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Introduction 
 

In this Evidence of Coverage, “We”, “Us” and “Our” means the Issuer. “You” are the Subscriber whose Enrollment 
Application has been accepted by Us.  The word “Member” means You and any Covered Dependents under the Plan. 
 
This Evidence of Coverage will explain: 

• Member rights and responsibilities, and Our rights and responsibilities; 
• Covered benefits and how to receive them; and 
• Costs the Subscriber will be responsible for paying. 

The defined terms in this Evidence of Coverage are capitalized and shown in the appropriate provision, or in the 
Definitions section of this Evidence of Coverage. 
 
Please read this Evidence of Coverage completely and carefully, particularly any sections relevant to Member special 
health care needs. 

Important Contact Information 
 

Resource Contact Information Accessible Hours 

Website firstcare.com 
24 hours a day 
7 days a week 

Mailing Address 
12940 North Highway 183 

Austin, Texas 78750 
24 hours a day 
7 days a week 

Customer Service 
855-572-7238 
TTY Line 711 

Monday – Friday 
8:00 am – 6:00 pm CT 

 
Customer Service can: 

• Identify the Member Service Area; 
• Provide Members with information about Participating Providers; 
• Assist Members with concerns about Participating Providers;  
• Provide Claim forms; 
• Answer Member questions on Claims; 
• Provide information on the Plan’s features; 
• Assist Members with questions regarding covered benefits. 

We have a free service to help Members who speak languages other than English. This service allows the Member 
and the Member’s Physician to talk about the Member’s medical or behavioral health concerns. 
 
We have representatives that speak Spanish and have medical interpreters to assist with other languages. 
 
Members who are blind, visually impaired, deaf, hard of hearing or speech impaired may also can contact Us at 855-
572-7238 (TTY 711) to arrange for oral interpretation services.  

http://www.firstcare.com/en/Home
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Definitions 
 
The following defined terms shall have the specific meaning stated below and will be capitalized when used in this 
Evidence of Coverage.   
 
Accidental Injury means accidental bodily injury resulting, directly and independently of all other causes, in initial 
necessary Treatment provided by a Physician or Health Professional. 
 
Acquired Brain Injury means a neurological insult to the brain, which is not hereditary, congenital, or degenerative, 
in which the injury to the brain has occurred after birth and results in a change in neuronal activity, which results in 
an impairment of physical functioning, sensory processing, cognition, or psychosocial behavior. 
 
Adverse Determination means a determination by a Utilization Review agent made on behalf of the Issuer that the 
health care provided or proposed to be provided to a Member is not Medically Necessary or appropriate; or that the 
service is Experimental or Investigational. The term does not include a denial of health care due to the failure to 
request prospective or concurrent Utilization Review. The term includes rescissions of coverage as described in Your 
coverage document. 
 
Age of Ineligibility means the age at which dependents are no longer eligible for coverage, subject to the definition 
of Eligible Dependent.  The age of ineligibility will be 26. 
 
Agreement is the legal contract between the Issuer and Subscriber and includes this Evidence of Coverage, 
Enrollment Application, Schedule of Benefits, and Riders along with any attachments and amendments to those 
documents. 
 
Allowed Amount means the amount the Plan will pay for covered benefits.  The allowed amount is based upon a 
percentage of the amount that would be paid under Medicare for a given benefit.  A contracted provider will hold 
the Member harmless for payment of the cost of covered benefits over the allowed amount. 
 
Allowable Expense means a necessary reasonable and customary item of expense for health care; when the item of 
expense is covered at least in part by Medicare. 
 
The difference between the cost of a private Hospital room and the cost of a semi-private Hospital room is not 
considered an allowable expense under the above definition unless the Member’s stay in a private room is Medically 
Necessary either in terms of generally accepted medical practices or as specifically defined by the Issuer. 
 
When benefits are reduced under Medicare because a Member does not comply with Medicare’s provisions, the 
amount of such reduction will be considered an allowable expense.  Examples of such provisions are those related 
to second surgical opinion or precertification of admission or health care. 
 
Ambulance means a vehicle superficially designed, equipped and licensed for transporting the sick and/or injured. 
 
Ambulatory Surgical Center means a Facility not located on the premises of a Hospital which provides specialty 
Outpatient Surgical Treatment. It does not include individual or group practice offices of private Physicians or Health 
Professionals, unless the offices have a distinct part used solely for Outpatient Surgical Treatment on a regular and 
organized basis. 
 
Amino Acid-Based Elemental Formulas means complete nutrition formulas designed for Members who have an 
immune response to allergens found in whole foods or formulas compose of whole proteins, fats, and/or 
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carbohydrates.  Amino Acid-Based Elemental Formulas are made from individual (single) nonallergenic amino acids 
(building blocks of proteins) broken down to their “elemental level” so that they can be easily absorbed and digested. 
 
Appeal is an oral or written request for the Issuer to reverse a previous denial determination. 
 
Autism Spectrum Disorder means a Neurobiological Disorder that is characterized by social and communication 
difficulties and included the previously used diagnoses such as Autism Disorder, Asperger’s Syndrome, or Pervasive 
Development Disorder – Not Otherwise Specified. 
 
Behavioral Health Provider means a Physician or Health Professional who provides benefits for Mental Health Care, 
Serious Mental Illness or Chemical Dependency. 
 
Calendar Year means the twelve (12) month period from January 1 through December 31. 
 
Chemical Dependency means the abuse of or psychological or physical dependence on or addiction to alcohol or a 
controlled substance. Chemical Dependency Treatment Center means a Facility which provides a program for the 
Treatment of Chemical Dependency pursuant to a written Treatment plan approved and monitored by a Behavioral 
Health Provider and which the Facility is also: 

• Affiliated with a Hospital under a contractual agreement with an established system for patient referral;  
• Accredited as such a Facility by the Joint Commission on Accreditation of Healthcare Organizations;  
• Licensed as a Chemical Dependency Treatment program by the Texas Commission on Alcohol and Drug 

Abuse; or 
• Licensed, certified, or approved as a Chemical Dependency Treatment program or center by any other state 

agency having legal authority to so license, certify, or approve. 

Chemotherapy means any medication used to directly treat cancer.  Medications used as supportive therapy (i.e., 
anti-nausea, etc.) are not included in this definition.  A list of these medications will be maintained by the Pharmacy 
and Therapeutics Committee. 
 
Claim means a request for payment that the Member or the Member’s Participating Provider submits to the Issuer 
when benefits are provided by the Participating Provider. Claims typically include proof of loss or evidence of a claim, 
which includes the form on which the claim is made, bills and statements reflecting benefits and their respective 
charges provided to a Member, and correct diagnosis codes and procedure codes for the benefits. 
 
Cognitive Communication Therapy means therapy designed to address modalities of comprehension and 
expression, including understanding, reading, writing, and verbal express of information. 
 
Cognitive Rehabilitation Therapy means therapy designed to address therapeutic cognitive activities, based on an 
assessment and understanding, reading, writing, and verbal expression of information. 
 
Community Reintegration Services means services that facilitate the continuum of care as an affected Member 
transitions into the community. 
 
Complainant means a Member, Physician, Health Professional or other person designated to act on behalf of a 
Member, who files a Complaint. 
 
Complaint is an oral or written expression of dissatisfaction with any aspect of the Issuer’s operation, including but 
not limited to: 

• Dissatisfaction with plan administration; 
• Procedures related to review or Appeal of an Adverse Determination; 
• The denial, reduction, or termination of a benefit for reasons not related to Medical Necessity; 
• The way a benefit is provided; or 
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• Disenrollment decisions expressed by a Complainant. 
The term does not include: 

• A misunderstanding or a problem of misinformation that is resolved promptly by clearing up the 
misunderstanding or supplying the appropriate information. 

• Dissatisfaction or disagreement with an Adverse Determination. 
 
Complications of Pregnancy means conditions, requiring hospital confinement (when the pregnancy is not 
terminated), whose diagnoses are distinct from pregnancy but are adversely affected by pregnancy or are caused by 
pregnancy, such as: 

• acute nephritis; 
• nephrosis; 
• cardiac decompensation; 
• missed abortion; and 
• similar medical and surgical conditions of comparable severity. 

 
Complications of Pregnancy does not include: 

• false labor; 
• occasional spotting; 
• physician prescribed rest during the period of pregnancy; 
• morning sickness; 
• hyperemesis gravidarum; 
• pre-eclampsia; and 
• similar conditions associated with the management of a difficult pregnancy not constituting a nosologically 

distinct complication of pregnancy.  
 
Contract Date means the date on which the Agreement is executed.  The Contract Date may not be the date coverage 
for the Plan commences. 
 
Copayment means the dollar amount of the cost of covered benefits, if any, shown in the Schedule of Benefits 
payable by the Member to a Participating Provider, when those benefits are obtained from that Participating 
Provider. 
 
Cost Sharing means the Copayment, Deductible and any amounts exceeding benefit limits that a Member will incur 
as an expense for covered benefits. Specific cost sharing amounts for covered benefits can be found on the Schedule 
of Benefits. 
 
Cost-Sharing Reduction (CSR) means subsidies that reduce Out of Pocket Expenses for Members who meet certain 
financial criteria and select “silver” health plans on the Exchange. 
 
Cosmetic, Reconstructive, or Plastic Surgery means surgery that: 

• Can be expected or is intended to improve the physical appearance of a Member;  
• Is performed for psychological purposes; or 
• Restores form but does not correct or materially restore a bodily function. 

Covered Dependent means a member of the Subscriber’s family who meets the eligibility provisions of this Evidence 
of Coverage, whom the Subscriber has listed on the Enrollment Application, and for whom the Required Payments 
have been made. 
 
Covered Prescription Drugs means those medications prescribed by a Physician that, under state or federal law, may be 
dispensed only by a Prescription Order for a Medically Necessary condition, and active ingredient(s) is/are FDA approved 
Legend Drug(s) or insulin.   
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Crisis Stabilization Unit or Facility means an institution which is appropriately licensed and accredited as a Crisis 
Stabilization Unit or Facility for the provision of Mental Health Care and Serious Mental Illness Treatment to 
Members who are demonstrating an acute psychiatric crisis of moderate to severe proportions. 
 
Cryotherapy also known as cold therapy, is the Treatment of pain and/or inflammation by lowering the temperature 
of the skin over the affected area. 
 
Custodial Care means care designed principally to assist a Member in engaging in the activities of daily living, or 
personal care, such as help in walking and getting in and out of bed; assistance in bathing, dressing, feeding, and 
using the toilet; preparation of special diets; and supervision of medication, which can usually be self-administered 
and which does not entail or require the continuing attention of trained medical or other paramedical personnel.  
This includes the health care related activities that people generally do themselves, such as placement of eye drops.  
Custodial care is normally, but not necessarily, provided in a nursing home, convalescent Hospital, or rest home or 
similar institution. 
 
Deductible means the dollar amount, if any, shown in the Schedule of Benefits payable by the Member for covered 
benefits before the Plan provides payment for those benefits under this Evidence of Coverage. 
 
Diabetes Equipment means blood glucose monitors, including those designed to be used by blind individuals, insulin 
pumps, and associated attachments, insulin infusion devices, and podiatric appliances for the prevention of diabetes 
complications. As new or improved diabetes equipment becomes available and is approved by the United States 
Food and Drug Administration, such equipment shall be covered if determined to be Medically Necessary and 
appropriate by a Participating Provider through a written order. 
 
Diabetes Self-Management Training means any of the following training or instruction by a Participating Provider 
following the initial diagnosis of diabetes: 

• Instruction in the care and management of the condition; 
• Nutritional counseling; 
• Counseling in the proper use of Diabetes Equipment and Supplies; 
• Subsequent training or instruction necessitated by a significant change in the Member’s symptoms or 

condition which impacts the self-management regime; and 
• Appropriate periodic or continuing education as warranted by the development of new techniques and 

Treatment for diabetes. 
 
Diabetes Supplies means test strips for blood glucose monitors, visual reading and urine test strips, lancets and 
lancet devices, insulin and insulin analogs, injection aids, syringes for administering insulin, oral agents available with 
or without a prescription for controlling blood sugar levels, and glucagon emergency kits. As new or improved 
diabetes supplies become available and are approved by the United States Food and Drug Administration, such 
supplies shall be covered if determined to be Medically Necessary and appropriate by a Participating Provider 
through a written order. 
 
Durable Medical Equipment or DME means equipment that: 

• can withstand repeated use; 
• is primarily and customarily used to serve a medical purpose; 
• generally, is not useful to a Member in the absence of an illness or injury; and 
• is appropriate for use in the home. 

 
All requirements of this definition must be met before an item can be Durable Medical Equipment.  
 
Effective Date means the date the coverage for You and/or Your Covered Dependent(s) begins.  It may be different 
from the Contract Date. 
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Eligible Dependent means a member of the Subscriber’s family who falls within one of the following categories: 
• Subscriber’s current spouse as defined by Texas law; 
• A child of the Subscriber’s current spouse who is: 

o An applicant for coverage during the Open Enrollment Period; and 
o Under the Age of Ineligibility; or 
o Over the Age of Ineligibility who is: 

 Incapable of self-sustaining employment by reason of physical disability or mental 
incapacity; and 

 Chiefly dependent upon the Subscriber for support and maintenance.  
• Subscriber’s Son or Daughter who is: 

o An applicant for coverage during the Open Enrollment Period; and 
o Under the Age of Ineligibility; or 
o Over the Age of Ineligibility who is: 

 Incapable of self-sustaining employment by reason of physical disability or mental 
incapacity; and 

 Chiefly dependent upon the Subscriber for support and maintenance.  
• Subscriber’s grandson or granddaughter who is: 

o An applicant for coverage during the Open Enrollment Period;  
o A dependent of the Subscriber for federal tax purposes at the time of application of coverage for 

the grandchild is made;  
o Unmarried; and 
o Under the Age of Ineligibility; or 
o Over the Age of Ineligibility who is: 

 Incapable of self-sustaining employment by reason of physical disability or mental 
incapacity; and  

 Chiefly dependent upon the Subscriber for support and maintenance;   
• Any child for whom the Subscriber is obligated to provide health coverage by a Qualified Medical Support 

Order pursuant to the terms of that order. 
 

Emergency Care is provided in a Hospital emergency Facility, Freestanding Emergency Medical Care Facility, or 
comparable Facility to evaluate and stabilize medical conditions of a recent onset and severity, including but not 
limited to severe pain, that would lead a prudent layperson, possessing an average knowledge of medicine and 
health to believe that his or her condition, sickness, or injury is of such a nature that failure to get immediate medical 
care could result in: 

• Placing his or her health in serious jeopardy; 
• Serious impairment to bodily functions; 
• Serious dysfunction of any bodily organ or part; 
• Serious disfigurement;  
• In the case of a pregnant woman, serious jeopardy to the health of the fetus; or 
• In the case of a woman having contractions, there is inadequate time to affect a safe transfer to another 

Hospital before delivery, or if transfer may pose a threat to the health or safety of the woman or the unborn 
child. 

 
Enrollment Application is the document which must be completed by or on behalf of a person applying for coverage. 
The enrollment application along with any attachments and amendments is part of the entire Agreement between 
the Subscriber and the Issuer. 
 
Essential Health Benefits is the term used to describe health benefits that are comprised of general categories and 
covered items and services within those categories, as defined by Section 1302(b) of the Patient Protection and 
Affordable Care Act (PPACA). 
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Evidence of Coverage is the term used to describe this document which, along with any attachments and 
amendments, is part of the entire Agreement between the Subscriber and the Issuer.  This Evidence of Coverage 
describes the benefits covered by the Plan. 
 
Exchange (also known as Health Insurance Marketplace) means a governmental agency or non-profit entity that 
meets the applicable exchange standards, and other related standards established under applicable law, and makes 
Qualified Health Plans available to qualified individuals and qualified employers (as these terms are defined by 
applicable law). Unless otherwise identified, the term exchange refers to the Federally-facilitated Exchange on which 
the Issuer offers this QHP. 
 
Experimental or Investigational means, in the opinion of the Medical Director, Treatment that has not been proven 
successful in improving the health outcomes of Members, in making such determinations, the Medical Director will 
rely on: 

• Well designed and well conducted investigations published in recognized peer reviewed medical literature, 
such as the New England Journal of Medicine or the Journal of Clinical Oncology, when such papers report 
conclusive findings of controlled or randomized trials.  The Medical Director shall consider the quality of 
the body of studies and the consistency of the results in evaluating the evidence; 

• Communications about the Treatment that have been provided to Members as part of an informed consent; 
• Communications about the procedure or Treatment that have been provided from the Physician studying 

the Treatment to the institution or government sponsoring the study; 
• Documents or records from the institutional review board of the Hospital or institution studying the 

Treatment; 
• Regulations and other communication and publications issued by the Food and Drug Administration and 

the Department of Health and Human Services; and 
• The Member’s medical records. 

 
As used above “peer reviewed medical literature” means one or more U.S. scientific publications which require that 
manuscripts be submitted to acknowledged experts inside or outside the editorial office for the considered opinions 
or recommendations regarding publication of the manuscript.  In addition, in order to qualify as peer reviewed 
medical literature, the manuscript must have been reviewed by acknowledged experts before publication. 
 
Treatments referred to as “experimental”, “experimental trial”, “investigational”, “investigational trial”, “trial”, 
“study”, “controlled study”, “controlled trial”, or concludes with “promising” or “further studies are needed” and 
any of terms of similar meaning shall be Experimental or Investigational.  
 
Extended Care Expense means the Allowed Amount of charges incurred for Medically Necessary benefits provided 
by a Skilled Nursing Facility, a Home Health Agency, or a Hospice. 
 
Facility means a health care or residential treatment center licensed by the state in which it operates to provide 
medical inpatient Treatment, outpatient Treatment, partial hospitalization, residential or day Treatment.  Facility 
also means a treatment center for the diagnosis and/or Treatment of Chemical Dependency or Mental Illness. 
 
Freestanding Emergency Medical Care Facility is a Facility, licensed under Health and Safety Code Chapter 254 
(concerning Freestanding Emergency Medical Care Facilities), structurally separate and distinct from a Hospital, that 
receives a Member and provides Emergency Care as defined in Insurance Code §843.002. 
 
Formulary means the list that identifies those Prescription Drugs for which coverage may be available under this 
Plan. Members may determine the tier assigned to each Prescription Drug by visiting the Our website at 
firstcare.com or by calling Us at 855-572-7238. 
 
Grace Period means a period of thirty (30) days after a Premium Due Date, during which Premiums may be paid to 
the Issuer without lapse of the Subscriber or Covered Dependent’s coverage, if any, under this Evidence of Coverage.  

http://www.firstcare.com/en/Home
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If the Subscriber receives advance payment of the Premium Tax Credit and the Subscriber’s Premiums are delinquent 
while at least one (1) month’s Premium has been paid in full during the Plan Year, the Issuer must provide a three (3) 
month grace period. 
 
Health Professional means health care professionals, licensed in the State of Texas (or, in the case of Treatment 
rendered on referral, licensed in the state in which that care is provided).  Health Professional includes a Doctor of 
Dentistry, a Doctor of Podiatry, a Doctor of Optometry, a Doctor or Chiropractic, a Doctor or Psychology, 
Acupuncturists, a Licensed Audiologist, a Licensed Speech-Language Pathologist, a Licensed Hearing Aid Fitter and 
Dispenser, a Licensed Dietitian, a Licensed Master Social Worker-Advanced Clinical Practitioner, a Licensed 
Professional Counselor or a Licensed Marriage Counselor and Family Therapist, and other practitioners of the healing 
arts as specified in the Texas Insurance Code. 
 
Heritable Metabolic Disease means an inherited disease that may result in mental or physical retardation or death. 
 
Home Health Agency means a business that provides Home Health Care and is licensed, approved, or certified by 
the appropriate agency of the state in which it is located or be certified by Medicare as a supplier of Home Health 
Care. 
 
Home Health Care means benefits that are provided under the Plan during a visit by a Home Health Agency to 
Members confined at home due to a sickness or injury requiring skilled health care on an intermittent, part-time 
basis. 
 
Home Infusion Therapy means the administration of fluids, nutrition, or medication (including all additives and 
Chemotherapy) by intravenous or gastrointestinal (enteral) infusion or by intravenous injection in the home setting. 
Home Infusion Therapy shall include: 

• Drugs and IV solutions; 
• Pharmacy compounding and dispensing services; 
• All equipment and ancillary supplies necessitated by the defined therapy; 
• Delivery services; 
• Patient and family education; and 
• Nursing services. 

Over-the-counter products which do not require a Participating Provider's prescription, including but not limited to 
standard nutritional formulations used for enteral nutrition therapy, are not included within this definition. 
 
Hospice means a Facility or agency primarily engaged in providing skilled nursing care and other therapeutic care for 
terminally ill patients and which is: 

• Licensed in accordance with state law (where the state law provides for such licensing); or 
• Certified by Medicare as a supplier of Hospice Care. 

Hospice Care means benefits that are provided under the Plan by a Hospice to a Member confined at home or in a 
Hospice Facility due to a terminal sickness or terminal injury requiring skilled health care. 
 
Hospital means a short-term acute care Facility which: 

• Is duly licensed as a Hospital by the state in which it is located and meets the standards established for such 
licensing, including those either accredited by the Joint Commission on Accreditation of Healthcare 
Organizations or is certified as a Hospital Provider under Medicare; 

• Is primarily engaged in providing inpatient diagnostic and therapeutic care for the diagnosis, Treatment, 
and care of injured and sick persons by or under the supervision of Physicians or Behavioral Health Provider 
for compensation from its patients; 

• Has organized departments of medicine and major surgery, either on its premises or in facilities available 
to the Hospital on a contractual prearranged basis, and maintains clinical records on all patients; 
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• Provides 24-hour nursing care by or under the supervision of a registered nurse; and 
• Is not, other than incidentally, a Skilled Nursing Facility, nursing home, Custodial Care home, health resort, 

spa or sanitarium, place for rest, place for the aged, place for the Treatment of Chemical Dependency, 
Hospice, or place for the provision of rehabilitative care. 

Identification Card or ID Card means the card provided to the Member by the Issuer indicating pertinent information 
applicable to the Member’s coverage. 
 
Inpatient Hospital Expense means the Allowed Amount incurred for the Medically Necessary care of a Member, if 
benefits are: 

• Furnished at the direction or prescription of a Physician, Behavioral Health Provider or Health Professional; 
and 

• Provided by a Hospital or a Chemical Dependency Treatment Center; and 
• Furnished to and used by the Member during an inpatient Hospital admission. 

Inpatient Hospital Expense shall include: 
• Room accommodation charges.  
• All other usual Hospital care, including Prescription Drugs and medications, which are Medically Necessary 

and consistent with the condition of the Member. 
o Not included are personal items or comfort items, including, but not limited to, TV's, telephones, 

first aid kits, exercise equipment, air conditioners, humidifiers, saunas, or hot tubs.  
o Medically Necessary Mental Health Care or Treatment of Serious Mental Illness or Treatment of 

Serious Mental Illness in a Psychiatric Day Treatment Facility, a Crisis Stabilization Unit or Facility, 
or a Residential Treatment Center for Children and Adolescents, in lieu of hospitalization, shall be 
Inpatient Hospital Expense. 

Independent Review Organization or IRO means an organization which provides external review of Adverse 
Determinations as administered by the Department of Health and Human Services. 
 
Infertility means the inability to conceive after sexual relations without contraceptives for the period of one (1) year, 
or if 35 years or older, inability to conceive after six (6) months; or maintain a pregnancy until fetal viability.   
 
Issuer means SHA, L.L.C. dba FirstCare Health Plans; also referred to as “We”, “Us” and “Our”. 
 
Legend Drug means a drug that federal law prohibits dispensing without a written prescription. 
 
Life-Threatening Disease or Condition means a disease or condition for which the likelihood of death is probable 
unless the course of the disease or condition is interrupted. 
 
Maintenance Prescription Drug means medication prescribed for a chronic, long-term condition and is taken on a 
regular, recurring basis. 
 
Manipulative Therapy within the scope of rehabilitative care, includes benefits provided by a chiropractor or other 
provider licensed to provide the benefit, that is supportive or necessary to help Members achieve the same physical 
state as before an injury or illness, and that is determined to be Medically Necessary.    
 
Mammography means the x-ray examination of the breast using equipment dedicated specifically for 
Mammography. 
 
Mammography, Breast Tomosynthesis means a radiologic Mammography procedure that involves the acquisition 
of projection images over a stationary breast to produce cross-sectional digital three-dimensional images of the 
breast from which applicable breast cancer screening diagnoses may be determined. 
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Mammography, Diagnostic means an imaging examination designed to evaluate a subjective or objective 
abnormality detected by a Physician in a breast; an abnormality seen by a Physician on a screening mammogram; 
an abnormality previously identified by a Physician as probably benign in a breast for which follow-up imaging is 
recommended by a Physician; or an individual with a personal history of breast cancer. 
 
Mammography, Digital means Mammography creating breast images that are stored as digital pictures. 
 
Mammography, Low Dose means the x-ray examination of the breast using equipment dedicated specifically for 
Mammography, including an x-ray tube, filter, compression device, and screens, with an average radiation exposure 
delivery of less than one rad mid-breast and with two views for each breast. 
 
Maximum Out of Pocket means the total dollar amount of Out of Pocket Expenses which a Member is required to 
pay for covered benefits during a Plan Year.  Maximum Out of Pocket does not apply to any Treatments which are 
not Medically Necessary or not a covered benefit. 
 
Medical Benefits refers to Medically Necessary covered benefits which are included in the Medical Benefits section 
of this Evidence of Coverage, any amendments or Riders thereto, and which are performed, prescribed or authorized 
by a Participating Provider, Participating Hospital, or a referral Physician. 
 
Medical Director means any Physician designated by the Issuer who shall have responsibilities for assuring the 
continuity, availability and accessibility of covered benefits.  These responsibilities include, but are not limited to, 
monitoring the programs of quality assurance, Utilization Review and peer review; determining Medical Necessity; 
and determining whether a Treatment is Experimental or Investigational. 
 
Medical-Surgical Expense means the Allowed Amount incurred for Medically Necessary care of a Member, provided 
the benefits are: 

• Furnished by or at the direction or prescription of a Physician, Behavioral Health Provider or Health 
Professional; and 

• Not an excluded Inpatient Hospital Expense or Extended Care Expense in the Plan. 

A benefit is furnished by or at the direction of a Physician, Behavioral Health Provider or Health Professional if the 
benefit is: 

• Provided by a person employed by the directing Physician, Behavioral Health Provider or Health 
Professional; and 

• Provided at the usual place of business of the directing Physician, Behavioral Health Provider or Health 
Professional; and 

• Billed to the patient by the directing Physician, Behavioral Health Provider or Health Professional. 

An expense shall have been incurred on the date the benefit was provided for which the charge is made. 
 
Medically Necessary or Medical Necessity means those health care services which, in the opinion of the Member's 
Participating Provider or Participating Health Professional, whose opinions are subject to the review, approval or 
disapproval, and actions of the Medical Director or the Quality Assurance Committee in their appointed duties, are: 

• in accordance with the generally accepted standards of medical practice; 
• clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for 

the patient’s illness, injury or disease, and; 
• not primarily for the convenience of the Member, Participating Provider, a physician or any other health 

care provider, and not more costly than an alternative service or sequence of services at least as likely to 
produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of the patient’s illness, 
injury, or disease. 
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Medication Synchronization Plan means a plan established for the purpose of synchronizing the filling or refilling of 
multiple prescriptions. 
 
Medicare means Title XVII of the Social Security Act, and amendments thereto. 
 
Member means You and/or Your Covered Dependent(s). 
 
Mental Health Care means any of the following: 

• The diagnosis or Treatment of a mental disease, disorder, or condition listed in the Diagnostic and Statistical 
Manual of Mental Disorders of the American Psychiatric Association (DSM), as revised, or any other 
diagnostic coding system used by Us, whether the cause of the disease, disorder, or condition is physical, 
chemical, or mental in nature or origin; 

• The diagnosis or Treatment of any symptom, condition, disease, or disorder by a Physician, Behavioral 
Health Provider or Health Professional (or by any person working under the direction or supervision of a 
Physician, Behavioral Health Provider or Health Professional) resulting from: 

o Individual, group, family, or conjoint psychotherapy, 
o Counseling, 
o Psychoanalysis, 
o Psychological testing and assessment, 
o The administration or monitoring of psychotropic drugs, or 
o Hospital visits or consultations in a Facility. 

• Electroconvulsive Treatment; 
• Psychotropic drugs; or, 
• Any of the services listed above, performed in or by a Participating Provider.  

Minimum Essential Coverage means health coverage that is recognized as coverage that meets substantially all 
requirements under federal law pertaining to adequate individual, group or government health insurance coverage. 
For additional information on whether coverage is recognized as “Minimum Essential Coverage”, please contact the 
Issuer at 855-572-7238 or visit www.cms.gov.  
 
Name Brand Prescription Drug means a Prescription Drug that has no generic equivalent or a Prescription Drug that 
is the innovator or original formulation for which the generic equivalent forms exist. 
 
Neonatal Intensive Care Unit or NICU is also referred to as a special care nursery or intensive care nursery.  Admission 
into NICU generally occurs but is not limited to when the newborn is born prematurely, if difficulty occurs during 
delivery, or the newborn shows signs of a medical problem after the delivery. 
 
Network means Participating Providers that have contracted with the Issuer to provide covered benefits to 
Members. 
 
Neurobehavioral Testing means an evaluation of the history of neurological and psychiatric difficulty, current 
symptoms, current mental status, and premorbid history, including the identification of problematic behavior and 
the relationship between behavior and the variables that control behavior.  This may include interview of a Member, 
a Member’s family, or others. 
 
Neurobehavioral Treatment means interventions that focus on behavior and the variables that control behavior. 
 
Neurobiological Disorder means an illness of the nervous system caused by genetic, metabolic, or other biological 
factors. 
 

http://www.cms.gov/
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Neurocognitive Rehabilitation means rehabilitation designed to assist cognitively impaired Members to 
compensate for deficits in cognitive functioning by rebuilding cognitive skills and/or developing compensatory 
strategies and techniques. 
 
Neurocognitive Therapy means therapy designed to address neurological deficits in informational processing and 
to facilitate the development of higher-level cognitive abilities. 
 
Neurophysiological Testing means evaluation of the functions of the nervous system. 
 
Neurophysiological Treatment means interventions that focus on the functions of the nervous system. 
 
Neuropsychological Testing means the administering of a comprehensive battery of tests to evaluate 
neurocognitive, behavioral, and emotional strengths and weaknesses and their relationship to normal and abnormal 
central nervous system functioning. 
 
Neuropsychological Treatment means interventions designed to improve or minimize deficits in behavioral and 
cognitive processes. 
 
Non-Participating Provider means a Hospital, Physician, Behavioral Health Provider, Health Professional, Urgent 
Care Facility or Pharmacy who has not contracted with the Issuer to provide benefits to Members of the Plan.  We 
strongly encourage Members to use Participating Providers to assure the highest quality and lowest cost.  Use of a 
Non-Participating Provider may result in additional charges to the Member that are not covered under the Plan.  
Requests for benefits performed by a Non-Participating Provider may be denied if there is a Participating Provider 
in the Network who can provide the same or similar benefit.   
 
Open Enrollment Period means the period established for enrollment in the Texas Federally Facilitated Exchange 
during which any individual may apply for coverage under a Qualified Health Plan.  
 
Oral Oncology Dispensing Program means a program that temporarily limits the quantity of oral oncology 
medication that can be dispensed.  The first 4 fills of the Prescription Drug are restricted to a 14/15-day supply until 
tolerability has been established.  After this period, the Member may obtain the maximum day supply allowed per 
the Schedule of Benefits. Prescription Drugs used to treat stage 4 advanced metastatic cancer or associated 
conditions are not subject to step therapy or failed first attempts. 
 
Organ Transplant means the harvesting of a solid and/or non-solid organ, gland, or tissue from one individual and 
reintroducing that organ, gland, or tissue into another individual. 
 
Orthotic Device means a custom-fitted or custom-fabricated medical device that is applied to part of the human 
body to correct a deformity, improve function, or relieve symptoms of a disease. 
 
Out of Pocket Expenses means the portion of covered benefits for which a Member is required to pay at the time 
benefits are received.  Benefits which are not covered by the Plan or are not Medically Necessary, are not included 
in determining Out of Pocket Expenses. 
 
Outpatient Day Treatment means structured care provided to address deficits in physiological, behavioral and/or 
cognitive functions.  Such care may be delivered in settings that include transitional residential, community 
integration, or non-residential Treatment settings. 
 
Participating Facility means a health care or Treatment center licensed by the State of Texas as a Facility which has 
contracted or arranged with the Issuer to provide covered benefits to Members and is listed by the Issuer as a 
Participating Provider. 
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Participating Health Professional means a health care professional, licensed in the State of Texas (or, in the case of 
Treatment rendered on referral, licensed in the state in which that care is provided) who has contracted or arranged 
with the Issuer to provide covered benefits to Members and is listed by the Issuer as a Participating Provider. 
 
Participating Hospital means an institution licensed by the State of Texas as a Hospital which has contracted or 
arranged with the Issuer to provide covered benefits to Members and is listed by the Issuer as a Participating 
Provider. 
 
Participating Pharmacy means a pharmacy that has contracted with the Issuer to provide Prescription Drugs to 
Members. 
 
Participating Provider means any person employed by an entity that has contracted directly or indirectly with the 
Issuer to provide covered benefits to Members.  Participating Provider includes but is not limited to Participating 
Hospitals, Participating Physicians, Participating Behavioral Health Providers, Participating Health Professionals, 
Participating Urgent Care Facilities, Participating Pharmacies and Participating Specialty Pharmacy Provider within 
the Service Area. 
 
Participating Specialty Pharmacy Provider means a pharmacy that has contracted with the Issuer to provide 
Specialty Prescription Drugs to Members. 
 
Participating Virtual Network Provider means a provider or Facility that has entered into an agreement with the 
Issuer, or with an organization contracting on the Issuer’s behalf, to deliver covered benefits through live audio with 
video technology or audio only or online interview process. 
 
Pharmacy Benefits refers to Medically Necessary Covered Prescription Drugs prescribed to treat a Member for an 
acute, chronic, disabling, or Life-Threatening Disease or Condition which are included in the Pharmacy Benefits 
section of this Evidence of Coverage, any amendments or Riders thereto, and which are prescribed by a Participating 
Provider and filled by a Participating Pharmacy. 
 
Phenylketonuria or PKU means an inherited condition that may cause severe developmental deficiency, seizures or 
tumors, if not treated. 
 
Physician means a person, when acting within the scope of his license to practice medicine in the State of Texas, 
who is a Doctor of Medicine or Doctor of Osteopathy. The terms Doctor of Medicine or Doctor of Osteopathy shall 
have the meaning assigned to them by the Texas Insurance Code. 
 
Plan, Your Plan, The Plan means the covered benefits available to You and Your Covered Dependents under the 
terms of the Agreement. 
 
Plan Year means the annual period that begins on the anniversary of the Plan’s Effective Date.  
 
Post-Acute Care Treatment means Treatment provided after acute care confinement and/or Treatment that is based 
on an assessment of the Member’s physical, behavioral, or cognitive functional deficits, which includes a Treatment 
goal of achieving functional changes by reinforcing, strengthening, or re-establishing previously learned patterns of 
behavior and/or establishing new patterns of cognitive activity or compensatory mechanisms. 
 
Post-Acute Transition means care that facilitates the continuum of care beyond the initial neurological insult 
through rehabilitation and community reintegration.  
 
Post-Stabilization means care that is: 

• Related to an emergency medical condition; 
• Provided to stabilize the Member’s condition; or, 
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How the Plan Works 

Our Right to Contract with Providers 
 
We contract with providers of covered benefits as it is determined can reasonably provide them. The Issuer is not 
an agent of any Participating Provider, nor is any Participating Provider an agent of the Issuer. No Member, in such 
capacity, is an agent or representative of the Issuer or its Participating Providers.  No Member shall be liable for any 
acts or omissions of any Participating Provider or its agents or employees.  
 
Participating Providers shall make reasonable efforts to maintain an appropriate patient relationship with Members 
to whom they are providing care.  Likewise, You and Your Covered Dependents shall make reasonable efforts to 
maintain an appropriate patient relationship with the Participating Providers who are providing such care. 
Participating Providers determine the methods and form of Treatment provided to Members. Not every form of 
Treatment may be provided, and even though a Member’s personal beliefs or preferences may conflict with the care 
as offered by Participating Providers, a Member will not be entitled to any specific class of licensed provider, school 
of approach to such care, or otherwise be able to determine the providers who will care for the Member other than 
as provided by this Evidence of Coverage. This provision does not restrict the Member’s right to consent or agree to 
any Treatment. The fact that Treatment has been prescribed or authorized by a Participating Provider does not 
necessarily mean that it is covered under the Agreement.   

Plan Network 
 
Members are entitled to the covered benefits specified and subject to the conditions and limitations stated in the 
Schedule of Benefits and this Evidence of Coverage that are Medically Necessary.  Except for Emergency Care, 
approved referrals to Non-Participating Providers or care provided to a Covered Dependent child under a Qualified 
Medical Support Order who is outside the Service Area, covered benefits are available only through Participating 
Providers.  We have no liability or obligation for any care needed or received by any Member from any other 
provider, Hospital, extended care Facility, or other person, institution or organization, unless Preauthorization for 
referral has been obtained by a Medical Director. Members can access up-to-date lists of Participating Providers and 
other Plan Network information by visiting Our website at firstcare.com.  

Primary Care Physician 
 
Under this Plan, Members do not have to select a Primary Care Physician (PCP) but are encouraged to do so. The 
PCP is available to supervise and coordinate the Member’s health care in the Plan Network. Should a Member decline 
to select a PCP, We will not assign one.  Members may request to use a Specialist Physician as a PCP if the Member 
has a chronic, disabling, or Life-Threatening Disease or Condition.  Members do not need a referral from a PCP before 
receiving specialist care. 
 
A PCP may be selected from the list of Primary Care Physicians published by the Issuer.  The ability to select a 
Participating Provider as a PCP is subject to that Physician’s availability.  A current, updated list of Primary Care 
Physicians may be found on Our website at firstcare.com or by contacting Us at 855-572-7238.  A female Member 
may select an obstetrician or gynecologist in addition to PCP to provide Treatment that is within the scope of the 
provider’s license. 
 
You or Your Covered Dependents may change Your Primary Care Physician anytime. 

Specialist Physician 
 
A wide range of Specialist Physicians are included in the Plan Network.  



SHA INDV HMO HPW 01-2021 25 How the Plan Works 
  V1 

 
There may be occasions however, when Members need care from a Non-Participating Provider. This could occur if 
a Member has a complex medical problem that cannot be taken care of by a Participating Provider. If the care You 
or Your Covered Dependent require is not available from Participating Providers contact Us at 855-572-7238 to 
receive the necessary Preauthorization for out-of-network benefits in this situation. 

Participating Providers 
 
Other than for Emergency Care, Members must choose Participating Providers within the Plan Network for all care. 
The Plan Network consists of Physicians, Specialist Physicians, Hospitals, and other health care facilities to serve 
Members throughout the Network Service Area. Refer to the provider directory or visit Our website at firstcare.com 
to make Member selections. The list of Participating Providers may change occasionally, so make sure the providers 
selected are still Participating Providers at the time of service. An updated directory will be available at least annually 
or Members may access Our website at firstcare.com for the most current listing to assist in locating a Participating 
Provider. 
 
If a Member chooses a Participating Provider, the provider will bill Us, not the Member, for care provided. The 
provider has agreed to accept as payment in full the least of: 

• The billed charges, or 
• The Allowed Amount as determined by the Issuer, or 
• Other contractually determined payment amounts. 

 
The Subscriber is responsible for paying any Deductibles and Copayment amounts as set forth in the Schedule of 
Benefits. The Subscriber may be required to pay for limited or non-covered benefits. No Claim forms are required. 

Non-Participating Providers 
 
Except for Emergency Care, all covered benefits under this Evidence of Coverage must be provided by Participating 
Providers unless a Participating Provider requests a referral to a Non-Participating Provider and the referral receives 
Preauthorization by Our Medical Director.  
 
If the Member requires a Medically Necessary covered benefit that is not available through a Participating Provider 
and We approve the Member’s Participating Provider’s referral, We will cover the benefit as if it were performed by 
a Participating Provider. The Member will be held harmless for any amounts beyond the Copayment and Deductible 
that the Subscriber would have paid had the Member received benefits from a Participating Provider.  
 
Upon the request of a Participating Provider, We must approve a referral to a Non-Participating Provider within the 
time appropriate to the circumstances and will not exceed five (5) business days. Additionally, upon the request of 
a Participating Provider, We must provide for a review by a health care provider with expertise in the same specialty 
or a specialty similar to the type of health care provider to whom a referral is requested before We may deny the 
referral. 
 
If a Non-Participating Provider referral is authorized by Us, care is only permitted to the extent such care is covered 
under this Evidence of Coverage and reimburse the Non-Participating Provider at the Usual and Customary or agreed 
upon rate, except for Copayments and charges for non-covered care.   
 
In all cases, Medically Necessary Emergency Care received from a Non-Participating Provider will be reimbursed 
according to the terms of this Evidence of Coverage at the Usual and Customary or agreed upon rate, except for 
Copayments, and charges for non-covered care. The Member will be held harmless for any amounts beyond the 
Copayment or other Out of Pocket Expenses that the Subscriber would have paid had the Network included 
Participating Providers from whom the Member could obtain the care.  
 

http://www.firstcare.com/en/Home
http://www.firstcare.com/en/Home
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In cases involving a non-emergency, the Plan will not cover any expenses associated with Treatments performed or 
prescribed by Non-Participating Providers, either inside or outside of the Service Area, for which We have not 
authorized a Non-Participating Provider referral.  Complications of such non-authorized Treatments will not be 
covered prior to the date We arrange for the Member’s transfer to Participating Provider.    
 
Each Non-Participating Provider referral is subject to separate review and approval by Us.  For example, an 
authorization for Treatment by a Non-Participating Provider does not also authorize hospitalization in a Hospital 
which is not a Participating Hospital or referral to another Physician by the Non-Participating Provider.   
 
Some Facility-based providers such as anesthesiologist, pathologist, and radiologists may not be included in the 
Plan’s Network.  In certain circumstances We may authorize the Member to receive Treatment from a Non-
Participating Provider.  The Member will not be responsible for an amount greater than the applicable Copayment 
and Deductible under the Plan on the initial amount determined to be payable by the Plan.  A Member should contact 
the Issuer if the Member receives a balance bill from a Facility-based provider, Non-Participating Facility-based 
provider, or other Health Professional that may balance bill the Member. In order to determine the contract status 
of providers, Members may consult the provider directory on Our website at firstcare.com or contact Us at 855-572-
7238. 

Continuity of Care 
 
Except as specified in the Medical Benefits section of this Evidence of Coverage, if Participating Providers fail to, or 
become unable to, provide the covered benefits which they have agreed to provide, We agree to coordinate through 
Our Medical Director the provision of Medical Benefits to Members. 
 
If You or Your Covered Dependents are receiving covered benefits from a Participating Provider whose relationship 
with the Issuer as a Participating Provider is terminated by the provider, We will give the Member no less than thirty 
(30) days’ advance notice of the termination after notification from the provider.  However, if a provider is 
terminated for reasons related to imminent harm, We will notify the Member immediately. 

 
Except for medical incompetence or unprofessional behavior, the termination does not release the Issuer from 
reimbursing the Participating Provider for providing Treatment to You or Your Covered Dependents in certain special 
circumstances.  Special circumstance means a condition which Your Physician or provider, or Your Covered 
Dependent’s Physician or provider reasonably believes could cause harm to You or Your Covered Dependent if the 
Physician or provider discontinues Treatment of the Member, and includes a disability, acute condition, Life-
Threatening Disease or Condition, or being past the twenty-fourth (24th) week of pregnancy.  However, the 
Participating Provider must first identify the special circumstance and submit a request to Our Medical Director that 
You or Your Covered Dependent be permitted to continue Treatment under the Participating Provider’s care.  The 
Participating Provider must agree not to seek payment from You or Your Covered Dependent of any amounts for 
which You would not be responsible if the Participating Provider were still under contract with Us.  If the request is 
granted, Our obligation to pay for the services of the Participating Provider shall not exceed ninety (90) days from 
the date of termination or nine (9) months in the case of a terminal illness with which You or Your Covered 
Dependent were diagnosed at the time of the termination and shall not exceed the contract rate.  If You or a Covered 
Dependent are past the twenty-fourth (24th) week of pregnancy at the time of termination, Our obligation to 
reimburse a terminated Participating Provider for services extends through delivery of the child, immediate 
postpartum care and the follow-up checkup within the first six (6) weeks of delivery. 

Refusal to Accept Treatment 
 

Should a Member refuse to cooperate with or accept the recommendations of Participating Providers regarding 
health care for that Member, Participating Providers may regard such refusal as obstructing the delivery of proper 
medical care.  In such cases, Participating Providers shall make reasonable efforts to accommodate the Member.  
However, if the Participating Provider determines that no alternative acceptable to the Participating Provider exists, 
the Member shall be so advised.  If a Member continues to refuse to follow the recommendations, then neither We 

http://www.firstcare.com/en/Home
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nor Our Participating Providers shall have any further responsibility under the Agreement to provide care for the 
condition under Treatment.  

Medical Necessity 
 
Benefits available under the Plan must be Medically Necessary as described in the Definitions section of this 
Evidence of Coverage.  

Utilization Review 
 
The Plan includes a Utilization Review program to evaluate inpatient and outpatient Hospital and Ambulatory 
Surgical Center admissions and specified non-emergency outpatient surgeries, diagnostic procedures and other 
services.  This program ensures that Hospital and Ambulatory Surgical Center care is received in the most appropriate 
setting, and that any other specified surgery or services are Medically Necessary. Utilization Review includes all 
review activities and may be undertaken by: 

• Preauthorization review which takes place before a service is provided that requires Preauthorization.  
• Admission review which takes place before a Hospital admission or after an emergency admission. 
• Continued stay review which takes place during a Hospital stay.  
• Retrospective review which takes place following discharge from a Hospital or after any services are 

performed.  
 
Certain benefits require Preauthorization in order to be covered.  For a complete list of benefits that require 
Preauthorization, visit Our website at firstcare.com.  
 
We will accept requests for renewal of an existing Preauthorization beginning sixty (60) days from the date that the 
existing Preauthorization is set to expire. Upon receipt of a request for renewal of an existing Preauthorization, We 
will, to the extent possible, review the request and issue a determination indicating whether the benefit is 
Preauthorized before the existing authorization expires. 

Preauthorization Review 
 
To satisfy Preauthorization review requirements, the Member or Participating Provider should contact Us at the 
authorization phone number listed on the Member ID Card on business days between 6 a.m. and 6 p.m. CT and on 
Saturdays, Sundays and Holidays between 9 a.m. and 12 p.m. CT at least three (3) calendar days prior to any 
admission or scheduled date of a proposed benefit that requires Preauthorization. Participating Providers may 
Preauthorize benefits for Members, when required, but it is the Member’s responsibility to ensure Preauthorization 
requirements are satisfied. 
 
Subject to the notice requirements and prior to the issuance of an Adverse Determination, if We question the 
Medical Necessity or appropriateness of a service, We will give the Participating Provider who ordered it a 
reasonable opportunity to discuss with Our Medical Director the Member’s Treatment plan and the clinical basis of 
Our determination. If We determine the proposed benefit is not Medically Necessary, the Member or Participating 
Provider will be notified in writing within three (3) days.  The written notice will include: 

• the principal reason(s) for the Adverse Determination; 
• the clinical basis for the Adverse Determination; 
• a description of the source of the screening criteria used as guidelines in making the Adverse Determination; 

and 
• description of the procedure for the Complaint and Appeal process, including the Member’s rights and the 

procedure to Appeal to an Independent Review Organization. 
 
 

http://www.firstcare.com/en/Home
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For an Emergency admission or procedure, We must be notified within forty-eight (48) hours of the admission or 
procedure or as soon as reasonably possible.  We may consider whether the Member’s condition was severe enough 
to prevent the Member from notifying Us, or whether a family member was available to notify Us for the Member. 
  
If the Member has a Life-Threatening Disease or Condition, including emergency Treatment or continued 
hospitalization, or in circumstances involving Prescription Drugs or intravenous infusions, the Member has the right 
to an immediate review by an Independent Review Organization and the Member is not required to first request an 
internal review by Us. 

Admission Review 
 
If Preauthorization review is not performed, We will determine at the time of admission if the Hospital admission or 
specified non-emergency outpatient surgery or diagnostic procedure is Medically Necessary. 

Continued Stay Review 
 
We also will determine if a continued Hospital or Skilled Nursing Facility stay is Medically Necessary.  We will provide 
notice of Our determination within twenty-four (24) hours by either telephone or electronic transmission to the 
provider of record followed by written notice within three (3) working days to the Member or provider of record.  If 
We are approving or denying Post Stabilization care subsequent to Emergency Care related to a Life-Threatening 
Disease or Condition, We will notify the treating Physician or other provider within the time appropriate to the 
circumstances relating to the delivery of the services and the condition of the Member, but in no case to exceed one 
(1) hour after the request for approval is made. 

Retrospective Review 
 
In the event services are determined to be Medically Necessary, benefits will be provided as described in the Plan.  
If it is determined that a Hospital stay or any other service was not Medically Necessary, You are responsible for 
payment of the charges for those services.  We will provide notice of Our Adverse Determination in writing to the 
Member and the provider of record within a reasonable period, but not later than thirty (30) days after the date on 
which the Claim is received, provided We may extend the 30-day period for up to fifteen (15) days if: 

• We determine that an extension is necessary due to matters beyond Our control; and 
• We notify You and the provider of record within the initial 30-day period, of circumstances requiring the 

extension and the date by which We expect to make a decision. 
If the period is extended because of Your failure or the failure of the provider of record to submit the information 
necessary to make the determination, the period for making the determination is tolled from the date We send Our 
notice of the extension to You or the provider until the earlier of:  the date You or the provider responds to Our 
request,  or the date by which the specified information was to have been submitted. 

Failure to Preauthorize 
 
If any benefit requiring Preauthorization is not Preauthorized and it is determined that the benefit was not Medically 
Necessary, the benefit may be reduced or denied. The Member may also be charged additional amounts which will 
not count toward the Member’s Deductible or Maximum Out of Pocket. 

Prescription Drugs and Intravenous Infusions 
 
We will determine if the use of Prescription Drugs or intravenous infusions is Medically Necessary.  

Appeal of an Adverse Determination 

Internal Appeal of an Adverse Determination 
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Our determination that the care the Member requested or received was not Medically Necessary or appropriate or 
was Experimental or Investigational based on Our Utilization Review standards is an Adverse Determination, which 
means the Member’s request for coverage of the care is denied.  Once We have all the information to make a 
decision, Our failure to make a Utilization Review determination within the applicable time frames set forth above 
will be deemed an Adverse Determination subject to an internal Appeal. 
 
The Member, a person acting on the Member’s behalf, or the Member’s Physician may request an internal Appeal 
of an Adverse Determination to Us orally or in writing in accordance with Our internal Appeal procedures.  Members 
will have one hundred eighty (180) days following receipt of a notification of an Adverse Determination within which 
to Appeal the determination. We will acknowledge the Member’s request for an internal Appeal within five (5) 
working days of receipt. This acknowledgment will, if necessary, inform the Member of any additional information 
needed before a decision can be made. A clinical peer reviewer who is a Physician or a Health Professional in the 
same or similar specialty as the provider, who typically manages the disease or condition at issue and who is not 
subordinate to the clinical peer reviewer who made the initial Adverse Determination will perform the Appeal. 
 
If the Member’s Appeal is denied, Our notice will include a clean and concise statement of the clinical basis for the 
denial and the Member’s right to seek review of the denial from an Independent Review Organization and the 
procedures for obtaining that review. 
 
If the Member has a Life-Threatening Disease or Condition or in circumstances involving Prescription Drugs or 
intravenous infusions, the Member has the right to an immediate review by an Independent Review Organization 
and the Member is not required to first request an internal review by Us.  

Adverse Determination Appeal 
 
If the Member’s Appeal relates to an Adverse Determination, We will decide the Appeal within thirty (30) calendar 
days of receipt of the Appeal request. Written notice of the determination will be provided to the Member, or the 
Member’s designee, and where appropriate, the Member’s Provider, within two (2) business days after the 
determination is made, but no later than thirty (30) calendar days after receipt of the Appeal request. 

Expedited Appeal 
 
An Appeal regarding continued or extended benefits, additional benefits provided in the course of continued 
Treatment, Home Health Care benefits following discharge from an inpatient Hospital admission, benefits in which 
a provider requests an immediate review, or any other urgent matter will be handled on an expedited basis. 
 
The Member can additionally request an expedited Appeal for the denial of Emergency Care, continued 
hospitalization, Prescription Drugs for which the Member is receiving benefits through the Plan and a step therapy 
exception request. For an expedited Appeal, the Member’s provider will have reasonable access to the clinical peer 
reviewer assigned to the Appeal within one (1) business day of receipt of the request for an Appeal. The Member’s 
provider and a clinical peer reviewer may exchange information by telephone or fax. An expedited Appeal will be 
determined within the earlier of 72 hours of receipt of the Appeal or one (1) business day of receipt of the 
information necessary to conduct the Appeal. 
 
If a Member has any questions about the Appeals procedures or the review procedure, contact Us at 855-572-7238.  

Appeal of an Adverse Determination to an Independent Review Organization 
 
An Adverse Determination means a determination by Us or Our designated Utilization Review organization that the 
benefits provided or proposed to be provided are not Medically Necessary or are Experimental or Investigational. 
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A Final Internal Adverse Determination means an Adverse Determination that has been upheld by Us at the 
completion of Our internal review and Appeal process. This procedure pertains only to Appeals of Adverse 
Determinations. 
 
The Member or an individual acting on the Member’s behalf or the Member’s provider has the right to request an 
immediate review of Our Appeal decision by an IRO by submitting a request to Our HHS administered external review 
contractor, MAXIMUS, within four (4) months after receipt of the notice of the determination of the Member’s 
Appeal. There is no cost to the Member for the independent review. 
 
The Member will not be required to exhaust Our Appeal process before requesting an IRO if: 

• the Appeal process timelines are not met; or 
• in an Urgent Care situation. 

Under non-urgent circumstances, the Member may request a standard external review. For Urgent Care, the 
Member may request an expedited external review. 
 
The IRO examiner will contact Us upon receipt of the request for external review. For a standard external review, 
We will provide the examiner all documents and information used to make the final internal Adverse Determination 
within three (3) business days. For an expedited external review, We will provide the examiner all documents and 
information used to make the final internal Adverse Determination as soon as possible. 

 
The IRO examiner will give the Member and Us written notice of the final external review decision as soon as 
possible, but no later than twenty (20) days after the examiner receives the request for a standard external review. 
For an expedited external review, the examiner will give the Member and Us the external review decision as quickly 
as medical circumstances require, but no later than within seventy-two (72) hours of receiving the request. 
 
The Member may request an external review for an Adverse Determination for Prescription Drug exception requests. 
The IRO will issue a response to the Member or the Member’s legal representative no later than seventy-two (72) 
hours from receipt of the Member’s request. For an expedited Appeal for Prescription Drug exception requests, the 
IRO will issue a response to the Member or the Member’s legal representative no later than twenty-four (24) hours 
from receipt. 

Case Management Program 
 
Case Management helps coordinate services for Members with chronic conditions or complex care needs that 
require ongoing education and mentoring or a complicated plan of care requiring multiple services and providers.  A 
nurse care manager will work with the Member, the Member’s family, and Physician to aid and coordinate the 
services necessary to meet the Member’s care needs to achieve the best possible outcome and the greatest value 
for the Member’s benefits. Some of the ways a care manager can provide include: 

• Help with finding medical or Behavioral Health Providers that can meet the Member’s needs; 
• Help with getting community resources that may be available to the Member; 
• Information and resources to help Members better understand their conditions and how to better manage 

them; and,  
• Help with learning how to navigate the healthcare system and better understand benefits. 

 
If Members have a health condition or disease for which We operate a case management program, Members may 
be contacted by Us or Our designated case management vendor and offered the opportunity to participate in case 
management. 

Disease Management Program 
 
We have a disease management program offered to Members at no additional cost.  The program helps Members 
with certain conditions to learn more about how to manage them.  These conditions include: 
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• Asthma 
• Coronary Artery Disease 
• Chronic Obstructive Pulmonary Disease 
• Diabetes 
• Heart Failure 

 
Participation in disease management is completely voluntary and Members may opt in or out at any time without 
affecting their benefits.  Members who agree to participate receive phone calls from specially trained nurses, as well 
as helpful information in the mail.  

Proof of Coverage 
 
The Issuer will provide You with proof of coverage under the Agreement.  Such evidence shall consist of an original 
copy of the Agreement and an Identification Card as described below.  You will also be provided with a current roster 
of Participating Providers as well as additional educational material regarding the Issuer and the benefits provided 
under the Agreement. 

Identification Card  
 
The Identification Card (ID Card) tells Participating Providers that You and Your Covered Dependents are entitled to 
benefits under the Plan with Us. The ID Card offers a convenient way of providing important information specific to 
You and Your Dependent’s coverage including, but not limited to, the following: 

• Member ID; 
• Any Cost-Sharing amounts that may apply to Your or Your Dependent’s coverage; and 
• Important telephone numbers. 

Always remember to carry the Identification Card and present it to Participating Providers or Participating 
Pharmacies when receiving covered benefits. 
 
Refer to the Eligibility and Enrollment section of this Evidence of Coverage for instructions when changes are made. 
Upon receipt of the change in information, We will provide a new ID Card. 
 
Identification cards are the property of the Issuer and are for identification purposes only.  Possession of an Issuer 
Identification Card confers no right to benefits under the Agreement.  To be entitled to such benefits the holder of 
the card must, in fact, be a Member on whose behalf all Required Payments under the Agreement have been paid. 
Any person receiving benefits to which the person is not then entitled pursuant to the provisions of the Agreement 
shall be subject to charges at the provider's then prevailing rates.  If You or Your Covered Dependent permit the use 
of an Issuer Identification Card by any other person, such card may be retained by Us, and all rights of You and Your 
dependents, covered pursuant to the Agreement, shall be terminated sixteen (16) days after written notice.  

Termination of Coverage  
 
Whether the Subscriber has purchased coverage on the Exchange or directly from Us, We may terminate You or 
Your Covered Dependent’s coverage under the following circumstances: 

• Thirty-one (31) days after written notice from Us that You failed to pay any Required Payment when due; 
or 

• In the event of fraud or intentional misrepresentation of material fact by You or Your Covered Dependent 
(except as described under incontestability) or fraud in the use of services and facilities, coverage may be 
terminated retroactively upon thirty (30) days after written notice from Us; or 

• Member ceases to live, work, or reside in the Service Area upon thirty (30) days written notice. Coverage 
for a child who is the subject of a Qualified Medical Support Order cannot be canceled solely because the 
child does not reside, live or work in the Service Area; or 
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• Our discontinuance of coverage in the Service Area.  Coverage may be canceled after ninety (90) days 
written notice, in which case We must offer to each Member on a guaranteed issue basis any other health 
care coverage offered by Us in that Service Area.  If We completely withdraw from the market in the Service 
Area, coverage under this Plan may be canceled after one hundred eighty (180) days written notice to the 
state insurance commissioner and the Members, in which case We may not re-enter the market in that 
Service Area for five (5) years beginning on the date of discontinuance of the last coverage not renewed. 

 
For coverage purchased on the Exchange, the Exchange may terminate the Member’s coverage but must allow Us to 
terminate coverage when:  

• The Member is no longer eligible for coverage through the Exchange.  The last day of coverage is the last 
day of the month following the month in which the notice is sent by the Exchange unless the Member 
requests an earlier termination effective date;  

• The Member changes from one QHP to another during the Open Enrollment Period.  The last day of 
coverage in the Member’s prior QHP is the day before the effective date of coverage in the Member’s new 
QHP; 

• We terminate the Plan. 

Members may terminate their coverage in the Plan for any reason upon giving written notice to Us.  Termination 
from the Plan will be effective on the first day of the month following the month We receive the written request. 
 
Upon termination of coverage as described above, We shall have no further liability or responsibility under the 
Agreement.  Any Required Payments paid in advance by or on behalf of Member will be refunded and any unpaid 
Required Payments to date of service will be due and payable.  The Subscriber is responsible for all Required 
Payments due but unpaid. 
 
The effective date of termination will be the last day for which Premiums were timely paid. 

Reinstatement of Coverage 
 
At any time after the termination of coverage under the Agreement for non-payment of a Required Payment or prior 
to the expiration of sixty (60) days from the date such payment was due, a person who has been a Subscriber under 
the Agreement may seek reinstatement for the Subscriber and Covered Dependents under the following terms: 

• The person must submit a written request for reinstatement for all persons for who reinstatement is being 
requested; 

• The person must pay all amounts unpaid to Us and pay in advance the appropriate Premium for the next 
month in which reinstatement is sought; 

• The Agreement will be reinstated to cover only the Subscriber and Covered Dependents who were eligible 
and covered prior to the termination of the Agreement;  

• Subscriber and Covered Dependents will have the same rights under the Agreement as existed before 
termination; 

• Subscriber may seek reinstatement one time only; and  
• Coverage will be reinstated to the day of termination upon satisfaction of the terms of this reinstatement 

provision. 
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Eligibility and Enrollment 

Types of Coverage 

Subscriber  

Subscriber and Spouse 
You and Your spouse who is an Eligible Dependent as defined in this Evidence of Coverage. 

Subscriber and Child(ren) 
You and Your child who is an Eligible Dependent as defined in this Evidence of Coverage. 

Subscriber and Family 
You and Your family who are Eligible Dependents as described in this Evidence of Coverage.  

Child-only 
Eligible children under the age of 21 may enroll as the Subscriber under the Agreement. In such event, the 
following restrictions apply:  

• Each child is enrolled individually as the sole Subscriber; the parent or legal guardian is not covered and is 
not eligible for benefits under this Plan.  

• No additional dependents may be added to the enrolled child's coverage. Each child must be enrolled in his 
or her own Plan. If a child covered under the Agreement acquires a new eligible child of his/her own, the 
new eligible child may be enrolled in his or her own Plan coverage if application for coverage is made within 
sixty (60) days.  

• If a child is under the age of 18, his or her parent, legal guardian, or other responsible party must submit 
the application for child-only coverage, along with any exhibits, appendices, addenda and/or other required 
information to Us and the Exchange, as appropriate. For any child under 18 covered under the Agreement, 
any obligations set forth in the Agreement, any exhibits, appendices, addenda and/or other required 
information will be the obligations of the parent, legal guardian, or other responsible party applying for 
coverage on the child’s behalf. Application for a child-only coverage will not be accepted for an adult child 
that has attained age 21 as of the beginning of the Plan Year. Adult children (at least 18 years of age but no 
older than 20 years of age) who are applying as the sole Subscriber under the Agreement must apply for 
their own individual Plan and must sign or authorize the applications(s).  

Eligibility Provisions 
 
For persons enrolling through the Exchange, eligibility for this coverage will be determined by the Exchange in 
accordance with applicable law. For questions regarding eligibility, refer to healthcare.gov. 

Eligible Subscriber  
 
To be eligible for coverage as a Subscriber a person must: 

• Apply for coverage during the Open Enrollment Period or upon a Triggering Event; and 
• Work, live or reside in the Service Area. 

Eligible Dependent 
 
Dependents must apply for coverage during the Open Enrollment Period or upon a Triggering Event, and be an 
Eligible Dependent as defined in the Definitions section of this Evidence of Coverage. 
For a dependent to be eligible and remain eligible for coverage as a dependent, the Subscriber upon whose 
enrollment the dependent’s eligibility is based must enroll and remain enrolled in the Plan. 

https://www.healthcare.gov/
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Eligible Dependents may reside inside or outside the Service Area. For a child covered under a Qualified Medical 
Support Order who resides outside of the Service Area, We shall not enforce any otherwise applicable provisions 
which deny, limit, or reduce benefits because the child resides outside the Service Area, including, but not limited 
to Emergency Care only while outside the Service Area.  However, We may utilize an alternative delivery system to 
provide alternative coverage.  If the coverage is not identical to coverage under this Evidence of Coverage, it shall 
be at least actuarially equivalent to the coverage We provide to other dependent children under this Evidence of 
Coverage.  Eligible Dependents, not subject to a Qualified Medical Support Order, may be limited to HMO Network 
restrictions. If You have enrolled through the Exchange, You must notify the Exchange within thirty (30) days of your 
intent to add a child subject to a Qualified Medical Support Order. 

Additional Eligibility Requirements 
 
A person is not eligible as a Subscriber or Eligible Dependent under this Evidence of Coverage if either of the following 
are true: 

• The person’s employer pays any portion of the person’s Premium or benefits for coverage under this 
Evidence of Coverage; or 

• Either the employer or the Member treats this Evidence of Coverage as part of the plan or program for the 
purposes of Section 106 or 162, Internal Revenue Code of 1986 (26 U.S.C., Section 106 or 162). 

Enrollment Periods and Effective Dates of Coverage 

Open Enrollment  
 
To enroll in the Plan, You and Your Eligible Dependents must make appropriate application, which includes: 

• A completed Enrollment Application, either through the Exchange or directly with Us; and 
• Payment of the Premium when due. 

 
When You enroll during the Open Enrollment Period, Your and Your Eligible Dependents’ Effective Date will be the 
following January 1, unless otherwise designated by the Exchange and Us, as appropriate.  
 
A Member who fails to pay any Required Payments when due may be disenrolled from the Plan, in accordance with 
the procedures set forth in the Agreement. 

Special Enrollment  
 
You and Your Eligible Dependents can enroll in a Qualified Health Plan through the Exchange or directly with Us, or 
change from one to another, as a result of the one of the Triggering Events listed below. 
 
The special enrollment period generally is sixty (60) calendar days from the date of the Triggering Event. Coverage 
is effective as of the first day of the following month for elections made by the 15th of the preceding month and on 
the first day of the second following month for elections made between the 16th and the last day of a month, unless 
specified otherwise below. Persons initially or newly eligible for enrollment who do not enroll during the special 
enrollment period may not be enrolled until the next Open Enrollment Period. 
 
You, and when specified below, Your dependent, are allowed to enroll in a Plan or change from one to another as a 
result of the following Triggering Events: 

• You or Your Eligible Dependent either 
o Loses Minimum Essential Coverage. New coverage for You or Your Eligible Dependent will be 

effective no later than the first day of the month following the loss. A loss of Minimum Essential 
Coverage does not include failure to pay Premiums on a timely basis, including COBRA Premiums 
prior to the expiration of COBRA coverage, or situations allowing for a Rescission. Rescission is 
defined as a cancellation or discontinuance of coverage that has a retroactive effect.   Loss of 
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Minimum Essential Coverage does include loss of coverage because You no longer reside, live or 
work in a health plan’s service area as well as expiration of COBRA continuation coverage; 

o Is enrolled in any non-Contract Year group health plan or individual health insurance coverage, 
even if You or Your Eligible Dependent has the option to renew such coverage. The date of the loss 
of coverage is the last day of the Plan Year; 

o Loses pregnancy-related coverage or loses access to health care services through coverage 
provided to a pregnant woman's unborn child. The date of the loss of coverage is the last day Your 
or Your Eligible Dependent would have pregnancy-related coverage or access to health care 
services through the unborn child coverage; or 

o Loses Medically Necessary coverage only once per Calendar Year. The date of the loss of coverage 
is the last day Your or Your Eligible Dependent would have Medically Necessary coverage. 

• You gain a dependent or become a dependent through marriage, birth, adoption, placement for adoption, 
or placement in foster care, or through a child support order or other court order. In the case of marriage, 
at least one spouse must demonstrate having Minimum Essential Coverage for one (1) or more days during 
the sixty (60) days preceding the date of marriage. At the option of the Exchange, You lose a dependent or 
are no longer considered a dependent through divorce or legal separation, or if You or Your dependent die. 
New coverage for You and/or Your Eligible Dependents will be effective on the date of the birth, adoption, 
foster care placement, placement for adoption or the date the Subscriber becomes a party to a suit in which 
the Subscriber seeks to adopt a child. However, for Members enrolled through the Exchange, advance 
payments of any Premium Tax Credit and Cost-Sharing Reductions, if applicable, are not effective until the 
first day of the following month, unless the birth, adoption, or placement for adoption occurs on the first 
day of the month. The Effective Date for court-ordered eligible child coverage will be determined by Us in 
accordance with the provisions of the court order; 

• You or Your Eligible Dependent become newly eligible for enrollment in a QHP through the Exchange; 
• You or Your Eligible Dependent’s enrollment or non-enrollment in a QHP is unintentional, inadvertent, or 

erroneous and is the result of the error, misrepresentation, misconduct, or inaction of an officer, employee, 
or agent of the Exchange or HHS; 

• You or Your Eligible Dependent adequately demonstrate to the Exchange that the QHP in which You are 
enrolled substantially violated a material provision of its contract in relation to You; 

• Become newly eligible or ineligible for advance payments of the Premium Tax Credit or change in eligibility 
for Cost-Sharing Reductions; 

• You or Your Eligible Dependent gain access to new QHPs as a result of a permanent move and had Minimum 
Essential Coverage for one or more days during the sixty (60) days preceding the date of the permanent 
move; 

• You gain or maintain status as a Native American or become the dependent of a Native American and may 
enroll in a QHP or change from one QHP to another one time per month; 

• You or Your Eligible Dependent demonstrates to the Exchange that You meet other exceptional 
circumstances as the Exchange may provide; 

• You are a victim of domestic abuse or spousal abandonment or a dependent or unmarried victim within a 
household, are enrolled in Minimum Essential Coverage, and seeking to enroll in coverage separate from 
the perpetrator of the abuse or abandonment. You are a dependent of a victim of domestic abuse or spousal 
abandonment, on the same application as the victim, may enroll in coverage at the same time as the victim. 

• Due to a qualifying event, You or Your Eligible Dependent are assessed by the Exchange as potentially 
eligible for Medicaid or the Children's Health Insurance Program (CHIP) and are determined ineligible for 
Medicaid or CHIP by the State Medicaid or CHIP agency either after Open Enrollment has ended or more 
than sixty (60) days after the qualifying event. You also may have applied for coverage at the State Medicaid 
or CHIP agency during the annual Open Enrollment period and are determined ineligible for Medicaid or 
CHIP after Open Enrollment has ended. 

• You or Your Eligible Dependent adequately demonstrates to the Exchange that a material error related to 
plan benefits, Service Area, or Premium influenced Your decision to purchase a QHP through the Exchange; 

• At the option of the Exchange, You provide satisfactory documentary evidence to verify Your eligibility for 
an insurance affordability program or enrollment in a QHP through the Exchange following termination of 



SHA INDV HMO ELIG 01-2021 36 Eligibility and Enrollment 
  V1 

Exchange enrollment due to a failure to verify such status within the time period or is under 100 percent of 
the Federal poverty level and did not enroll in coverage while waiting for HHS to verify Your citizenship, 
status as a national, or lawful presence; or 

• You or Your Eligible Dependent newly gains access to an individual coverage HRA or is newly provided a 
qualified small employer health reimbursement arrangement (QSEHRA). The Triggering Event is the first 
day on which coverage You or Your Eligible Dependent under the individual coverage HRA can take effect, 
or the first day on which coverage under the QSEHRA takes effect. You or Your Eligible Dependent will 
qualify for this special enrollment period regardless of whether they were previously offered or enrolled in 
an individual coverage HRA or previously provided a QSEHRA, so long as You or Your Eligible Dependent is 
not enrolled in the individual coverage HRA or covered by the QSEHRA on the day immediately prior to the 
Triggering Event. 

 
Incontestability 
 
All statements made by You on the Enrollment Application shall be considered representations and not warranties.  
The statements are truthful and are made to the best of Your knowledge and belief.  A statement may not be used 
in a contest to void, cancel or non-renew a Member’s coverage or reduce benefits unless: 

• it is in a written Enrollment Application signed by You, and 
• a signed copy of the Enrollment Application is or has been furnished to You.   

 
The Agreement may only be contested because of fraud or intentional misrepresentation of material fact on the 
Enrollment Application.  If the Issuer determines that You made an intentional material misrepresentation of 
material fact on the application, the Issuer may terminate Your coverage in accordance with the Agreement. 

Additional Requirements 
 
During the term of the Agreement, changes in coverage are not allowed unless approved in writing by the Issuer or 
authorized according to the terms stated in the Agreement. 
 
It is Your responsibility to inform Us and the Exchange within thirty (30) days of all changes that affect Your eligibility 
and that of Your Covered Dependents, including, but not limited to: 

• any changes in the eligibility status of You or Your Covered Dependents; 
• eligibility of Medicare;  
• eligibility for recovery from a third party of benefits which may be subject to Subrogation; and 
• change of address. 

 
No person may receive coverage under this Plan as both a Subscriber and a Covered Dependent. In no event will 
Your Eligible Dependent’s Effective Date be prior to Your Effective Date. 
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Required Payments  

Allowed Amount 
 
The Allowed Amount is the maximum amount We will pay for expenses Members incur under the Plan. We have 
established an Allowed Amount for Medically Necessary benefits to Members by Participating Providers. You will be 
responsible for expenses incurred that are limited or not a covered benefit under the Plan, Deductibles, and 
Copayment amounts. Participating Providers will not look to the Member for payment outside of the Member’s Cost 
Share. 

Deductibles 
 
Except where stated otherwise, a Member must pay the Deductible shown in the Schedule of Benefits during each 
Plan Year before this Plan provides payments for benefits. 
 
The individual Deductible applies to each Member. Once a Member within a family meets the individual Deductible, 
no further Deductible is required for the Member that has met the individual Deductible for that Plan Year. However, 
after Deductible payments for Members collectively total the family Deductible amount in the Schedule of Benefits 
in a Plan Year, no further Deductible will be required for any Member covered e for the remainder of that Plan Year.  

Copayments  
 
Some benefits Members receive under the Plan will require that a Copayment amount be paid at the time Members 
receive the benefits. Refer to the Schedule of Benefits for specific Plan information. The Schedule of Benefits will 
indicate the basis of which a Copayment amount is calculated. It may be per visit, per day, per service, or any 
combination thereof. 

Maximum Out of Pocket 
 
Most of the Member’s payment obligations, including Deductibles and Copayment amounts are applied to the 
Maximum Out of Pocket. 
 
The Member’s Maximum Out of Pocket will not include: 

• Cost-sharing for Non-Participating Providers, except for Emergency Care and Medically Necessary covered 
benefits when those benefits are not available from a Participating Provider; 

• Benefits limited or excluded by the Plan; 
• Expenses not covered because a benefit maximum has been reached; 
• Any expenses paid by the primary plan when the Member’s Plan is the secondary plan for purposes of 

coordination of benefits; 
• Penalties applied for failure to Preauthorize. 

Individual Maximum Out of Pocket 
 
When the Maximum Out of Pocket for a Member in a Plan Year equals the “Individual” “Maximum Out of Pocket” 
shown on the Schedule of Benefits for that level, the Plan will provide coverage for 100% of the Allowed Amount for 
benefits for the remainder of the Plan Year. 

Family Maximum Out of Pocket 
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When the Maximum Out of Pocket for all Members under the Subscriber’s coverage in a Plan Year equals the 
“Family” “Maximum Out of Pocket” shown on the Schedule of Benefits for that level, the Plan will provide coverage 
for 100% of the Allowed Amount for benefits for the remainder of the Plan Year. No Member will be required to 
contribute more than the individual Maximum Out of Pocket to the family Maximum Out of Pocket. 

Actuarial Value 
 
The use of a metallic name, such as Platinum, Gold, Silver or Bronze, or other statements with respect to a Plan's 
actuarial value, is not an indicator of the actual amount of expenses that a Member will be responsible to pay out of 
his or her own pocket. A Member's Out of Pocket Expenses will vary depending on many factors, such as the benefits, 
Plan, and Participating Providers chosen. Please note that metallic names reflect only an approximation of the 
actuarial value of a Plan. 

Cost Share Variance 
 
Upon termination of federal reimbursement, any applicable cost share variance will terminate the first of the month 
following thirty (30) days written notice from the Issuer.  

Premiums 
 
Premiums are due to the Issuer, 12940 North Highway 183, Austin, Texas 78750 on or before the date indicated in 
the monthly billing statement.  The Subscriber is responsible for remitting all Premiums due under this Evidence of 
Coverage to Us when due.  Only Members for whom the stipulated Premium is received by Us shall be eligible for 
coverage under this Evidence of Coverage.  Premiums are Required Payments. 
 
Payment of Premiums for individual plans are a personal expense to be paid for directly by individual and family plan 
Subscribers using personal funds.  Personal funds do not include payment from a business account for a sole 
proprietorship or Limited Liability Corporation (LLC).  In compliance with federal guidance, the Issuer will accept 
third-party payment for Premium from the following entities: 
 

• The Ryan White HIV/AIDS Program under title XXVI of the Public Health Services Act; 
• Indian tribes, tribal organizations, or urban Indian organizations; and 
• State and federal Government programs. 

 
Except as provided above, third-party entities shall not pay the Issuer directly for any or all a Member’s Premium.  
Premium payments from any other party will not be credited to Your account which may result in termination or 
cancellation of coverage in accordance with the termination provisions of this Evidence of Coverage. If You 
purchased your coverage on the Exchange, the Exchange may offer You a choice of multiple payment options, which 
may include an electronic payment option. If You receive advance payment of a Premium Tax Credit, We will receive 
payments from two different sources (i.e., the Treasury Department and either You or the Exchange) on Your behalf. 
 
If the Subscriber changes their place of residence and such change results in a change in Premium, the Premium 
applicable to this Plan shall automatically change to the rate applicable to the new place of residence effective on 
the first day of the Plan month following the date of such change in residence.  If such change is to a lower Premium 
rate and the Subscriber fails to notify Us in writing of such change prior to the date of change, the Subscriber’s right 
to refund of overpayment shall be limited to the overpayment for the six (6) months immediately preceding the date 
of notification to Us.   
 
If the Subscriber and/or Covered Dependents attain an age resulting in an increased Premium rate, the Premium 
applicable to this Plan shall automatically change to the rate applicable to the new age effective on the anniversary 
date of the Plan.   
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Subrogation and Coordination of Benefits Payments 
 
If You, Your Covered Dependents, or anyone on behalf of You or Your Covered Dependents receives benefits or 
monies subject to the subrogation or coordination of benefits provisions of the Agreement, You or Your Covered 
Dependent must submit to the Issuer within thirty-one (31) days of receipt of such benefits or monies, the amount 
to which the Issuer is entitled.  In the event You, Your Covered Dependents, or anyone on behalf of You or Your 
Covered Dependents should enter into an agreement for the payment of amounts due under the subrogation 
provisions, any amount due is a Required Payment. 

Grace Period and Cancellation of Coverage 
 
If You or Your Covered Dependents are not receiving a Premium Tax Credit through the Texas Federally Facilitated 
Exchange, then if any Premium is not received by Us within thirty (30) days of the due date, We may terminate 
coverage under this Evidence of Coverage after the 30th day.  During the 30-day grace period, coverage shall remain 
in force.  However, if payment is not received, We shall have no obligation to pay for any benefits provided to You 
or Your Covered Dependents during the 30-day grace period or thereafter; and the Subscriber shall be liable to the 
provider for the cost of those benefits. 
  
If You or Your Covered Dependents are receiving a Premium Tax Credit through the Texas Federally Facilitated 
Exchange, then if any Premium amount for which You are responsible beyond the Premium subsidy is not received 
by the Issuer within three (3) months of the due date, the Issuer may terminate coverage under this Evidence of 
Coverage after the third month.  During the three-month grace period; coverage shall remain in force; however, any 
Physicians or providers who file Claims or who see Preauthorization for benefits to You or Your Covered Dependents 
will be notified that You have lapsed in payment of Premiums.  If Premium is not received in full, coverage under the 
Plan will automatically terminate on the last day of the first month of the three (3) month grace period. We shall 
have no obligation to pay for any benefits provided to You and Your Covered Dependents on or after the date of 
termination, and You shall be liable to the Physician or provider for the cost of those benefits. 
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Medical Benefits 
 

Refer to the Schedule of Benefits for Copayment amounts and any benefit limitations that may apply for certain 
services. 

Essential Health Benefits  
 
Members are entitled to the following Essential Health Benefits specified in this Evidence of Coverage without being 
subject to annual or lifetime benefit limitations or dollar amounts:   
 

• Ambulatory patient services which is outpatient care Members receive without being admitted to a Hospital 
including Primary Care and Specialist Physician services; outpatient services by Health Professionals; and 
Home Health Care; 

• Emergency Care; 
• Hospitalization such as surgery and overnight stays including inpatient Hospital care, inpatient Physician 

care, and outpatient Hospital care; 
• Pregnancy, maternity and newborn care, both before and after birth; 
• Mental health and substance use disorder services, including behavioral health Treatment such as 

counseling and psychotherapy;  
• Prescription Drugs; 
• Rehabilitative and habilitative services and devices which help Members with injuries, disabilities, or 

chronic conditions to gain or recover mental and physical skills;   
• Laboratory services; 
• Preventive, wellness services and chronic disease management; 
• Pediatric services, including vision care. 

Medical Services 
 
Members are entitled to the Medically Necessary professional services of Participating Providers on an inpatient and 
outpatient basis.  Medical Necessity is determined by a Participating Provider, subject to the review of Our Medical 
Director.  Treatment of congenital defects of newborns will be treated on the same basis as any other covered illness 
or injury. 
 
Examples of covered medical services may include, but are not limited to, the following: 

• Allergy tests; 
• Allergy serum;  
• Chemotherapy and radiation therapy for cancer; 
• Specialist consultations; 
• Diagnostic procedures including lab and x-ray; 
• Dialysis; 
• Home Health Care;  
• Injections; 
• Newborn hearing screening and necessary diagnostic follow-up care; 
• Office visits; 
• Outpatient surgery; 
• Physical exams for medical or diagnostic purposes; 
• Treatment for diseases of the eye. 



SHA INDV HMO MB 01-2021 41  Medical Benefits 
  V1 

Office or Clinic Administered Prescription Drugs 
 
Prescription Drugs which do not meet the definition of Specialty Prescription Drugs and which are dispensed and 
administered to a Member in the office of a Participating Provider or in another outpatient setting, will be covered 
as a part of the Member’s Medical Benefit, and no additional Copayments are required for outpatient Prescription 
Drugs so dispensed and administered. These Prescription Drugs may require Preauthorization by Our Medical 
Director in order to be covered as part of the Member’s Medical Benefit.  
 
Specialty Prescription Drugs obtained under the Medical Benefit and administered in the office of a Participating 
Provider or other outpatient setting may be subject to separate Copayments and may not be included in the office 
visit Copayment.  

Telehealth Service and Virtual Visits  
 
Network Benefits are available only when services are delivered through a Participating Virtual Network Provider. 
Members can find a Participating Virtual Network Provider by calling the telephone number on their ID Card or 
locating the Customer Service telephone number on firstcare.com. 
 
Not all medical conditions can be treated through Virtual Visits. The Participating Virtual Network Provider will 
identify any condition for which treatment by an in-person Physician contact is needed. Benefits do not include 
email, or fax and standard telephone calls, or for Telehealth Service or Telemedicine Medical Service visits that occur 
within medical facilities (CMS defined originating facilities). 

Other Telehealth Service and Telemedicine Medical Service  
 
Benefits include Telehealth Services and Telemedicine Medical Services. An in-person consultation is not required 
between the health care provider and the Member for benefits to be provided. Covered benefits provided by 
telemedicine and telehealth are subject to the same terms and conditions under the Evidence of Coverage as any 
benefit provided in-person. You may find additional information regarding Telehealth Services or Telemedicine 
Medical Services at firstcare.com. 

Emergency Care  
 
In the case of an emergency, Members may go to a Participating Provider or a Non-Participating Provider. The Plan 
will provide benefits for the Emergency Care received from a Non-Participating Provider to the same extent as would 
have been provided if care and Treatment were provided by a Participating Provider. However, follow-up care or 
Treatment by a Non-Participating Provider will be treated as Network coverage only to the extent it is Medically 
Necessary and appropriate care or Treatment rendered before the Member can return to Participating Provider in 
the Service Area. If a Member receives care and Treatment for an emergency from a Non-Participating Provider, the 
Member should notify Us as soon as reasonably possible to receive assistance transitioning care to a Participating 
Provider.  
 
Medically Necessary Emergency Care received from a Non-Participating Provider, including diagnostic imaging and 
laboratory providers will be reimbursed according to the terms of this Evidence of Coverage at the Usual and 
Customary or agreed upon rate, except for Copayments, and charges for non-covered benefits. The Member will be 
held harmless for any amounts beyond the Copayment or other Out of Pocket Expenses that the Member would 
have paid had the Network included Participating Providers from whom the Member could obtain care. 
 
Medically Necessary Emergency Care is provided by this Evidence of Coverage and includes the following benefits: 

• An initial medical screening examination or other evaluation required by Texas or federal law that takes 
place in a Hospital emergency Facility or comparable Facility, and that is necessary to determine whether 
an emergency medical condition exists; 

• Treatment and Stabilization of an emergency medical condition; and 

http://www.firstcare.com/en/Home
http://www.firstcare.com/en/Home
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• Post-Stabilization care originating in a Hospital emergency room, Freestanding Emergency Medical Care 
Facility, or comparable emergency Facility, if approved by the Us, provided that We must approve or deny 
coverage within the time appropriate to the circumstances relating to the delivery of care and the condition 
of the patient not to exceed one (1) hour of a request for approval by the treating Physician or the Hospital 
emergency room. 

 
Examples of medical emergencies for which Emergency Care would be covered include but are not limited to: 

• Heart attacks; 
• Cardiovascular accidents; 
• Poisoning; 
• Loss of consciousness or breathing; 
• Convulsions; 
• Severe bleeding; and  
• Broken bones. 

 
Once a Member’s condition is stabilized and as medically appropriate, We, upon authorization of Our Medical 
Director, may facilitate transportation to a Participating Facility.  Where Stabilization of an emergency medical 
condition originates in a Hospital emergency Facility or comparable Facility, further Treatment following such 
Stabilization will require approval by Us.  

Urgent Care  
 
Urgent Care provides for the immediate Treatment of a medical condition that requires prompt medical attention 
but where a brief time lapse before receiving care will not endanger life or permanent health.  Unless designated 
and recognized by Us as an Urgent Care Facility, neither a Hospital nor an emergency room will be considered an 
Urgent Care Facility. 

Ambulance Transportation  
 
Ground, Sea, or Air Ambulance transportation, when and to the extent it is Medically Necessary, is covered when 
transportation in any other vehicle would endanger the Member’s health.  We will not cover air transportation if 
ground transportation is medically appropriate and more economical.  If these conditions are met, We will cover 
Ambulance transportation to the closest appropriate Hospital or Skilled Nursing Facility. 
 
Emergency medical care provided by Ambulance personnel for which transport is unnecessary or is declined by 
Member will be subject to the Copayment listed in the Schedule of Benefits.  Subject to the paragraph above, if the 
Ambulance transports the Member after receiving medical care from Ambulance personnel, the Emergency Medical 
Services Copayment is waived. 
 
Ground, Sea, or Air non-emergency interfacility Ambulance transport as Medically Necessary is covered when 
Medically Necessary and is Preauthorized by Our Medical Director. For example, the Member is discharged from an 
inpatient Facility and needs to be moved to a Skilled Nursing Facility.   

Preventive Care  
 
The following Preventive Care benefits from a Participating Provider that are required by Section 2713 of the Patient 
Protection and Affordable Care Act (PPACA) will not be subject to Copayment, Cost share, or Deductible: 

(a) Evidence-based items or services that have in effect a rating of “A” or “B” in the current recommendations 
of the United States Preventive Services Task Force (USPSTF). 

(b) Immunizations recommended by the Advisory Committee on Immunization Practices of the Centers of 
Disease Control and Prevention (CDC) with respect to the individual involved. 

(c) Evidence-informed Preventive Care and screening provided for in the comprehensive guidelines supported 
by the Health Resources and Services Administration (HRSA) for infants, children, and adolescents; and 
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(d) With respect to women, such additional Preventive Care and screening as provided for in comprehensive 
guidelines supported by HRSA. 

 
For purposes of this benefit, the current recommendations of the USPSTF regarding breast cancer screening and 
Mammography and prevention will be considered the most current.  The Preventive Care described above may 
change as USPSTF, CDC, and HRSA guidelines are modified.   
 
Examples of benefits include routine annual physicals, immunizations, well-child care, cancer screening 
mammograms, bone density test, screening for prostate cancer and colorectal cancer, smoking cessation counseling 
services, and healthy diets counseling and obesity screening/counseling. 

 
Examples of covered immunizations include diphtheria, haemophilus influenza type b, hepatitis B, measles, mumps, 
pertussis, rubella, tetanus, varicella, rotavirus, and any other immunization that is required by law for a child.   Allergy 
injections are not considered immunizations under this benefit provision.  
 
Benefits not included in items (a) through (d) above will be subject to Copayment and Deductibles. 
 
The determination of whether a benefit is Preventive Care may be influenced by the type of care for which your 
Participating Provider bills Us.  Specifically: 

• If a recommended preventive service is billed separately from an office visit, then the Plan may impose 
Cost-Sharing requirements with respect to the office visit: 

• If a recommended preventive service is not billed separately from an office visit and the primary purpose 
of the office visit is the delivery of the preventive service, then the Plan may not impose Cost-Sharing 
requirements with respect to the office visit: 

• If a recommended preventive service is not billed separately from an office visit and the primary purpose 
of the office visit is not the delivery of a preventive service, then the Plan may impose Cost-Sharing 
requirements with respect to the office visit. 

 
Coverage of counseling for a condition or disease as Preventive Care does not equate to Treatment of that condition 
or disease.  While the counseling visit may be Preventive Care and thus not subject to a Deductible or Copayment, 
the Treatment of such condition or disease will be subject to appropriate Deductible and Copayment, and to the 
Exclusions and Limitations section in this Evidence of Coverage.  

Routine Exams and Immunizations 
 
Benefits for routine exams are available as Preventive Care as indicated on the Schedule of Benefits for the following: 

• Well-baby care (after newborn’s initial examination and discharge from the Hospital); 
• Well-child care; 
• Routine annual physical exam; 
• Immunizations  

Benefits are not available for inpatient Hospital coverage or Medical-Surgical Coverage for routine physical 
examinations performed on an inpatient basis, except for the initial examination of a newborn child  
 
Injections for allergies are not considered immunizations under this benefit provision. 

Cardiovascular Disease Screening 
 
Benefits are available for one of the following noninvasive screening tests for atherosclerosis and abnormal artery 
structure and function every five (5) years when performed by a laboratory that is certified by a recognized national 
organization: 

• Preauthorized as Medically Necessary Computed tomography (CT) scanning measuring coronary artery 
calcifications; or 

• Ultrasonography measuring carotid intima-media thickness and plaque. 
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Tests are available to each Member who is: 

• A male older than 45 years of age and younger than 76 years of age, or 
• A female older than 55 years of age and younger than 76 years of age. 

The Member must have diabetes or have a risk of developing coronary heart disease, based on a score derived using 
the Framingham Heart Study coronary prediction algorithm that is intermediate or higher. 

Prostate Cancer Screening Exam 
 
Benefits are available for: 

• An annual medically recognized diagnostic physical examination for the detection of prostate cancer, and 
• A prostate-specific antigen test used for the detection of prostate cancer for each male Member under the 

Plan who is at least: 
o 50 years of age and asymptomatic; or 
o 40 years of age with a family history of prostate cancer or another prostate cancer risk factor. 

Colorectal Cancer Screening Exam 
 
For Members 50 years of age or older, benefits include medically recognized screening examinations for the 
detection of colorectal cancer, including a fecal occult blood test performed annually, a flexible sigmoidoscopy 
performed every five (5) years, a colonoscopy performed every five (5) years when evidence-based risk factors are 
present, and a colonoscopy performed every ten (10) years without established risk factors. Medically Necessary 
colonoscopy consultations are covered as Preventive Care.  

Bone Mass Measurement for Osteoporosis 
 
If a Member is a Qualified Individual, benefits are available for medically accepted bone mass measurement for the 
detection of low bone mass and to determine a Member’s risk of osteoporosis and fractures associated with 
osteoporosis, as show on the Schedule of Benefits.    
 
Qualified Individual means: 

• A postmenopausal woman not receiving estrogen replacement therapy; 
• An individual with: 

o Vertebral abnormalities; 
o Primary hyperparathyroidism; or  
o A history of bone fractures. 

• An individual who is: 
o Receiving long-term glucocorticoid therapy, or 
o Being monitored to assess the response to or efficacy of an approved osteoporosis drug therapy. 

Cancer Screening Mammography  
 
Benefits are available for: 

• Annual screening Mammography provided for female Members 35 years of age and older; and 
• Diagnostic Mammography for an imaging examination designed to evaluate a subjective or objective 

abnormality detected by a Physician on a screening mammogram. 
 
Screenings are provided by Low-Dose Mammography, Digital Mammography and Breast Tomosynthesis, to detect 
breast cancer. Refer to the Definitions section of this Evidence of Coverage for further explanation to Mammography 
procedures. 

Ovarian and Cervical Cancer Screening Exam 
 
Female Members over age 18, are eligible for a medically recognized annual diagnostic examination including: 
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This Consumer Choice of Benefits Health Maintenance Organization health care plan, either in whole or in part, does not provide state-

mandated health benefits normally required in Evidences of Coverage in Texas. This standard health benefit plan may provide a more 

affordable health plan for you although, at the same time, it may provide you with fewer health plan benefits than those normally 

included as state-mandated health benefits in Texas. Please consult with your insurance agent to discover which state-mandated 

health benefits are excluded in the Evidence of Coverage. The following is a summary of the copayment amounts members must pay 

when receiving the covered benefits listed below. Refer to the Evidence of Coverage for a detailed explanation of covered and non-

covered benefits. If you have any questions or would like more information about the Issuer’s medical and pharmacy benefits go to 

firstcare.com or contact Customer Service, Monday through Friday, 8:00 a.m. – 6:00 p.m. CT, at 855-572-7238, TTY Line 711.

The Issuer does not discriminate based on race, color, national origin, disability, age, sex, gender identity, sexual orientation, or 
health status in the administration of the plan, including enrollment and benefit determinations. 

Plan Year Calendar Year  

Medical Deductible 
$7,800 per Member 
$15,600 per Family 

Pharmacy Deductible 
ACA Preventive Drugs and Tier 1 : $0   Tier 2-4 and preferred diabetic test 

strips for blood glucose monitors :  Integrated with Medical 

Maximum Out of Pocket 
Includes Medical Deductible, Pharmacy 
Deductible and Copayments. 

$7,800 per Member 
$15,600 per Family 

Annual Maximum Unlimited 

Medical Benefits
Participating Provider  
Member Copayment

Adult PCP Office Visit 
Office visit charge applies when seen by a physician 
and/or a licensed clinician under the supervision of the 
physician.

$25 copayment per visit 

Pediatric PCP Office Visit 
For a covered dependent through the age of 18. 
Office visit charge applies when seen by a physician 
and/or a licensed clinician under the supervision of the 
physician.

No charge 

Specialist Physician Office Visit 
Office visit charge applies when seen by a physician 
and/or a licensed clinician under the supervision of the 
physician.

$60 copayment per visit 

Pediatric Prescription Eyewear* 
For a covered dependent through the age of 18. 

$60 copayment per pair 
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Medical Benefits
Participating Provider  
Member Copayment

Preventive Care   
Routine Annual Physical Exam, Immunizations, Well-
Baby Care, Well-Child Care Cancer Screening 
Mammography, Bone Mass Measurement for 
Osteoporosis, Prostate Cancer Screening Exam 
Colorectal Cancer Screening Exam, Ovarian and 
Cervical Cancer Screening Exam, Prenatal Visits, Tubal 
Ligation, Cardiovascular Disease Screening*, any 
evidence−based items or services that have in effect a 
rating of “A” or “B” in the current recommendations 
of the United States Preventive Services Task Force.

No charge 

Allergy Testing, Serum and Injections 0% after deductible 

Diagnostic Test 
Routine lab, EKG and x-rays.

0% after deductible 

Imaging and Radiology (Including Facility and 
Physician charges) 
Angiography, CT Scans, MRIs, Myelography, PET 
Scans, Stress Tests. 

0% after deductible 

Outpatient Surgery Procedure (Including Facility 
charges)
Medical Injectables, Medical Supplies, Observation 
Unit, Surgical Procedures, Pain Management. 

0% after deductible

Outpatient Physician Services 0% after deductible

Emergency Care 
Copayment waived if episode results in hospitalization 
for the same condition within 24 hours.

0% after deductible 

Ambulance Transportation 
Ground, Sea or Air 

0% after deductible 

Urgent Care $60 copayment per visit 

Inpatient Care (Including Facility and Physician 
charges)
Pre-admission Testing, Prescription Drugs, Specialty 
Pharmacy Drugs, Medical Injectables, Medical 
Supplies, Blood and Blood Products, Laboratory Tests 
and X-rays, Pain Management, Maternity Labor and 
Delivery, Surgical Procedures, Operating and Recovery 
Room, Neonatal Intensive Care Unit (NICU), Intensive 
Care Unit (ICU), Coronary Care Unit, Rehabilitation 
Facility, Mental Health Care, Serious Mental Illness, 
Chemical Dependency.  

0% after deductible 

Skilled Nursing Facility* 0% after deductible 

Outpatient Mental Health Care, Serious Mental 
Illness and Chemical Dependency 

$25 copayment per office visit, 0% after deductible for all other 

outpatient services

Maternity Care and Family Planning  
Postnatal Care, Family Planning (as medically 
necessary).

$25 copayment per visit 

Infertility (Diagnosis Only) $60 copayment per visit 

Rehabilitation* 
Physical Therapy, Occupational Therapy, Speech 
Therapy, Chiropractic Care. 

$25 copayment per visit 
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Medical Benefits
Participating Provider  
Member Copayment

Habilitation* 
Physical Therapy, Occupational Therapy, Speech 
Therapy, Chiropractic Care.

$25 copayment per visit 

Home Health Care* 0% after deductible 

Hospice Care 0% after deductible 

Durable Medical Equipment (DME) 
Orthotics; Prosthetics

0% after deductible

Diabetes Management  
Diabetes Self-Management Training, Diabetes 
Education, Diabetes Care Management.

$25 copayment per visit 

Diabetes Equipment and Supplies Same as DME or pharmacy, as appropriate 

Nutritional Counseling $25 copayment per visit 

Hearing Aids* and Cochlear Implants 0% after deductible 

Telehealth Service and Virtual Visits No charge 

Other Telehealth Service and Telemedicine Medical 
Service 

The amount of the deductible or copayment may not exceed the 
amount of the deductible or copayment required for a comparable 

medical service provided through a face-to-face consultation. 

Amino Acid Based Elemental Formulas 0% after deductible 

Other Medical Benefits 
Including, but not limited to Acquired Brain Injury, 
Autism Spectrum Disorder, Chemotherapy, 
Craniofacial Abnormalities, Limited Accidental Dental, 
Organ and Tissue Transplants, Phenylketonuria (PKU) 
or Heritable Metabolic Disease, Temporomandibular 
Joint Pain Dysfunction Syndrome (TMJ).

Depending upon location of service, benefits will be the same as 
those stated under each covered benefit category in this Schedule 

of Benefits. 

All Other Covered Medical Benefits 
(not specified herein)

0% after deductible 
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Pharmacy Benefits 

Participating Provider 
Member Copayment

30-day 
Standard

90-day 
Maintenance**

ACA preventive drugs No charge No charge

Tier 1  
Generic drugs

$15 copayment per prescription $45 copayment per prescription

Tier 2 
Preferred brand name drugs

0% after deductible 0% after deductible

Tier 3  
Non-preferred drugs

0% after deductible 0% after deductible

Tier 4  
Specialty drugs and oral 
anticancer medications

0% after deductible Not covered

Preferred diabetes test strips for 
blood glucose monitors

0% after deductible 0% after deductible

Non-preferred diabetes test 
strips for blood glucose 
monitors

Non-formulary Non-formulary

**Maintenance drugs are allowed up to a 90-day supply if obtained through a Baylor Scott & White Pharmacy or participating 
pharmacy. Mail Order: Available for a 1- to 90-day supply. Non-maintenance drugs obtained through mail order are limited to 
a 30-day supply maximum. Some specialty drugs may require preauthorization. 30-day supply only. 

Covered Benefit Limitations*

Cardiovascular Disease Screening 
Limited to once every 5 years 

Rehabilitation
Limited to 35 combined visits per plan year 
Limits may not apply for therapies for children with developmental delays, Autism Spectrum Disorder and mental health 
services. 

Habilitation
Limited to 35 combined visits per plan year 
Limits may not apply for therapies for children with developmental delays, Autism Spectrum Disorder and mental health 
services.

Hearing Aids  
Limited to one device per ear every 3 years 

Home Health Care 
Limited to 60 visits per plan year 

Skilled Nursing Facility 
Limited to 25 days per plan year 

Pediatric Prescription Eyewear 
Limited to one pair of glasses or contact lenses per plan year. Refer to plan document for details. 
.
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ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-884-4901
(TTY: 711).

SHA, LLC d/b/a FirstCare Health Plans and Southwest Life & Health Insurance Company comply with applicable Federal civil 
rights laws and do not discriminate on the basis of race, color, national origin, age, disability, or sex. FirstCare Health Plans and 
Southwest Life & Health Insurance Company do not exclude people or treat them differently because of race, color, national 
origin, age, disability, or sex.

FirstCare Health Plans and Southwest Life & Health Insurance Company:

	 • Provide free aids and services to people with disabilities to communicate effectively with us, such as:
		  - Written information in other formats (large print and accessible electronic formats)

	 • Provide free language services to people whose primary language is not English, such as:
		  - Qualified interpreters
		  - Information written in other languages

If you need these services, contact the Compliance Officer at 1-214-820-8888 or send an email to 
SWHPComplianceDepartment@BSWHealth.org.

If you believe that FirstCare Health Plans and Southwest Life & Health Insurance Company have failed to provide these 
services or discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file a 
grievance with:

Compliance Officer
1206 West Campus Drive, Suite 151
Temple, Texas 76502

Compliance HelpLine; 1-888-484-6977 or https://app.mycompliancereport.com/report.aspx?cid=swhp.

You can file a grievance in person or by mail, online, or email. If you need help filing a grievance, the Compliance Officer is 
available to help you. 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, 
electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, 
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201 
1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at https://www.hhs.gov/civil-rights/filing-a-complaint/index.html. 

Southwest Life & Health Insurance Company is a wholly owned subsidiary of SHA, LLC d/b/a FirstCare Health Plans (a wholly owned 
subsidiary of Scott and White Health Plan). PPO plans are offered by Southwest Life & Health Insurance Company. HMO, Medicaid and 
Medicare plans are offered by SHA, LLC.



Language Assistance/ Asistencia de idiomas
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English: 
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-884-4901 
(TTY: 711). 

Spanish: 
ATENCIÓN:  Si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-800-884-4901 
(TTY: 711). 

Vietnamese: 
CHÚ Ý:  Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.  Gọi số 1-800-884-4901 (TTY: 711). 

Chinese: 
注意：如果 使用繁體中文，可以免費獲得語言援助服務。請致電 1-800-884-4901 (TTY：711)。
Korean: 
주의:  한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 1-800-884-4901 
(TTY: 711) 번으로 전화해 주십시오. 
Arabic: 
ھاتف الصم والبكم: 711 .ملحوظة: إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغویة تتوافر لك بالمجان. اتصل برقم 1-4901-884-800 (رقم

Urdu: 
کریں .(TTY: 711) 4901-884-800-1 خبردار: اگر آپ اردو بولتے ہیں، تو آپ کو زبان کی مدد کی خدمات مفت میں دستیاب ہیں ۔ کال

Tagalog:
PAUNAWA:  Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.  
Tumawag sa 1-800-884-4901 (TTY: 711). 

French: 
ATTENTION : Si vous parlez français, des services d’aide linguistique vous sont proposés gratuitement. Appelez le 
1-800-884-4901 (ATS : 711). 

Hindi: 
ध्यान दें:  यदि आप हिंदी बोलते हैं तो आपके लिए मुफ्त में भाषा सहायता सेवाएं उपलब्ध हैं। 1-800-884-4901 (TTY: 711) पर कॉल करें। 

Persian: 
فراھم می باشد. با (TTY: 711) 4901-884-800-1 تماس بگیرید. توجھ: اگر بھ زبان فارسی گفتگو می کنید، تسھیلات زبانی بصورت رایگان برای شما
 German: 
ACHTUNG:  Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung.  
Rufnummer: 1-800-884-4901 (TTY: 711). 

Gujarati: 
સુચના: જો તમે ગુજરાતી બોલતા હો, તો નિ:શુલ્ક ભાષા સહાય સેવાઓ તમારા માટે ઉપલબ્ધ છે. ફોન કરો  1-800-884-4901 (TTY: 711). 

Russian: 
ВНИМАНИЕ:  Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода.  Звоните 
1-800-884-4901 (телетайп: 711). 

Japanese:
注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。1-800-884-4901 (TTY: 711) まで、お電話にて
ご連絡ください。
Laotian: 
ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວົ້າພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫຼືອດ້ານພາສາ, ໂດຍບໍ່ເສັຽຄ່າ, 
ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ 1-800-884-4901 (TTY: 711).

Southwest Life & Health Insurance Company is a wholly owned subsidiary of SHA, LLC d/b/a FirstCare Health Plans (a wholly owned subsidiary of 
Scott and White Health Plan). PPO plans are offered by Southwest Life & Health Insurance Company. HMO, Medicaid and Medicare plans are 
offered by SHA, LLC.


