 5 years with or without annual FOBT, or double contrast barium
enema every 5 years or colonoscopy every 10 years. High-risk: Earlier or more frequently as
recommended by your doctor.
For high-risk patients screenings should start at age 45 at three-year intervals.
Earlier screening may be indicated based on individual risk factors.
For high-risk patients: As recommended by your doctor.
Routine screening every 5 years beginning at age 20. More frequent testing of those at risk for
cardiovascular disease.
Starting at age 40, performed annually if recommended by your doctor.
Ages 21-65: Every 3 years, or annually as recommended by your doctor. From ages 30-65: can be performed
every 5 years if combined Pap and HPV are negative. Over age 65: As recommended by your doctor.

IMMUNIZATIONS
Chicken Pox (Varicella)
Diphtheria, Tetanus (Td/Tdap)
Hepatitis A
Hepatitis B
Human Papillomavirus (HPV)
Influenza
Measles/Mumps/Rubella (MMR)
Meningococcal
Pneumococcal
Shingles (Zoster)

One series of two doses at least one month apart for adults with no history of chicken pox.
One time Tdap. Td booster every 10 years for all adults.
Based on individual risk or physician recommendation: One two-dose series.
Based on individual risk or physician recommendation: One three-dose series.
For individuals age 9 to 26, one three-dose series. Dose 2 at 2 months from Dose 1. Dose 3 at 6
months from Dose 1.
Annually.
One to two doses as recommended by your doctor.
Based on individual risk or physician recommendation: One or two doses per lifetime.
High-risk or at age 65: One to two doses as recommended by your doctor.
One dose age 60 years of age and older.

1. Includes discussion of alcohol use, blood pressure screening, depression, intimate partner and domestic violence, sexually transmitted diseases, aspirin therapy and
tobacco use.
PREV/SCH/NG
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2 MONTHS

4 MONTHS

6 MONTHS

9 MONTHS

12 MONTHS

15 MONTHS

18 MONTHS

24 MONTHS

30 MONTHS

Hearing Screening1

1 MONTH

BIRTH

Schedule for Children: Birth to 30 Months

9

9

9

9

9

9

9

9

9

9

9

Visual Screening1,2
Wellness Exam 3
SCREENINGS
Critical Congenital
Heart Disease (CCHD)
Screening with Pulse
Oximetry

9
9

9

Lead Screening
Hematocrit or
Hemoglobin
Hereditary/ Metabolic
Screening
IMMUNIZATIONS 4
Chicken Pox 5
Diphtheria/ Tetanus/
Pertussis (DTaP)6, 7
Hepatitis A 5
Hepatitis B 5
H. Influenzae Type B
(Hib)
Influenza 5
Measles/Mumps/
Rubella (MMR) 5
Meninogococcal 6
Pneumococcal
Conjugate (PCV) 6, 8
Polio (IPV) 6
Rotavirus

9
9
Dose 1
Dose 1
Dose 1

Dose 2

Dose 2

Dose 3

Dose 4 (15 to 18 months)

Dose 1
Dose 2
Dose 3 (6 to 18 months)
Dose 4 (12 to 15
Dose 36
months)
One or two doses annually for all children 6 months to 18 years of age
Dose 1 (12 to 15
months)

Dose 1

Dose 2

Dose 1

Dose 2

Dose 3

Dose 1
Dose 1

Dose 2
Dose 2

Dose 3

Dose 4 (12 to 15
months)
Dose 3 (6 to 18 months)

1. As shown and when conditions indicate. If patient is uncooperative, rescreen within six months.
2. Vision screening is a covered benefit. It is performed in the physician’s office, by having the child read letters of various sizes on a Snellen chart. A comprehensive vision
exam is performed by an ophthalmologist or optometrist and requires a vision benefit.
3. This includes, at appropriate ages, height, weight and Body Mass Index (BMI) measurement, developmental and behavioral assessment, including autism screening,
and other care as determined by the doctor. Coverage is based on a calendar year.
4. Additional immunizations and expanded age ranges may be eligible based on state mandates for childhood immunizations.
5. Children can get this vaccine at any age if not previously vaccinated.
6. Or other series/schedule as recommended by the doctor.
7. DTaP is given to children under age 7, in order to develop immunity to diphtheria, tetanus and whooping cough. Tdap provides continued protection in older children
and adults.
8. Previously unvaccinated older infants and children who are beyond the age of the routine infant schedule should follow the dosing guidelines recommended by their
doctor.
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9

9
9
9
9

9

1,2

3

9
9

9

9

9
9
9
9

18 YEARS

9
9
9
9

15 YEARS

9
9
9
9

12 YEARS

9 YEARS

9
9
9
9

11 YEARS

8 YEARS

9
1

10 YEARS

7 YEARS

Wellness Exam

6 YEARS

Visual Screening

5 YEARS

Hearing Screening

4 YEARS

Blood Pressure

3 YEARS

Schedule for Children: 3 Years to 18 Years

Every year from age 11 through 18

9
9

9
9

9

Every year from age 11 through 18

SCREENINGS
Lead Screening
Hematocrit or
Hemoglobin

When indicated. (Please also refer to your state specific recommendations.)
Annually for females during adolescence and when indicated.

IMMUNIZATIONS 4
Chicken Pox

5

Diphtheria/ Tetanus/
Pertussis (DTaP)6, 7
Hepatitis A 5
Hepatitis B 5
Human
Papillomavirus
(HPV)
Influenza 5
Measles/Mumps/
Rubella (MMR) 5

Children not receiving the vaccine prior to 18 months can receive the vaccine at any time.
Children 13 years or older who haven’t been vaccinated and haven’t had chicken pox should
receive two doses of the vaccine at least 4 weeks apart. Second dose, catch-up is recommended
for those who previously received only 1 dose.

Dose 2

Dose 5 (4 to 6 years)

One dose of Tdap if five doses were not
received previously

One three dose series for individuals between 9 and 26 years
old. Dose 2 at two months from Dose 1. Dose 3 at six months
from Dose 1.
One or two doses annually for all children 6 months to 18 years of age
The second dose of MMR is routinely recommended at 4 to 6 years, but may be administered during any visit, provided at least one
month has elapsed since receipt of the first dose and that both doses are administered at or after age 12 months.

Meninogococcal 6
Pneumococcal
Conjugate (PCV) 6, 8
Polio (IPV) 6

Td every
10 years

Dose 1

One time booster at
16

Dose 4 (4 to 6 years)

CARE FOR PATIENTS WITH RISK FACTORS (Including discussion of alcohol use, sexual activity and tobacco use.)
BRCA Mutation
Screening
Chlamydia,
Gonorrhea, HIV and
Syphilis Screening9
Cholesterol
Screening

As recommended by doctor
As recommended by doctor
Screening will be done at the doctor’s discretion, based on the child’s family history and risk factors
When
indicated
for highrisk
When indicated for highrisk adolescents.

Hepatitis C
Screening
HIV Screening
Tuberculin Test

Testing should be done upon recognition of high-risk factors. Frequency should be determined by community and personal
risk factors.

1. As shown and when conditions indicate. If patient is uncooperative, rescreen within six months.
2. Vision screening is a covered benefit. It is performed in the physician’s office, by having the child read letters of various sizes on a Snellen chart. A comprehensive vision
exam is performed by an ophthalmologist or optometrist and requires a vision benefit.
3. This includes, at appropriate ages, height, weight and Body Mass Index (BMI) measurement, developmental and behavioral assessment, including autism screening,
education and brief counseling to prevent the initiation of tobacco use, and other care as determined by the doctor. Coverage is based on a calendar year.
4. Additional immunizations and expanded age ranges may be eligible based on state mandates for childhood immunizations.
5. Children can get this vaccine at any age if not previously vaccinated.
6. Or other series/schedule as recommended by the doctor.
7. DTaP is given to children under age 7, in order to develop immunity to diphtheria, tetanus and whooping cough. Tdap provides continued protection in older children
and adults.
8. Previously unvaccinated older infants and children who are beyond the age of the routine infant schedule should follow the dosing guidelines recommended by their
doctor.
9. Routine screening for all sexually active females and males.
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MATERNITY
The following services are considered preventive care for pregnant women.
You should expect to receive the following screenings and procedures:
x Hematocrit and/or hemoglobin (Anemia)
x Hepatitis B screening and immunization, if needed
x HIV screening
x Rh typing during your first visit
x Rh antibody testing for Rh-negative women
x Tdap with every pregnancy
x Urine Culture & Sensitivity (C&S)
In addition, your doctor may discuss breast feeding during weeks 28 through 36 and/or post-delivery, tobacco use and behavioral
counseling to reduce alcohol use.
PREVENTION OF OBESITY
Benefits for Children
Children with a body mass index (BMI) in the 85th to 94th
percentile (overweight) and the 95th to 98th percentile (obese)
are eligible for:
x Additional annual preventive office visits specifically
for obesity
x Additional nutritional counseling visits specifically for
obesity
x Recommended laboratory studies
9 Alanine Aminotransferase (ALT)
9 Aspartate Aminotransferase (AST)
9 Hemoglobin A1c or Fasting Glucose (FBS)
9 Lipid Profile

Benefits for Adults
Adults with a BMI over 30 are eligible for:
x Additional annual preventive office visits specifically for
obesity and blood pressure measurement
x Additional nutritional counseling visits specifically for obesity
x Recommended laboratory studies:
9 ALT
9 AST
9 Hemoglobin A1c or Fasting Glucose (FBS)
9 Lipid Profile

PREVENTIVE DRUG MEASURES WITH PRESCRIPTION
Adult
Aspirin
Folic Acid
Tobacco cessation
Vitamin D
Supplements
Children
Iron
Oral Fluoride

For men age 45 to 79 years and women age 55 to 79 years to prevent cardiovascular disease
All women planning or capable of pregnancy should take a daily supplement containing .4 to .8 mg of folic
acid
Interventions for those adults who use tobacco products
Routine over-the-counter supplements for adults 65 years and older who are at risk for falls

Routine supplementation for asymptomatic children age 6 to 12 months who are at increased risk for iron
deficiency anemia
For preschool children older than 6 months of age whose primary water source is deficient in fluoride

(09/13)
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YOU GET SERVICE & SUPPORT WHENEVER
YOU NEED IT
Make the most of your health coverage and make strides towards real health improvement!
Take advantage of the many tools and resources available to you.
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MAKE INFORMED CARE DECISIONS AND
LIVE A HEALTHY LIFESTYLE: GET THE
INFORMATION YOU NEED ONLINE OR BY
PHONE
WebMD®
Begin by logging into www.highmarkbcbs.com.
Enjoy a healthier lifestyle with resources
powered by WebMD, a trusted name in online
health and wellness.
t

t

t

Wellness Profile-Take a few minutes
to take this comprehensive health
assessment on your member website.
This confidential questionnaire covers
all aspects of your health, including
nutrition, weight management, physical
activity, stress, injury prevention, skin
protection, immunizations, and health
measures such as blood pressure and
cholesterol. Data from the Profile is used
to generate a personalized action plan
that helps you to identify areas in need
of health improvement and includes
online health and wellness programs and
activities.
Health and Wellness Programs-You
have a wide selection of online programs
to help you lead a healthy lifestyle. Check
out all your available programs to help
you eat healthy, get active, manage
stress, lose weight, and quit smoking.
And if you have a chronic health
condition, such as asthma and diabetes,
there are programs to help you better
manage all aspects of your condition.
Health Education Tools-You have
thousands of online educational
resources! You can look up articles on
health conditions, surgeries, procedures,
medications and more. You can review
care treatment options, check out
a comprehensive health library and
connect to recent health news articles.

Compare Costs and Save – The Care Cost
Estimator lets you compare prices and quality
for different health care providers. You can
research 359 procedures, including inpatient,
outpatient, surgical, laboratory and diagnostics.
Do side-by-side comparisons for quality ratings,
convenience and cost-effectiveness.
The cost estimates include all services related to
a procedure – like physician fees, supplies and
medications. It uses your own specific coverage
to calculate what your out-of-pocket costs will
be. Your own deductible, coinsurance and copay
amounts are taken into account.
Other online health tools help you make
informed health care decisions. With reliable
cost and quality information, they are easy to
find and simple to understand.
t

Personal Health Record pulls together
your history of health conditions, office
visits, procedures, tests, medications and
immunizations in one location

t

Compare Prescription Costs shows you
how to save money by using generics

t

The Provider Directory helps you select
health care professionals based on their
quality, experience, location and more.

t

Patient Experience Ratings let you
see how other people rate doctors and
medical facilities

t

Online Plan Activity Statement
combines the claims information with
spending account information into one,
user-friendly document.
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t

t

Coming in 2014, an interactive, online
experience that consolidates medical,
dental, vision and pharmacy activity and
spending account summaries. Everything
is in one place on the member website,
making it easy to track claims and
medical spending.
Member Discounts-As a member,
you’ll enjoy discounts on a wide range
of health-related products and services,
fitness club memberships, plus overthe-counter medications. You can save
money on diet programs, and even
wellness therapies. Just log onto your
member website for all the details.

Not Yet Registered on your Member Website?
If you are not yet registered on your member
website, take a few minutes to establish your
password and register online.
Want to “Go Mobile”?
If you have a web-enabled phone you can access
many of the same online features via phone.
Use the same registration process and the same
member ID and password. Just type
www.highmarkbcbs.com in your mobile browser
to be directed to the site.
Tell us more about you!
As part of your health care coverage, you’re
eligible for lots of “extras” to help you make
the most of your benefits. Make sure you get
all the information you need — in the way you
prefer — by telling us about your preferences
and other important member and family
information. Go to www.highmarkbcbs.com
to tell us which phone number is best for us
to call, and give us your preferences for other
communications. If you need special help,
because English is not your native language or
you belong to a racial, ethnic or cultural group
that has not always received the appropriate
quality of care, let us know.

respect and integrity. Providing this information
is voluntary, but we encourage you to consider
helping us help you to take charge of your
health.

Call 1-888-BLUE-428 (1-888-258-3428)
to take advantage of:
Blues On CallSM
One toll-free phone call connects you to all
kinds of health information and support. This
dedicated member service puts you in touch
with a specially-trained Health Coach who can
discuss, in confidence, any health topic that
concerns you - a rash, an earache, a recent
diagnosis, medications, a scheduled medical test
or surgery. If you are caring for children or a
senior citizen, the Health Coach can help you
with questions about their care. Maybe you
have an appointment to see your doctor and
aren’t sure what questions to ask. Your Health
Coach can help.
You don’t have to be ill to talk to your Health
Coach. You can learn about available programs
and resources that address all aspects of health
and wellness, including stress management,
personal nutrition, weight management,
physical activities and more…to help you stay
healthy and active.

The race, ethnicity and language information
you provide won’t affect your benefits or
coverage, how much you pay or how we pay
your claims. We are committed to protecting
your personal information and handling it with
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Best of all, once you’ve established a
relationship with your Health Coach, she or he is
then familiar with your concerns or health
conditions. Of course, you can always speak
with any Health Coach at any time. Blues On
Call knows how hectic your daily schedule can
be, so Health Coaches are available when you
have the time, early in the morning or late at
night, 24 hours a day, as often as you want.
myCare Navigatorsm
Navigating the health care system shouldn’t be
like walking through a maze, getting caught in
endless twists, turns and dead ends. It shouldn’t
take multiple phone calls and tons of
paperwork for you to get the care services you
need. It should be a lot quicker and easier.
Now it is! You and your family members have a
built-in guide who can navigate the ins and outs
of the health system for you. Getting your care
questions answered and problems solved is as
easy as dialing 1-888-BLUE-428 and waiting for
the myCare Navigator prompt.
Through myCare Navigator, you can:


Locate a convenient health care provider



Have a prompt appointment scheduled



Have your medical records transferred







If you are pregnant, you’ll want to join
the free Baby Blueprints® Maternity
Education and Support Program.
Enrolling in Baby Blueprints gives you
access to online information on all
aspects of pregnancy and childbirth.
And you’ll receive individualized support
from a nurse Health Coach throughout
your pregnancy and after your child is
born. To enroll in Baby Blueprints, just
call toll-free 1-866-918-5267.

Call the toll-free number on the back
of your ID card to get questions
answered, any time you need help.
Our Member Service Representatives are ready
to help you understand your claims or
coverage. Please collect all relevant data before
you call, including your member ID number,
claim number, date of service, bills and
Explanation of Benefits forms. We can also
determine if a treatment is covered by your
plan and what your out-of-pocket costs will be.
Just get the name of the procedure and
diagnosis code from your doctor before you
call.

Learn about wellness services such as
eldercare or special needs care
Understand your prescription drug
coverage
Learn how to better manage your care
costs

Blues On Call is a service mark of the Blue Cross and Blue Shield Association. Baby Blueprints is a registered mark of the
Blue Cross and Blue Shield Association.
WebMD Health Services is a registered trademark of WebMD, LLC., an independent and separate company that supports your
health plan online wellness services. WebMD Health Services is solely responsible for its programs and services, which are not
a substitute for professional medical advice, diagnosis or treatment. WebMD Health Services does not endorse any specific
product, service or treatment.
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LANGUAGE ASSISTANCE SERVICES
AVAILABLE FOR MULTIPLE LANGUAGES
ENGLISH
If you need benefit information in a language other than English or someone to interpret, we’re here to
help! If you are a member, call the number on the back of your identification card. The language assistance
services are free.

FRENCH
Si vous avez besoin d’informations concernant les prestations dans une langue autre que l’anglais ou si
vous souhaitez faire appel à un interprète, nous sommes là pour vous aider ! Si vous êtes membre, veuillez
composer le numéro de téléphone qui figure au dos de votre carte d’identification. Les services d’aide
linguistique sont gratuits.

ARABIC
ΓΪϋΎδϤϠϟΎϨϫϦΤϧˬΔϤΟήΘϟΎΑϡϮϘϳκΨηϰϟ·ΔΟΎΤΑΖϨϛϭΔϳΰϴϠΠϧϹήϴϏΔϐϠΑϚόϓΎϨϣϦϋΕΎϣϮϠόϣϰϟ·ΔΟΎΤΑΖϨϛΫ·
ΎϧΎΠϣΔϳϮϐϠϟΓΪϋΎδϤϟΕΎϣΪΧϡΪϘΗϚΘϳϮϫΔϗΎτΑήϬχϰϠϋΩϮΟϮϤϟϢϗήϟΎΑϞμΗˬϮπϋΖϨϛΫ·

GERMAN
Wenn Sie Informationen über die Versicherungsleistungen in anderen Sprachen als Englisch wünschen oder
einen Dolmetscher benötigen, helfen wir Ihnen gerne weiter! Mitglieder rufen die auf der Rückseite der
Ausweiskarte aufgeführte Telefonnummer an. Die Übersetzungsdienste stehen kostenlos zur Verfügung.

GREEK
Εάν χρειάζεστε πληροφορίες για παροχές ασφάλισης σε μια άλλη γλώσσα εκτός από τα αγγλικά, ή χρειάζεσθε διερμηνέα,
είμαστε εδώ να σας εξυπηρετήσουμε! Εάν είστε μέλος, καλέστε τον αριθμό που βρίσκεται στο πίσω μέρος της κάρτας
συνδρομής σας. Οι υπηρεσίες γλωσσικής υποστήριξης είναι δωρεάν.

GUJARATI
KsS\Wp_h[sWp_FSj\heSjӔ˴pĥidah]WjDs:[hch\h5Ks:Sjes]7TahDs:ƥ]ƈSS\Wp
k5
7T½GNWD^8XpSpɂ:ƍJShes
Ss7\p\UUD^ah7eӄehK^J? KsS\pdƟ]esSsS\h^h
B`EX́ 8:PDhP½ WjXhJ`KRhap_hW5Z^X^YsWD^s [hchdeh]ShdpahB\YS8Xah\h5
8apJp 

HINDI
Ǒ]Ȫ\ȲĒȯ«Ȣȯ\ȡȡǑ ȢkȡȡɅȯȯǑȡȡȣ ȡǑ¡fȡȪ_
Ǖ ȡǒȡ ȡǑ¡fȪ¡
]ȧ ¡ȡȡȯǓf`Þ¡ɇ Ǒ] è¡ɇ Ȫ\ȯ¡ ȡȡ[ ȯȢȯ Ǒffà
ȪɅ @ȡȡ ¡ȡȡ ȯȡfȲǓȬǕãȣȡȢ¡ɇ @
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KOREAN
ꚩ뾍뿑몒꾅 隵뼑 뇊ꚩꌱ 뼑霢꽩ꈑ ꗐ隕 겫냱겑阥驍 ꐺ넩 뻹끉뼍겑ꐩ 놵섡麙넩 鵹꿵麑ꍡ陕걪鱽鲙
넩ꖭ 閵넺뼍겕 ꜹ냵 ꚩ뾍 렩麑 鹬 ꐩ꾅 넽鱉 뿭ꈑ 놹쀉뼍겢겑꿙 뭪꾢 ꟹ걙鱉 ꓩꊁ넺鱽鲙

POLISH
Jeżeli potrzebujesz informacji o świadczeniach w języku innym niż angielski, lub potrzebujesz tłumacza,
chętnie Ci pomożemy! Jeżeli jesteś członkiem, zadzwoń pod numer wskazany na odwrocie swojej karty
identyfikacyjnej. Usługi dotyczące pomocy językowej są bezpłatne.

PORTUGUESE
Se necessita de informações sobre os benefícios noutro idioma, que não inglês, ou de um intérprete,
estamos aqui para o ajudar! Se já é membro, telefone para o número no verso do seu cartão de
identificação. Os serviços de assistência de idiomas são gratuitos.

TAGALOG/FILIPINO
Kung kailangan mo ng impormasyon sa benepisyo sa anumang wika maliban sa Ingles o kung kailangan
mo ng tigasalin ng wika, narito kami para tumulong! Kung ikaw ay isang miyembro, tumawag sa numero sa
likuran ng iyong card ng pagkikilanlan. Ang mga serbisyo sa tulong sa wika ay libre.

SPANISH
Si necesita información en español sobre beneficios o alguien que le sirva de intérprete, estaremos para
ayudarle. Si es un miembro, llame al número que se encuentra al reverso de su tarjeta de identificación. Los
servicios de asistencia de idioma son gratuitos.

CHINESE MANDARIN
ᅤᨐᖟ㔛ⷐ⚝ขਛᢥାᕷᚗ⠪㔛ⷐੱ㌷劊幠᧨㒠ⅻ♾ⅴソ┸㌷㧍ᅤᨐᖟᤚળ⛧᧨庆㕷㌷䤓↩⛧
◰卛槱䤓䟄幬⚆䪐ޕ幼岏◞┸㦜┰⏜忈

ITALIAN
Se avete bisogno di informazioni in italiano o di qualcuno che vi faccia da interprete, siamo qui per aiutarvi!
Se siete soci, chiamate il numero sul retro della vostra tessera identificativa. I servizi di assistenza linguistica
sono gratuiti.

RUSSIAN
ǭșȓȐǪȈȔȕȍȖȉȝȖȌȐȔȈȐȕȜȖȘȔȈȞȐȧȕȈȘțșșȒȖȔȧȏȣȒȍȖȓȤȋȖȚȈȝȐȓȐȕțȎȕȈȗȖȔȖȡȤ
ȗȍȘȍȊȖȌȟȐȒȈȚȖȔȣǪȈȔȗȖȔȖȎȍȔǭșȓȐǪȣțȎȍȧȊȓȧȍȚȍșȤțȟȈșȚȕȐȒȖȔȕȈȠȍȑ
ȗȘȖȋȘȈȔȔȣȗȖȏȊȖȕȐȚȍȗȖȕȖȔȍȘțȚȍȓȍȜȖȕȈȗȘȐȊȍȌȍȕȕȖȔțȕȈȖȉȖȘȖȚȍǪȈȠȍȑ
ȐȌȍȕȚȐȜȐȒȈȞȐȖȕȕȖȑȒȈȘȚȖȟȒȐțȟȈșȚȕȐȒȈ ɍɫɥɭɝɢɹɡɵɤɨɜɨɣɩɨɦɨɳɢɛɟɫɩɥɚɬɧɵ

VIETNAMESE
1ɼXTXêYʈFɤQWK{QJWLQYɾTX\ɾQOͣLEɮQJWLɼQJ9LʄWKRɴFFɤQP͙WQJɉ͝LWK{QJGʈFK
FK~QJW{LFyPɴWÿʀJL~STXêYʈ1ɼXTXêYʈOjK͙LYLrQKm\J͍LV͑JKL͟SKtDVDXWUɸ,'
FͧDTXêYʈ 'ӏFKYөKӛWUӧQJ{QQJӳOjPLӉQSKt
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ADDITIONAL IMPORTANT INFORMATION
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DETERMINING YOUR CARE COVERAGE
For benefits to be paid under your program,
services and supplies must be considered
“Medically Necessary and Appropriate.”
Medical Management & Policy (MM&P) is
responsible for determining that care is
medically necessary and provided in the
appropriate setting.
MM&P will review your care to assure it is
“medically necessary and appropriate,” that is:
•

in accordance with generally accepted
standards of medical practice;

•

clinically appropriate, in terms of type,
frequency, extent, site and duration, and
considered effective for the patient’s
illness, injury or disease; and

•

not primarily for the convenience of
the patient, physician, or other health
care provider, and not more costly than
an alternative service or sequence of
services at least as likely to produce
equivalent therapeutic or diagnostic
results as to the diagnosis or treatment of
that patient’s illness, injury or disease.
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CARE & CASE MANAGEMENT
Care Management Process
Recognizing each member has different needs
at different times, Care Management represents
an integrated, comprehensive approach to
providing care support and assuring care is
responsive and appropriate. Services listed
below are part of a total care management
program:
•

•

•

Pre-certification Review, which begins
once treatment information is received, is
designed to:
–

verify member eligibility for services
and benefits;

–

assess medical necessity and
appropriateness of care;

–

establish care is being rendered at an
appropriate site by an appropriate
provider;

–

initiate alternative levels of care when
feasible;

–

identify members who will benefit
from case management or condition
management.

Concurrent Review, which may occur
during the course of ongoing treatment,
is designed to:
–

evaluate a member’s current medical
status to determine need for service
continuation;

–

evaluate appropriate level of care for
treatment;

–

identify any potential quality of care
concerns;

–

identify situations that require a
physician consultation;

•

–

identify cases that may benefit from
case management or condition
management;

–

update and/or revise the discharge
plan.

Discharge Planning, an integral part
of the inpatient review process, often
begins prior to a scheduled admission
and continues throughout the course of
treatment to:
–

promote, when appropriate, the use
of alternative levels of care;

–

arrange for the provision of care in an
appropriate setting;

–

provide early identification of
members who may benefit from
case management or condition
management programs;

–

collaboratively develop and
implement appropriate discharge
plans.

Retrospective Review, the process of
assessing the appropriateness of medical
services after the services have been
provided, is based solely on the medical
information available to the attending
physician or ordering provider.
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Case Management
Case Management helps members to better
navigate the health care system and make more
informed care decisions:
•

Outreach Case Management focuses on
addressing gaps and/or barriers to care
either prior to an inpatient admission
or following discharge from a hospital.
The Case Manager educates members
on care coordination, support systems,
medication knowledge, health and
wellness, and on understanding and
managing their condition.

•

Intensive Case Management supports
members who may have experienced
a serious injury or illness. The Case
Manager collaborates with members,
their families, significant others and
providers to assess, plan, implement,
coordinate, monitor and evaluate
the options and services required to
meet an individual’s health needs
using assessment tools, education and
community resources.
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HOW WE PROTECT YOUR RIGHT TO
CONFIDENTIALITY
You benefit from the many safeguards we
have in place to protect the use of data
we maintain. This includes requiring our
employees to sign statements in which they
agree to protect your confidentiality, using
computer passwords to limit access to your
protected health information, and including
confidentiality language in our contracts with
doctors, hospitals, vendors and other health care
providers.

We have established policies and procedures to
protect the privacy of our members’ protected
health information from unauthorized or
improper use.
As permitted by law, we may use or disclose
protected health information for treatment,
payment and health care operations, such
as: claims management, routine audits,
coordination of care, quality assessment and
measurement, case management, utilization
review, performance measurement, customer
service, credentialing, medical review and
underwriting. With the use of measurement
data, we are able to manage members’ health
care needs, even targeting certain individuals for
quality improvement programs, such as health,
wellness and disease management programs.

We provide aggregate information to employer
groups whenever possible. In those instances
where protected health information is required,
the employer group will be required to sign an
agreement before the information is released.
Our Privacy Department reviews and approves
policies regarding the handling of confidential
information.
Recognizing that you have a right to privacy
in all settings, we even inspect the privacy of
examination rooms when we conduct on-site
visits to doctors’ offices. It’s all part of assuring
that your protected health information is kept
confidential.

If we ever use your protected health information
for non-routine uses, we will ask you to give
us your permission by signing a special
authorization form, except with regard to court
orders and subpoenas.
You have the right to access the information
your doctor has been keeping in your medical
records and any such request should be directed
first to your network physician.
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MEMBER RIGHTS & RESPONSIBILITIES
You have the right to:

You have the responsibility to:

1. Receive information about Highmark
Blue Cross Blue Shield, its products and
services, and members’ rights and
responsibilities.
2. Be treated with respect and recognition
of your dignity and right to privacy.
3. Participate with practitioners in decision
making regarding your health care. This
includes the right to be informed of
your diagnosis and treatment plan in
terms that you understand and
participate in decisions about your care.
4. Have a candid discussion of appropriate
and/or medically necessary treatment
options for your condition(s), regardless
of cost or benefit coverage.

1. Supply to the extent possible,
information that the organization needs
in order to make care available to you,
and that its practitioners and providers
need in order to care for you.
2. Follow the plans and instructions for
care that you have agreed on with your
practitioners.
3. Communicate openly with the physician
you choose. Ask questions and make
sure you understand the explanations
and instructions you are given, and
participate in developing mutually
agreed upon treatment goals. Develop a
relationship with your doctor based on
trust and cooperation.

5. Voice a complaint or appeal about your
Plan or the care provided, and receive a
reply within a reasonable period of time.
6. Make recommendations regarding the
Members’ Rights and Responsibilities
policies.
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NON-COVERED SERVICES
Some services are not covered under your program.
Those services include, but are not limited to,
those listed below. Covered and non-covered
services may vary by program. Please keep in mind
that you could be financially responsible for total
payment to the provider for any services not
covered by your program. For additional
information, please refer to the benefit booklet you
will receive after you enroll.

•

Services rendered by a provider who is a
member of your immediate family

•

Any treatment leading to or in connection
with transsexual surgery, except for sickness
or illness resulting from such treatment or
surgery

•

Any food including, but not limited to, enteral
formulae, infant formulas, supplements,
substances, products, enteral solutions or
compounds used to provide nourishment
through the gastrointestinal tract whether
ingested orally or provided by tube,
whether utilized as a sole supplement
source of nutrition and when provided on
an outpatient basis. This does not include
enteral formulae prescribed solely for the
therapeutic treatment of phenylketonuria,
branched-chain ketonuria, galactosemia and
homocystinuria

•

Custodial care, domiciliary care, residential
care, protective and supportive care
including educational service, rest cures and
convalescent care

Services directly related to the care, filling,
removal or replacement of teeth, the
treatment of injuries to or diseases of the
teeth, gums or structures directly supporting
or attached to the teeth

•

Services that are experimental/investigative
in nature

Immunizations required for foreign travel or
employment

•

Palliative or cosmetic foot care, except when
related to the treatment of diabetes

Treatment of sexual dysfunction that is not
related to organic disease or injury

•

For outpatient therapy and rehabilitative
services for which there is no expectation
of restoring or improving a level of function
or when no additional functional progress
is expected to occur, unless medically
necessary and appropriate

•

For routine or periodic physical examinations,
the completion of forms, and the
preparations of specialized reports solely for
insurance, licensing, employment or other
non-preventive purposes except as required
by law

•

For methadone hydrochloride treatment for
which no additional functional progress is
expected to occur

•

Personal hygiene and convenience items

•

Operations for cosmetic purposes done to
improve the appearance of any portion of
the body and from which no improvement
in physiological function can be expected,
except as otherwise provided by your
program; other exceptions include: a) surgery
to correct a condition resulting from an
accident; b) surgery to correct congenital
birth defect; and c) surgery to correct a
functional impairment which results from a
covered disease or injury

•

•
•
•

Services which are not medically necessary or
appropriate

•

Any care related to hyperkinetic syndromes,
learning disabilities, behavioral problems,
mental retardation and autism spectrum
disorder that extends beyond traditional
medical management

•

•

Correction of myopia, hyperopia or
presbyopia including, but not limited to
corneal microsurgery, such as keratomileusis,
keratophakia, radial keratotomy, corneal ring
implants, Laser-Assisted in Situ Keratomileusis
(LASIK) and all related services
Services eligible for coverage under motor
vehicle insurance, Pennsylvania Motor
Vehicle Financial Responsibility Law, workers’
compensation act or occupational disease law
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