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Welcome to Independence Blue Cross 
 

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



  

 

Locating a network physician or hospital  

You have access to our expansive provider network of physicians,  

specialists, and hospitals. You 





  

 

Urgent Care  

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

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

Examples include sore throat, fever, sinus infection, ear ache, cuts, rashes, sprains, and 

broken bones.  

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

treatment alternative to emergency room care when you can’t get an appointment with 

your own doctor.  

Retail health clinic  

Retail health clinics are another alternative when you can’t get an appointment with  

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

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

may also offer flu shots and vaccinations.  

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

go for care.  

You’re covered while traveling with BlueCard
®
 PPO 

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

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

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

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

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

different options:  

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

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

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

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

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

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

      and Hospital Finder at www.bcbs.com.  

Receiving services for mental health, alcohol, or substance  

abuse treatment  

Magellan Behavioral Health administers your mental health and substance abuse 

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

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

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

substance abuse benefits.  

 

Stay Connected 

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

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

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

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

Register on ibxpress.com  

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

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

Once you’re registered, log on to ibxpress.com to:  

•    View your benefits information  

•    Review claims information  

Out of the area and 
need care?  

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



  

 

 

•    Review annual out-of-pocket expenses  

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

•    View and print referrals  

•    Download forms  

Online tools to help make informed health care decisions  

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

make informed health care decisions:  

•    Doctor and Hospital Finder help you find the participating 

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

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

select 

      your health plan type your results are customized based on your 

network, 

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

other 

      medical facility. You’ll even be able to read patient ratings and 

reviews and



  

 

Take advantage of member discounts 

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

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

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

companies. Learn more at ibx.com/discounts. 

 

 

 

 

Manage your health on the go with the IBX app  

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

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

wherever you are. Use the IBX app to:  

• View and share your ID card 

• Check the status of referrals and claims  

• Access benefits information 

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

• Track deductibles and spending accounts 

• Review your health history and prescribed medications 

• Access your personalized well-being tools and programs  

 

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

username and password you use for ibxpress.com.  

Connect with us on Social Media  

“Like” the Independence Blue Cross page on Facebook or follow us on Twitter and 

Instagram, and you’ll find a whole new approach to making healthy lifestyle changes, 



  

 

Call  

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

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

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

Services for members with special needs 

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

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

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

have. 







  

 

Mail order pharmacy  

If your doctor has prescribed a medication that you’ll need to take regularly over a 

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

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

Mail order is convenient and safe to use  

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

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

medication at one time through mail order.  

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

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

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

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

safety and accuracy before it is mailed to you.  

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

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

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

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

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

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



  

 

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

doctor writes “brand medically necessary” or “dispense as written” on your 

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

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

with each mail order delivery.  

Paying for mail order services  

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

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

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

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

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

reimbursement check or an invoice, as appropriate.  

Mail order refills  

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

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

for a network pharmacy online. 

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

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

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

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

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

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

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

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

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

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

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

Self-administered Specialty Drug Coverage  

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

patient, or by a caregiver outside of the doctor’s office are generally covered under 

your prescription drug benefits administered by FutureScripts. Filling your  

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

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

with specialty medications and their side-effects.  

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

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

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

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

medical plans include drugs that:  

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

      benefits (for example, insulin);  

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

      allergic reactions. 

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

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

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

 



 

 

 
 

Vision 

 
 

The clear solution to your vision care needs  

Use your vision benefits  

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

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

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

hypertension, and  heart disease. DTEXT 
 

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

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

your overall health. 

Freedom of provider choice 

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

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

Visionworks.  

Choose from an extensive frame collection  

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

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

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

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

to choose from per store.  

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

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

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

warranty for repair or replacement.  

Coverage for contacts and laser vision correction  

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

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

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

percent off any participating provider’s advertised specials on laser vision correction  

services.  

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

•    Check eligibility  

•    Ffr0047ate a participating provider  

•    View the Davis Vision Collection of frames  

View your benefits 
online  

Visit  

Ibxpress.com 



 

 

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

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

 Free language services to people whose 

mailto:civilrightscoordinator@1901market.com
http://www.hhs.gov/ocr/office/file/index.html


 

 

 



  

  

 
 
 
 

TABLE OF CONTENTS 
 

 
 
Introduction ................................................................................................................................... 3 
Schedule of Covered Services ...................................................................................................... 6 
Description of Covered Services

Descra /P z229.180 1 41u <</.



  

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

(THIS PAGE INTENTIONALLY BLANK) 



  

 SF.FLEX.PC.BK .LG.HCR            Group Number:10483622, 23 
Rev. 1.19 

3 

 
INTRODUCTION
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Your Costs 

Benefit Period Contract Year (12 month period beginning on Group’s 
anniversary date) 

 IN-NETWORK OUT-OF-NETWORK 

Program Deductible   

Individual $1,500 $5,000 

Family $3,000 $10,000* 
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BENEFIT IN-NETWORK OUT-OF-NETWORK 
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BENEFIT IN-NETWORK OUT-OF-NETWORK 

Smoking Cessation(1) None, Deductible does not 
apply. 

50%, Deductible does not 
apply 

Specialist Office Visits(4) 10%, after Deductible 50%, after Deductible 

Spinal Manipulation Services(4) 10%, after Deductible 50%, after Deductible 

Note for Spinal Manipulation Services shown above:  Benefit Period Maximum: 20 In-
Network/Out-of-Network visits. 

Surgical Services
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BENEFIT IN-NETWORK OUT-OF-NETWORK 

Pulmonary Rehabilitation 
Therapy 

10%, after Deductible 50%, after Deductible 

Note for Pulmonary Rehabilitation Therapy shown above:  Benefit Period Maximum:  36 In-
Network/Out-of-Network sessions 

Radiation Therapy 10%, after Deductible 50%, after Deductible 

Speech Therapy 10%, after Deductible 50%, after Deductible 

Note for Speech Therapy shown above:  Benefit Period Maximum:  60 In-Network/Out-of-
Network sessions. 

Transplant Services(3)   

Inpatient Facility Charges 10%, after Deductible 50%, after Deductible 

Outpatient Facility Charges 10%, after Deductible 50%, after Deductible 

Urgent Care Centers(4) 10%, after Deductible 50%, after Deductible 

Women's Preventive Care(1) None, Deductible does not 
apply. 

50%, Deductible does not 
apply 
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BENEFIT IN-NETWORK OUT-OF-NETWORK 

Prescription Drugs(4)   

Preferred Brand (Retail 
Pharmacy) 

$20 Copayment 

Copayments apply after the In-
Network Deductible is satisfied. 

50%, after Deductible 

Generic (Retail Pharmacy) $5 Copayment 

Copayments apply after the In-
Network Deductible is satisfied. 

50%, after Deductible 

Non-Preferred Drug (Retail 
Pharmacy) 

$45 Copayment 

Copayments apply after the In-
Network Deductible is satisfied. 

50%, after Deductible 

Preferred Brand (Mail 
Order) 

$20 Copayment per 30 day 
supply 

Not Covered 

 or $40 Copayment per 31-90 
day supply. 

 

 Copayments apply after the In-
Network Deductible is satisfied. 

 

Generic (Mail Order) $5 Copayment per 30 day 
supply 

Not Covered 

 or $10 Copayment per 31-90 
day supply. 

 

 Copayments apply after the In-
Network Deductible is satisfied. 

 

Non-Preferred Drug (Mail 
Order) 

$45 Copayment per 30 day 
supply 

Not Covered 

 or $90 Copayment per 31-90 
day supply. 

 

 Copayments apply after the In-
Network Deductible is satisfied. 

 

*Program Deductibles will not apply to Preventive Care Prescription Drugs 

 Note for Prescription Drugs shown above: Contraceptives, mandated by the Women's 
Preventive Services provision of PPACA, are covered at 100% when obtained from an In-
Network Pharmacy or In
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DESCRIPTION OF COVERED SERVICES 

 
 
Subject to the exclusions, conditions and limitations of this Program, a Member is entitled to 
benefits for the Covered Services described in this Description of Covered Services section 
during a Benefit Period, subject to any Copayment, Deductible, Coinsurance, Out-of-Pocket 
Limit or Lifetime Maximum. These amounts and percentages, and other cost-sharing 
requirements are specified in the Schedule of Covered Services. 
 
Covered Services may be provided by either an In-Network or Out-of-Network Provider. 
However, the Member will maximize the benefits available when Covered Services are provided 
by a Provider that belongs to the Personal Choice Network (an In-Network Provider) and has a 
contract with the Claims Administrator to provide services and supplies to the Member. The 
Member will be held harmless for Out-of-Network differentials if: an In-Network Provider fails to 
provide written notice to the Member of the Provider’s Out-of-Network status for certain 
services; or, an In-Network Provider provides a written order for certain services to be 
performed by an In-Network Provider that has Out-of-Network status for those services and that 
Provider performs such service. The General Information section provides more detail 
regarding In-Network and Out-of-Network Providers, the Personal Choice Network, and the 
reimbursement of Covered Services provided by Facility Providers and Professional Providers. 
 
 
Some Covered Services must be Precertified before the Member receives the services. 
Precertification of services is a vital program feature that reviews Medical Necessity of certain 
procedures and/or admissions. In certain cases, Precertification helps determine whether a 
different treatment may be available that is equally effective yet less traumatic. Precertification 
also helps determine the most appropriate setting for certain services. Failure to obtain a 
required Precertification for a Covered Service could result in a reduction of benefits. More 
information on Precertification is found in the General Information section. 
 
PRIMARY AND PREVENTIVE CARE 

A Member is entitled to benefits for Primary Care and Preventive Care Covered Services when 
deemed Medically Necessary and billed for by a Provider. Cost-sharing requirements are 
specified in the Schedule of Covered Services. 
 
"Preventive Care" services generally describe health care services performed to catch the early 
warning signs of health problems. These services are performed when the Member has no 
symptoms of disease. "Primary Care" services generally describe health care services 
performed to treat an illness or injury. 
 
The Claims Administrator reviews the schedule of Covered Services, at certain times. Reviews 
are based on recommendations from organizations such as:  
 The American Academy of Pediatrics; 
 The American College of Physicians; 
 The U.S. Preventive Services Task Force; and  
 The American Cancer Society.  
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Preventive Care - Pediatric 

The Claims Administrator will provide coverage for routine physical examinations, including a 
complete medical history, and other Covered Services, in accordance with the Preventive 
Schedule document. 
 

Primary Care Physician Office Visits/Retail Clinics 

The Claims Administrator will provide coverage for Medical Care visits, by a Primary Care 
Provider, for any of the following services: 
 The examination of an illness or injury; 
 The diagnosis of an illness or injury; and 
 The treatment of an illness or injury. 
 
For the purpose of this benefit, "Office Visits" include: 
 Medical Care visits to a Provider’s office; 
 Medical Care visits by a Provider to a Member’s residence; or 
 Medical Care consultations by a Provider on an Outpatient basis. 
 
In addition to Office Visits a Member may receive Medical Care at a Retail Clinic. Retail Clinics 
are staffed by certified family nurse practitioners, who are trained to diagnose, treat, and write 
prescriptions when clinically appropriate. Nurse practitioners are supported by a local Physician 
who is on-call during clinic hours to provide guidance and direction when necessary. 
 







  

 SF.FLEX.PC.BK .LG.HCR            Group Number:10483622, 23 
Rev. 1.19 

18 

It is Medical Care that is rendered: 
 By a Professional Provider who is in charge of the case; 
 While the Member is an Inpatient in a Hospital, Rehabilitation Hospital or Skilled Nursing 

Facility; and 
 For a condition not related to Surgery, pregnancy, radiation therapy or Mental Illness. 
 
Such care includes Inpatient intensive Medical Care rendered to the Member: 
 While the Member’s condition requires a Professional Provider's constant attendance and 

treatment; and 
 For a prolonged period of time. 
 
 Concurrent Care 
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The Member must require treatment: 
 By skilled nursing personnel; 
 Which can be provided only on an Inpatient basis in a Skilled Nursing Facility. 
 
A Copayment may apply to an In-Network Inpatient Admission, if specified in the Schedule of 
Covered Services. For purposes of calculating the total Copayment due, an admission 
occurring within ten calendar days of discharge date from any previous admission shall be 
treated as part of the previous admission. 
 
In computing the number of days of benefits: 
 The Claims Administrator will count the day of the Member’s admission; but not the day of 

the Member’s discharge. 
 If the Member is admitted and discharged on the same day, it will be counted as one day. 
 
The Claims Administrator will only provide coverage for days spent during an uninterrupted stay 
in a Skilled Nursing Facility. 
 
It will not provide coverage for: 
 Time spent outside of the Skilled Nursing Facility, if the Member interrupts their stay and 

then stays past midnight on the day the interruption occurs; 
 Time spent if the Member remains past midnight of the day on which the interruption 

occurred; or 
 Time spent in the Skilled Nursing Facility after the discharge hour that the Member’s 

attending Physician has recommended that further Inpatient care is not required. 
 
INPATIENT/OUTPATIENT SERVICES 

The Member is entitled to benefits for Covered Services while the Member is an Inpatient in a 
Facility Provider or on an Outpatient basis when both of the following happen: 
 Deemed Medically Necessary; and 
 Billed for by a Provider. 
 
Look in the Schedule of Covered Services section to find how much of those or other costs 
the Member is required to share (pay). 
 

Blood 

The Claims Administrator will provide coverage for the administration of blood and blood 
processing from donors. In addition, benefits are also provided for: 
 Autologous blood drawing, storage or transfusion. 

– This refers to a process that allows the Member to have their own blood drawn and 
stored for personal use. 

– One example would be self-donation, in advance of planned Surgery. 
 Whole blood, blood plasma and blood derivatives: 

– Which are not classified as drugs in the official formularies; and 
– Which have not been replaced by a donor. 
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 Maternity/Obstetrical Care 

The Claims Administrator will provide coverage for Covered Services rendered in the care 
and management of a pregnancy for a Member. 
– Pre-notification - The Claims Administrator should be notified of the need for maternity 

care within one month of the first prenatal visit to the Physician or midwife. 
– Facility and Professional Services - The Claims Administrator will provide coverage for: 

 Facility services: Provided by a Facility Provider that is a Hospital or Birth Center; 
and 

 Professional services: Performed by a Professional Provider or certified nurse 
midwife. 

– Scope of Care - The Claims Administrator will provide coverage for: 
 Prenatal care; and 
 Postnatal care. 

– Type of delivery - Maternity care Inpatient benefits will be provided for: 
 48 hours for vaginal deliveries; and 
 96 hours for cesarean deliveries. 

Except as otherwise approved by the Claims Administrator. 
– Home Health Care for Early Discharge: In the event of early post-partum discharge from 

an Inpatient Admission: 
 Benefits are provided for Home Health Care, as provided for in the Home Health 

Care benefit. 
 
 Newborn Care 

– A Member’s newborn child will be entitled to benefits provided by this Program: 
 From the date of birth up to a maximum of 31 days. 

– Such coverage within the 31 days will include care which is necessary for the treatment 
of: 
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 Inpatient Treatment 
The Claims Administrator will provide coverage, subject to the Benefit Period limitation(s) 
stated in the Schedule of Covered Services, during an Inpatient Admission for treatment of 
Mental Illness and Serious Mental Illness. For maximum benefits, treatment must be 
received from an In-Network Facility Provider and Inpatient visits for the treatment of Mental 
Illness and Serious Mental Illness must be performed by an In-Network Professional 
Provider. 

 
Covered Services include treatments such as: 
– Psychiatric visits; – Electroconvulsive therapy; 
– Psychiatric consultations; – Psychological testing; and 
– Individual and group psychotherapy; – Psychopharmacologic management. 

 
A Copayment may apply to an In-Network Inpatient Admission, if specified in the Schedule 
of Covered Services. For purposes of calculating the total Copayment due, an admission 
occurring within ten calendar days of discharge date from a previous admission shall be 
treated as part of the previous admission.  

 
 Outpatient Treatment 

The Claims Administrator will provide coverage for Outpatient treatment of Mental Illness 
and Serious Mental Illness. For maximum benefits, treatment must be performed by an In-
Network Professional Provider/In-Network Facility Provider.  

 
Covered Services include treatments such as: 
– Psychiatric visits; 
– Psychiatric consultations; 
– Individual and group psychotherapy; 
– Licensed Clinical Social Worker visits; 
– Masters Prepared Therapist visits; rap;
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 Anesthesia
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Treatment for Alcohol or Drug Abuse and Dependency 

 Alcohol Or Drug Abuse And Dependency is a disease that can be described as follows: 
It is an addiction to alcohol and/or drugs. It is also the compulsive behavior that results from 
this addiction. 
– This addiction makes it hard for a person to function well with other people. 
– It makes it hard for a person to function well in the work that they do. 
– It will also cause person’s body and mind to become quite ill if the alcohol and/or drugs 

are taken away. 
 The Claims Administrator will provide coverage for the care and treatment of Alcohol Or 

Drug Abuse And Dependency: 
– Provided by a licensed Hospital or licensed Facility Provider or an appropriately licensed 

behavioral health Provider. 
– Subject to the Maximum(s) shown in the Schedule of Covered Services; and  
– According to the provisions outlined below. 

 For maximum benefits, treatment must be received from an In-Network Provider. 
 To Access Treatment for Alcohol Or Drug Abuse And Dependency: 

– Call the behavioral health management company at the phone number shown on the 
Members ID Card. 

Upon request, the Claims Administrator will make available the criteria for Medical Necessity 
determinations made under the Program for Alcohol Or Drug Abuse And Dependency to any 
current or potential Member, Dependent or In-Network Provider. 
 
 Inpatient Treatment 

– Inpatient Detoxification 
Covered Services include: 
 Lodging and dietary services; 
 Physician, Psychologist, nurse, certified addictions counselor, Master’s Prepared 

Therapists, and trained staff services; 
 Diagnostic x-rays; 
 Psychiatric, psychological and medical laboratory testing; and 
 Drugs, medicines, use of equipment and supplies. 

 
A Copayment may apply to an In-Network Inpatient Admission, if specified in the 
Schedule of Covered Services. For purposes of calculating the total Copayment due, 
any admission occurring within ten calendar days of discharge date from any previous 
admission shall be treated as part of the previous admission. 

 
– Hospital and Non-Hospital Residential Treatment 
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Covered services include: 
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 Covered Diabetic Supplies: 
– Blood testing strips; – Lancets and lancet devices; 
– Visual reading and urine test strips; – Monitor supplies; 
– Insulin and insulin analogs; – Pharmacological agents for controlling  
– Injection aids; blood sugar levels; and 
– Insulin syringes; – Glucagon emergency kits. 

 

Diagnostic Services 

The Claims Administrator will provide coverage for the following Diagnostic Services, when 
ordered by a Professional Provider and billed by a Professional Provider, and/or a Facility 
Provider: 
 Routine Diagnostic Services, including, but not limited to: 

– Routine radiology: Consisting of x-rays, mammograms, ultrasound, and nuclear 
medicine; 

– Routine medical procedures: Consisting of ECG, EEG and other diagnostic medical 
procedures approved by the Claims Administrator; and 

– Allergy testing: Consisting of percutaneous, intracutaneous and patch tests. 
 Non-Routine Diagnostic Services, including, but not limited to: 

– Nuclear Cardiology Imaging; 
– MRI/MRA; 
– CT Scans; 
– PET Scans; and 
– Sleep Studies. 

 Diagnostic laboratory and pathology tests. 
 Genetic testing and counseling. 

This includes services provided to a Member at risk for a specific disease that is a result of: 
– Family history; or 
– Exposure to environmental factors that are known to cause physical or mental disorders. 

 
When clinical usefulness of specific genetic tests has been established by the Claims 
Administrator, these services are covered for the purpose of: 
– Diagnosis; – Judging the response to a therapy; 
– Screening; – Examining risk for a disease; or 
– Predicting the course of a disease; – Reproductive decision-making. 

 

Durable Medical Equipment 

The Claims Administrator will provide coverage for the rental or, at the option of the Claims 
Administrator, the purchase of Durable Medical Equipment when: 
 Prescribed by a Professional Provider and required for therapeutic use; and 
 Determined to be Medically Necessary by the Claims Administrator. 

Although an item may be classified as Durable Medical Equipment it may not be covered in 
every instance. Durable Medical Equipment, as defined in the Important Definitions section, 
that includes equipment that meets the following criteria: 
 It is durable and can withstand repeated use. An item is considered durable if it can 

withstand: repeated use, (That is, the type of item that could normally be rented). Medical 
Supplies of an expendable nature are not considered "durable" (For example, see the "Non-
reusable supplies" provisions of the "Durable Medical Equipment" exclusion of the 
Exclusions - What Is Not Covered section of this Program); 

 It customarily and primarily serves a medical purpose; 
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 It is generally not useful to a person without an illness or injury. The item must be expected 
to make a meaningful contribution to the treatment of the Member’s illness, injury, or to 
improvement of a malformed body part; and 

 It is appropriate for home use.  
 
 Replacement and Repair: 

The Claims Administrator will provide coverage for the repair or replacement of Durable 
Medical Equipment when the equipment does not function properly; and is no longer useful 
for its intended purpose, in the following limited situations: 
– Due to a change in a Member’s condition: When a change in the Member’s condition 

requires a change in the Durable Medical Equipment the Claims Administrator will 
provide repair or replacement of the equipment; 

– Due to breakage: When the Durable Medical Equipment is broken due to significant 
damage, defect, or wear, the Claims Administrator will provide repair or replacement 
only if the equipment's warranty has expired and it has exceeded its reasonable useful 
life as determined by the Claims Administrator. 

Breakage under warranty: If the Durable Medical Equipment breaks while it is under 
warranty, replacement and repair is subject to the terms of the warranty. Contacts with the 
manufacturer or other responsible party to obtain replacement or repairs based on the 
warranty are the responsibility of: 

– The Claims Administrator in the case of rented equipment; and 
– The Member in the case of purchased equipment. 
Breakage during reasonable useful lifetime: The Claims Administrator will not be responsible 
if the Durable Medical Equipment breaks during its reasonable useful lifetime for any reason 
not covered by warranty.  (For example, the Claims Administrator will not provide benefits 
for repairs and replacements needed because the equipment was abused or misplaced.) 

 
Cost to repair vs. cost to replace: The Claims Administrator will provide benefits to repair 
Durable Medical Equipment when the cost to repair is less than the cost to replace it.  For 
purposes of replacement or repair of Durable Medical Equipment: 
– Replacement means the removal and substitution of Durable Medical Equipment or one 

of its components necessary for proper functioning; 
– A repair is a restoration of the Durable Medical Equipment or one of its components to 

correct problems due to wear or damage or defect. 
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 Examples of an Emergency include:   
– Heart attack; ς Other acute medical conditions as 
– Loss of consciousness or respiration; determined by the Claims Administrator. 
– Cardiovascular accident;  
– Convulsions;  
– Severe Accidental Injury; and  

Note:
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 The drug is used in the treatment of a rare, complex, or chronic disease; 
 A high level of involvement is required by a healthcare provider to administer the 

drug; 
 Complex storage and/or shipping requirements are necessary to maintain the drug’s 

stability; 
 The drug requires comprehensive patient monitoring and education by a healthcare 

provider regarding safety, side effects, and compliance; and 
 Access to the drug may be limited. 

To obtain a list of Specialty Drugs please logon to www.ibx.com/preapproval or Call the 
Customer Service telephone number shown on the Member’s Identification Card. 
ς Coinsurance applies: 

 The purchase of all Specialty Drugs is subject to: 
 Coinsurance, if dispensed by an In-Network Provider; or 
 Coinsurance, if dispensed by an Out-of-Network Provider. 

 The Coinsurance amounts are shown in the Schedule of Covered vT
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The Claims Administrator will provide coverage for Medical Foods and Nutritional Formulas 
when provided through a Durable Medical Equipment supplier or in connection with Infusion 
Therapy as provided for in this Program. 
 
An estimated basal caloric requirement for Medical Foods and Nutritional Formula is not 
required for IEMs, or for when administered through a tube. 
 

Non-Surgical Dental Services 

The Claims Administrator will provide coverage only for: 
 The initial treatment of Accidental Injury/trauma, (That is, fractured facial bones and 

fractured jaws), in order to restore proper function. 
 

Restoration of proper function includes the dental services required for the initial restoration 
or replacement of Sound Natural Teeth, required for the initial treatment for the Accidental 
Injury/trauma. This includes: 
– The first caps; 
– Crowns
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Prescription Drugs and Preventive Care Prescription Drugs are available for a 30 day supply, or 
the appropriate therapeutic limit, whichever is less, when dispensed from a retail Pharmacy. 
 
The Claims Administrator shall also provide coverage for: 
 Covered Prescription Drugs (Chronic Drugs) prescribed for a chronic condition and ordered 

by mail if a Member or the prescribing Physician submits to an In-Network Mail Order 
Pharmacy a written Prescription Drug Order specifying the amount of the covered 
Prescription Drug to be supplied. Benefits shall be available for up to a 90 day supply of a 

http://www.ibx.com/
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Contraceptives, as described under the Women’s Preventive Services provision of the Patient 
Protection and Affordable Act, covered under the "Prescription Drugs" section of this Benefit 
Booklet for generic products approved by the Federal Food and Drug Administration and for 
certain brand products (when a generic alternative or equivalent to the brand product does not 
exist) approved by the Federal Food and Drug Administration are covered at no cost-share to the 
Member when obtained from an In-Network Pharmacy or In-Network Mail Order Pharmacy. 
Coverage includes oral and injectable contraceptives, diaphragms, cervical caps, rings and 
transdermal patches, emergency contraceptives and certain over-the-counter contraceptive 
methods. The noted Brand Name cost-sharing reflected in the "Prescription Drugs" section of the 
Schedule of Covered Services applies for all other brand products. 
 
For questions concerning pharmaceutical management procedures such as prior authorization 
requirements, prescription limits, use of generic substitution, therapeutic interchange or step 
therapy protocols and Deductible, Copayment and Coinsurance amounts, the Member may call 
the Member Services telephone number referenced on the Member's Identification Card. 
 
Information about criteria and how cost-share will be determined for tier and formulary exceptions 
can be found in the Formulary Exception Policy. Tier exceptions can only be requested for 
coverage of Non-Preferred Drugs at the preferred drug tier for brand drugs or at the generic tier 
for generic products. The policy is available at www.ibx.com/formularyexceptionspolicy. The 
Member may request a hardcopy of the policy or obtain information about how to request an 
exception by calling Customer Service at the phone number on the Identification Card. 
 
The dollar amount paid by a drug manufacturer will not accumulate toward any applicable 
Deductible or Out-of-Pocket Limit. 
 
Prescription Drugs shall mean drugs or medications (including insulin):  
 Which by law require a Prescription Order to dispense; 
 Which are approved by the Claims Administrator and approved for distribution by the federal 

government; 
 For which Medical Necessity exists; and 
 Which have been approved by the Federal Food and Drug Administration and only for 

those uses for which they have specifically been approved by the Federal Food and Drug 
Administration. 

 
Private Duty Nursing Services 
The Claims Administrator will provide coverage up to the number of hours as specified in the 
Schedule of Covered Services for Outpatient services for Private Duty Nursing performed by 
a Licensed Registered Nurse (RN) or a Licensed Practical Nurse (LPN) when ordered by a 
Physician and which are Medically Necessary as determined by the Claims Administrator. 

 

Prosthetic Devices 

The Claims Ad
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Specialist Office Visit 

The Claims Administrator will provide coverage for Specialist Services Medical Care provided in 
the office by a Provider other than a Primary Care Provider. 
 
For the purpose of this benefit "in the office" includes: 
 Medical Care visits to a Provider’s office; 
 Medical Care visits by a Provider to the Member's residence; or 
 Medical Care consultations by a Provider on an Outpatient basis. 
 

Spinal Manipulation Services 

The Claims Administrator will provide coverage for the detection and correction of structural 
imbalance or dislocation (subluxation) of the Member’s spine resulting from, or related to any of 
the following: 
 Distortion of, or in, the vertebral column; 
 Misalignment of, or in, the vertebral column; or 
 Dislocation (Subluxation) of, or in, the vertebral column. 
 
The detection and correction can be done by: Manual or mechanical means (by hand or 
machine). 
 
This service will be provided for, up to the limits specified in the Schedule of Covered Services 
for spinal manipulations. 
 

Telemedicine Services 

 Services Provided by MDLIVE® 
Telemedicine services are provided by MDLIVE®, a national network of board certified 
physicians that provide consultations 24 hours a day, 7 days a week, 365 days a year. 
MDLIVE® physicians provide standard medical assessments, treatments, care and services 
to patients via the telephone or secure video when a primary care physician is unavailable or 
inaccessible. MDLIVE® does not replace an existing primary care physician relationship but 
enhances it with an efficient, cost-effective alternative for non-emergency medical problems. 
The applicable cost-sharing requirements are specified in the Schedule of Covered 
Services. The Member will pay the applicable cost-sharing via credit or debit card prior to 
the consultation. 

 Benefits Provided by Professional Provider 
Telemedicine services are also covered, when provided by a Professional Provider and 
subject to the relevant cost-share applicable to that Provider. The Provider’s eligibility will be 
determined by the Claims Administrator in the Claims Administrator’s policies, who is 
licensed in the state where the telemedicine service is being offered. Telemedicine services 
are covered when the encounter takes place via a secure Health Insurance Portability and 
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This exclusion does not apply to mastectomy related charges as provided for and defined in the 
"Surgical Services" section in the Description of Covered Services. 
 
Cranial Prostheses (Including Wigs) 

For cranial prostheses, including wigs intended to replace hair. 
 
Dental Care 

 For dental services related to: 
– The care, filling, removal or replacement of teeth, including dental implants to replace 

teeth or to treat congenital anodontia, ectodermal dysplasia or dentinogenesis 
imperfecta; and 

– The treatment of injuries to or diseases of the teeth, gums or structures directly 
supporting or attached to the teeth, except as otherwise specifically stated in this Benefit 
Booklet. 

– Specific services not covered include, but are not limited to (unless otherwise described 
in this Benefit Booklet): 
 Apicoectomy (dental root resection);  Bone grafts or other procedures provided 
 Prophylaxis of any kind; to augment an atrophic mandible or  
 Root canal treatments; maxilla in preparation of the mouth for  
 Soft tissue impactions; dentures or dental implants; and 
 Alveolectomy;  Treatment of periodontal disease; 

 For dental implants for any reason. 
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 Non-reusable supplies other than a supply that is an integral part of the Durable Medical 
Equipment item required for the Durable Medical Equipment function. This means the 
equipment is not durable or is not a component of the Durable Medical Equipment. 

 Equipment that is not primarily medical in nature. Equipment which is primarily and 



  

 SF.FLEX.PC.BK .LG.HCR            Group Number:10483622, 23 
Rev. 1.19 

47 

Hearing Aids 

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

For equipment costs related to services performed on high cost technological equipment as 
defined by the Claims Administrator, such as, but not limited to: 
 Computer Tomography (CT) scanners; 
 Magnetic Resonance Imagers (MRI); and 
 Linear accelerators. 
 
Unless the acquisition of such equipment by a Professional Provider was approved: 
 Through the Certificate of Need (CON) process; and/or 
 By the Claims Administrator. 
 
Home Blood Pressure Machines 

For home blood pressure machines, except for Members: 
 With pregnancy-induced hypertension; 
 With hypertension complicated by pregnancy; 
 With end-stage renal disease receiving home dialysis; or 
 Who are eligible for home blood pressure machine benefits as required based on ACA 

preventive mandates. 
 
Home Health Care 

For Home Health Care services and supplies in connection with Home health services for the 
following: 
 Custodial services, food, housing, homemaker services, Home delivered meals and 

supplementary dietary assistance; 
 Rental or purchase of Durable Medical Equipment; 
 Rental or purchase of medical appliances (For example, braces) and Prosthetic Devices 

(For example, artificial limbs); supportive environmental materials and equipment, such as: 
– Handrails; – 
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Hospice Care 
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Responsibility of Another Party 

 For which a Member would have no legal obligation to pay, or another party has primary 
responsibility. 

 Received from a dental or medical department maintained by or on behalf of an employer, a 
mutual benefit association, labor union, trust, or similar person or group. 

 
Responsibility of Medicare 

Claims paid or payable by Medicare when Medicare is primary. For purposes of this Program 
exclusion, coverage is not available for a service, supply or charge that is "payable under 
Medicare" when the Member is eligible to enroll for Medicare benefits, regardless of whether the 
Member actually enrolls for, pays applicable premium for, maintains, claims or receives 
Medicare benefits. The amount excluded for these claims will be either the amount "payable 
under Medicare" or the applicable plan fee schedule for the service, at the discretion of the 
Claims Administrator. 
 
Reversal of a Sterilization 

For any Surgery performed for the reversal of a sterilization procedure. 
 
Routine Foot Care 
As defined in the Claims Administrator’s Medical Policy unless associated with Medically 
Necessary treatment of peripheral vascular disease and/or peripheral neuropathic disease, 
including but not limited to diabetes. 
 
Self-Administered Prescription Drugs 

For Self-Administered Prescription Drugs, regardless of whether the drugs are provided or 
administered by a Provider. Drugs are considered Self-Administered Prescription Drugs even 
when initial medical supervision and/or instruction is required prior to patient self-administration. 
 
This exclusion does not apply to Self-Administered Prescription Drugs that are: 
 Mandated to be covered by law, such as insulin or any drugs required for the treatment of 

diabetes, unless these drugs are covered by a Free-Standing Prescription Drug Contract 
issued to the Group by the Claims Administrator; or 

 Required for treatment of an Emergency condition that requires a Self-Administered 
Prescription Drug. 
 

Sexual Dysfunction 

For sex therapy or other forms of counseling for treatment of sexual dysfunction when 
performed by a non-licensed sex therapist. 
 
Skilled Nursing Facility 

For Skilled Nursing Facility services in connection with the following: 
 When confinement in a Skilled Nursing Facility is intended solely to assist the Member with 

the activities of daily living or to provide an institutional environment for the convenience of a 
Member; 

 For the treatment of Alcohol And Drug Abuse Or Dependency, and Mental Illness; or 
 After the Member has reached the maximum level of recovery possible for their particular 

condition and no longer requires definitive treatment other than routine Custodial Care. 
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Temporomandibular Joint Syndrome (TMJ) 

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

Which were or are Incurred after the date of termination of the Member's coverage except as 
provided in the General Information section. 
 
Traditional Medical Management 

For any care that extends beyond traditional medical management for: 
 Autistic disease of childhood;  Intellectual disability; 
 Pervasive Developmental Disorders;  Treatment or care to effect environmental  
 Attention Deficit Disorder; or social change; or 
 Learning disabilities;  Autism Spectrum Disorders. 
 Behavioral problems;  
 
Except as otherwise provided in this Program. 
 
Travel 

For travel, whether or not it has been recommended by a Professional Provider or if it is 
required to receive treatment at an out of area Provider. 
 
Veteran’s Administration or Department of Defense 

To the extent a Member is legally entitled to receive when provided by the Veteran's 
Administration or by the Department of Defense in a government facility reasonably accessible 
by the Member. 
 
Vision 

 For correction of myopia or hyperopia by means of corneal microsurgery, such as: 
– Keratomileusis; 
– Keratophakia; 
– Radial keratotomy and all related services. 

 For eyeglasses, lenses or contact lenses and the vision examination for prescribing or fitting 
eyeglasses or contact lenses except as otherwise described in this Benefit Booklet. 

 
Worker’s Compensation 

For any occupational illness or bodily injury which occurs in the course of employment if benefits 
or compensation are available, in whole or in part, under the provisions of: 
 Worker’s Compensation Law; or 
 Any similar Occupational Disease Law or Act. 
 
This exclusion applies whether or not the Member claims the benefits or compensation. 
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GENERAL INFORMATION 

 
 
ELIGIBILITY, CHANGE AND TERMINATION RULES UNDER THE PROGRAM 

Effective Date: The date the Group agrees that all eligible persons may apply and become 
covered for the benefits as set forth in this Program and described in this Benefit Booklet. If a 
person becomes an eligible person after the Group's Effective Date, that date becomes the 
eligible person’s effective date under this Program. 
 
Eligible Person 
The Employee is eligible to be covered under this Program if the Employee is determined by the 
Group as eligible to apply for coverage and sign the Application. 
 
Eligibility shall not be affected by the Employee's physical condition and determination of 
eligibility for the coverage by the employer shall be final and binding. 
 
Eligible Dependent 
The Employee's family is eligible for coverage (Dependent coverage) under this Program when 
the Employee is eligible for Employee coverage. An eligible Dependent is defined as the 
Employee's spouse under a legally valid existing marriage, the Employee's child(ren), including 
any stepchild, legally adopted child, a child placed for adoption or any child whose coverage is 
the Employee's responsibility under the terms of a qualified release or court order. The limiting 
age for covered children is the first of the month following the month in which they reach age 26. 
 
In addition, a full-time student will be considered eligible for coverage when they are on a 
Medically Necessary leave of absence from an Accredited Educational Institution. The 
Dependent child will be eligible for coverage until the earlier of one year from the first day of the 
leave of absence or the date on which the coverage otherwise would terminate. The limiting age 
referenced above will be applicable regardless of the status of the Medically Necessary leave of 
absence. 
 
A full-time student who is eligible for coverage under this Program who is: 
 A member of the Pennsylvania National Guard or any reserve component of the U.S. armed 

forces and who is called or ordered to active duty, other than active duty for training for a 
period of 30 or more consecutive days; or 

 A member of the Pennsylvania National Guard who is ordered to active state duty, including 
duty under Pa. C.S. Ch. 76 (relates to Emergency Management Assistance Compact), for a 
period of 30 or more consecutive days. 

 
Eligibility for these Dependents will be extended for a period equal to the duration of the 
Dependent’s service on duty or active state duty or until the individual is no longer a full-time 
student regardless of the age of the Dependent when the educational program at the Accredited 
Educational Institution was interrupted due to military duty. 
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As proof of eligibility, the Employee must submit a form 
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When The Employee Terminates Employment - Continuation Of Coverage Provisions 
Consolidated Omnibus Budget Reconciliation Act Of 1985, As Amended (COBRA) 

The Employee should contact their Employer for more information about COBRA and the 
events that may allow the Employee or the Employee's eligible Dependents to temporarily 
extend health care coverage. 
 
INFORMATION ABOUT PROVIDER REIMBURSEMENT 

The Member's  Personal Choice Network Plan (this Program) is a program, which allows the 
Member to maximize the Member's health care benefits by utilizing the  Personal Choice 
Network, which is comprised of Providers that have a contractual arrangement with the Claims 
Administrator. These Providers are called "In-Network Providers". In-Network Providers are 
doctors, Hospitals and other health care professionals and institutions that are part of the  
Personal Choice Network, which is designed to provide access to care through a selected 
managed network of Providers. Services by In-Network Providers are delivered through a 
selected, managed network of Providers designed to provide quality care. The Personal Choice 
Network includes Hospitals, Primary Care Physicians and specialists, and a wide range of 
Ancillary Service Providers, including suppliers of Durable Medical Equipment, Hospice care 
and Home Health Care Agencies, Skilled Nursing Facilities, Free Standing Dialysis Facilities 
and Ambulatory Surgical Facilities. 
 
When the Member receives health care through a Provider that is a member of the Personal 
Choice Network, the Member incurs lower out-of-pocket expenses, and there are no claim forms 
to fill out. Benefits are also provided if the Member chooses to receive he
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– Pharmacy 
A pharmacy benefits management company (PBM), which is affiliated with the Claims 
Administrator, administers our Prescription Drug benefits, and is responsible for 
providing a network of participating pharmacies and processing pharmacy claims. The 
PBM also negotiates price discounts with pharmaceutical manufacturers and provides 
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reasonably possible, as determined by the Claims Administrator. Payment for 
Emergency Services provided by Out-of-Network Providers will be the negotiated 
amount through the Price Protection Program, or the greater of: 
 The median of the amounts paid to In-Network Providers for Emergency 

Services; 
 The amount paid to Out-of-Network Facility Providers; or 
 The amount paid by Medicare. 
 
Once Covered Services are rendered by a Facility Provider, the Claims Administrator 
will not honor a Member's request not to pay for claims submitted by the Facility 
Provider. The Member will have no liability to any person because of its rejection of 
the request. 

 

– Professional Providers 
 In-Network Providers 

The Claims Administrator is authorized by the Member to make payment directly to 
the In-Network Professional Providers furnishing Covered Services for which benefits 
are provided under this Program. In-Network Professional Providers have agreed to 
accept the rate of reimbursement determined by a contract as payment in full for 
Covered Services. BlueCard Providers will be compensated by the Blue Cross and 
Blue Shield Plans with which they contract. In-Network Professional Providers will 
make no additional charge to Members for Covered Services except in the case of 
certain Copayments, Coinsurance or other cost-sharing features as specified under 
this Program. The Member is responsible within 60 days of the date in which the 
Claims Administrator finalizes such services to pay, or make arrangements to pay, 
such amounts to the In-Network Professional Provider. 
 
Benefit amounts, as specified in the Schedule of Covered Services of this 
Program, refer to Covered Services rendered by a Professional Provider which are 
regularly included in such Provider's charges and are billed by and payable to such 
Provider. Any dispute between the In-Network Professional Provider and a Member 
with respect to balance billing shall be submitted to the Claims Administrator

t h e  I n
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for the Emergency Care. For payment of Covered Services provided by an Out-of-
Network Provider, please refer to the definition of "Covered Expense" in the 
Important Definitions section of this Benefit Booklet. Inpatient admissions for 





  

 SF.FLEX.PC.BK .LG.HCR            Group Number:10483622, 23 
Rev. 1.19 

65 

 In-Network Ancillary Service Providers 
In-Network Ancillary Service Providers include members of the  Personal Choice 
Network that have a contractual relationship with the Claims Administrator for the 
provision of services or supplies to Members. Benefits will be provided as specified 
in the Schedule of Covered Services for the provision of services or supplies 
provided to Members by In-Network Ancillary Service Providers. The Claims 
Administrator 
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and/or other credits or charges. Occasionally, it may be an average price, based on a 
discount that results in expected average savings for similar types of healthcare 
providers after taking into account the same types of transactions as with an estimated 
price. 
 
Estimated pricing and average pricing also take into account adjustments to correct for 
over- or underestimation of past pricing of claims, as noted above. However, such 
adjustments will not affect the price the Claims Administrator has used for the Member's 
claim because they will not be applied after a claim has already been paid. 
 

– Special Cases: Value-Based Programs 
 
BlueCard® Program 
 
If the Member receives Covered Services under a Value-Based Program inside a Host 
Blue's service area, the Member will not be responsible for paying any of the Provider 
Incentives, risk-sharing, and/or Care Coordinator Fees that are a part of such an 
arrangement, except when a Host Blue passes these fees to the Claims Administrator 
through average pricing or fee schedule adjustments. 
 
Value-Based Programs: Negotiated (non-BlueCard Program) Arrangements 
 
If the Claims Administrator has entered into a Negotiated Arrangement with a Host Blue 
to provide Value-Based Programs to the Group on the Member's behalf, the Claims 
Administrator will follow the same procedures for Value-Based Programs administration 
and Care Coordinator Fees as noted above for the BlueCard Program. 
 

– Nonparticipating Providers Outside the Claims Administrator's Service Area 
 
 Member Liability Calculation 

When Covered Services are provided outside of the Claims Administrator's service 
area by nonparticipating providers, the amount the Member pays for such services 
will normally be based on either the Host Blue’s nonparticipating provider local 
payment or the pricing arrangements required by applicable state law. In these 
situations, the Member may be responsible for the difference between the amount 
that the nonparticipating provider bills and the payment the Claims Administrator 
will make for the Covered Services as set forth in this paragraph. Federal or state 
law, as applicable, will govern payments for out-of-network emergency services. 
 

 Exceptions 
In certain situations, the Claims Administrator may use other payment methods, 
such as billed charges for Covered Services, the payment we would make if the 
healthcare services had been obtained within our service area, or a special 
negotiated payment to determine the amount the Claims Administrator will pay for 
services provided by nonparticipating providers. In these situations, the Member 
may be liable for the difference between the amount that the nonparticipating 
provider bills and the payment the Claims Administrator will make for the Covered 
Services as set forth in this paragraph. 
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Disease Management and Decision Support Programs 
Disease Management and Decision Support programs help Members to be effective partners in 
their health care by providing information and support to Members with certain chronic 
conditions as well as those with everyday health concerns. Disease Management is a 
systematic, population-based approach that involves identifying Members with certain chronic 
diseases, intervening with specific information or support to follow Provider’s treatment plan, 
and measuring clinical and other outcomes. Decision Support involves identifying Members who 
may be facing certain treatment option decisions and offering them information to assist in 
informed, collaborative decisions with their Physicians. Decision Support also includes the 
availability of general health information, personal health coaching, Provider information, or 
other programs to assist in health care decisions. 
 
Disease Management interventions are designed to help Members manage their chronic 
condition in partnership with their Physician(s). Disease Management programs, when 
successful, can help such Members avoid long term complications, as well as relapses that 
would otherwise result in Hospital or Emergency room care. Disease Management programs 
also include outreach to Members to obtain needed preventive services, or other services 
recommended for chronic conditions. Information and support may occur in the form of 
telephonic health coaching, print, audio library or videotape, or Internet formats. 
 
The Claims Administrator will utilize medical information such as claims data to operate the 
Disease Management or Decision Support program, (For example, to identify Members with 
chronic disease, to predict which Members would most likely benefit from these services, and to 
communicate results to the Member’s treating Physician(s)). The Claims Administrator will 
decide what chronic conditions are included in the Disease Management or Decision Support 
program. 
 
Participation by a Member in Disease Management or Decision Support programs is voluntary. 
A Member may continue in the Disease Management or Decision Support program until any of 
the following occurs: 
 The Member notifies the Claims Administrator that they have declined participation; 
 The Claims Administrator determines that the program, or aspects of the program, will not 

continue; or 
 The Member’s Employer decides not to offer the programs. 

 
Out-Of-Area Care for Dependent Students
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UTILIZATION REVIEW PROCESS AND CRITERIA 

Utilization Review Process 
A basic condition of IBC’s, and its subsidiary QCC Insurance Company’s ("the Claims 
Administrator") benefit plan coverage is that in order for a health care service to be covered or 
payable, the services must be Medically Necessary. To assist the Claims Administrator in 
making coverage determinations for requested health care services, the Claims Administrator 
uses established IBC Medical Policies and medical guidelines based on clinically credible 
evidence to determine the Medical Necessity of the requested services. The appropriateness of 
the requested setting in which the services are to be performed is part of this assessment. The 
process of determining the Medical Necessity of requested health care services for coverage 
determinations based on the benefits available under a Member’s benefit plan is called 
utilization review. 
 
It is not practical to verify Medical Necessity on all procedures on all occasions; therefore, 
certain procedures may be determined by the Claims Administrator to be Medically Necessary 
and automatically approved based on the accepted Medical Necessity of the procedure itself, 
the diagnosis reported or an agreement with the performing Provider. An example of such 
automatically approved services is an established list of services received in an Emergency 
room which has been approved by the Claims Administrator based on the procedure meeting 
Emergency criteria and the severity of diagnosis reported (For example, rule out myocardial 
infarction, or major trauma). Other requested services, such as certain elective Inpatient or 
Outpatient procedures may be reviewed on a procedure specific or setting basis. 
 
Utilization review generally includes several components which are based on when the review is 
performed. When the review is required before a service is performed it is called a 
Precertification review. Reviews occurring during a hospital stay are called a concurrent review, 
and those reviews occurring after services have been performed are called either retrospective 
or post-service reviews. The Claims Administrator follows applicable state and federally required 
standards for the timeframes in which such reviews are to be performed. 
 
Generally, where a requested service is not automatically approved and must undergo Medical 
Necessity review, nurses perform the initial case review and evaluation for coverage approval 
using the Claims Administrator's Medical Policies, established guidelines and evidence-based 
clinical criteria and protocols; however only a Medical Director employed by the Claims 
Administrator may deny coverage for a procedure based on Medical Necessity. The evidence-
based clinical protocols evaluate the Medical Necessity of specific procedures and the majority 
are computer-based. Information provided in support of the request is entered into the 
computer-based system and evaluated against the clinical protocols. Nurses apply applicable 
benefit plan policies and procedures, taking into consideration the individual Member’s condition 
and applying sound professional judgment. When the clinical criteria are not met, the given 
service request is referred to a Medical Director for further review for approval or denial. 
Independent medical consultants may also be engaged to provide clinical review of specific 
cases or for specific conditions. Should a procedure be denied for coverage based on lack of 
Medical Necessity, a letter is sent to the requesting Provider and Member in accordance with 
applicable law. 
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Plans only to the extent that the Claims Administrator is furnished with information relative to 
such other Plans. 

 
 Right of Recovery 

Whenever payments which should have been made under this Program in accordance with 
this provision have been made under any other Plan, the Claims Administrator shall have 
the right, exercisable alone and in its sole discretion, to pay over to any organization making 
such other payments any amounts it shall determine to be warranted in order to satisfy the 
intent of this provision. Amounts so paid shall be deemed to be benefits provided under this 
Program and, to the extent of such payments, the Claims Administrator shall be fully 
discharged from liability under this Program. 
 
Whenever payments have been made by the Claims Administrator in a total amount, at any 
time, in excess of the maximum amount of payment necessary at that time to satisfy the 
intent of this provision, irrespective of to whom paid, the Claims Administrator shall have the 
right to recover such payments to the extent of such excess from among one or more of the 
following, as the Claims Administrator shall determine: 
– The person the Claims Administrator has paid or for whom they have paid; 
– Insurance companies; or 
– Any other organizations. 

 
The Member, on the Member's own behalf and on behalf of the Member's Dependents, 
shall, upon request, execute and deliver such instruments and papers as may be required 
and do whatever else is reasonably necessary to secure such rights to the Claims 
Administrator. 

 
SUBROGATION AND REIMBURSEMENT RIGHTS 
 
By accepting benefits for Covered Services, the Member agrees that the Claims Administrator 
has the right to enforce subrogation and reimbursement rights. This section explains these 
rights and the responsibilities of each Member pertaining to subrogation and reimbursement. 
The term Member includes Eligible Dependents. The term Responsible Third Party refers to any 
person or entity, including any insurance company, health benefits plan or other third party, that 
has an obligation (whether by contract, common law or otherwise) to pay damages, pay 
compensation, provide benefits or make any type of payment to the Member for an injury or 
illness. 
 
The Claims Administrator or the Plan Administrator, as applicable, retains full discretionary 
authority to interpret and apply these subrogation and reimbursement rights based on the facts 
presented. 
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Subrogation Rights 
Subrogation rights arise when the Claims Administrator pays benefits on behalf of a Member 
and the Member has a right to receive damages, compensation, benefits or payments of any 
kind (whether by a court judgment, settlement or otherwise) from a Responsible Third Party. 
The Claims Administrator is subrogated to the Member's right to recover from the Responsible 
Third Party. This means that the Claims Administrator "stands in your shoes" - and assumes the 
Member's right to pursue and receive the damages, compensation, benefits or payments from 
the Responsible Third Party to the full extent that the Claims Administrator has reimbursed the 
Member for medical expenses or paid medical expenses on the Member's behalf, plus the costs 
and fees that are incurred by the Claims Administrator to enforce these rights. The right to 
pursue a subrogation claim is not contingent upon whether or not the Member pursues the 
Responsible Third Party for any recovery. 
 
Reimbursement Rights 
If a Member obtains any recovery - regardless of how it's described or structured - from a 
Responsible Third Party, the Member must fully reimburse the Claims Administrator for all 
medical expenses that were paid to the Member or on the Member's behalf, plus the costs and 
fees that are incurred by the Claims Administrator to enforce these rights. The Claims 
Administrator has a right to full reimbursement. 
 
Lien 
By accepting benefits for Covered Services from the Claims Administrator, the Member agrees 
to a first priority equitable lien by agreement on any payment, reimbursement, settlement or 
judgment received by the Member, or anyone acting on the Member's behalf, from any 
Responsible Third Party. As a result, the Member must repay to the Claims Administrator the 
full amount of the medical expenses that were paid to the Member or on the Member's behalf 
out of the amounts recovered from the Responsible Third Party (plus the costs and fees that are 
incurred by the Claims Administrator to enforce these rights) first, before funds are allotted 
toward any other form of damages, whether or not there is an admission of fault or liability by 
the Responsible Third Party. The Claims Administrator has a lien on any amounts recovered by 
the Member from a Responsible Third Party, regardless of whether or not the amount is 
designated as payment for medical expenses. This lien will remain in effect until the Claims 
Administrator is reimbursed in full. 
 
Constructive Trust 
If the Member (or anyone acting on the Member's behalf) receive damages, compensation, 
benefits or payments of any type from a Responsible Third Party (whether by a court judgment, 
settlement or otherwise), the Member agrees to maintain the funds in a separate, identifiable 
account and that the Claims Administrator has a lien on the monies. In addition the Member 
agrees to serve as the trustee over the monies for the benefit of Claims Administrator to the full 
extent that the Claims Administrator has reimbursed the Member for medical expenses or paid 
medical expenses on the member's behalf, plus the attorney's fees and the costs of collection 
incurred by the Claims Administrator. 
 These subrogation and reimbursement rights apply regardless of whether money is received 

through a court decision, settlement, 



  

 SF.FLEX.PC.BK .LG.HCR            Group Number:10483622, 23 
Rev. 1.19 

80 

 The Claims Administrator is entitled to recover the full amount of the benefits paid to the 
Member or on the Member's behalf plus the costs and fees that are incurred by the Claims 
Administrator to enforce these rights without regard to whether the Member has been made 
whole or received full compensation for other damages (including property damage or pain 
and suffering). The recovery rights of the Claims Administrator will not be reduced by the 
"made whole" doctrine or "double recovery" doctrine. 

 The Claims Administrator will not pay, offset any recovery, or in any way be responsible for 
attorneys' fees or costs associated with pursuing a claim against a Responsible Third Party 
unless the Claims Administrator agrees to do so in writing. The recovery rights of the Claims 
Administrator will not be reduced by the "common fund" doctrine. 

 In addition to any Coordination of Benefits rules described in this Benefit Booklet, the 
benefits paid by the Claims Administrator will be secondary to any no-fault auto insurance 
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withhold benefit payments to recover subrogation/reimbursement amounts that are owed and/or 
to terminate the Member's participation in the Program. 
 
CLAIM PROCEDURES 

How To File A Claim 
The Member is never required to file a claim when Covered Services are provided by In-
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Special Circumstances as recognized in the community, and by the Claims Administrator and 
appropriate regulatory authority, are extraordinary circumstances not within the control of the 
Claims Administrator, including but not limited to: 
 Major disaster;  The complete or partial destruction of facilities; 
 Epidemic;  Riot; or 
 Pandemic;  Civil insurrection. 
 
COMPLAINT AND APPEAL PROCESS 

Member Complaint Process 
The Claims Administrator has a process for Members to express complaints. To register a 
Complaint, Members should call the Member Services Department at the telephone number on 
their Identification Card or write to the Claims Administrator at the following address: 
 

General Correspondence 
1901 Market Street 
Philadelphia, PA 19103 

 
Most Member concerns are resolved informally at this level. However, if the Claims 
Administrator is unable to immediately resolve the Member Complaint, it will be investigated, 
and the Member will receive a response in writing within 30 days. 
 
Member Appeal Process 
Filing an Appeal. The Claims Administrator maintains procedures for the resolution of Member 
Appeals. Member Appeals may be filed within 180 days of the receipt of a decision from the 
Claims Administrator stating an adverse benefit determination. An Appeal occurs when the 
Member or, after obtaining the Member’s authorization, either the Provider or another 
authorized representative requests a change of a previous decision made by the Claims 
Administrator by following the procedures described here. (In order to authorize someone else 
to be the Member’s representative for the Appeal, the Member must complete a valid 
authorization form. The Member must contact the Claims Administrator as directed below to 
obtain a “Member/Enrollee Authorization to Appeal by Provider or Other Representative” form or 
for questions regarding the requirements for an authorized representative.) 
 
The Member or other authorized person on behalf of the Member, may request an Appeal by 
calling or writing to the Claims Administrator, as defined in the letter notifying the Member of the 
decision or as follows: 
 

Member Appeals Department  Toll Free Phone: 1-888-671-5276 (TTY: 711) 
P.O. Box 41820 Toll Free Fax: 1-888-671-5274 or 
Philadelphia, PA, 19101-1820 
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On the Internet at the Website for the Member’s Health Plan. Copies are available there at any 
time. To see samples of the Member Appeals process, search for “member appeals” in the 
general search engine. To review a description of the Member Appeals process for the 
Member’s health plan, the Member must log in with the Member’s personalized password. 
 
Customer Service. To obtain a description of the Member Appeals process for the Member's 
health plan, call Customer Service at the telephone number listed on the Member’s Identification 
Card. Customer Service will mail the Member a copy of the description. 
 
When an Appeal is Filed. As part of the Member Appeal process, a description is provided for 
the type of Member Appeal that has been filed. The description is sent with the acknowledgment 
letter for the Member Appeal.  
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IMPORTANT DEFINITIONS 

 
 
The terms below have the following meaning when describing the benefits in this Benefit 
Booklet. They will be helpful to you (the Member) in fully understanding your benefits. 
 
Accidental Injury 
Injury to the body that is solely caused by an accident, and not by any other causes. 
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Application And Application Card 
The request of the Applicant for coverage: 
 Either written or via electronic transfer; and 
 Set forth in a format approved by the Claims Administrator. 



  

 

 
 SF.FLEX.PC.BK .LG.HCR            Group Number:10483622, 23 
Rev. 1.19 

88 
 

 
Birth Center 
A Facility Provider approved by the Claims Administrator which: 
 Is primarily organized and staffed to provide maternity care; 
 Is where a woman can go to receive maternity care and give birth; 
 Is licensed as required in the state where it is situated; and 
 Is under the supervision of a Physician or a licensed certified nurse midwife. 
 
BlueCard Program 
A program that allows a Member travelling or living outside of their plan’s area to receive 
coverage for services at an "In-Network" benefit level if the Member receives services from Blue 
Cross Blue Shield providers that participate in the BlueCard Program. 
 
BlueCard Provider 
A Provider that participates in the BlueCard Program as an In-Network Provider. 
 
Brand Name Drug  
A Prescription Drug or Preventive Care Prescription Drug approved by the U.S. Food and Drug 
Administration (FDA) through the new drug application (NDA) process and in compliance with 
applicable state law and regulations. 
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Compendia 
Compendia are reference documents used by the Claims Administrator to determine if a 
prescription drug should be covered. Compendia provide: 
 Summaries of how drugs work; 
 Information about which drugs are recommended to treat specific diseases; and 
 The appropriate dosing schedule for each drug. 
 
Over the years, some Compendia have merged with other publications. The Claims 
Administrator only reviews current Compendia when making coverage decisions. 
 
Complaint 
Any expression of dissatisfaction, verbal or written, by a Member. 
 
Conditions For Departments (for Qualifying Clinical Trials) 
The conditions described in this paragraph, for a study or investigation conducted by the 
Department of Veteran Affairs, Defense or Energy, are that the study or investigation has been 
reviewed and approved through a system of peer review that the Government determines: 
 To be comparable to the system of peer review of studies and investigations used by the 

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

have no interest in the outcome of the review. 
 
Consumable Medical Supply 
Non-durable medical supplies that cannot withstand repeated use, are usually disposable, and 
are generally not useful to a person in the absence of illness or injury. 
 
Contraceptive Drugs 
FDA approved drugs requiring a Prescription Order to be dispensed for the use of 
contraception. These include oral contraceptives, such as birth control pills as well as injectable 
contraceptive drugs. 
 
Copayment 
A type of cost-sharing in which the Member pays a flat dollar amount each time a Covered 
Service is provided (such as a $10 or $15 Copayment per office visit). Copayments, if any, are 
identified in the Schedule of Covered Services. 
 
Covered Drug 
Prescription Drugs, including Self-Administered Prescription Drugs and Preventive Care 
Prescription Drugs, which are: 
 Prescribed for a Member by a Professional Provider who is appropriately licensed to 

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

and 
 Medically Necessary, as determined by the Claims Administrator. 
 
Insulin shall be considered a Covered Drug where Medically Necessary. 
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the following: 

– For Covered Services provided by an In-Network Ancillary Service Provider or BlueCard 
Provider "Covered Expense" means the amount payable to the Provider under the 
contractual arrangement in effect with the Claims Administrator or BlueCard Provider. 

– For Covered Services provided by an Out-of-Network Ancillary Service Provider, not 
successfully negotiated through the Price Protection Program, "Covered Expense" 
means the lesser of the Medicare Ancillary Allowable Payment or the Provider's charges. 
For Covered Services that are not recognized or reimbursed by the Medicare traditional 
program, the amount is determined by reimbursing the lesser of the Claims 
Administrator’s applicable proprietary fee schedule or the Provider’s charges. For 
Covered Services not recognized or reimbursed by the Medicare traditional program or 
the Claims Administrator’s applicable proprietary fee schedule, the amount is determined 
by reimbursing 50% of the Out-of-Network Ancillary Service Provider’s charges for 
Covered Services. 
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Emergency  
The sudden and unexpected onset of a medical or psychiatric condition manifesting itself in 
acute symptoms of sufficient severity or severe pain, such that a prudent layperson who 
possesses an average knowledge of health and medicine, could reasonably expect the absence 
of immediate medical attention to result in: 
 Placing the Member’s health, or in the case of a pregnant Member, the health of the unborn 

child, in jeopardy; 
 Serious impairment to bodily functions; or 
 Serious dysfunction of any bodily organ or part. 
 
Emergency Care 
Covered Services and supplies provided to a Member in, or for, an Emergency: 
 By a Hospital or Facility Provider and/or Professional Provider; and 
 On an Outpatient basis; and 
 In a Hospital Emergency Room or Outpatient Emergency Facility. 
 
Employee 
An individual of the Group contracting with the Claims Administrator and: 
 Who meets the eligibility requirements for enrollment; and 
 Who, at enrollment, is specified as meeting the eligibility requirements; and 
 In whose name the Identification Card is issued. 
 
Equipment For Safety 
Equipment used to keep people safe. 
 
These are: 
 Items that are not primarily used for the diagnosis, care or treatment of disease or injury. 
 Items which are primarily used to prevent injury or provide a safe surrounding. 
 
Examples include: 
 Restraints; 
 Safety straps; 
 Safety enclosures; and 
 Car seats. 
 
Essential Health Benefits 
A set of health care service categories that must be covered by certain plans in accordance 
with the Affordable Care Act. Essential health benefits must include items and services within 
at least the following 10 categories: 
 Ambulatory patient services;  Rehabilitative and habilitative services 
 Emergency services; And devices; 
 Hospitalization;  Laboratory services; 
 Maternity and newborn care;  Preventive and wellness services and 
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Facility Provider 
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Hospice 
A Facility Provider that is engaged in providing palliative care rather than curative care to 
terminally ill individuals. 
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Limiting Age For Dependents 
The age at which a child is no longer eligible as a Dependent under the Member's coverage. 
The Limiting Age for covered children is shown in the General Information section. 
 
Maintenance 
A continuation of the Member's care and management when: 
 The maximum therapeutic value of a Medically Necessary treatment plan has been 

achieved; 
 No additional functional improvement is apparent or expected to occur; 
 The provision of Covered Services for a condition ceases to be of therapeutic value; and 
 It is no longer Medically Necessary. 
 
This includes Maintenance services that seek to: 
 Prevent disease; 
 Promote health; and 
 Prolong and enhance the quality of life. 
 
Managed Care Organization (MCO) 
A generic term for any organization that manages and controls medical service. 
 
It includes: 
 HMOs; 
 PPOs; 
 Managed indemnity insurance programs; and 
 Managed Blue Cross or Blue Shield programs. 
 
Master’s Prepared Therapist 
A therapist who: 
 Holds a Master's Degree in an acceptable human services-related field of study; 
 Is licensed as a therapist at an independent practice level; and 
 Is licensed by the appropriate state authority to provide therapeutic services for the 

treatment of Mental Health/Psychiatric Services (including treatment of Serious Mental 
Illness). 

 
Maximum 
A limit on the amount of Covered Services that a Member may receive. The Maximum may 
apply to all Covered Services or selected types. When the Maximum is expressed in dollars, this 
Maximum is measured by the Covered Expenses, less Deductibles, Coinsurance and 
Copayment amounts paid by Members for the Covered Services to which the Maximum applies. 
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Medicare Ancillary Allowable Payment 
The payment amount, as determined by the Medicare program, for the Covered Service for an 
Ancillary Service Provider. 
 
Medicare Professional Allowable Payment 
The payment amount, as determined by the Medicare program, for the Covered Service based 
on the Medicare Par Physician Fee Schedule – Pennsylvania Locality 01. 
 
Member 
An enrolled Employee or their Eligible Dependent(s) who have satisfied the specifications of the 
General Information section. 
 
A Member does NOT mean any person who is eligible for Medicare, except as specifically 
stated in this Benefit Booklet. 
 
Mental Illness 
Any of various conditions, wherein mental treatment is provided by a qualified mental health 
Provider. 
 These various conditions must be categorized as mental disorders by the most current 

edition of the International Classification of Diseases (ICD) or Diagnostic and Statistical 
Manual (DSM). 

 For purposes of this Program, conditions categorized as Mental Illness do not include those 
conditions listed under Serious Mental Illness or Autism Spectrum Disorders. 

 The benefit limits for Mental Illness, Serious Mental Illness, and Autism Spectrum Disorders 
are separate and not cumulative. 

 
Methadone Treatment 
Provision and supervision of methadone hydrochloride in prescribed doses for the treatment of 
opioid dependency. 
 
Negotiated Arrangement a.k.a., Negotiated National Account Arrangement 
An agreement negotiated between a Control/Home Licensee and one or more Par/Host 
Licensees for any National Account that is not delivered through the BlueCard Program. 
 
Non-Hospital Facility 
A Facility Provider, licensed by the Department of Health for the care or treatment of Members 
diagnosed with Alcohol Or Drug Abuse And Dependency. This does NOT include transitional 
living facilities. 
 
Non-Hospital Facilities, shall include, but not be limited to the following, for Partial 
Hospitalization programs: 
 Residential Treatment Facilities; and 
 Free Standing Ambulatory Care Facilities. 
 
Non-Hospital Residential Treatment 
The provision of medical, nursing, counseling, or therapeutic services to Members diagnosed 
with Alcohol Or Drug Abuse And Dependency: 
 In a residential environment; 
 According to individualized treatment plans. 
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Non-Preferred Drug 
These drugs generally have one or more generic alternatives or preferred brand options within 
the same drug class. 
 
Nutritional Formula 
Liquid nutritional products which are formulated to supplement or replace normal food products. 
 
Out-of-Network Ancillary Service Provider 
An Ancillary Service Provider   that is NOT a member of the Personal Choice Network or is NOT 
a BlueCard Provider. 
 
Out-of-Network Facility Provider 
A Facility Provider  that is NOT a member of the Personal Choice Network or is NOT a 
BlueCard Provider. 
 
Out-of-Network Mail Order Pharmacy 
A Mail Order Pharmacy that is not a member of the Claims Administrator’s pharmacy benefits 
manager’s network. 
 
Out-of-Network Pharmacy 
A Pharmacy that is not a member of the Claims Administrator’s pharmacy benefits manager’s 
network. 
 
Out-of-Network Professional Provider 
A Professional Provider   who is NOT a: 
 Member of the Personal Choice Network; or 
 BlueCard Provider. 
 
Out-of-Network Provider 
A Facility Provider, Professional Provider, Ancillary Service Provider or Pharmacy that is NOT a: 
 Member of the Personal Choice Network; or 
 BlueCard Provider. 
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Plan Of Treatment 
A plan of care which is prescribed in writing by a Professional Provider for the treatment of an 
injury or illness. The Plan of Treatment should include goals and duration of treatment, and be 
limited in scope and extent to that care which is Medically Necessary for the Member's 
diagnosis and condition. 
 
Precertification (or Precertify) 
Prior assessment by the Claims Administrator or a designated agent that proposed services, 
such as hospitalization, are Medically Necessary for a Member and covered by this Program. 
Payment for services depends on whether the Member and the category of service are covered 
under this Program. 
 
Preferred Brand 
These drugs have been selected for their reported medical effectiveness, safety, and value. 
These drugs generally do not have generic equivalents. 
 
Preferred Provider Organization (PPO) 
A type of managed care plan that: 
 Offers the freedom to choose a Physician like a traditional health care plan; and 
 Provides the Physician visits and preventive benefits normally associated with an HMO 

(Health Maintenance Organization). 
In a PPO, an individual is: 
 Not required to select a primary care Physician to coordinate care; and 
 Not required to obtain referrals to see specialists. 
 
Prenotification (Prenotify) 
The requirement that a Member provide prior notice to the Claims Administrator that proposed 
services, such as maternity care, are scheduled to be performed. 
 No Penalty will be applied for failure to comply with this requirement. 
 Payment for services depends on whether the Member and the category of service are 

covered under this Program. 
 To Prenotify, the Member should call the telephone number on the ID card, prior to obtaining 

the proposed service. 
 
Prescription Drug 
 Any medication approved by the Claims Administrator and which by Federal and or state 

laws may be dispensed with a Prescription Order; and  
 Insulin.  
 
The list of covered Prescription Drugs is subject to change from time to time at the sole 
discretion of the Claims Administrator. 
 
Prescription Drug Coinsurance  
The percentage of the Covered Expense for Prescription Drugs that must be paid by the 
Member. 
 
Prescription Order 
The request in accordance with applicable laws and regulations for medication issued by a 
Professional Provider. 
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Preventive Care 
Means: 
 Evidence-based items or services that are rated "A" or "B" in the current recommendations 

of the United States Preventive Services Task Force with respect to the Member; 
 Immunizations for routine use for Members of all ages as recommended by the Advisory 

Committee on Immunization Practices of the Centers of Disease Control and Prevention 
with respect to the Member; 

 Evidence-informed preventive care and screenings for Members who are infants, children, 
and adolescents, as included in the comprehensive guidelines supported by the Health 
Resources and Services Administration; 

 Evidence-informed preventive care and screenings for female Members as included in the 
comprehensive guidelines supported by the Health Resources and Services Administration; 
and 

 Any other evidence-based or evidence-informed items as determined by the federal and/or 
state law. 

 
Examples of Preventive Care include, but are not limited to: 
 Routine physical examinations, including related laboratory tests and X-rays; 
 Immunizations and vaccines; 
 Well-baby care; 
 Pap smears; 
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to a negotiated amount (referred to as a “successfully negotiated claim”), the Claims 
Administrator will reimburse the Out-of-Network Provider directly and the Member shall be 
responsible for any Member cost sharing. If the Out-of-Network Provider does not agree to a 
negotiated amount, the claim reimbursement will be governed by the Covered Expense 
definition. 
 
 The Price Protection Program applies to Out-of-Network Provider charges at an invoiced 

amount determined by the Claims Administrator from Out-of-Network Providers outside of 
the following Pennsylvania counties: 

– Bucks 

– Chester 

– Delaware 

– Montgomery; and 

– Philadelphia. 
 The Price Protection Program does not apply to: 

– Claims when the Member has not satisfied the Out-of-Network Deductible in full; 

– Claims originating outside of the United States; 

– Drug and Alcohol claims; 

– Medicare claims; 

– Coordination of Benefits claims; 

– Claims that have already been successfully negotiated or adjusted. 
 
Primary Care Provider 
A Professional Provider as listed in the Personal Choice Network directory under "Primary Care 
Physicians" (General Practice, Family Practice or Internal Medicine), 
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Professional Provider 
A person or practitioner licensed, where required, and performing services within the scope of 
such licensure. The Professional Providers are: 
 Audiologist;  Nurse Midwife; 
 Autism Service Provider;  Optometrist; 
 Behavior Specialist;  Physical Therapist; 
 Certified Registered Nurse;  Physician; 
 Chiropractor;  Physician Assistant; 
 Dentist;  Podiatrist; 
 Independent Clinical Laboratory;  Psychologist; 
 Licensed Clinical Social Worker;  Registered Dietitian; 
 Master's Prepared Therapist;  Speech-Language Pathologist; 

  Teacher of the hearing impaired. 
Program 
The benefit plan provided by the Group through an arrangement with the Claims Administrator. 
 
Prosthetics (or Prosthetic Devices) 
Devices (except dental Prosthetics), which replace all or part of: 
 An absent body organ including contiguous tissue; or 
 The function of a permanently inoperative or malfunctioning body organ. 
 
Provider 
A Facility Provider, PHO Facility Provider, Professional Provider, PHO Professional Provider, 
Ancillary Service Provider, PHO Ancillary Service Provider or Pharmacy, licensed where 
required. 
 
Provider Incentive 
An additional amount of compensation paid to a healthcare provider by a Blue Cross and/or 
Blue Shield Plan, based on the provider's compliance with agreed-upon procedural and/or 
outcome measures for a particular group/population of Members. 
 
Psychiatric Hospital 
A Facility Provider, approved by the Claims Administrator, which is primarily engaged in 
providing diagnostic and therapeutic services for the Inpatient treatment of Mental Illness. 
 Such services are provided by or under the supervision of an organized staff of Physicians. 
 Continuous nursing services are provided under the supervision of a Registered Nurse. 
 
Psychologist 
A Psychologist who is: 
 Licensed in the state in which they practice; or 
 Otherwise duly qualified to practice by a state in which there is no Psychologist licensure. 
 
Qualified Individual (for Clinical Trials) 
A Member who meets the following conditions: 
 The Member is eligible to participate in an approved clinical trial according to the trial 

protocol with respect to treatment of cancer or other Life-Threatening Disease or Condition; 
and 

 Either: 
– 
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trial and has concluded that the Member's participation in such trial would be appropriate 
based upon the individual meeting the conditions described above; or 

– The Member provides medical and scientific information establishing that their 
participation in such trial would be appropriate based upon the Member meeting the 
conditions described above. 

 
Qualifying Clinical Trial 
A phase I, II, III, or IV clinical trial that is conducted in relation to the prevention, detection, or 
treatment of cancer or other Life-Threatening Disease Or Condition and is described in any of 
the following: 
 Federally funded trials: the study or investigation is approved or funded (which may include 

funding through in-kind contributions) by one or more of the following: 
– The National Institutes of Health (NIH); 
– The Centers for Disease Control and Prevention (CDC); 
– The Agency for Healthcare Research and Quality (AHRQ); 
– The Centers for Medicare and Medicaid Services (CMS); 
– Cooperative group or center of any of the entities described above or the Department of 

Defense (DOD) or the Department of Veterans Affairs (VA); 
– Any of the following, if the Conditions For Departments are met: 

 The Department of Veterans Affairs (VA); 
 The Department of Defense (DOD); or 
 The Department of Energy (DOE). 

 The study of investigation is conducted under an investigational new drug application 
reviewed by the Food and Drug Administration (FDA); or 

 The study or investigation is a drug trial that is exempt from having such an investigational 
new drug application. 

 
In the absence of meeting the criteria listed above, the Clinical Trial must be approved by the 
Claims Administrator as a Qualifying Clinical Trial. 
 
Registered Dietitian (RD) 
A dietitian registered by a nationally recognized professional association of dietitians. 
 A Registered Dietitian (RD) is a food and nutrition expert who has met the minimum 

academic and professional requirements to qualify for the credential "RD." 
 
Registered Nurse (R.N.) 
A nurse who: 
 Has graduated from a formal program of nursing education (diploma school, associate 

degree or baccalaureate program); and 
 Is licensed by the appropriate state authority. 
 
Rehabilitation Hospital 
A Facility Provider, approved by the Claims Administrator, which is primarily engaged in 
providing rehabilitation care services on an Inpatient basis. 
 Rehabilitation care services consist of: 

– The combined use of medical, social, educational, and vocational services to enable 
patients disabled by disease or injury to achieve the highest possible level of functional 
ability. 
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 Services are provided by or under: 
–
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Self-Administered Prescription Drug 
A Prescription Drug that can be administered safely and effectively by either the Member or a 
caregiver, without medical supervision, regardless of whether initial medical supervision and/or 
instruction is required. Examples of Self-Administered Prescription Drugs include, but are not 
limited to: 
 Oral drugs; 
 Self-Injectable Drugs; 
 Inhaled drugs; and 
 Topical drugs. 
 
Self-Injectable Prescription Drug (Self-Injectable Drug) 
A Prescription Drug or Preventive Care Prescription Drug that: 
 Is introduced into a muscle or under the skin with a syringe and needle; and 
 Can be administered safely and effectively by either the Member or a caregiver without 

medical supervision, regardless of whether initial medical supervision and/or instruction is 
required. 

 
Serious Mental Illness 
Means any of the following biologically based Mental Illnesses:  As defined by the American 
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Short Procedure Unit 
A unit which is approved by the Claims Administrator and which is designed to handle the 
following kinds of procedures on an Outpatient basis: 
 Lengthy diagnostic procedures; or 
 Minor surgical procedures. 
 
In the absence of a Short Procedure Unit these are procedures which would otherwise have 
resulted in an Inpatient Admission. 
 
Skilled Nursing Facility 
An institution or a distinct part of an institution, other than one which: 
 Is primarily for the care and treatment of Mental Illness, tuberculosis, or Alcohol Or Drug 

Abuse And Dependency. 
 
It is also an institution which: 
 Is accredited as a Skilled Nursing Facility or extended care facility by the Joint Commission 

on Accreditation of Healthcare Organizations; or 
 Is certified as a Skilled Nursing Facility or extended care facility under the Medicare Law; or 
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The Claims Administrator reserves the right to determine which Specialty Drug vendors and/or 
Professional Providers can dispense or administer certain Specialty Drugs. 
 
Standard Injectable Drug 
A medication that is either injectable or infusible: 
 But is not defined by the Claims Administrator to be a Self-Administered Prescription Drug or 

a Specialty Drug. Instead, these drugs need to be administered by a Professional Provider. 
 
Standard Injectable Drugs include, but are not limited to: 
 Allergy injections and extractions; and 
 Injectable medications such as antibiotics and steroid injections that are administered by a 

Professional Provider. 
 
Surgery 
The performance of generally accepted operative and cutting procedures including: 
 Specialized instrumentations; 
 Endoscopic examinations; and 
 Other invasive procedures. 
 
Payment for Surgery includes an allowance for related Inpatient preoperative and postoperative 
care. 
 
Treatment of burns, fractures and dislocations are also considered Surgery. 
 
Therapy Service 
The following services or supplies prescribed by a Physician and used for the treatment of an 
illness or injury to promote the recovery of the Member: 
 
 Cardiac Rehabilitation Therapy 

Medically supervised rehabilitation program designed to improve a patient's tolerance for 
physical activity or exercise. 

 
 Chemotherapy 

The treatment of malignant disease by chemical or biological antineoplastic agents used to 
kill or slow the growth of cancerous cells. 

 
 Dialysis 

The treatment that removes waste materials from the body for people with: 

– Acute renal failure; or 

– Chronic irreversible renal insufficiency. 
 
 Infusion Therapy 

The infusion of: 

– Drug; 

– Hydration; or 

– Nutrition (parenteral or enteral); 

– Into the body by a Professional Provider. 
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Infusion therapy includes: All professional services, supplies, and equipment that are 
required to safely and effectively administer the therapy. 

 
Infusion may be provided in a variety of settings (For example, home, office, Outpatient) 
depending on the level of skill required to: 

– Prepare the drug; 

– Administer the infusion; and 

– Monitor the Member. 
 

The type of Professional Provider who can administer the infusion depends on whether the 
drug is considered to be a Specialty Drug infusion or a Standard Injectable Drug infusion, as 
determined by the Claims Administrator. 

 
 Occupational Therapy 

Medically prescribed treatment concerned with improving or restoring neuromusculoskeletal 
(nerve, muscle and bone) functions which have been impaired by: 

– Illness or injury; 

– Congenital anomaly (a birth defect); or 

– Prior therapeutic intervention. 
 

Occupational Therapy also includes medically prescribed treatment concerned with 
improving the Member’s ability to pe
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 Posture;  Coordination; 
 Mobility;  Joint Mobility; 
 Strength;  Flexibility; and 
 Endurance;  The functional activities of daily 
 Balance; living. 

 
 Pulmonary Rehabilitation Therapy 

A multidisciplinary, comprehensive program for Members who have a chronic lung disease. 
Pulmonary rehabilitation is designed to: 
– Reduce symptoms of disease; 
– Improve functional status; and 
– Stabilize or reverse manifestations of the disease. 

 
 Radiation Therapy 

The treatment of disease by: 

– X-Ray; 

– Gamma ray; 

– Accelerated particles; 

– Mesons; or 

– Neutrons, radium, radioactive isotopes, or other radioactive substances regardless of the 
method of delivery. 

 
 Speech Therapy 

Medically prescribed services that are necessary for the diagnosis and/or treatment of 
speech and language disorders, due to conditions or events that result in communication 
disabilities and/or swallowing disorders: 

– Disease; 

– Surgery; 

– Injury; 

– Congenital and developmental anomalies (birth defects); or 

– Previous therapeutic processes. 
 
Total Disability (or Totally Disabled) 
Means that a Covered Employee who, due to illness or injury: 
 Cannot perform any duty of their occupation or any occupation for which the Employee is, or 

may be, suited by education, training and experience; and 
 Is not, in fact, engaged in any occupation for wage or profit. 
 
A Dependent is totally disabled if:  They cannot engage in the normal activities of a person in 
good health and of like age and sex. 
 
The Totally Disabled person must be under the regular care of a Physician. 
 
Urgent Care 
Urgent Care needs are for sudden illness or Accidental Injury that require prompt medical 
attention but are not life-threatening and are not Emergency medical conditions when your 
Professional Provider is unavailable. Examples of Urgent Care needs include stitches, fractures, 
sprains, ear infections, sore throats, rashes, X-rays that are not Preventive Care. 
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Urgent Care Centers 
Facility Provider designed to offer immediate evaluation and treatment for sudden health 
conditions and accidental injuries that: 
 Require medical attention in a non-Emergency situation; and 
 When the Member’s Professional Provider's office is unavailable. 
 
Urgent Care is not the same as:  Emergency Services (see definition of "Urgent Care" above). 
 
Value-Based Program (VBP) 
An outcomes-based payment arrangement and/or a coordinated care model facilitated with one 
or more local providers that is evaluated against cost and quality metrics/factors and is reflected 
in provider payment. 
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IMPORTANT NOTICES 
 
Regarding Experimental/Investigative Treatment: 

The Claims Administrator does not cover treatment it determines to be 
Experimental/Investigative in nature because that treatment is not accepted by the general 
medical community for the condition being treated or not approved as required by federal or 
governmental agencies. However, the Claims Administrator acknowledges that situations exist 
when a Member and their Physician agree to utilize Experimental/Investigative treatment. If a 
Member receives Experimental/Investigative treatment, the Member shall be responsible for the 
cost of the treatment. A Member or their Physician should contact the Claims Administrator to 
determine whether a treatment is considered Experimental/Investigative. The term 
"Experimental/Investigative" is defined in the Important Definitions section. 
 
Regarding Treatment Which Is Not Medically Necessary: 

The Claims Administrator only covers treatment which it determines Medically Necessary. An 
In-Network Provider accepts the Claims Administrator's decision and contractually is not 
permitted to bill the Member for treatment which the Claims Administrator determines is not 
Medically Necessary unless the In-
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Regarding Non-Discrimination Rights 

The Member has the right to receive health care services without discrimination: 
 Based on race, ethnicity, age, mental or physical disability, genetic information, color, 

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

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

 Based on an individual's sex assigned at birth, gender identity, or recorded gender, if it is 
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2019 PREVENTIVE SCHEDULE 

This schedule is a reference tool for planning your preventive care and lists items/services 

required under the Patient Protection and Affordable Care Act of 2010 (PPACA), as amended. 

In accordance with the PPACA, the schedule is reviewed and updated periodically based on the 

recommendations of the U.S. Preventive Services Task Force, Health Resources and Services 

Administration, U.S. Centers for Disease Control and Prevention, U.S. Department of Health 

and Human Services, and other applicable laws and regulations. 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 health care provider is always your best resource for 

determining if you’re at increased risk for a condition. Some services may require 

precertification/preapproval. If you have questions about this schedule, 

precertification/preapproval, or your benefit coverage, please call the Customer Service number 

on the back of your ID card. 
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PREVENTIVE CARE SERVICES FOR FEMALES, INCLUDING PREGNANT FEMALES 

VISITS 

Prenatal Care Visits 

Services that may be provided 
during the prenatal care visits 
include, but are not limited to the 
following: 

 Preeclampsia Screening 

For all pregnant females 
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Depression Screening All pregnant and post-partum females 

Gestational diabetes mellitus 
screening 
  

Asymptomatic pregnant females after 24 weeks of 
gestation or at the first prenatal visit for pregnant females 
identified to be at high risk for diabetes 

Gonorrhea screening Sexually active females age 24 years and younger or 
older sexually active females who are at increased risk 
for infection 

Hepatitis B virus (HBV) screening 
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Hepatitis B virus (HBV) screening All asymptomatic adolescents at high risk for HBV 
infection 

Human immunodeficiency virus 
(HIV) screening 

All children 

Lead poisoning screening All children at risk of lead exposure 

Newborn Bilirubin Screening All newborns 

Newborn metabolic screening panel 
(For example, congenital 
hypothyroidism, hemoglobinopathies 
{sickle cell disease}, 
phenylketonuria {PKU}) 

All newborns 

Syphilis screening All sexually active children up to age 21 years 

Visual impairment screening All children up to age 21 years 

ADDITIONAL SCREENING SERVICES AND COUNSELING 

Behavioral counseling for prevention 
of sexually transmitted infections 

Semiannually for all sexually active adolescents at 
increased risk for sexually transmitted infections 
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IMMUNIZATIONS (NOTE: FOR AGE 19 TO 21 YEARS, REFER TO THE ADULT SCHEDULE 
LISTED ABOVE) 
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Benefits underwritten or administered by QCC Ins. Co., a subsidiary of Independence Blue Cross  ® 
Independent Licensees of the Blue Cross and Blue Shield Association. 
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QCC INSURANCE COMPANY 

(Hereafter called "The Claims Administrator") 
 

Group (Contractholder) 
(Hereafter called "The Group") 
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Discrimination is Against the Law 
 
This Plan complies 

 

mailto:civilrightscoordinator@1901market.com
http://www.hhs.gov/ocr/office/file/index.html
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SECTION 1 – SCHEDULE OF BENEFITS 

 
VISION CARE BENEFITS 

 
 
Subject to the Exclusions, conditions and Limitations of this Benefit Booklet, a Member is 
entitled to benefits for Covered Services described in this section during a Benefit Period, and in 
the amounts as specified in this Schedule of Benefits section. 
 
Benefit Period 
 

Once every two calendar years 

Coinsurance 
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SCHEDULE OF COVERED SERVICES 
 
COVERED SERVICES AMOUNTS PAYABLE AND LIMITATIONS 
 ON COVERED SERVICES 
 
 Participating* Non-Participating 

Eye examination, including 
refraction and glaucoma 
screening and dilation, as 
professionally indicated. 
 

100% of the Provider’s 
Reasonable Charge. 

100% of the Provider’s 
Reasonable Charge, up to a 
Maximum of $35. 

Eyeglasses, including 
Spectacle Lenses and 
Frames (one pair). 

 100%, up to a Maximum of $0 
for Eyeglasses, including 
Spectacle Lenses and 
Frames, or Contact Lenses. 

 
Spectacle Lenses   
 

 All ranges of prescriptions, 
oversize lenses, glass or 
plastic, single vision, 
bifocal, trifocal or lenticular 
lenses 

 

 
100% 

 

 Polycarbonate lenses for 
dependent children, 
monocular patients and 
patients with prescriptions 
greater than or equal to +/- 
6.00 diopters 

 

100%  

 Glass grey #3 prescription 
sunglass lenses 

100%  

   

 Tinting 
 

100%  

Frames 
- Plan supplied: 

 Fashion selection 

 Designer selection 

 Premier selection 
OR 
- Doctor supplied: 

 
100%, with a Copayment of: 
$0 
$0 
$20 
 
Up to a Maximum of $60 
towards purchase 
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Contact Lenses (in lieu of 
eyeglasses) including 
Standard, Specialty and 
Disposable Lenses and 
Evaluation and Fitting 
 

100%, up to a Maximum of 
$75 

Out-of
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SECTION 2 – VISION CARE BENEFITS 
COVERED SERVICES 

 
 
Subject to the Exclusions, conditions, and Limitations set forth in this Benefit Booklet, a Member 
is entitled to benefits of this benefit section for Covered Services rendered by a Professional 
Provider or Supplier, unless otherwise indicated, in the amounts specified in the section entitled 
Schedule of Benefits. 
 
This program allows the Member to maximize the Member's Vision Care benefits by utilizing 
Participating Providers. When the Member goes to a Participating Provider for an eye 
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 Post-dispensing contact lens follow-up care, including correction of any ill-fitting or 
unsuitable lenses. 

Contact Lens Prescription and Fitting Services must be preceded by Eye Examination 
Services as described in the "Eye Examination Services" subsection shown above. 

– Post-Refractive Services 
Post-refractive Services consist of the ordering of lenses and frames (facial 
measurements, lenticular formula and other specifications), cost of the materials, 
verification of the completed prescription upon return from the laboratory, adjustment of 
the completed eyeglasses to the Member's face and the subsequent servicing (For 
Example, refitting, realigning, readjusting, tightening). 

 
Limitations 
 In cases involving Covered Services in which the Professional Provider or Supplier and 

Member elect to utilize photogrey or light sensitive lenses, the program may provide benefits 
providing the Member qualifies for such benefits.  See the Schedule of Benefits for the 
benefit allowance, if any. 

 Payment for frames, or spectacle lenses and/or contact lenses will be made only if 
prescribed by a Professional Provider or Supplier. 
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SECTION 3 - 
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 For duplicate and temporary devices, appliances, and services. This exclusion does not 

apply to disposable contact lenses; 
 
 For which the Member incurs no charge; 
 
 In a facility performed by a Professional Provider or Supplier who in any case is 

compensated by the facility for similar Covered Services performed for patients; 
 
 Treatment or services for injuries resulting from the maintenance or use of a motor vehicle if 

such treatment or service is paid under a plan or policy of motor vehicle insurance, including 
a certified self-insured plan; 

 
 For any loss sustained or expenses Incurred during military services while on active duty; or 

as a result of an act of war, whether declared or undeclared; 
 
 Paid or payable by Medicare when Medicare is primary.  For purposes of this Plan, a 

service, supply or charge is “payable under Medicare” when the Member is eligible to enroll 
for Medicare benefits, regardless of whether the Member actually enrolls for, pays applicable 
premium for, maintains, claims or receives Medicare benefits; 

 
 For low vision aids; 
 
 Other than specifically provided in the section entitled Vision Care Benefits of this Booklet. 
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SECTION 5 - GENERAL INFORMATION 

 
Benefits To Which Members Are Entitled 
 The liability of the Claims Administrator is limited to the benefits specified in the Group 

Program Document. 
 No person other than a Member is entitled to receive benefits under this Program. 
 Benefits for Covered Services will be provided only for services and supplies that are 

rendered by a Professional Provider specified in the Important Definitions section of this 
Benefit Booklet. 

 
Termination Of Coverage At Termination Of Employment Or Membership In The Group 
When a Member ceases to be an Eligible Employee or Eligible Dependent, or the required 
contribution is not paid, the Member’s coverage will terminate at the end of the last month for 
which payment was made.  However, if benefits under this Program are provided by and/or 
approved by the Claims Administrator before the Claims Administrator receives notice of the 
Member’s termination under this Program, the cost of such benefits will be the sole 
responsibility of the Member.  In that circumstance, the Claims Administrator will consider the 
effective date of termination of a Member under this Program to be not more than 30 days 
before the first day of the month in which the Group notified the Claims Administrator of such 
termination. 
 
Continuation Of Coverage At Termination Of Employment Or Membership Due To Total 
Disability 
A Member's benefits under this Program may be extended after the date that person ceases to 
be a Member under the Group Program Document because of termination of employment or 
termination of membership in the group.  It will be extended if, on that date, the person is Totally 
Disabled from an illness or injury.  The extension is only for that illness or injury and any related 
illness or injury.  It will be for the time the person remains Totally Disabled from any such illness 
or injury, but not beyond 12 months if the person ceases to be a Member because the Group 
Program Document ends. 
 
The Claims Administrator will provide benefits under the Group Program Document during an 
extension as if the person were still a Member.  In addition, the Claims Administrator will provide 
benefits only to the extent that other coverage for the Covered Services is not provided for the 
by the Group. Continuation of coverage is subject to payment of the applicable premium. 
 
When You Terminate Employment - Continuation Of Coverage Provisions - Consolidated 
Omnibus Budget Reconciliation Act Of 1985, As Amended (COBRA) 
The Employee should contact their Employer for more information about COBRA and the 
events that may allow the Employee or the Employee's eligible Dependents to temporarily 
extend health care coverage. 
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Claim Forms 
The Claims Administrator will furnish to the Member making the claim, or to the Group, for 
delivery to such Member, such forms as are required for filing proof of loss. 
 
Time Of Payment Of Claims 
All benefits payable under this Program will be payable not more than 60 days after receipt of 
proof. 
 
Right To Recover Payments In Error 
If the Claims Administrator should pay for any contractually excluded services through 
inadvertence or error, the Claims Administrator maintains the right to seek recovery of such 
payment from the Professional Provider, Supplier or Member to whom such payment was 
made. 
 
Limitation Of Actions 
No legal action may be taken to recover benefits prior to 60 days after notice of claim has been 
given as specified above, and no such action may be taken later than two years after the date 
services are rendered 
 
Member/Provider Relationship 
 The choice of a provider is solely the Member's. 
 The Claims Administrator does not furnish Covered Services but only makes payment for 

Covered Services received by Members. The Claims Administrator is not liable for any act or 
omission of any Professional Provider or Supplier. The Claims Administrator has no 
responsibility for a Professional Provider's or Supplier's failure or refusal to render Covered 
Services to a Member. 

 
Agency Relationships 
The Group is the agent of the Member, not the Claims Administrator. 
 
Identification Cards And Benefit Booklets 
The Claims Administrator will provide the Identification Cards to Members or to the Group, 
depending on the direction of the Group. The Claims Administrator will also provide to each 
Member of an Enrolled Group a Benefit Booklet describing the benefits provided under the 
Group Program Document. 
 
Member Rights 
A Member shall have no rights or privileges as to the benefits provided under this Program 
except as specifically provided herein. 
 
Notice 
Any notice required under the Group Program Document must be in writing.  Notice given to a 
Member will be given to the Member in care of the Group, or sent to the Member’s last address 
furnished to the Claims Administrator by the Group.  The Group, the Claims Administrator, or a 
Member may, by written notice, indicate a new address for giving notice. 
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 Constructive Trust 
If the Member (or anyone acting on the Member's behalf) receive damages, compensation, 
benefits or payments of any type from a Responsible Third Party (whether by a court 
judgment, settlement or otherwise), the Member agrees to maintain the funds in a separate, 
identifiable account and that the Claims Administrator has a lien on the monies. In addition 
the Member agrees to serve as the trustee over the monies for the benefit of the Claims 
Administrator to the full extent that the Claims Administrator has reimbursed the Member for 
medical expenses or paid medical expenses on the member's behalf, plus the attorney's 
fees and the costs of collection incurred by the Claims Administrator. 
ς These subrogation and reimbursement rights apply regardless of whether money is 

received through a court decision, settlement, or any other type of resolution. 
ς These subrogation and reimbursement rights apply even if the recovery is designated or 

described as covering damages other than medical expenses (such as property damage 
or pain and suffering). 

ς These subrogation and reimbursement rights apply with respect to any recoveries made 
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SECTION 6 - RESOLVING PROBLEMS (COMPLAINTS/APPEALS) 

 
Member Complaint Process 
The Claims Administrator has a process for Members to express informal complaints.  To 
register a complaint (as opposed to an appeal as discussed below), Members should call the 
Member Services Department at the telephone number on the back of their identification card or 
write to the Claims Administrator at the following address: 
 

Independence Blue Cross 
General Correspondence 
1901 Market Street 
Philadelphia, PA 19103 
 

Most Member concerns are resolved informally at this level.  However, if the Claims 
Administrator is unable to immediately resolve the Member complaint, it will be investigated, and 
the Member will receive a response in writing within 30 days. 
 
Member Appeal Process 
 Filing an Appeal 

The Claims Administrator maintains procedures for the resolution of Member appeals.  
Member appeals may be filed within 180 days of the receipt of a decision from the Claims 
Administrator stating an adverse benefit determination. An appeal occurs when the Member 
or another authorized representative requests a change of a previous decision made by the 
Claims Administrator by following the procedures described here. In order to authorize 
someone else to be the Member’s representative for the appeal, the Member must complete 
a valid authorization form. Contact the Claims Administrator as directed below to obtain a 
form for a member/enrollee to authorize an appeal by a Professional Provider or other 
representative or for questions regarding the requirements for an authorized representative. 
 
The Member or other authorized person on behalf of the Member, may request an appeal by 
calling or writing to the Claims Administrator, as defined in the letter notifying the Member of 
the decision or as follows: 
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Written notice of the standard appeal decision will be sent within the timeframes stated above. If 
the appeal is denied, the decision notice will state the specific reason for the denial, refer to 
Program provision(s) and guidelines on which the decision is made, tell the Member about 
relevant information that is available free of charge, and describe external appeal rights or other 
dispute resolution options that may be available to the Member. 
 
The standard appeal decision is final with respect to the Member’s right to appeal through the 
Claims Administrator’s internal member appeal process. 
 
EXPEDITED APPEALS: Process and timeframes 
 
If a case involves a serious medical condition which the Member believes may jeopardize 
the life, health, ability to regain maximum function, or would subject the Member to 
severe pain that cannot be adequately managed while awaiting a standard appeal 
decision, the Member may ask to have the case reviewed in a quicker manner, as an 
expedited appeal. An expedited appeal consists of one level of internal review for which 
the evaluation and decision must be completed within the following timeframe: 
 Expedited Pre-service Appeals - within 72 hours of receipt of the appeal request. 
 
To request an expedited appeal by the Claims Administrator, call or fax the Member Appeals 
Department at the phone numbers listed above under “Filing an Appeal.”  Information related to 
an appeal will be requested and the Member will be promptly informed whether it qualifies for 
review as an expedited appeal or must instead be processed as a standard appeal. 
 
The Expedited Appeal Committee will review all relevant information for the appeal from the 
Member or his authorized representative or from other sources that is received in time to permit 
compliance with the time limits for review of an expedited appeal.  The Member is encouraged 
to supply additional relevant information to the appeals specialist preparing the appeal. 
 
The Expedited Appeal review will be completed promptly based on a Member’s health condition, 
but no later than 72 hours after receipt of the expedited appe560048f(D7)3(with)-2( the)-3( ti)</Mf f1 72 253.82 494.68 Tm
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Employee 
An individual in the Group who meets the eligibility requirements for enrollment and who is so 
specified for enrollment. 
 

Eye Examination Services 
A comprehensive examination and evaluation of the eyes performed by a physician, 
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Non-Participating Provider 
A Professional Provider that does not participate in the Claims Administrator’s programs and is 
not required to accept the Claims Administrator’s payment as payment-in-full. 
 
Ophthalmologist 
Is a Physician who specializes in the diagnosis, treatment and prescription of medications and 
lenses related to conditions of the eye, and who may perform Eye Examination and Refractive 
Services. 
 

Optician 
Is a person who makes, fits, supplies and adjusts eyeglasses in accordance with a prescription 
written by a Professional Provider to correct a patient’s optical defects.  Opticians are not 
Professional Providers. 
 

Optometrist 
Is a person licensed to practice optometry in accordance with the provisions of the Optometric 
Practice and Licensure Act, and whom may perform Eye Examination and Refractive Services. 
 

Participating Provider 
A Provider that has an agreement with the Claims Administrator pertaining to payment for 
Covered Services rendered to a Covered Person. 
 

Physician 
A person who is a doctor of medicine (M.D.) or a doctor of osteopathy (D.O.), licensed, and 
legally entitled to practice medicine in all its branches, perform surgery and dispense drugs. 
 

Professional Provider 
A person or practitioner licensed where required and performing within the scope of such 
licensure.  The Professional Providers include: 
 Doctor of Medicine 
 Doctor of Ophthalmology 
 Doctor of Optometry 
 Doctor of Osteopathy 
 Physician 
 
 

Provider's Reasonable Charge 
The dollar amount on which a Member's Coinsurance, Benefit Maximums and benefits will be 
calculated. "Provider's Reasonable Charge" shall mean the following: 
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Reasonable And Customary 
Means the amount that is the usual or customary charge for the service or supply as determined 
by the Claims Administrator. The chosen standard is an amount which is most often charged by 
other providers for similar services or supplies within the same geographic area where the 
service or supply is provided and who have training, experience and professional standing 
comparable to those of the actual provider of the service or supply. If no comparison exists, the 
Claims Administrator determines what is reasonable by the severity and/or complexity of the 
Member's condition for which the service or supply is provided. 
 

Supplier 
A provider engaged in dispensing ophthalmic material (For example, contact lenses, spectacle 
lenses) in accordance with a prescription written by a Professional Provider. Supplies include, 
but are not limited to, Opticians and retail optical dispensing firms. 
 

Total Disability 
Except as otherwise specified in this Benefit Booklet, a Member who, due to illness or injury, 
cannot perform any duty of their occupation or any occupation for which they are, or may be, 
suited by education, training and experience, and is not, in fact, engaged in any occupation for 
wage or profit. A Dependent is totally disabled if they cannot engage in the normal activities of a 
person in good health and of like age and sex. The Member or Dependent person must be 
under the regular care of a Physician. 
 





http://www.ibx.com/
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Health Care Operations: We may use and disclose your PHI to conduct and support our 
business and management activities as a health insurance issuer. For example, we may use 
and disclose your PHI to determine our premiums for your health plan, to conduct quality 
assessment and improvement activities, to conduct business planning activities, to conduct 
fraud detection programs, to conduct or arrange for medical review, or to engage in care 
coordination of health care services. 
 
We may also use and disclose your PHI to offer you one of our value added programs like 
smoking cessation or discounted health related services, or to provide you with information 
about one of our disease management programs or other available Independence Blue Cross 
health products or health services. 
 
We may also use and disclose your PHI to provide you with reminders to obtain preventive 
health services, and to inform you of treatment alternatives and/or health related benefits and 
services that may be of interest to you. 
 
Marketing: Your PHI will not be sold, used or disclosed for marketing purposes without your 
authorization except where permitted by law.  Such exceptions may include: a marketing 
communication to you that is in the form of (a) a face-to-face communication, or (b) a 
promotional gift of nominal value. 
 
Release of Information to Plan Sponsors: 
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• To health oversight agencies, to allow them to conduct Health Oversight Activities 
described below. 
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Military and National Security: We may disclose to military authorities the PHI of Armed 
Forces personnel under certain circumstances. We may disclose to authorized federal officials 
PHI required for lawful intelligence, counter-intelligence, and other national security activities. 
 
Inmates: If you are a prison inmate, we may disclose your PHI to the prison or to a law 
enforcement official for: (1) the prison to provide health care to you; (2) your health and safety, 
and the health and safety of others; or (3) the safety and security of the prison. 
 
Underwriting:  We will not use genetic information about you for underwriting purposes. 
 
Workers’ Compensation: As part of your workers’ compensation claim, we may have to 
disclose your PHI to a worker’s compensation carrier. 
 
To You: When you ask us to, we will disclose to you your PHI that is in a “designated record 
set.” Generally, a designated record set contains medical, enrollment, claims and billing records 
we may have about you, as well as other records that we use to make decisions about your 
health care benefits. You can request the PHI from your designated record set as described in 
the section below called “Your Privacy Rights Concerning Your Protected Health Information.” 
 
To Your Personal Representative: If you tell us to, we will disclose your PHI to someone who 
is qualified to act as your personal representative according to any relevant state laws. In order 
for us to disclose your PHI to your personal representative, you must send us a completed 
Independence Blue Cross Personal Representative Designation Form and documentation that 
supports the person’s qualification according to state law (such as a power of attorney or 
guardianship). To request the Independence Blue Cross Personal Representative Designation 
Form, please contact Member Services at the telephone number listed on the back of your 
Member Identification card, print the form from our web site at www.ibx.com, or write us at the 
address at the end of this Notice. However, the HIPAA Privacy Rule permits us to choose not to 
treat that person as your personal representative when we have a reasonable belief that: (i) you 
have been, or may be, subjected to domestic violence, abuse or neglect by the person; (ii) 
treating the person as your personal representative could endanger you; or (iii) in our 
professional judgment, it is not in your best interest t

http://www.ibx.com/
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Health Information Exchanges 
 
We share your health information electronically through certain Health Information 
Exchanges (“HIEs”). A HIE is a secure electronic data sharing network. In accordance with 
applicable federal and state privacy and security requirements, regional health care 
providers participate in HIEs to exchange patient information in real-time to help facilitate 
delivery of health care, avoid duplication of services, and more efficiently coordinate care. 
As a participant in HIEs, Independence shares your health information we may have 
received when a claim has been submitted for services you have received among 
authorized participating providers, such as physicians, hospitals, and health systems for the 
purpose of treatment, payment and health care operations as permitted by law. 
During an emergency, patients and their families may forget critical portions of their medical 
history which may be very important to the treating physician who is trying to make a quick, 
accurate diagnosis in order to treat the sick patient. Independence, through its participation 
in an HIE, makes pertinent medical history, including diagnoses, studies, lab results, 
medications and the treating physicians we may receive on a claim available to participating 
emergency room physicians while the patient is receiving care. This is invaluable to the 
physician, expediting the diagnosis and proper treatment of the patient. 
 
Your treating providers who participate with an HIE, and also submit health information with 
the HIE, will have the ability to access your health information through the HIE and send 
records to your treating physicians. Through direct requests to the HIE, we will receive 
various types of protected health information such as pharmacy or laboratory services, or 
information when you have been discharged from a hospital which may be used to 
coordinate your care, provide case management services, or otherwise reduce duplicative 
services and improve the overall quality of care to our members. All providers that 
participate in HIEs agree to comply with certain privacy and security standards relating to 
their use and disclosure of the health information available through the HIE. 
 
As an Independence member, you have the right to opt-out which means your health 
information will not be accessible through the HIE. Through the regional HIE 
(www.hsxsepa.org/patient-options-opt-out-back) website or the State HIE 
(www.dhs.pa.gov/citizens/healthinformationexchange/) website consumers or providers can 
access an online, fax, or mail form permitting patients to remove themselves (opt-out) or 
reinstate themselves (opt back in) to the HIE. It will take approximately one business day to 
process an opt-out request. If you choose to opt-out of the HIE, your health care providers 
will not be able to access your information through the HIE. Even if you opt-out, this will not 
prevent your health information from being made available and released through other 
means (i.e. fax, secure email) to authorized individuals, such as network providers for 
paying claims, coordinating care, or administering your health benefits in accordance with 
the law and in the normal course of conducting our business as permitted under applicable 
law. For more information on HIEs, please go to www.hsxsepa.org/consumers-0 or to 
www.paehealth.org. 
 
 
 

http://www.dhs.pa.gov/citizens/healthinformationexchange/
http://www.hsxsepa.org/consumers-0
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Right to Provide an Authorization for Other Uses and Disclosures 
 

• Other uses and disclosures of your PHI that are not described above will be 
made only with your written authorization. 

• You may give us written authorization permitting us to use your PHI or disclose it 
to anyone for any purpose. 

• We will obtain your written authorization for uses and disclosures of your PHI that 
are not identified by this Notice, or are not otherwise permitted by applicable law. 

 
Any authorization that you provide to us regarding the use and disclosure of your PHI may 
be revoked by you in writing at any time. After you revoke your authorization, we will no 
longer use or disclose your PHI for the reasons described in the authorization. Of course, we 
are unable to take back any disclosures that we have already made with your authorization. 
We may also be required to disclose PHI as necessary for purposes of payment for services 
received by you prior to the date when you revoked your authorization. 
 
Your authorization must be in writing and contain certain elements to be considered a valid 
authorization. For your convenience, you may use our approved Independence Blue Cross 
Authorization Form. To request the Independence Blue Cross Authorization Form, please 
contact Member Services at the telephone number listed on the back of your Member 
Identification card, print the form from our web site at www.ibx.com, or write us at the 
address at the end of this Notice. 
 
Your Privacy Rights Concerning Your Protected Health Information (PHI) 
You have the following rights regarding the PHI that we maintain about you. Requests to 
exercise your rights as listed below must be in writing. For your convenience, you may use 
our approved Independence Blue Cross form(s). To request a form, please contact Member 
Services at the telephone number listed on the back of your Member Identification card or 
write to us at the address listed at the end of this Notice. 
 
Right to Access Your PHI: You have the right to inspect or get copies of your PHI 
contained in a designated record set. Generally, a “designated record set” contains medical, 
enrollment, claims and billing records we may have about you, as well as other records that 
we may use to make decisions about your health care benefits. However, you may not 
inspect or copy psychotherapy notes or certain other information that may be contained in a 
designated record set. 
 
You may request that we provide copies of your PHI in a format other than photocopies such 
as by electronic means in certain situations. We will use the format you request unless we 
cannot practicably do so. We may charge a reasonable fee for copies of PHI (based on our 
costs), for postage, and for a custom summary or explanation of PHI. You will receive 
notification of any fee(s) to be charged before we release your PHI, and you will have the 
opportunity to modify your request in order to avoid and/or reduce the fee. In certain 
situations, we may deny your request for access to your PHI. If we do, we will tell you our 
reasons in writing, and explain your right to have the denial reviewed. 
 

http://www.ibx.com/
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Your Right to File a Privacy Complaint 
If you believe your privacy rights have been violated, or if you are dissatisfied with 
Independence 

mailto:Privacy@ibx.com


  

  

 







  

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

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

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