
0 

Employee Benefits 
Study Committee 
Suncook Valley Regional Towns Association 

EBSC 7/31/14 Committee Report 



Table of Contents 

Introduction  Page 1 

Executive Summary Page 2 

Study Methodology Page 5 

Recommendations Page 11 

2014 POS Health Plan Comparison Page 13 

2014 HMO Health Plan Comparison Page 14 

2014 High Deductible Health Plan Comparison  Page 15 

2014 Allenstown’s Health Insurance Cost Analysis Page 16 

HealthTrust Excise Tax Memo-Instructions Page 17 

Excise Tax Calculator Tool on High Cost Health Plans Page 19 

Excise Tax Calculator BC2T10  Page 20 

Excise Tax Calculator BC2T10+  Page 21 

Excise Tax Calculator MTB20  Page 22 

Health Trust Plan Overview Page 23 

BC2T10+_10669NH A  Page 33 

BC3T10_10806MJ 4_0114 Page 37 

MTB5_10652NH A_0114 Page 41 

MTB20_10657NH A_0114 Page 45 

MTB20IPDED_10659NH A_0114 Page 49 

MTB15IPDED_10656NH A_0114 Page 53 

MTBSOS20.40.1KDED_10931NH A_0114 Page 57 

Lumenos $2500_11241NH 1_0114 Page 61 

Lumenos_8324NH_061412 Page 65 

MC3&MCNRX  Page 160 

R$3-15M$1 Page 168 

R$10-$25-$40M10-40-70 Page 170 

RX10-20-45 Page 172 

Lumenos+RX+Rider_11192NH  Page 174 



Table of Contents (continued) 

Page 179 

Page 181 

Page 207 

Page 234 

Page 235 

Page 236 

Page 273 

Page 275 

Page 293 

Page 295 

Page 297 

 Appendix 1

 Appendix 2

 Appendix 3

 Appendix 4

 Appendix 5

Health Trust Dental Plans 

Dental Plan Description Health Trust 120113  

NH Interlocal Trust Plans 

NH Interlocal Trust Membership Medicare Plans 

NH Interlocal Trust Membership List  

School Care Plans 

School Care Membership List  

Concord Beneflex Plan  

FSA Brochure NH Healthrust  

Health Trust Benny Debit Card  

Health Trust FSA Rate Sheet 

IRS Pub 969 HSA and HRA Regulations 

IRS Pub 502 HRA

Benefits Strategy FSA HRA Proposal

GDI HRA Proposal Fee Schedule

TD Health Savings Accounts

SVRTA Health Trust Claims History  Appendix 6



1 

INTRODUCTION 

This document is the official report of the Suncook Valley Regional Towns Association 

(SVRTA), Employee Benefits Study Committee (EBSC).  The EBSC was created by the 

SVRTA in December of 2013.   

The rising cost of health, dental and other insurance options for employees continues to 

increase absorbing a larger portion of the budgets of the seven towns.  The provisions 

of the federal PPACA or Affordable Care Act (ACA) has dramatically impacted the 

health insurance market.  The present rate of cost increase and quality of coverage 

provided will put the towns in a situation that will result in the imposition of excise taxes 

under the present law in 2018 for some plans.   

The goal of the SVRTA was to study the various options that will allow for effective 

health care insurance coverage at a reasonable price to the extent possible and avoid 

the imposition of excise taxes.   

The EBSC was charged with the following tasks to accomplish:

1. Study all viable cost effective options available for the provision of health and
dental insurance.

2. When studying the options the committee must ensure that the options are in
compliance with the provisions of the Affordable Care Act in its present form.

3. Submit a written report with supporting documentation and make a formal
presentation to the SVRTA and the respective boards of selectmen.  The report
shall contain various plan options, how they would be implemented and their
respective costs to the towns and their employees.

4. The study must be submitted to the SVRTA no later than October 1st, 2014.  It is
the intent of the SVRTA to possibly consider changes to the benefits plan that
would take effect on January 1st, 2015.

5. It is the intent of the SVRTA for the EBSC to work in conjunction with the Town of
Allenstown’s  EBSC to the extent possible to develop the options.

Committee Members: 

Shaun Mulholland- Chairperson, Allenstown Town Administrator 

Diane Demers- Vice Chairperson, Allenstown Finance Director 

Cindy Baird- Secretary, Allenstown Administrative Assistant  

David Jodoin-Pembroke Town Administrator 

Jodi Pinard-Chichester Town Administrator 

Barbara Clark-Epsom representative 
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Patty Yoder-Barnstead representative 

Gordon Preston-Barnstead Selectman

Michael Williams-Pittsfield Town Administrator 

Alyson King-Allenstown Sewer Department representative, Office Assistant

Paul Paquette-Allenstown Police Department representative, Chief of Police 

Chad Pelissier-Allenstown Highway Department representative, Truck Driver 

Richard Daughen-Allenstown Fire Department representative, Fire Fighter  

EXECUTIVE SUMMARY 

The cost to the SVRTA towns to provide health insurance coverage to its employees 

has increased an average of 7% each year for the last 6 years.  The Suncook Valley 

Regional Town Association has a pool of 134 employees combined.  
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The Towns provide health and dental insurance for their full time employees.  The 

Towns (except for Strafford) split the cost of the health and dental insurance premium 

with the employees.  Part-time employees who are scheduled to work for more than 30 

hours per week may participate in the respective Town’s health or dental insurance 

plan; however the employee pays 100% of the premiums in accordance with provisions

of the ACA where applicable.  Retirees are also eligible to participate in their Town’s 

health and dental insurance plans in accordance with the provisions of N.H. RSA 100-

A:50; however the Towns are not required to contribute toward the cost of these
premiums.   
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The provisions of the ACA in the present federal code will impose a 40% excise tax on 

certain high-cost health care plans.  The tax is scheduled to take effect on 1/1/2018.  

The tax is imposed on the “excess benefit” provision of Internal Revenue Code 4980I.  

This is a tax based on the total cost of the premium (both employer and employee) for

each covered employee over the annual limit.  Only the amount over the limit is subject 

to the tax.  The annual limits are $10,200 for single coverage and $27,500 for 2-person 

and family plans.  There is limited guidance from the IRS as to how this law will be 

enforced. The tax is imposed on the “Coverage Provider”.   It is unclear whether this is 

the Town or the insurance provider.  There has been some discussion in regards to 

increasing these threshold amounts based upon actual medical inflation, age and 

gender adjustments.  Starting in 2019 the limits will be indexed for inflation (medical 

inflation or CPI inflation?).   

The health insurance plans of several of the SVRTA communities would be subject to 

the excise tax at present projected rates.  The federal government is relying upon $80 

billion in revenue from the excise tax to fund the subsidies for those who qualify.  This 

tax is already in place.  It may be difficult for the next administration to repeal this tax,
should it wish to, with so many citizens relying upon it for the subsidy.  Additionally as

more employers change to plans that are not subject to the excise tax the federal 

government will need to somehow generate the revenue needed for the subsidies.  This 

may very well add to the changing landscape of healthcare in the future. 

The primary cost drivers for health insurance are as follows:

1. Increased utilization of services and growing consumer demand
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a. Desire for new expensive treatments

b. Unhealthy lifestyles and more chronic diseases

c. Aging population

2. Rising provider prices-increasing physician and hospital prices, nursing salaries

and malpractice costs.

3. More expensive new technologies and prescription drugs-significant growth in

new drugs, diagnostic tests and treatments.

4. Lack of incentives for providers

a. Providers lack financial incentives to deliver care more effectively and

efficiently.

b. Consumers lack of incentives to select the most efficient, high quality

providers.

5. Cost shifting causing employers to pay substantially more to make up the

shortfall

a. Medicare and Medicaid

b. Uncompensated care

6. Healthcare reform is causing more cost shifting and added costs.

STUDY METHODOLOGY 

The committee requested proposals be submitted from the three quasi-governmental 

entities that provide health insurance plans to municipalities.  The three entities are: 

Health Trust (SVRTA present provider) 

NH Interlocal Trust 

School Care 

The three entities determined costs based upon data that we provided containing 

census data and claims history.  The Towns at present have the following health care 

plans and the annotated number of employees enrolled in each type of plan.   

Town BC2T10+ BC3T10 MTB20 MTB5 Medicare 

Allenstown 10S,10F,5T 5 

Barnstead 6S,10F,3T 5 

Chichester 4S,3F, 1T 

Epsom 3S,2F,1T 5S,1F,2T 2 

Pembroke 2S,1T 9S,13F,11T 4 

Pittsfield 1S,8F,2T 1 

Strafford 3S,2F,2T 
S-Single, F-Family, T-2-Person The BC2T10+ and BC3T10 are Point of Service Plans.  The MTB plans 

are HMO plans.   

3F
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The SVRTA group claims data for the last three years is detailed below. 

Representatives of each of the entities made presentations before the committee.  Each 

one of the entities provide a range of plans that in terms of comparison are slightly 

different.  However the plans of all three entities fall into three general categories. 

Point of Service Plan- A health care insurance plan that allows enrollees to seek care 

from a physician affiliated with the service provider at a fixed co-payment or to choose a 

nonaffiliated physician and pay more —abbreviation POS  

Health Maintenance Organization- a health care insurance plan that provides 

comprehensive health care to voluntarily enrolled individuals and families in a particular 

geographic area by member physicians with limited referral to outside specialists. –

abbreviation HMO 

 High Deductible Health Plan- A plan that features higher deductibles than traditional 

insurance plans. High deductible health plans (HDHPs) can be combined with a health 

savings account or a health reimbursement arrangement to allow enrollees to pay for 

qualified out-of-pocket medical expenses on a pre-tax basis.  An HDHP has both a 
minimum and maximum deductible that must be met to qualify. 

2013 Amounts Self-only coverage Family coverage 

Min. annual deductible $1,250 $2,500 

Max. annual deductible 
and out of pocket 
expenses* 

$6,250 $12,500 

*This limit does not apply to deductibles and expenses for out-of-network services if the plan uses a

network of providers.  Instead, only deductibles and out-of-pocket expenses for services within the 

network should be used to figure whether the limit applies. 
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The committee also explored the three alternative accounts that can be used to partially 

fund health care.  These alternatives are defined by the Internal Revenue Code 

(Publication 969). 

Flexible Spending Accounts- (FSA) allow employees to be pay for qualified medical 

expenses (IRS Pub. 502).  FSAs are usually funded through voluntary payroll 

deductions.  No federal income taxes are withheld from this contribution.  Employers 

may contribute up to $500 per year.  The maximum employee contribution cannot 

exceed $2,500 per year.  FSAs have a “use or lose” rule.  The Town can allow up to 

$500 to be carried over into the next year or choose the option of a 2.5 month grace 

period to utilize the funds.   These accounts are not portable and if the employee leaves 

employment they will no longer have access to the funds.   

Health Savings Account-  (HSA) is a tax exempt trust that is set up for an individual 

employee.  The account must be set up through the Town and managed by a bank, 

insurance company or other approved entity.  Both employers and employees can 

contribute to these accounts.   Maximum contributions are $3,100 for single coverage 

and $6,250 for family coverage.  The funds can be used only for qualified medical 

expenses (IRS Pub. 502).  You must be covered under a high deductible health plan.  

The account is portable and can earn interest.  Unlike the FSA the funds do not have a 

“use or lose” rule.  HSAs can only be used with a qualified HDHP. 

Health Reimbursement Accounts-  (HRA)  is an employer funded account  to be used 

to pay for qualified medical expenses (IRS Pub. 502).  The account is for each 

individual employee and can be rolled over from one year to the next without penalty.  

The account stays with the employer when the employee leaves service with the Town.  

These accounts are managed by a bank, insurance company or other IRS permitted 

entity.   

There are four companies that provide administration of FSAs, HSAs and HRAs 

for a monthly fee per employee.  These companies are; 

Benefit Strategies:  www.benstrat.com 

CGI Employee Benefits Group: www.cgibenefitsgroup.com 

Concepts in Benefits, Inc.: www.conceptsinbenefits.com 

Group Dynamic, Inc: www.dynamic.com 

We contacted all four of these companies to determine what services they provide and 

at what cost.  All four of these companies receive a direct data link with Anthem Blue 

Cross.  They all charge an initial set up fee and a monthly service fee for each 

employee.  When we met with the health insurance plan providers we discovered the 

following: 

HealthTrust- administers an FSA program with no set up fee.  There is a monthly 

fee per employee.  They also offer a payment card which works like a credit 

http://www.benstrat.com/
http://www.cgibenefitsgroup.com/
http://www.conceptsinbenefits.com/
http://www.dynamic.com/
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card for an additional monthly fee ($75 per year).  The Town of Epsom presently 

provides an option for its employees to utilize an FSA to supplement their health/

dental expenses.  Epsom pays the fee for the card.  Health Trust does not manage 

HSAs or HRAs.  They recommend that customers coordinate with the four providers 
listed above. 

NH Interlocal Trust- has an arrangement with CGI to manage FSAs, HSAs and 

HRAs as part of the cost of the insurance premium.  In other words, it is built into the 

premiums of the insurance plan provided.   

School Care- manages FSAs, HSAs and HRAs with their own staff internally.  The cost 

of these options is built into the premiums of the insurance plan provided.    

We looked at the Concord Beneflex Plan as an example of a “cafeteria style” plan to 

see the benefits of that concept.  The health plan options that some of the SVRTA 

towns provide offer some options in terms of what plans an employee can participate in.  

Some SVRTA towns such as Allenstown, Barnstead, Chichester and Strafford only offer 

one plan.  The cafeteria style concept provides some flexibility to employees who might 

have different needs.  These options generally reduce costs to both employees and 

employers.  See copy of Concord Beneflex Plan.  Individual communities may opt to set 

an amount for employees to use to purchase one of several health care plans, dental 

plans, life insurance and short/long term disability insurance.  This concept can 

enhance the level of consumerism that employees develop.   

Some communities have chosen to allow buyouts if employees choose not to purchase 

health insurance through their respective towns.  Barnstead and Epsom presently 

provide a buyout option.  Barnstead presently offers $2,500 for a single plan and $3,000 

for a 2-person or family plan per year.  Epsom offers a $2,000 buyout plan per year.  
Towns choosing to offer buyouts should consider as a condition of the buyout that the 

employee certify that they have insurance from another means.  This will limit a Town's 

exposure to the fines under the ACA,which requires employers to provide insurance 

coverage at a reasonable cost and provides the required coverage.   

ANALYSIS OF PLAN TYPES 

The Committee reviewed the three plan types (POS,HMO and HDHP) which were 

offered by the three providers.   

 The POS plans had the most expensive premiums with the lowest co-pays and 
provided the highest level of coverage possible.  The Towns of Allenstown and 
Strafford offer these plans exclusively to their employees.  All of the other towns, 
except for Barnstead, offered POS plans as an option along with other plan 
options.  These plans do little to enhance consumerism the way HMOs and 
HDHPs do.  The cost of the premiums for these plans are between $2,095 and

$2,216 per month (2014 plan costs Town of Allenstown).  A calculator was used 
to predict the amount of excise tax that would be levied on these premiums in
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2018.  Assuming a rate of increase of 6.8% in health insurance costs per year 

and the same number of employees subscribing to the same plans the Town of 

Allenstown would be subject to an excise tax of just over $18,000 in 2018.   

 The HMO plans offered by the three providers are provided at a lower price. 
The copays are generally higher.  Some of the HMO plans have deductibles . 
These plans are offered at a lower price as the insurance provider has set 
agreed upon rates with certain healthcare providers.  This along with the higher 

copays and deductibles entice consumerism on the part of employees who are 

paying a higher portion of the share of the costs.

For example an employee on a POS plan could go to the Dartmouth Hitchcock Clinic 

and use their contracted lab for blood work if they chose.  If the same employee was on 

an HMO plan, they would be referred to the Quest lab with whom Anthem has an 

agreement with.  The cost of the lab work is considerably cheaper.  The employee 

could chose to have their lab work done at the Dartmouth Lab however they would 

have to pay the costs over and above what Anthem would pay for the same lab work to 

be done at Quest.  Both labs are certified to do the same type of lab work.   

All of the providers have HMO plan options with deductibles.  The deductibles range 

from $500 to $3,000.  Each of the providers has different variations of plan options and 

costs.  See the following example for comparison purposes. 

The NH Interlocal Trust Super HMO plan through Harvard Insurance premium costs 

$1,824 per month for a family plan.  The plan has no deductible. They also offer the 

HMO High plan which as a deductible of $1,000 per family.  The premium for this plan is 

$1,681 or $143 per month less that the Super HMO plan.  The savings in premium cost 

is $1,716.  With an 80/20 split (employer/employee) on the payment of the premium the 

Town saves $1,372.  The employee saves $344 on the premium however the employee 

absorbs the $1,000 deductible, higher prescription costs, a slightly lower copay (from 

$15 to $10).   

Towns, as well as employees (when a ranges of plans are offered), need to consider 

the costs of the plans, as well as to whom the costs are being shifted.  All of the HMO 

plans proposed by the providers are projected to be below the threshold at which the 

excise tax would be levied.  The same caveats apply in regards to rate of increase of 

premium costs.  This also makes the presumption that the employer would not fund the 

deductible through an HRA, this will be discussed in greater detail later.   

 High Deductible Health Plans are relatively new in the public sector.  The high 
deductible plans differ significantly among the three providers (see benefits 
comparison spreadsheet).  The deductibles range from $1,000 to as much as

$10,000 per year.  Both Health Trust and NH Interlocal Trust cover in-network 
costs at 100% once the deductible is met.  Routine preventive care is provided 

at no cost at all times in accordance with the ACA.  Generally these deductibles 

are paid by FSAs, HSAs or HRAs that are managed through the employer.  

Health
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Trust does manage FSA’s and recommends one of the third party providers 

listed in this report to manage HSA’s or HRAs.  NH Interlocal Trust has an 

agreement with CGI to provide management of these accounts as an included 

cost of the premium.  School Care manages these accounts through its own 

organization at no extra charge.  There are some caveats and warnings in 

regards to employers attempting to fund the deductible at 100%.  Anthem will 

only allow the employer to fund at most 50% of the deductible through an HRA or 

HSA.  All of the providers urged caution in regards to an employer funding 

deductibles.   This discourages consumerism which results in higher premium 

costs as employees are not encouraged to find the lower cost options in the 

market.   

Example- The Health Trust HMO MTB20 family plan costs $1,707 per month ($20,484 

per year).  The Health Trust Lumenos 5000 plan costs $1,162 per month ($13,944 per 

year).  This results in a premium reduction of $6,540 (Employer $5,232, Employee 

$1,308).  However the deductible is $10,000.  Although preventative care is still 

provided at no charge to the employee and his family all other medical expenses must 

be paid by the employee until they reach the $10,000 deductible amount.  The 

employee saves $1,308 on the premium per year; however, they are now exposed to 

the $10,000 risk depending upon the medical needs of the members of that family.   

This example is the extreme in that the plan discussed above has the highest deductible 

and the lowest premium cost.  All three providers offer lower deductibles.  Ratios 

change and the risk to the employee gets smaller as the cost of the premiums comes 

closer to the cost of the MTB20 plan, which has no deductible.   The HDHPs 

provide diminished value in terms of coverage with less than appreciable cost 

savings.  The plans are of value in two ways.  They shift more costs to the 

employee and save the employer considerable sums at least in the cost of premiums.  If an employee can 

absorb those risks then HDHPs are of value.  However we think those situations are 

unlikely for the most part.  Although the employer may save considerable sums of 

money on the premiums the cost shifting in essence is a defacto (or can be) pay cut.  

This would negatively impact a municipality’s ability to compete in the job market for 

many of the positions that are specific to the public sector.   

 Prescription Plans are a key component of health insurance coverage.  The 
plans are set up the same in that there are in essence three tiers.

 Generic medications
 Preferred brand-name medications
 Non-Preferred brand-name medications

Most, but not all, have a set copay which the employee is responsible for.  The 

copay may change depending upon whether the medication is purchased directly at 

a pharmacy (30 day supply) or through a mail service pharmacy (90 day supply).   
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 Medicare Plans are also offered by all three insurance providers.  All three 
provide Medicare Part A and B for hospital care and doctor visits.  All three offer 

Medicare Part D prescription drug coverage.  The programs of all three are very 

similar and the costs are very comparable across all three.  See attached 
documents.

 Dental Plans are offered by two of the providers (Health Trust and School Care).

NH Interlocal Trust does not offer a dental plan at this time.  They are in the

process of developing a dental plan.  The dental plans offered by the two

providers are very similar in terms of cost and coverage provided.   See attached

documents.

RECOMMENDATIONS 

The cost of health care will undoubtedly increase in the future.  The POS plans under 

the present provisions of the ACA will result in the Towns paying an excise tax to the 

federal government.  A change in leadership at the federal level could change the face 

of the ACA.  We do know what the law is today.  We can only speculate what it might be 

in the future.  It is wise for the SVRTA communities to plan address the impacts of the 

ACA as they continue to be implemented.  Excise taxes will only add to the cost of the 

health insurance benefits we provide to employees.  Additionally we suspect that the 

prospect of a Town paying a tax to the federal government may not be popular with the 

citizens of our communities.  The SVRTA Employee Benefits Study Committee makes 

the following recommendations. 

1. Offer a range of plans to employees similar to the Concord Beneflex Plan.  Most

of the Health Trust member customer employees have transitioned to HMO plans 

and have discontinued the POS plans due to costs.   

2. Consider setting a cap as to how much the Town will pay for a health insurance 
plan.  For example, the Town would pay 80% of the cost of the HMO MTB20 

plan. The equivalent of that amount of money could also be used to purchase a 

POS plan if the employee chose to.  An example of that for Allenstown would 

result in the town paying 60% of the premium, with the employee paying the other 

40%.  If an employee chose a lower cost plan they would still have the same 

dollar amount to use, which results in a lower employee percentage contribution 

and a higher employer percentage contribution.  See attached spreadsheet.

3. Consider offering FSAs to employees.  These are funded by pre-tax employee 
contributions and can be used to pay for deductibles, copays and other 
uncovered health care costs.  Employers could either fund the monthly account 
management fees or pass them on to employees.

4. Encourage consumerism programs such as the COMPASS program, which is 

being tested as a pilot by Health Trust and being used by the other providers. 
Employees receive monetary incentives to shop for lower cost medical providers.
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5. Encourage wellness programs to reduce claims by making a healthier workforce.

These programs have demonstrated effectiveness.  These programs educate

employees in regards to unhealthy lifestyles and how to live healthier lifestyles.

6. Excise taxes on health care plans should be passed on to employees for those

employees who choose to participate in those higher cost plans.

7. Continue to purchase health insurance through Health Trust.  The Health Trust

plans offer the most coverage at the lowest cost.

8. Transition to HMO plans for those communities that have not already done so.

These plans offer the best coverage at the lowest cost.  The MTB20 HMO plan

offers the lowest premium for a comparatively high quality health insurance plan.

However some of the HMO plans that have deductibles can result in an

appreciable cost savings for those employees who can absorb the risk.

9. Transition to lower cost prescription plans with higher copays.  This further

enhances consumerism by encouraging employees to use generic

prescriptions when available.

10. The SVRTA Employee Benefits Study Committee should be a permanent

committee that meets when needed to review changes in the health insurance

plans, the ACA and other options that may be in the best interest of the SVRTA

communities.  This report should be updated prior to renewal of future plan

contracts.

It is important to note that  the proposed recommendations have, to one degree or 
another have been implemented in some of the SVRTA Towns.  The level of cost 
reduction for any given SVRTA community will depend upon the number of 
recommended changes that a town implements.  Some of the towns have already 
implemented many of the proposed changes.  Those communities will not see dramatic 
cost reductions.  Those communities implementing many of the proposed 
recommendations for the first time will see higher levels of cost reduction.  



 2014 POS Health Plan Comparison

Interlocal School Care

Medical Plan Code BC2T10+ BC2T20 POS$10 High 

Harvard Pilgrim

POS Open Access

Prescription Plan Code R$3/15M$1 R$3/15M$1 $0/$15/$15

single $779.46 N/A $820

2-person $1,558.93 N/A $1,641

family $2,104.55 N/A $2,216

Prescription Plan Code RX5/15/35

single $776.00

2-person $1,552.50

family $2,095.50

Prescription Plan Code RX10/20/45 RX10/20/45

single $740.47 $724.42

2-person $1,480.94 $1,448.84

family $1,999.27 $1,955.93

Prescription Plan Code
R10/25/40 M10/40/70 R10/25/40 M10/40/70

single $716.29 $700.86

2-person $1,432.58 $1,401.72

family $1,933.99 $1,892.32

Office Visit Copay
$10 $20

10/ 80% out of 

network
$10

ER Copay $50 $100 $50 $50

Urgent Care Copay $50 $50 $25

Allergy Shots $5/ 80% out of 

network
Mental Health $10 co pay/ $10 

group/80% out of 

network

$10/ (80% after 

deductible out of 

network)

PCP Referred Deductible1 N/A N/A $10

Self Referred Deductible2 $500/$1,500 $250/$500 $10

Chiro Visit Max

25 visits 35 visits

$10 co pay/ $10 

group/80% out of 

network

$10/20 Visits/ (80% 

after deductible out of 

network

PT, OT, ST Max

60 visits 60 visits 100%

$10/60 Visits/ (80% 

after deductible out of 

network)

Durable Medical Equipment (includes 

Hearing Aids) Covered at 80% after

$100 deductible

Covered at 80% after

$100 deductible

100%/ 80% out of 

network

Covered at 80%/ (80% 

after deductible out of 

network) 

$40 eyewear reimbursement N/A N/A

Slice of Life Included Included

1 - Deductible on certain services when provided by or referred by PCP (per person/per family)    2 - Deductible on services accessed outside of the

network without a PCP referral (per person/per family)

OV - PCP visit copayment SV - Specialty visit copayment

Prescription Plan Code R$3/15M$1 RX5/15/35 RX10/20/45 R10/25/40 M10/40/70

Retail Pharmacy Copay (up to 34- day 

supply)

$3 generic

$15 brand

$5 generic

$15 preferred brand

$35 non-preferred brand

$10 generic

$20 preferred brand

$45 non-preferred brand

$10 generic

$25 preferred brand

$40 non-preferred brand

Mail Service Copay (up to 90-day supply) $1 generic or brand $5 generic

$15 preferred brand

$35 non-preferred brand

$10 generic

$20 preferred brand

$45 non-preferred brand

$10 generic

$40 preferred brand

$70 non-preferred brand

Health Trust
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 2014 HMO Health Plan Comparison

School Care

Medical Plan Code MTB20 MTB15IPDE

D

MTBSOS20/40 

1KDED

HMO High $5 (K8F) 

Harvard Pilgrim

Super HMO $15 

Harvard Pilgrim

HMO High 

$10 $500 

Harvard 

Pilgrim

HMO LOW $15 

$1000 Harvard 

Pilgrim

HMO $25 LP 

$1000 Harvard 

Pilgrim

HMO Open 

Access

Prescription Plan 

Code
R$3/15M$1 R$3/15M$1 R$3/15M$1

0/15/15 (retail)                   

0/1/1 (mail)

0/25/40

(retail and 

mail)

0/25/40

(retail and mail)

0/25/40

(retail and mail)

single N/A N/A N/A 676.21$  622.99$       597.66$  556.31$  

2-person N/A N/A N/A 1,351.92$            1,247.03$    1,196.30$          1,123.46$           

family N/A N/A N/A 1,824.01$            1,681.11$    1,613.25$          1,499.12$           

Prescription Plan 

Code
RX5/15/35

single $693.00

2-person $1,386.00

family $1,871.00

Prescription Plan 

Code
RX10/20/45 RX10/20/45 RX10/20/45

single $653.63 $638.61 $530.48

2-person $1,307.27 $1,277.23 $1,060.96

family $1,764.81 $1,724.26 $1,432.30

Prescription Plan 

Code

R10/25/40 

M10/40/70

R10/25/40 

M10/40/70
R10/25/40 M10/40/70

single $632.23 $617.83 $513.09

2-person $1,264.47 $1,235.66 $1,026.18

family $1,707.03 $1,668.14 $1,385.35

Office Visit Copay $20 $15 OV$20/SV$40 $5 $15 $10 $15 $25 $10

ER Copay $100 $100 $100 $50 $50 $50 $150 $150 $50

MRI Scans 100% 100%
100% after 

deductible

100% after 

deductible

100% after 

deductible

Maternity Care 100% 100%
100% after 

deductible

100% after 

deductible

100% after 

deductible

Urgent Care Copay $50 $50 $50 $25 $25 $75 $75 $25

PCP Referred 

Deductible1
N/A $500/$1,500 $1,000/$3,000 $500/$1000 $1000/$3000 $1000/$3000 $1,000/$2,000

Inpatient 

Mental Health 

and Substance 

Abuse

100% 100% 100% 100% 100%

Outpatient 

Mental Health 

and Substance 

Abuse

$5copay/$5 

group

$15copay/$10 

group

$10copay/$1

0 group

$15copay/$5 

group

$25 copay/$10 

group

Self Referred 

Deductible2
N/A N/A N/A

Chiro Visit Max 12 visits 12 visits 12 visits $5/12 Visits $15/unlimited $10/12 visits $15/12 Visits $25/12 Visits $10/20 Visits

PT, OT, ST Max 60 visits 60 visits 20 visits per therapy $5/ 40 Visits $15/unlimited $10/ 40 Visits

$15/ 25 Visits 

PT/OT separate 

25 visits ST

$25/60 Visits $10/60 Visits

Skilled Nursing 

Facility/ Inpatient 

Rehab

100%/100 visits 100%/100 visits 100%/100 visits
100% after 

deductible/100 visits

100% after 

deductible/100 visits

Home Care 100% 100% 100% 100% 100%

Allergy Shots $5 $5 $5 $5 $5

Durable Medical 

Equipment 

(includes Hearing 

Aids)

Covered at 

80%

Covered at 

80% after

$100 

deductible

Covered at 80% after

$100 deductible

Covered at 80%  

respiratory equip 

100%

Covered at 80%  

respiratory equip 

100%

Covered at 80% 

respiratory 

equip 100%

Covered at 80%  

after $100 deductible 

respiratory equip 

100%

Covered at 80%  after 

$100 deductible 

respiratory equip 

100%

Covered at 80%

$40 eyewear 

reimbursement

Benefit 

available 

once per 

year

Benefit 

available 

once per 

year

N/A

Maximum Out of 

Pocket 

Copays & DME 

Coinsurance

Copays & DME 

Coinsurance

$1,00/$3,000

+ Rx copay

$2,000/$5,000 + 

Rx copay
$2,500/$5,000

Save ON $10-$75 Rewards $10-$75 Rewards$10-$75 Rewards$10-$75 Rewards $10-$75 Rewards

Slice of Life Included Included Included

Health Trust Interlocal

customizable wellness reimbursement and incentive programs tailored to fit the needs of the collective
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 2014 High Deductible Health Plan Comparison

Interlocal

Medical Plan Code Lumenos 2500 Lumenos 5000 Open Access CDHP PPO HAS $1500

single
$529.97 $430.48 $641 $606.50

2-person
$1,059.93 $860.95 $1,282 $1,231

family
$1,430.91 $1,162.28 $1,731 $1,637.50

Net Cost after Choice Fund (if eligible) 

*Subscriber must take the online Health

Assessment to be eligible.

250/$500 Deductible 

$1,000/$2,000 Out 

of pocket

Calendar Year Deductible
$2,500/$5,000

(Single Plan / 2-Person or Family Plan)

$5,000/$10,000

(Single Plan / 2-Person or Family Plan)

$250/$500 (Single 

Plan/ 2-Person or 

Family Plan)

$1,250/$2,500 

(Single Plan/ 2-

Person or Family 

Plan)

In-Network Coinsurance

Covered at 100% after deductible Covered at 100% after deductible
Covered at 80% 

after deductible

Covered at 80% after 

deductible

Covered at 100% after 

deductible

Out-of-Network Coinsurance Covered at 70% after deductible Covered at 70% after deductible
Covered at 80% 

after deductible

Covered at 80% after 

deductible

Covered at 80% after 

deductible

In-Network Out-of-Pocket Maximum $2,500/$5,000 $5,000/$10,000 $1,000/$2,000 $1,500/$3,000

Out-of-Network Out-of-Pocket Maximum $5,000/$10,000 $10,000/$20,000 $2,000/$4,000 $3,000/$6,000

Prepared: 12/13/2013

Health Trust

Anthem's Lumenos High Deductible Health Plans cover routine preventive care at 100% when received from a participating provider.

School Care

do not allow an employee to have the choice between medical plans that only differ by the accompanying RX plan. An employer is allowed to offer two plans to the same group of employees, one without a deductible and one with a 

deductible.  Active employees and retirees must be offered the same prescription drug coverage.  HealthTrust reserves the right to revisit these rates if there is a +/- 10% in enrollment. All deductibles and benefit limits shown are 

per calendar year.  These charts are intended for summary purposes only.  Details of coverage are set forth in separate documents, which govern these plans.

DISCLAIMER:  Monthly rates are based on a minimum of 75% participation of all eligible employees.  HealthTrust's medical underwriting guidelines
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  2014 Allenstown's 

Health Insurance Cost Analysis

Plan Type Medical Plan 

Code

Total Monthly 

Cost

Town Cost Employee 

Cost

Total Annual 

Cost

Town Share Employee Share

Prescription 

Plan Code R$3/15M$1
80% 20%

single BC2T10+ $779.46  $    624  $    156 9,354$   7,483$   1,871$   

2-person $1,558.93  $    1,247  $    312 18,707$   14,966$   3,741$   

family $2,104.55  $    1,684  $    421 25,255$   20,204$   5,051$   

Prescription 

Plan Code
R10/25/40 

M10/40/70

80% 20%

single BC2T10+ $716 573$   143$   8,595$   6,876$   1,719$   

2-person $1433 1,146$   287$   17,191$   13,753$   3,438$   

family $1934 1,547$   387$   23,208$   18,566$   4,642$   

Prescription 

Plan Code
R10/25/40 

M10/40/70

80% 20%

single MTB20 $632  $    506  $    126 7,587$   6,069$   1,517$   

2-person $1264  $    1,012  $    253 15,174$   12,139$   3,035$   

family $1707  $    1,366  $    341 20,484$   16,387$   4,097$   

Plan Type Medical Plan 

Code

Total Monthly 

Cost

Town Cost Employee 

Cost

Total Annual 

Cost

Town Share Employee Share 

Prescription 

Plan Code R$3/15M$1
Town Cost Employee 

Cost

65% 35%

single BC2T10+ $779.46  $    506  $    274 9,354$   6,069$   3,284$   

2-person $1,558.93  $    1,012  $    547 18,707$   12,139$   6,568$   

family $2,104.55  $    1,366  $    739 25,255$   16,387$   8,867$   

Prescription 

Plan Code
R10/25/40 

M10/40/70

71% 29%

single BC2T10+ $716 506$    $    211 8,595$   6,069$   2,526$   

2-person $1433 1,012$    $    421 17,191$   12,139$   5,052$   

family $1934 1,366$    $    568 23,208$   16,387$   6,820$   

Prescription 

Plan Code
R10/25/40 

M10/40/70

80% 20%

single MTB20 $632 506$   126.45$    7,587$   6,069$   1,517$   

2-person $1264 1,012$   252.89$    15,174$   12,139$   3,035$   

family $1707 1,366$   341.41$    20,484$   16,387$   4,097$   

*Proposed Annual Cost Share allows an equivalent dollar amount for 80% of the MTB20 Plan

to be used toward BC@T10+ option.

Current Monthly Cost @ 80/20 Cost Share

Monthly Cost with Diversified Cost Share*

Current Annual Cost 80/20 Cost Share

Proposed Annual  Cost Share*
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February 2014 

Excise Tax on High-Cost Employer Health Plans (Cadillac Tax) - Effective 2018 Tax Year 

The Excise Tax on High Cost Employer-Sponsored Health Coverage, also known as the “Cadillac Tax”, becomes 
effective in 2018.  In addition to being an important revenue raising provision of the Patient Protection and 
Affordable Care Act (PPACA), the Cadillac Tax is intended to encourage employers, health insurance providers 
and consumers to control health costs.  Please note that this discussion is based solely on the provisions in the 
PPACA law and much uncertainty remains as we are awaiting further guidance and regulations. 

Beginning in 2018, a 40 percent excise tax will be imposed on the excess cost of employer group health plan 
coverage over certain threshold amounts. The estimated starting thresholds are $10,200 for individual coverage 
and $27,500 for 2-person or family coverage. Higher thresholds will apply for early retirees (age 55-65) and plans 
with a majority of employees in high-risk occupations (police and fire).  The 2018 thresholds also may be increased 
depending on actual medical inflation between 2010 and 2018 using a measure that looks to the Federal 
Employees Health Benefits (FEHB) program and pursuant to an age and gender adjustment.  Starting in 2019, the 
thresholds will be indexed for inflation.  

The Cadillac Tax is calculated by comparing the total cost of employer sponsored group health plan coverage for 
employees and former employees (retirees) to the thresholds discussed above.  If the total cost (which includes 
total premium paid by both the employer and employee as well as certain contributions to a Health Savings 
Account (HSA), a Health Reimbursement Account, or a Health Flexible Spending Account) exceeds the annual 
threshold limits, the “coverage provider” will be responsible to pay a 40% excise tax on only the amount exceeding 
the threshold for each affected employee.  

The “coverage provider” for purposes of liability to pay the tax means (i) the insurer for fully insured group health 
plans, (ii) the employer for HSA plan contributions, and (iii) the plan administrator for self-insured or other employer 
sponsored group health plan coverage.  While it is not clear whether the employer or HealthTrust will be treated as 
the plan administrator responsible for paying the tax with respect to HealthTrust medical plans, the ultimate liability 
for the excise tax will rest with the employer either directly or on a pass-through basis.  In each case, employers 
will be responsible for calculating the excess benefit that is subject to the tax with respect to each covered 
employee or retiree.   

We have been providing member groups with the attached Excise Tax Calculator planning tool to assist in 
determining if you may become subject to the Excise Tax on certain high-cost plans (“Cadillac Tax”) under PPACA 
in 2018.  Please note that instructions are included on the first tab of the spreadsheet, however, please call if you 
have any other questions.  

Please specifically note the Estimated Annual Percentage Increase factor utilized in the calculator.  This factor is 
intended to estimate how much medical premiums will increase annually from now until 2018. You may want to 
utilize a different percentage increase factor based on your own past rate adjustments and renewals. There are 
many variables that will impact future rates and actual percentage increases over time.  Using the percentage 
increase factor, the calculator will project the excise tax amount, if any, per employee per month as well as the 
estimated total annual excise tax based on the number of employees by membership type. 

Over the coming months, HealthTrust will continue to analyze our current medical and prescription drug plan 
options and evaluate potential lower cost options that may be offered in the future.  Should you have any other 
questions or need additional information, please do not hesitate to your HealthTrust Benefits Advisor.  

This healthcare reform material is provided for general informational purposes. It is not intended as and 
does not constitute legal or tax advice. Questions regarding your specific circumstances should be 

addressed to your legal, tax or other professional advisers. 
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Instructions for Excise Tax Calculator 

The attached Excise Tax calculator planning tool will assist you in determining if you may become subject to the 
Excise Tax (“Cadillac Tax”) on certain high-cost plans under PPACA in 2018.  Instructions are included on the first 
tab of the spreadsheet.  This calculator is for illustrative purposes only and is not intended as and does not 
constitute legal or tax advice; questions regarding your specific circumstances should be addressed to 
your legal, tax or other professional advisers. 

Select Annual Tab or Monthly Tab 
There are two options for calculating the potential tax – Annual or Monthly.  The calculator will project the excise 
tax amount, if any, per employee per month or year by plan type and then provide a Total Estimated Annual 
Excise Tax.   

Follow these steps: 
1. Estimated Annual Percentage Increase Factor.  This factor is intended to estimate how much medical

premiums will increase annually from now until 2018.  You may want to change this percentage factor based
on your own past rate adjustments and renewals. It is important to note that there are many variables that will
impact future rates and actual percentage increases over time.  Consider that your group’s claim experience,
current medical trend, and modifications to your benefit plans may have an impact on future increases.

2. Premium amounts.  Enter the annual or monthly premium amounts for each of your benefit options by
membership type.  Premium is the amount that both the employer and employee pay for coverage, including
any EMPLOYER contributions to Health Savings Accounts (HSAs), Health Reimbursement Arrangements
(HRAs) and Healthcare Flexible Spending Accounts (Health FSAs).

3. Enrollment numbers.  Enter the number of enrolled employees by membership type – Single, 2-Person,
Family; to calculate the overall projected tax amount by membership type.

4. The Total Estimated Annual Excise Tax will display automatically.  Keep in mind that this tool provides only
an estimate of the projected tax.  Several factors could affect this projection including future changes to the
excise tax requirement and final regulations, modifications to benefit plans, and changes to your group’s
makeup of single, 2 person and family plans.

The purpose of the calculator is to assist in determining if you might become subject to the 
Excise Tax on High-Cost Employer Health Plans under PPACA. This Workbook is not 
intended as and does not constitute legal or tax advice. Questions regarding your specific 
circumstances should be addressed to your legal, tax or other professional advisers. 

P:\HealthTrust Operations\Federal\Healthcare Reform\Cadillac Tax\DS Excise Tax Calculator Tool on High Cost Health Plans.xls 
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Contract Type

Annual 

PremiumThres

hold

Monthly Premium 

Threshold

1-Person Contract $10,200.00 $850.00

2-P or Family Contract$27,500.00 $2,291.67

* 40% excise tax calculated only on the amount exceeding the threshold. (e.g.,Dollar Difference x .40)

STEP #1  

Enter the ESTIMATED ANNUAL PERCENTAGE INCREASE for these benefits: 6.80%

STEP #2

Enter the current premiums for these benefits in the yellow boxes below:

STEP #3

Enter the Avg # Employees by Membership Type

Renewal Year

Enter Current 

Monthly 

Premium**

2014 2015 2016 2017 2018**

Monthy Tax Owed 

per Employee**

Enter Avg # 

Employees

Estimated 

Monthly Excise 

Tax

Estimated Annual 

Excise Tax

1-Person $0.00 $0.00 $0.00 $0.00 No Tax No Tax No Tax

2-Person $0.00 $0.00 $0.00 $0.00 No Tax No Tax No Tax

Family $0.00 $0.00 $0.00 $0.00 No Tax No Tax No Tax

$0.00

The purpose of the calculator is to assist in determining if you might become subject to the High Cost Health Plan Excise Tax under PPACA. This 

Workbook is not intended as and does not constitute legal or tax advice. Questions regarding your specific circumstances should be addressed to 

your legal, tax or other professional advisers.

Planning for the 40% Excise Tax on High Cost Health Plans in 2018

Notes: Police and firefighters, as well as retirees over 55, have higher 2018 annual thresholds of $11,850.00 and $30,950.00. 

**Premium is the amount that both the employer and employee pay for coverage, including any EMPLOYER contributions to Health Savings Accounts (HSAs), Health Reimbursement Arrangements (HRAs) and 

Healthcare Flexible Spending Accounts (Health FSAs).

Projecting 2013 monthly rates that might invoke the excise tax in 2018

Projected Monthly Rates

Note:  If the boxes and the numerals turn to RED  you will have exceeded the 2018 threshold and the estimated excise tax is shown.

If the 2018 premium is greater than the numbers below the employer will pay a 40% excise tax* for each affected employee

Estimated Annual Total Excise Tax:
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Contract Type

Annual 

PremiumThres

hold

Monthly 

Premium 

Threshold

1-Person Contract $10,200.00 $850.00

2-P or Family Contract $27,500.00 $2,291.67

* 40% excise tax calculated only on the amount exceeding the threshold. (e.g.,Dollar Difference x .40)

STEP #1  

Enter the ESTIMATED ANNUAL PERCENTAGE INCREASE for these benefits: 6.80%

STEP #2

Enter the current premiums for these benefits in the yellow boxes below:

STEP #3

Enter the Avg # Employees by Membership Type

Renewal Year

Enter Current 

Monthly 

Premium**

2014 2015 2016 2017 2018**

Monthy Tax 

Owed 

per Employee**

Enter Avg # 

Employees

Estimated 

Monthly 

Excise Tax

Estimated Annual 

Excise Tax

1-Person $716.00 $764.69 $816.69 $872.22 $931.53 $32.61 9 $293.52 $3,522.21

2-Person $1,433.00 $1,530.44 $1,634.51 $1,745.66 $1,864.37 No Tax 9 No Tax No Tax

Family $1,934.00 $2,065.51 $2,205.97 $2,355.97 $2,516.18 $89.80 5 $449.02 $5,388.29

$8,910.49

The purpose of the calculator is to assist in determining if you might become subject to the High Cost Health Plan Excise Tax 

under PPACA. This Workbook is not intended as and does not constitute legal or tax advice. Questions regarding your specific 

circumstances should be addressed to your legal, tax or other professional advisers.

Planning for the 40% Excise Tax on High Cost Health Plans in 2018

Notes: Police and firefighters, as well as retirees over 55, have higher 2018 annual thresholds of $11,850.00 and 

$30,950.00.  

**Premium is the amount that both the employer and employee pay for coverage, including any EMPLOYER contributions to Health Savings Accounts (HSAs), Health Reimbursement 

Arrangements (HRAs) and Healthcare Flexible Spending Accounts (Health FSAs).

Projecting 2013 monthly rates that might invoke the excise tax in 2018

Projected Monthly Rates

Note:  If the boxes and the numerals turn to RED  you will have exceeded the 2018 threshold and the estimated excise tax is shown.

If the 2018 premium is greater than the numbers below the employer will pay a 40% excise tax* for each affected employee

Estimated Annual Total Excise Tax:
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Contract Type

Annual 

PremiumThres

hold

Monthly 

Premium 

Threshold

1-Person Contract $10,200.00 $850.00

2-P or Family Contract $27,500.00 $2,291.67

* 40% excise tax calculated only on the amount exceeding the threshold. (e.g.,Dollar Difference x .40)

STEP #1  

Enter the ESTIMATED ANNUAL PERCENTAGE INCREASE for these benefits: 6.80%

STEP #2

Enter the current premiums for these benefits in the yellow boxes below:

STEP #3

Enter the Avg # Employees by Membership Type

Renewal Year

Enter Current 

Monthly 

Premium**

2014 2015 2016 2017 2018**

Monthy Tax 

Owed 

per Employee**

Enter Avg # 

Employees

Estimated 

Monthly 

Excise Tax

Estimated Annual 

Excise Tax

1-Person $779.46 $832.46 $889.07 $949.53 $1,014.10 $65.64 9 $590.74 $7,088.92

2-Person $1,558.93 $1,664.94 $1,778.15 $1,899.07 $2,028.20 No Tax 9 No Tax No Tax

Family $2,104.55 $2,247.66 $2,400.50 $2,563.73 $2,738.07 $178.56 5 $892.80 $10,713.64

$17,802.56

The purpose of the calculator is to assist in determining if you might become subject to the High Cost Health Plan Excise Tax 

under PPACA. This Workbook is not intended as and does not constitute legal or tax advice. Questions regarding your specific 

circumstances should be addressed to your legal, tax or other professional advisers.

Planning for the 40% Excise Tax on High Cost Health Plans in 2018

Notes: Police and firefighters, as well as retirees over 55, have higher 2018 annual thresholds of $11,850.00 and 

$30,950.00.  

**Premium is the amount that both the employer and employee pay for coverage, including any EMPLOYER contributions to Health Savings Accounts (HSAs), Health Reimbursement 

Arrangements (HRAs) and Healthcare Flexible Spending Accounts (Health FSAs).

Projecting 2013 monthly rates that might invoke the excise tax in 2018

Projected Monthly Rates

Note:  If the boxes and the numerals turn to RED  you will have exceeded the 2018 threshold and the estimated excise tax is shown.

If the 2018 premium is greater than the numbers below the employer will pay a 40% excise tax* for each affected employee

Estimated Annual Total Excise Tax:
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Contract Type

Annual 

PremiumThresho

ld

Monthly 

Premium 

Threshold

1-Person Contract $10,200.00 $850.00

2-P or Family Contract $27,500.00 $2,291.67

* 40% excise tax calculated only on the amount exceeding the threshold. (e.g.,Dollar Difference x .40)

STEP #1  

Enter the ESTIMATED ANNUAL PERCENTAGE INCREASE for these benefits:  6.80%

STEP #2

Enter the current premiums for these benefits in the yellow boxes below:

STEP #3

Enter the Avg # Employees by Membership Type

Renewal Year

Enter 

Current 

Monthly 

Premium**

2014 2015 2016 2017 2018**

Monthy Tax 

Owed 

per Employee**

Enter Avg # 

Employees

Estimated 

Monthly Excise 

Tax

Estimated 

Annual Excise 

Tax

1-Person $632.00 $674.98 $720.87 $769.89 $822.25 No Tax 9 No Tax No Tax

2-Person $1,264.00 $1,349.95 $1,441.75 $1,539.79 $1,644.49 No Tax 9 No Tax No Tax

Family $1,707.00 $1,823.08 $1,947.05 $2,079.44 $2,220.85 No Tax 5 No Tax No Tax

$0.00

The purpose of the calculator is to assist in determining if you might become subject to the High Cost Health Plan Excise Tax 

under PPACA. This Workbook is not intended as and does not constitute legal or tax advice. Questions regarding your 

specific circumstances should be addressed to your legal, tax or other professional advisers.

Planning for the 40% Excise Tax on High Cost Health Plans in 2018

Notes: Police and firefighters, as well as retirees over 55, have higher 2018 annual thresholds of $11,850.00 

and $30,950.00.  

**Premium is the amount that both the employer and employee pay for coverage, including any EMPLOYER contributions to Health Savings Accounts (HSAs), Health 

Reimbursement Arrangements (HRAs) and Healthcare Flexible Spending Accounts (Health FSAs).

Projecting 2013 monthly rates that might invoke the excise tax in 2018

Projected Monthly Rates

Note:  If the boxes and the numerals turn to RED  you will have exceeded the 2018 threshold and the estimated excise tax is 

If the 2018 premium is greater than the numbers below the employer will pay a 40% excise tax* for each affected employee

Estimated Annual Total Excise Tax:
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BC2T10+  

10669NH A (1/14) 

BlueChoice® 
Cost Sharing Schedule 

This Cost Sharing Schedule is an important part of Your Subscriber Certificate and is an outline of Your coverage.  Do not rely on this outline 
alone.  Keep this schedule with Your Certificate because it contains important information about coverage and limitations.  Please read Your 
Subscriber Certificate carefully as important terms and limitations apply.   

PCP-Referred Benefits Self-Referred Benefits*

Cost Sharing Summary YOUR COST

Visit Copayment 
Applies each time You visit Your Primary Care Provider (PCP) 
or Network obstetrical/gynecological specialist. 

$10 per visit 

not applicable 
Specialty Visit Copayment   
Applies each time You visit a specialist.  This Copayment also 
applies each time You visit a Network Physician at a Network 
Walk-In Center for diagnosis, care and treatment of an illness 
or injury.  

$10 per visit 

Emergency Room Copayment $50 per visit 
Urgent Care Facility Copayment 
Applies each time You visit a licensed hospital’s Network 
urgent care facility for diagnosis, care and treatment of an 
illness or injury. 

$50 per visit not applicable 

Standard Deductible not applicable $500 per Member, per year 
$1,500 per family, per year 

Standard Coinsurance not applicable 30% 
Coinsurance Maximum not applicable $1,000 per Member, per year 

$3,000 per family, per year 
Durable Medical Equipment, Medical Supplies and 
Prosthetics 

Deductible 
Coinsurance 

$100 per Member, per year 
20% 

$100 per Member, per year 
50% 

Out-of-Pocket Limit**  
Includes all Deductibles, Coinsurance, and Copayments You 
pay during a year.  It does not include Your premium, penalties, 
out-of-network expenses, amounts over the Maximum 
Allowable Benefit or charges for noncovered services. 

$6,350 per Member, per year 
$12,700 per family, per year 

not applicable 

Inpatient Precertification Penalty N/A $500

*Benefits are limited to the Maximum Allowable Benefit (MAB).  Under Out-of-Network Benefits, You may be responsible for paying the difference between the MAB and 
charge.  Please see Section 2 of Your Subscriber Certificate for details. Self-referred care may require preauthorization/precertification from Anthem.  Please refer to Your 
Subscriber Certificate for details. 

**Once the Out-of-Pocket Limit is satisfied, You will not have to pay additional Deductibles, Coinsurance, or Copayments for the rest of the year. 

Please note that throughout this schedule any reference to year means calendar year.
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BC2T10+  

10669NH A (1/14) 

PCP-Referred Benefits Self-Referred Benefits* 

Coverage Outline YOUR COST 

Medical/Surgical Care 

I. Inpatient Services 
In a Short Term General Hospital (Facility charges for medical, 
surgical and maternity admissions) 

You pay $0 Standard Deductible and 
Coinsurance, plus any balances 

In a Skilled Nursing Facility (Facility charges) Up to 100 Inpatient 
days per Member, per year† 
In a Physical Rehabilitation Facility (Facility charges) Up to 100 
Inpatient days per Member, per year† 
Inpatient physician and professional services (Such as physician 
visits, consultations, surgery, anesthesia, delivery of a baby, therapy, 
laboratory and x-ray tests)† 

For Skilled Nursing or Physical Rehabilitation Facility admissions:  
limited to the number of Inpatient days stated above. 

II. Outpatient Services
Preventive Care 

Preventive Care and screenings as required by law including, but 
not limited to: 
-Immunizations for babies, children and adults (including travel and 
rabies immunizations) 
-Cancer screenings such as; Mammograms, pap smears, prostatic 
specific antigen (PSA) screening, routine colonoscopy and 
sigmoidoscopy 
-Routine physical exams for babies, children and adults (including 
one annual gynecological exam ) 
-Lead screening 
-Outpatient/office contraceptive services 
-Nutrition counseling 
-Routine vision exams - One exam each year for Members 18 years 
old and younger; one exam every two years for Members 19 years old 
and older.†  
-Routine hearing exams - One exam each year for Members 18 years 
old and younger.† 

You pay $0 
Standard Deductible and 

Coinsurance, plus any balances 

Medical/Surgical Care in a Physician’s Office or Walk-In Center or furnished by an Independent Ambulatory Surgical Center, 
Independent Infusion Therapy Provider, Independent Laboratory Provider, or Independent Radiology Provider 
Medical exams, consultations, anesthesia, medical treatments, and 
Network Provider services at a Network Walk-In Center  

Visit Copayment or Specialty 
Visit Copayment 

Standard Deductible and 
Coinsurance, plus any balances 

Injections (including allergy injections) 

You Pay $0 
Office surgery 
Laboratory tests (including allergy testing)  
X-ray tests (including ultrasound) 
MRA, MRI, PET, SPECT, CT Scan, CTA, chemotherapy, medical 
supplies and drugs  
Maternity care (prenatal and postpartum visits) 
Please see Your Subscriber Certificate for information about total 
maternity care. 

You pay no Visit Copayment for prenatal or postpartum office visits.  
Your share of the cost for delivery of a baby is indicated above under 
“Inpatient Services” or below under “Outpatient Facility Care.”    

* Benefits are limited to the Maximum Allowable Benefit (MAB).  Under Self-Referred Benefits, You may be responsible for paying the difference between the MAB and 
charge.  Please see Section 2 of Your Subscriber Certificate for details.  Self-referred care may require preauthorization/precertification from Anthem.  Please refer to Your 
Subscriber Certificate for details. 

† Any combination of Network or PCP-Referred Benefits and Out-of-Network or Self-Referred Benefits counts toward this limit. 
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PCP-Referred Benefits Self-Referred Benefits*

YOUR COST 

Outpatient Facility Care in the Outpatient Department of a Hospital, a Short Term General Hospital’s Ambulatory Surgical Center, a 
Hemodialysis Center or Birthing Center  
Medical exams and consultations by a physician Visit Copayment or Specialty 

Visit Copayment 

Standard Deductible and 
Coinsurance, plus any balances 

Services of a surgeon, operating room for surgery and anesthesia 

You Pay $0 

Physician and professional services for the delivery of a baby or 
management of therapy  

Hemodialysis, chemotherapy, radiation therapy, infusion therapy, MRA, 
MRI, PET, SPECT, CT Scan, CTA  

Fees for use of a facility, medical supplies, drugs, other ancillaries, 
observation 
Laboratory and x-ray tests (including ultrasounds) 
Emergency Room Visits and Urgent Care Facility Visits 
Use of the emergency room  
(The Copayment  is waived if You are admitted) 

Emergency Room Copayment 

Use of a licensed hospital’s urgent care facility Urgent Care Facility 
Copayment Standard Deductible and 

Coinsurance, plus any balances Physician’s fee, surgery, MRA, MRI, PET, SPECT, CT Scan, CTA, 
medical supplies and drugs You Pay $0 
Laboratory and x-ray tests 
Ambulance Services 
Transport by ambulance must be Medically Necessary You Pay $0 

III. Outpatient Physical Rehabilitation Services
Physical Therapy and Occupational Therapy and Speech Therapy  
Up to a combined maximum of 60 visits per Member, per year† 

You Pay  $0 

Standard Deductible and 
Coinsurance, plus any balances 

Cardiac Rehabilitation Visits Visit Copayment or Specialty 
Visit Copayment 

Chiropractic Care  
 Office visit -  up to 25 visits per Member, per year You Pay  $0 
 Laboratory and x-ray tests furnished by a chiropractor

Early Intervention Services Visit Copayment or Specialty 
Visit Copayment 

IV. Home Care
Physician services 
Medical exams, injections, medical treatments, surgery and anesthesia 

Visit Copayment or Specialty 
Visit Copayment 

Standard Deductible and 
Coinsurance, plus any balances 

Home Health Agency services 
You Pay  $0 Hospice 

Infusion Therapy 

Durable Medical Equipment, Medical Supplies and Prosthetics Subject to the DME 
Deductible and Coinsurance 

Subject to the DME Deductible 
and Coinsurance plus any 

balances 
* Benefits are limited to the Maximum Allowable Benefit (MAB).  Under Self-Referred Benefits, You may be responsible for paying the difference between the MAB and 
charge.  Please see Section 2 of Your Subscriber Certificate for details.  Self-referred care may require preauthorization/precertification from Anthem.  Please refer to Your 
Subscriber Certificate for details. 

† Any combination of Network or PCP-Referred Benefits and Out-of-Network or Self-Referred Benefits counts toward this limit. 
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PCP-Referred Benefits Self-Referred Benefits*

YOUR COST 

V. Behavioral Health Care (Mental Health and Substance Abuse Care) 
Outpatient/Office Visits 

Mental Health Visits: Unlimited Medically Necessary visits  

Substance Abuse Visits: Unlimited Medically Necessary visits 
(including detoxification and substance abuse rehabilitation 
services) 

Visit Copayment or Specialty Visit 
Copayment 

Standard Deductible and 
Coinsurance, plus any balances 

Partial Hospitalization and Intensive Outpatient Treatment Programs 

Mental Disorders: Unlimited Medically Necessary care 

Substance Abuse Conditions: Unlimited Medically Necessary care 
for rehabilitation and detoxification 

You pay $0 
Standard Deductible and 

Coinsurance, plus any balances 

Inpatient Care 

Mental Disorders:  
Unlimited Medically Necessary Inpatient days  

You pay $0 
Standard Deductible and 

Coinsurance, plus any balances Substance Abuse Conditions: 
 Medical detoxification days  - Unlimited Medically Necessary

Inpatient days  

 Substance abuse rehabilitation – Unlimited Medically
Necessary Inpatient days

Scheduled Ambulance Transport  
Limited to Medically Necessary transport from one facility to 
another   

You pay $0 

VI. Prescription Eyewear

not applicable 

* Benefits are limited to the Maximum Allowable Benefit (MAB).  Under Self-Referred Benefits, You may be responsible for paying the difference between the MAB and 
charge.  Please see Section 2 of Your Subscriber Certificate for details.  Self-referred care may require preauthorization/precertification from Anthem.  Please refer to Your 
Subscriber Certificate for details. 
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BlueChoice® 
Cost Sharing Schedule 

This Cost Sharing Schedule is an important part of Your Subscriber Certificate and is an outline of Your coverage.  Do not rely on this outline 
alone.  Keep this schedule with Your Certificate because it contains important information about coverage and limitations.  Please read Your 
Subscriber Certificate carefully as important terms and limitations apply.   

Option 1 
When Your PCP provides 

or refers Your care 

Option 2 
When You seek care directly 
from a BlueChoice provider 

Option 3* 
When You seek care from 

any out-of-network 
provider 

Cost Sharing Summary YOUR COST 

Visit Copayment 
Applies each time You visit Your Primary Care Provider (PCP) 
or Network obstetrical/gynecological specialist. 

$10 per visit $30 per visit not applicable 

Specialty Visit Copayment   
Applies each time You visit a specialist.  This Copayment also 
applies each time You visit a Network Physician at a Network 
Walk-In Center for diagnosis, care and treatment of an illness or 
injury.  

$10 per visit $30 per visit not applicable 

Emergency Room Copayment $50 per visit 
Urgent Care Facility Copayment 
Applies each time You visit a licensed hospital’s Network 
urgent care facility for diagnosis, care and treatment of an illness 
or injury. 

$50 per visit $50 per visit not applicable 

Standard Deductible not applicable not applicable $150 per Member, 
per year 

$450 per family, per 
year 

Standard Coinsurance not applicable 20% 20% 
Coinsurance Maximum not applicable 

 
$600 per Member, per 

year 
$1,800 per family, per 

year 

$900 per Member, 
per year 

$2,700 per family, 
per year 

Durable Medical Equipment, Medical Supplies and 
Prosthetics 

Deductible 
Coinsurance 

not applicable 
not applicable 

not applicable 
20% 

not applicable 
20% 

Out-of-Pocket Limit** 
Includes all Deductibles, Coinsurance, and Copayments You 
pay during a year.  It does not include Your premium, penalties, 
out-of-network expenses, amounts over the Maximum 
Allowable Benefit or charges for noncovered services. 

$6,350 per Member, per year 
$12,700 per family, per year 

not applicable 

Inpatient Precertification Penalty not applicable not applicable $500 
Please note that throughout this schedule any reference to year means calendar year. 

* Benefits are limited to the Maximum Allowable Benefit (MAB).  Under Option 3 Benefits, You may be responsible for paying the difference between the MAB and charge.
Please see Section 2 of Your Subscriber Certificate for details.  Self-referred care may require preauthorization/precertification from Anthem.  Please refer to Your Subscriber 
Certificate for details. 

**Once the Out-of-Pocket Limit is satisfied, You will not have to pay additional Deductibles, Coinsurance, or Copayments for the rest of the year.
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Option 1 
When Your PCP provides 

or refers Your care 

Option 2 
When You seek care directly 
from a BlueChoice provider 

Option 3* 
When You seek care from 

any out-of-network provider 

Coverage Outline YOUR COST 

Medical/Surgical Care 

I. Inpatient Services 
In a Short Term General Hospital (Facility charges for 
medical, surgical and maternity admissions) 

You pay $0  Standard Coinsurance 
Standard Deductible 

and Coinsurance, plus 
any balances 

In a Skilled Nursing Facility (Facility charges) 
In a Physical Rehabilitation Facility (Facility charges) 
Inpatient physician and professional services (Such as 
physician visits, consultations, surgery, anesthesia, delivery of 
a baby, therapy, laboratory and x-ray tests) 

II. Outpatient Services
Preventive Care 

Preventive Care and screenings as required by law 
including, but not limited to: 
-Immunizations for babies, children and adults (including travel 
and rabies immunizations) 
-Cancer screenings such as; Mammograms, pap smears, 
prostatic specific antigen (PSA) screening, routine colonoscopy 
and sigmoidoscopy 
-Routine physical exams for babies, children and adults 
(including one annual gynecological exam ) 
-Lead screening 
-Outpatient/office contraceptive services 
-Nutrition counseling 
-Routine vision exams - One exam each year for Members 18 
years old and younger; one exam every two years for Members 
19 years old and older.†  
-Routine hearing exams - One exam each year for Members 18 
years old and younger.† 

You pay $0 
You pay $0 

Standard Deductible 
and Coinsurance, plus 

any balances 

Medical/Surgical Care in a Physician’s Office or Walk-In Center or furnished by an Independent Ambulatory Surgical Center, 
Independent Infusion Therapy Provider, Independent Laboratory Provider, or Independent Radiology Provider  
Medical exams, consultations, anesthesia, medical treatments, 
and Network Provider services at a Network Walk-In Center  

Visit Copayment or 
Specialty Visit 

Copayment 

Visit Copayment or 
Specialty Visit 

Copayment 
Standard Deductible 

and Coinsurance, plus 
any balances 

Injections (including allergy injections) 

You Pay $0 
You Pay $0 Office surgery 

Laboratory tests (including allergy testing)  
X-ray tests (including ultrasound) 
MRA, MRI, PET, SPECT, CT Scan, CTA, chemotherapy, 
medical supplies and drugs  

Standard Coinsurance 

Maternity care (prenatal and postpartum visits) 
Please see your Subscriber Certificate for information about 
total maternity care. 

You pay no Visit Copayment for prenatal or postpartum office visits.  
Your share of the cost for delivery of a baby is indicated above under 
“Inpatient Services” or below under “Outpatient Facility Care.”    

* Benefits are limited to the Maximum Allowable Benefit (MAB).  Under Option 3 Benefits, You may be responsible for paying the difference between the MAB and charge.
Please see Section 2 of Your Subscriber Certificate for details. Self-referred care may require preauthorization/precertification from Anthem.  Please refer to Your Subscriber 
Certificate for details. 

† Any combination of Option 1, 2 or 3 Benefits counts toward this limit. 
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Option 1 
When Your PCP provides 

or refers Your care 

Option 2 
When You seek care directly 
from a BlueChoice provider 

Option 3* 
When You seek care from 

any out-of-network provider 

YOUR COST 
Outpatient Facility Care in the Outpatient Department of a Hospital, a Short Term General Hospital’s Ambulatory Surgical 
Center, a Hemodialysis Center or Birthing Center  
Medical exams and consultations by a physician Visit Copayment or 

Specialty Visit 
Copayment 

Visit Copayment or 
Specialty Visit 

Copayment 

Standard Deductible 
and Coinsurance, 
plus any balances 

Services of a surgeon, operating room for surgery and 
anesthesia  

You Pay $0 Standard Coinsurance 

Physician and professional services for the delivery of a baby 
or management of therapy  

Hemodialysis, chemotherapy, radiation therapy, infusion 
therapy, MRA, MRI, PET, SPECT, CT Scan, CTA  

Fees for use of a facility, medical supplies, drugs, other 
ancillaries, observation 
Laboratory and x-ray tests (including ultrasounds) You Pay $0 
Emergency Room Visits and Urgent Care Facility Visits 
Use of the emergency room  
(The Copayment  is waived if You are admitted) 

Emergency Room Copayment 

Use of a licensed hospital’s urgent care facility Urgent Care Facility 
Copayment 

Urgent Care Facility 
Copayment Standard Deductible 

and Coinsurance, 
plus any balances 

Physician’s fee, surgery, MRA, MRI, PET, SPECT, CT Scan, 
CTA, medical supplies and drugs You Pay $0 You Pay $0 
Laboratory and x-ray tests 
Ambulance Services 
Transport by ambulance must be Medically Necessary You pay $0 

III. Outpatient Physical Rehabilitation Services
Physical Therapy and Occupational Therapy and Speech 
Therapy   

You pay $0  Standard Coinsurance 

Standard Deductible 
and Coinsurance, plus 

any balances 

Cardiac Rehabilitation Visits 
Visit Copayment or 

Specialty Visit 
Copayment 

Visit Copayment or 
Specialty Visit 

Copayment 
Chiropractic Care  

 Office visit -  unlimited not applicable 
 Laboratory and x-ray tests furnished by a

chiropractor
You Pay  $0 

Early Intervention Services  Visit Copayment or 
Specialty Visit 

Copayment 

Visit Copayment or 
Specialty Visit 

Copayment 

IV. Home Care
Physician services 
Medical exams, injections, medical treatments, surgery and 
anesthesia  

Visit Copayment or 
Specialty Visit 

Copayment 

Visit Copayment or 
Specialty Visit 

Copayment 
Standard Deductible 

and Coinsurance, plus 
any balances 

Home Health Agency services 

You Pay  $0 Standard Coinsurance 
Hospice 
Infusion Therapy 

Durable Medical Equipment, Medical Supplies and 
Prosthetics  

Standard Coinsurance, 
plus any balances 

*Benefits are limited to the Maximum Allowable Benefit (MAB).  Under Option 3 Benefits, You may be responsible for paying the difference between the MAB and charge.
Please see Section 2 of Your Subscriber Certificate for details.  Self-referred care may require preauthorization/precertification by Anthem.  Please refer to Your Subscriber 
Certificate for details.   

† Any combination of Option 1, 2 or 3 Benefits counts toward this limit. 
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Option 2 Benefits are not available for Behavioral Health care.

Option 1 
When You obtain care from a Network 

Provider 

Option 3* 
When You obtain care from any Eligible 

Mental Health or Substance Abuse Provider 

YOUR COST 

V. Behavioral Health Care (Mental Health and Substance Abuse Care) 
Outpatient/Office Visits 

Mental Health Visits: Unlimited Medically Necessary visits  

Substance Abuse Visits: Unlimited Medically Necessary visits 
(including detoxification and substance abuse rehabilitation 
services) 

Visit Copayment or Specialty 
Visit Copayment 

Standard Deductible and 
Coinsurance, plus any balances 

Partial Hospitalization and Intensive Outpatient Treatment Programs 

Mental Disorders: Unlimited Medically Necessary care 

Substance Abuse Conditions: Unlimited Medically Necessary 
care for rehabilitation and detoxification 

You Pay  $0 
Standard Deductible and 

Coinsurance, plus any balances 

Inpatient Care 

Mental Disorders:  
Unlimited Medically Necessary Inpatient days  

Substance Abuse Conditions: 
 Medical detoxification days  - Unlimited Medically Necessary

Inpatient days  
 Substance abuse rehabilitation – Unlimited Medically

Necessary Inpatient days 

You Pay  $0 Standard Deductible and 
Coinsurance, plus any balances 

Scheduled Ambulance Transport  
Limited to Medically Necessary transport from one facility to 
another   

You Pay  $0 

VI. Prescription Eyewear

Benefits are limited to a maximum of $40 per Member, every two calendar years.  Please refer to Your Prescription Eyewear Rider for more 
information. 

* Benefits are limited to the Maximum Allowable Benefit (MAB).  Under Option 3 Benefits, You may be responsible for paying the difference between the MAB and charge.
Please see Section 2 of Your Subscriber Certificate for details.  Self-referred care may require preauthorization/precertification from Anthem.  Please refer to Your Subscriber 
Certificate for details.  

40



MTB5  

10652NH A (1/14) 

Matthew Thornton Blue SM

Cost Sharing Schedule  

This Cost Sharing Schedule is an important part of Your Subscriber Certificate and is an outline of Your coverage.  Do not rely on this outline 
alone.  Keep this schedule with Your Certificate because it contains important information about coverage and limitations.  Please read Your 
Subscriber Certificate carefully as important terms and limitations apply.   

Cost Sharing Summary YOUR COST 

Visit Copayment 
Applies each time You visit Your Primary Care Provider (PCP) or 
Network obstetrical/gynecological specialist. 

$5 per visit  

Specialty Visit Copayment   
Applies each time You visit a specialist.  This Copayment also applies 
each time You visit a Network Provider at a Network Walk-In Center 
for diagnosis, care and treatment of an illness or injury.   

$5 per visit 

Emergency Room Copayment $25 per visit 

Urgent Care Facility Copayment 
Applies each time You visit a licensed hospital’s Network urgent care 
facility for diagnosis, care and treatment of illness or injury.   

$25 per visit 

Standard Deductible 

not applicable Standard Coinsurance 

Coinsurance Maximum 

Durable Medical Equipment, Medical Supplies and Prosthetics 

Deductible 
Coinsurance 

not applicable 
20% 

Out-of-Pocket Limit* 
Includes all Deductibles, Coinsurance, and Copayments You pay 
during a year.  It does not include Your premium or charges for 
noncovered services. 

$6,350 per Member, per year 
$12,700 per family, per year 

*Once the Out-of-Pocket Limit is satisfied, You will not have to pay additional Deductibles, Coinsurance, or Copayments for the rest of the
year. 

Please note that throughout this schedule any reference to year means calendar year. 
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Coverage Outline YOUR COST  

Medical/Surgical Care 

I.  Inpatient Services 
In a Short Term General Hospital 
(Facility charges for medical, surgical and maternity admissions)

You pay $0 

In a Skilled Nursing Facility 
(Facility charges) Up to 100 Inpatient days per Member, per year 
In a Physical Rehabilitation Facility 
(Facility charges) Up to 100 Inpatient days per Member, per year 
Inpatient physician and professional services  
(Such as physician visits, consultations, surgery, anesthesia, delivery of a 
baby, therapy, laboratory and x-ray tests) 
For Skilled Nursing or Physical Rehabilitation Facility admissions: 
limited to the number of Inpatient days stated above. 

II. Outpatient Services
Preventive Care 

Preventive Care and screenings as required by law including, but not 
limited to: 

-Immunizations for babies, children and adults (including travel and 
rabies immunizations) 
-Cancer screenings such as; Mammograms, pap smears, prostatic specific 
antigen (PSA) screening, routine colonoscopy and sigmoidoscopy 
-Routine physical exams for babies, children and adults (including one 
annual gynecological exam ) 
-Lead screening 
-Outpatient/office contraceptive services 
-Nutrition counseling 
-Routine vision exams - One exam each year for Members 18 years old 
and younger; one exam every two years for Members 19 years old and 
older. 
-Routine hearing exams - One exam each year for Members 18 years old 
and younger. 

You pay $0 

Medical/Surgical Care in a Physician’s Office or Walk-In Center or furnished by an Independent Ambulatory Surgical Center, 
Independent Infusion Therapy Provider,  Independent Laboratory Provider, or Independent Radiology Provider 
Medical exams, consultations, anesthesia, medical treatments, and 
Network Provider services at a Network Walk-In Center 

Visit Copayment or Specialty Visit Copayment 

Injections (including allergy injections) 

You pay $0 

Office surgery 

Laboratory tests (including allergy testing) 

X-ray tests (including ultrasound) 

MRA, MRI, PET, SPECT, CT Scan, CTA, Chemotherapy, medical 
supplies and drugs 
Maternity care (prenatal and postpartum visits)  
Please see Your Subscriber Certificate for information about total 
maternity care. 

You pay no Visit Copayment for prenatal or postpartum 
office visits.  Your share of the cost for delivery of a baby is 
the same as shown for “Inpatient Services” (above) and 
“Outpatient Facility Care” (below). 
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YOUR COST 

Outpatient Facility Care in the Outpatient Department of a Hospital, a Short Term General Hospital’s Ambulatory Surgical 
Center, a Hemodialysis Center or Birthing Center  
Medical exams and consultations by a physician Visit Copayment or Specialty Visit Copayment 

Services of a surgeon, operating room for surgery and anesthesia  

You pay $0 

Physician and professional services for the delivery of a baby or 
management of therapy.  

Hemodialysis, chemotherapy, radiation therapy, infusion therapy, MRA, 
MRI, PET, SPECT, CT Scan, CTA 

Fees for use of a facility, medical supplies, drugs, other ancillaries, 
observation 
Laboratory and x-ray tests (including ultrasounds) 

Emergency Room Visits and Urgent Care Facility Visits 

Use of the emergency room 
(The Copayment is waived if you are admitted) 

Emergency Room Copayment 

Use of a licensed hospital’s urgent care facility in the Network Urgent Care Facility Copayment 

Physician’s fee, surgery, MRA, MRI, PET, SPECT, CT Scan, CTA, 
medical supplies and drugs 

You pay $0 
Laboratory and x-ray tests 

Ambulance Services 
Transport by ambulance must be Medically Necessary  

III. Outpatient Physical Rehabilitation Services
Physical Therapy and Occupational Therapy and Speech Therapy 
Up to a combined maximum of 60 visits per Member, per year 

Visit Copayment or Specialty Visit Copayment Cardiac Rehabilitation Visits 

Chiropractic Care 
 Office visits - up to 12 visits per Member, per year
 Laboratory and x-ray tests furnished by a chiropractor You pay $0 

Early Intervention Services Visit Copayment or Specialty Visit Copayment 

IV. Home Care
Physician services  
Medical exams, injections, medical treatments, surgery and anesthesia 

Visit Copayment or Specialty Visit Copayment 

Home Health Agency services 
You pay $0 Hospice 

Infusion Therapy 

Durable Medical Equipment, Medical Supplies and Prosthetics  Subject to the DME Coinsurance 
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YOUR COST 

V.  Behavioral Health Care (Mental Health and Substance Abuse Care) 

Outpatient/Office Visits 

Mental Health Visits: Unlimited Medically Necessary visits  

Substance Abuse Visits: Unlimited Medically Necessary visits 
(including detoxification and substance abuse rehabilitation services) Visit Copayment or Specialty Visit Copayment 

Partial Hospitalization and Intensive Outpatient Treatment Programs 

Mental Disorders: Unlimited Medically Necessary care 

Substance Abuse Conditions: Unlimited Medically Necessary care for 
rehabilitation and detoxification     

You pay $0 

Inpatient Care 

Mental Disorders:  
Unlimited Medically Necessary Inpatient days 

Substance Abuse Conditions:  

 Medical detoxification days – Unlimited Medically Necessary
Inpatient days 

 Substance abuse rehabilitation – Unlimited Medically Necessary
Inpatient days 

You pay $0 

Scheduled Ambulance Transport  

Limited to Medically Necessary transport from one facility to another  

VI. Prescription Eyewear

Benefits are limited to a maximum of $40 per Member, per year.  Please refer to your Prescription Eyewear Rider for more information. 
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Matthew Thornton Blue SM

Cost Sharing Schedule  

This Cost Sharing Schedule is an important part of Your Subscriber Certificate and is an outline of Your coverage.  Do not rely on this outline 
alone.  Keep this schedule with Your Certificate because it contains important information about coverage and limitations.  Please read Your 
Subscriber Certificate carefully as important terms and limitations apply.   

Cost Sharing Summary YOUR COST 

Visit Copayment 
Applies each time You visit Your Primary Care Provider (PCP) or 
Network obstetrical/gynecological specialist. 

$20 per visit  

Specialty Visit Copayment   
Applies each time You visit a specialist.  This Copayment also applies 
each time You visit a Network Provider at a Network Walk-In Center 
for diagnosis, care and treatment of an illness or injury.   

$20 per visit 

Emergency Room Copayment $100 per visit 

Urgent Care Facility Copayment 
Applies each time You visit a licensed hospital’s Network urgent care 
facility for diagnosis, care and treatment of illness or injury.   

$50 per visit 

Standard Deductible 

not applicable Standard Coinsurance 

Coinsurance Maximum 

Durable Medical Equipment, Medical Supplies and Prosthetics 

Deductible 
Coinsurance 

not applicable 
20% 

Out-of-Pocket Limit* 
Includes all Deductibles, Coinsurance, and Copayments You pay 
during a year.  It does not include Your premium or charges for 
noncovered services. 

$6,350 per Member, per year 
$12,700 per family, per year 

*Once the Out-of-Pocket Limit is satisfied, You will not have to pay additional Deductibles, Coinsurance, or Copayments for the rest of the
year.  

Please note that throughout this schedule any reference to year means calendar year. 
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Coverage Outline YOUR COST  

Medical/Surgical Care 

I.  Inpatient Services 
In a Short Term General Hospital 
(Facility charges for medical, surgical and maternity admissions)

You pay $0 

In a Skilled Nursing Facility 
(Facility charges) Up to 100 Inpatient days per Member, per year 
In a Physical Rehabilitation Facility 
(Facility charges) Up to 100 Inpatient days per Member, per year 
Inpatient physician and professional services  
(Such as physician visits, consultations, surgery, anesthesia, delivery of a 
baby, therapy, laboratory and x-ray tests) 
For Skilled Nursing or Physical Rehabilitation Facility admissions: 
limited to the number of Inpatient days stated above. 

II. Outpatient Services
Preventive Care 

Preventive Care and screenings as required by law including, but not 
limited to: 

-Immunizations for babies, children and adults (including travel and 
rabies immunizations) 
-Cancer screenings such as; Mammograms, pap smears, prostatic specific 
antigen (PSA) screening, routine colonoscopy and sigmoidoscopy 
-Routine physical exams for babies, children and adults (including one 
annual gynecological exam ) 
-Lead screening 
-Outpatient/office contraceptive services 
-Nutrition counseling 
-Routine vision exams - One exam each year for Members 18 years old 
and younger; one exam every two years for Members 19 years old and 
older. 
-Routine hearing exams - One exam each year for Members 18 years old 
and younger. 

You pay $0 

Medical/Surgical Care in a Physician’s Office or Walk-In Center or furnished by an Independent Ambulatory Surgical Center, 
Independent Infusion Therapy Provider,  Independent Laboratory Provider, or Independent Radiology Provider 
Medical exams, consultations, anesthesia, medical treatments, and 
Network Provider services at a Network Walk-In Center 

Visit Copayment or Specialty Visit Copayment 

Injections (including allergy injections) 

You pay $0 

Office surgery 

Laboratory tests (including allergy testing) 

X-ray tests (including ultrasound) 

MRA, MRI, PET, SPECT, CT Scan, CTA, Chemotherapy, medical 
supplies and drugs 
Maternity care (prenatal and postpartum visits) 

Please see Your Subscriber Certificate for information about total 
maternity care. 

You pay no Visit Copayment for prenatal or postpartum 
office visits.  Your share of the cost for delivery of a baby is 
the same as shown for “Inpatient Services” (above) and 
“Outpatient Facility Care” (below). 
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YOUR COST 

Outpatient Facility Care in the Outpatient Department of a Hospital, a Short Term General Hospital’s Ambulatory Surgical 
Center, a Hemodialysis Center or Birthing Center  
Medical exams and consultations by a physician Visit Copayment or Specialty Visit Copayment 

Services of a surgeon, operating room for surgery and anesthesia 

You pay $0 

Physician and professional services for the delivery of a baby or 
management of therapy  

Hemodialysis, chemotherapy, radiation therapy, infusion therapy, MRA, 
MRI, PET, SPECT, CT Scan, CTA 

Fees for use of a facility, medical supplies, drugs, other ancillaries, 
observation 
Laboratory and x-ray tests (including ultrasounds) 

Emergency Room Visits and Urgent Care Facility Visits 

Use of the emergency room 
(The Copayment is waived if you are admitted) 

Emergency Room Copayment 

Use of a licensed hospital’s urgent care facility in the Network Urgent Care Facility Copayment 

Physician’s fee, surgery, MRA, MRI, PET, SPECT, CT Scan, CTA, 
medical supplies and drugs 

You pay $0 
Laboratory and x-ray tests 

Ambulance Services 
Transport by ambulance must be Medically Necessary  

III. Outpatient Physical Rehabilitation Services
Physical Therapy and Occupational Therapy and Speech Therapy 
Up to a combined maximum of 60 visits per Member, per year 

Visit Copayment or Specialty Visit Copayment Cardiac Rehabilitation Visits 

Chiropractic Care 
 Office visits - up to 12 visits per Member, per year
 Laboratory and x-ray tests furnished by a chiropractor You pay $0 

Early Intervention Services Visit Copayment or Specialty Visit Copayment 

IV. Home Care
Physician services  
Medical exams, injections, medical treatments, surgery and anesthesia 

Visit Copayment or Specialty Visit Copayment 

Home Health Agency services 
You pay $0 Hospice 

Infusion Therapy 

Durable Medical Equipment, Medical Supplies and Prosthetics  Subject to the DME Coinsurance 
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YOUR COST 

V.  Behavioral Health Care (Mental Health and Substance Abuse Care) 

Outpatient/Office Visits 

Mental Health Visits: Unlimited Medically Necessary visits  

Substance Abuse Visits: Unlimited Medically Necessary visits 
(including detoxification and substance abuse rehabilitation services) 

Visit Copayment or Specialty Visit Copayment 

Partial Hospitalization and Intensive Outpatient Treatment Programs 

Mental Disorders: Unlimited Medically Necessary care 

Substance Abuse Conditions: Unlimited Medically Necessary care for 
rehabilitation and detoxification     

You pay $0 

Inpatient Care 

Mental Disorders:  
Unlimited Medically Necessary Inpatient days 

Substance Abuse Conditions:  

 Medical detoxification days – Unlimited Medically Necessary
Inpatient days 

 Substance abuse rehabilitation – Unlimited Medically Necessary
Inpatient days 

You pay $0 

Scheduled Ambulance Transport  

Limited to Medically Necessary transport from one facility to another  

VI. Prescription Eyewear

Benefits are limited to a maximum of $40 per Member, per year.  Please refer to your Prescription Eyewear Rider for more information. 
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Cost Sharing Schedule  

This Cost Sharing Schedule is an important part of Your Subscriber Certificate and is an outline of Your coverage.  Do not rely on this outline 
alone.  Keep this schedule with Your Certificate because it contains important information about coverage and limitations.  Please read Your 
Subscriber Certificate carefully as important terms and limitations apply.   

Cost Sharing Summary YOUR COST 

Visit Copayment 
Applies each time You visit Your Primary Care Provider (PCP) or 
Network obstetrical/gynecological specialist. 

$20 per visit  

Specialty Visit Copayment   
Applies each time You visit a specialist.  This Copayment also applies 
each time You visit a Network Provider at a Network Walk-In Center 
for diagnosis, care and treatment of an illness or injury.   

$20 per visit 

Emergency Room Copayment $150 per visit 

Urgent Care Facility Copayment 
Applies each time You visit a licensed hospital’s Network urgent care 
facility for diagnosis, care and treatment of illness or injury.   

$75 per visit 

Standard Deductible $250 per Member, per year 
$750 per family, per year  

Standard Coinsurance 
not applicable 

Coinsurance Maximum 

Durable Medical Equipment, Medical Supplies and Prosthetics 

Deductible 
Coinsurance 

$100 per Member, per year 
20% 

Out-of-Pocket Limit* 
Includes all Deductibles, Coinsurance, and Copayments You pay 
during a year.  It does not include Your premium or charges for 
noncovered services. 

$6,350 per Member, per year 
$12,700 per family, per year 

*Once the Out-of-Pocket Limit is satisfied, You will not have to pay additional Deductibles, Coinsurance, or Copayments for the rest of the
year.

Please note that throughout this schedule any reference to year means calendar year.
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Coverage Outline YOUR COST  

Medical/Surgical Care 

I.  Inpatient Services 
In a Short Term General Hospital 
(Facility charges for medical, surgical and maternity admissions)

Standard Deductible 

In a Skilled Nursing Facility 
(Facility charges) Up to 100 Inpatient days per Member, per year 
In a Physical Rehabilitation Facility 
(Facility charges) Up to 100 Inpatient days per Member, per year 
Inpatient physician and professional services  
(Such as physician visits, consultations, surgery, anesthesia, delivery of a 
baby, therapy, laboratory and x-ray tests) 

For Skilled Nursing or Physical Rehabilitation Facility admissions: 
limited to the number of Inpatient days stated above. 

II. Outpatient Services
Preventive Care 

Preventive Care and screenings as required by law including, but not 
limited to: 

-Immunizations for babies, children and adults (including travel and 
rabies immunizations) 
-Cancer screenings such as; Mammograms, pap smears, prostatic specific 
antigen (PSA) screening, routine colonoscopy and sigmoidoscopy 
-Routine physical exams for babies, children and adults (including one 
annual gynecological exam ) 
-Lead screening 
-Outpatient/office contraceptive services 
-Nutrition counseling 
-Routine vision exams - One exam each year for Members 18 years old 
and younger; one exam every two years for Members 19 years old and 
older. 
-Routine hearing exams - One exam each year for Members 18 years old 
and younger. 

You pay $0 

Medical/Surgical Care in a Physician’s Office or Walk-In Center or furnished by an Independent Ambulatory Surgical Center, 
Independent Infusion Therapy Provider,  Independent Laboratory Provider, or Independent Radiology Provider 
Medical exams, consultations, anesthesia, medical treatments, and 
Network Provider services at a Network Walk-In Center 

Visit Copayment or Specialty Visit Copayment 

Injections (including allergy injections) 

You pay $0 
Office surgery 

Laboratory tests (including allergy testing) 

X-ray tests (including ultrasound) 

MRA, MRI, PET, SPECT, CT Scan, CTA, Chemotherapy, medical 
supplies and drugs 

Standard Deductible 

Maternity care (prenatal and postpartum visits) 

Please see Your Subscriber Certificate for information about total 
maternity care. 

You pay no Visit Copayment for prenatal or postpartum 
office visits.  Your share of the cost for delivery of a baby is 
the same as shown for “Inpatient Services” (above) and 
“Outpatient Facility Care” (below). 
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YOUR COST 

Outpatient Facility Care in the Outpatient Department of a Hospital, a Short Term General Hospital’s Ambulatory Surgical 
Center, a Hemodialysis Center or Birthing Center  
Medical exams and consultations by a physician Visit Copayment or Specialty Visit Copayment 

Services of a surgeon, operating room for surgery and anesthesia You pay $0  

Physician and professional services for the delivery of a baby or 
management of therapy 

Hemodialysis, chemotherapy, radiation therapy, infusion therapy, MRA, 
MRI, PET, SPECT, CT Scan, CTA 

Fees for use of a facility, medical supplies, drugs, other ancillaries, 
observation 

Standard Deductible 

Laboratory and x-ray tests (including ultrasounds) You pay $0  

Emergency Room Visits and Urgent Care Facility Visits 

Use of the emergency room 
(The Copayment is waived if you are admitted) 

Emergency Room Copayment 

Use of a licensed hospital’s urgent care facility in the Network Urgent Care Facility Copayment 

Physician’s fee, surgery, MRA, MRI, PET, SPECT, CT Scan, CTA, 
medical supplies and drugs 

Standard Deductible 

Laboratory and x-ray tests You pay $0 

Ambulance Services 
Transport by ambulance must be Medically Necessary  

Standard Deductible 

III. Outpatient Physical Rehabilitation Services
Physical Therapy and Occupational Therapy and Speech Therapy 
Up to a combined maximum of 60 visits per Member, per year 

Visit Copayment or Specialty Visit Copayment Cardiac Rehabilitation Visits 

Chiropractic Care 
 Office visits - up to 12 visits per Member, per year
 Laboratory and x-ray tests furnished by a chiropractor You pay $0 

Early Intervention Services Visit Copayment or Specialty Visit Copayment 

IV. Home Care
Physician services  
Medical exams, injections, medical treatments, surgery and anesthesia 

Visit Copayment or Specialty Copayment 

Home Health Agency services 
Standard Deductible Hospice 

Infusion Therapy 

Durable Medical Equipment, Medical Supplies and Prosthetics  Subject to the DME Deductible and Coinsurance 
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YOUR COST 

V.  Behavioral Health Care (Mental Health and Substance Abuse Care) 

Outpatient/Office Visits 

Mental Health Visits: Unlimited Medically Necessary visits  

Substance Abuse Visits: Unlimited Medically Necessary visits 
(including detoxification and substance abuse rehabilitation services) 

Visit Copayment or Specialty Visit Copayment 

Partial Hospitalization and Intensive Outpatient Treatment Programs 

Mental Disorders: Unlimited Medically Necessary care 

Substance Abuse Conditions: Unlimited Medically Necessary care for 
rehabilitation and detoxification 

Standard Deductible 

Inpatient Care 

Mental Disorders:  
Unlimited Medically Necessary Inpatient days 

Substance Abuse Conditions:  

 Medical detoxification days – Unlimited Medically Necessary
Inpatient days 

 Substance abuse rehabilitation – Unlimited Medically Necessary
Inpatient days 

Standard Deductible 

Scheduled Ambulance Transport  

Limited to Medically Necessary transport from one facility to another  

VI. Prescription Eyewear

Benefits are limited to a maximum of $40 per Member, per year.  Please refer to your Prescription Eyewear Rider for more information. 
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Cost Sharing Schedule  

This Cost Sharing Schedule is an important part of Your Subscriber Certificate and is an outline of Your coverage.  Do not rely on this outline 
alone.  Keep this schedule with Your Certificate because it contains important information about coverage and limitations.  Please read Your 
Subscriber Certificate carefully as important terms and limitations apply.   

Cost Sharing Summary YOUR COST 

Visit Copayment 
Applies each time You visit Your Primary Care Provider (PCP) or 
Network obstetrical/gynecological specialist. 

$15 per visit  

Specialty Visit Copayment   
Applies each time You visit a specialist.  This Copayment also applies 
each time You visit a Network Provider at a Network Walk-In Center 
for diagnosis, care and treatment of an illness or injury.   

$15 per visit 

Emergency Room Copayment $100 per visit 

Urgent Care Facility Copayment 
Applies each time You visit a licensed hospital’s Network urgent care 
facility for diagnosis, care and treatment of illness or injury.   

$50 per visit 

Standard Deductible $500 per Member, per year 
$1,500 per family, per year 

Standard Coinsurance 
not applicable 

Coinsurance Maximum 

Durable Medical Equipment, Medical Supplies and Prosthetics 

Deductible 
Coinsurance 

$100 per Member, per year 
20% 

Out-of-Pocket Limit* 
Includes all Deductibles, Coinsurance, and Copayments You pay 
during a year.  It does not include Your premium or charges for 
noncovered services. 

$6,350 per Member, per year 
$12,700 per family, per year 

*Once the Out-of-Pocket Limit is satisfied, You will not have to pay additional Deductibles, Coinsurance, or Copayments for the rest of the
year.  

Please note that throughout this schedule any reference to year means calendar year.  
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Coverage Outline YOUR COST  

Medical/Surgical Care 

I.  Inpatient Services 
In a Short Term General Hospital 
(Facility charges for medical, surgical and maternity admissions)

Standard Deductible 

In a Skilled Nursing Facility 
(Facility charges) Up to 100 Inpatient days per Member, per year 
In a Physical Rehabilitation Facility 
(Facility charges) Up to 100 Inpatient days per Member, per year 
Inpatient physician and professional services  
(Such as physician visits, consultations, surgery, anesthesia, delivery of a 
baby, therapy, laboratory and x-ray tests) 

For Skilled Nursing or Physical Rehabilitation Facility admissions: 
limited to the number of Inpatient days stated above. 

II. Outpatient Services
Preventive Care 

Preventive Care and screenings as required by law including, but not 
limited to: 

-Immunizations for babies, children and adults (including travel and 
rabies immunizations) 
-Cancer screenings such as; Mammograms, pap smears, prostatic specific 
antigen (PSA) screening, routine colonoscopy and sigmoidoscopy 
-Routine physical exams for babies, children and adults (including one 
annual gynecological exam ) 
-Lead screening 
-Outpatient/office contraceptive services 
-Nutrition counseling 
-Routine vision exams - One exam each year for Members 18 years old 
and younger; one exam every two years for Members 19 years old and 
older. 
-Routine hearing exams - One exam each year for Members 18 years old 
and younger. 

You pay $0 

Medical/Surgical Care in a Physician’s Office or Walk-In Center or furnished by an Independent Ambulatory Surgical Center, 
Independent Infusion Therapy Provider,  Independent Laboratory Provider, or Independent Radiology Provider 
Medical exams, consultations, anesthesia, medical treatments, and 
Network Provider services at a Network Walk-In Center 

Visit Copayment or Specialty Visit Copayment 

Injections (including allergy injections) 

You pay $0 
Office surgery 

Laboratory tests (including allergy testing) 

X-ray tests (including ultrasound) 

MRA, MRI, PET, SPECT, CT Scan, CTA, Chemotherapy, medical 
supplies and drugs 

Standard Deductible 

Maternity care (prenatal and postpartum visits) 

 Please see Your Subscriber Certificate for information about total 
maternity care. 

You pay no Visit Copayment for prenatal or postpartum 
office visits.  Your share of the cost for delivery of a baby is 
the same as shown for “Inpatient Services” (above) and 
“Outpatient Facility Care” (below). 
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Outpatient Facility Care in the Outpatient Department of a Hospital, a Short Term General Hospital’s Ambulatory Surgical 
Center, a Hemodialysis Center or Birthing Center  
Medical exams and consultations by a physician Visit Copayment or Specialty Visit Copayment 

Services of a surgeon, operating room for surgery and anesthesia  You pay $0 

Physician and professional services for delivery of a baby or 
management of therapy   

Hemodialysis, chemotherapy, radiation therapy, infusion therapy, MRA, 
MRI, PET, SPECT, CT Scan, CTA 

Fees for use of a facility, medical supplies, drugs, other ancillaries, 
observation 

Standard Deductible   

Laboratory and x-ray tests (including ultrasounds) You pay $0  

Emergency Room Visits and Urgent Care Facility Visits 

Use of the emergency room 
(The Copayment is waived if you are admitted) 

Emergency Room Copayment 

Use of a licensed hospital’s urgent care facility in the Network Urgent Care Facility Copayment 

Physician’s fee, surgery, MRA, MRI, PET, SPECT, CT Scan, CTA, 
medical supplies and drugs 

Standard Deductible 

Laboratory and x-ray tests You pay $0 

Ambulance Services 
Transport by ambulance must be Medically Necessary  

Standard Deductible 

III. Outpatient Physical Rehabilitation Services
Physical Therapy and Occupational Therapy and Speech Therapy 
Up to a combined maximum of 60 visits per Member, per year 

Visit Copayment or Specialty Visit Copayment Cardiac Rehabilitation Visits 

Chiropractic Care 
 Office visits - up to 12 visits per Member, per year
 Laboratory and x-ray tests furnished by a chiropractor You pay $0 

Early Intervention Services Visit Copayment or Specialty Visit Copayment 

IV. Home Care
Physician services  
Medical exams, injections, medical treatments, surgery and anesthesia 

Visit Copayment or Specialty Visit Copayment 

Home Health Agency services 
Standard Deductible Hospice 

Infusion Therapy 

Durable Medical Equipment, Medical Supplies and Prosthetics  Subject to the DME Deductible and Coinsurance 
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YOUR COST 

V.  Behavioral Health Care (Mental Health and Substance Abuse Care) 

Outpatient/Office Visits 

Mental Health Visits: Unlimited Medically Necessary visits  

Substance Abuse Visits: Unlimited Medically Necessary visits 
(including detoxification and substance abuse rehabilitation services) 

Visit Copayment or Specialty Visit Copayment 

Partial Hospitalization and Intensive Outpatient Treatment Programs 

Mental Disorders: Unlimited Medically Necessary care 

Substance Abuse Conditions: Unlimited Medically Necessary care for 
rehabilitation and detoxification     

Standard Deductible 

Inpatient Care 

Mental Disorders:  
Unlimited Medically Necessary Inpatient days 

Substance Abuse Conditions:  

 Medical detoxification days – Unlimited Medically Necessary
Inpatient days 

 Substance abuse rehabilitation – Unlimited Medically Necessary
Inpatient days 

Standard Deductible 

Scheduled Ambulance Transport  

Limited to Medically Necessary transport from one facility to another  

VI. Prescription Eyewear

Benefits are limited to a maximum of $40 per Member, per year.  Please refer to your Prescription Eyewear Rider for more information. 
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Site of Service Plan 
Cost Sharing Schedule  

This Cost Sharing Schedule is an important part of Your Subscriber Certificate and is an outline of Your coverage.  Do not rely on this outline 
alone.  Keep this schedule with Your Certificate because it contains important information about coverage and limitations.  Please read Your 
Subscriber Certificate carefully as important terms and limitations apply.   

Cost Sharing Summary YOUR COST 

Visit Copayment 
Applies each time You visit Your Primary Care Provider (PCP) or 
Network obstetrical/gynecological specialist. 

$20 per visit  

Specialty Visit Copayment   
Applies each time You visit a specialist.  This Copayment also applies 
each time You visit a Network Provider at a Network Walk-In Center 
for diagnosis, care and treatment of an illness or injury.   

$40 per visit 

Emergency Room Copayment $100 per visit 

Urgent Care Facility Copayment 
Applies each time You visit a licensed hospital’s Network urgent care 
facility for diagnosis, care and treatment of illness or injury.   

$50 per visit 

Standard Deductible $1,000 per Member, per year 
$3000 per family, per year 

Standard Coinsurance 
not applicable 

Coinsurance Maximum 

Durable Medical Equipment, Medical Supplies and Prosthetics 

Deductible 
Coinsurance 

$100 per Member, per year 
20% 

Out-of-Pocket Limit* 
Includes all Deductibles, Coinsurance, and Copayments You pay 
during a year.  It does not include Your premium or charges for 
noncovered services.   

$6,350 per Member, per year 
$12,700 per family, per year 

*Once the Out-of-Pocket Limit is satisfied, You will not have to pay additional Deductibles, Coinsurance, or Copayments for the rest of the
year.

Please note that throughout this schedule any reference to year means calendar year.
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Coverage Outline YOUR COST  

Medical/Surgical Care 

I.  Inpatient Services 
In a Short Term General Hospital 
(Facility charges for medical, surgical and maternity admissions)

Standard Deductible 

In a Skilled Nursing Facility 
(Facility charges) Up to 100 Inpatient days per Member, per year 
In a Physical Rehabilitation Facility 
(Facility charges) Up to 100 Inpatient days per Member, per year 
Inpatient physician and professional services  
(Such as physician visits, consultations, surgery, anesthesia, delivery of a 
baby, therapy, laboratory and x-ray tests) 

For Skilled Nursing or Physical Rehabilitation Facility admissions: 
limited to the number of Inpatient days stated above. 

II. Outpatient Services
Preventive Care 

Preventive Care and screenings as required by law including, but not 
limited to: 

-Immunizations for babies, children and adults (including travel and 
rabies immunizations) 
-Cancer screenings such as; Mammograms, pap smears, prostatic specific 
antigen (PSA) screening, routine colonoscopy and sigmoidoscopy 
-Routine physical exams for babies, children and adults (including one 
annual gynecological exam ) 
-Lead screening 
-Outpatient/office contraceptive services 
-Nutrition counseling 
-Routine vision exams - One exam each year for Members 18 years old 
and younger; one exam every two years for Members 19 years old and 
older. 
-Routine hearing exams - One exam each year for Members 18 years old 
and younger. 

You Pay $0 

Medical/Surgical Care in a Physician’s Office or Walk-In Center or furnished by an Independent Ambulatory Surgical Center, 
Independent Infusion Therapy Provider,  Independent Laboratory Provider, or Independent Radiology Provider 
Medical exams, consultations, anesthesia, medical treatments, and 
Network Provider services at a Network Walk-In Center 

Visit Copayment or Specialty Visit Copayment Injections (including allergy injections) 

Office surgery 

Surgery and anesthesia in an independent ambulatory surgical center in 
the Network 

$75 per admission 

Laboratory tests (including allergy testing) provided by an Independent 
Laboratory Provider in the Network 

You Pay $0 

X-ray tests (including ultrasound) 
Standard Deductible MRA, MRI, PET, SPECT, CT Scan, CTA, Chemotherapy, medical 

supplies and drugs 
Maternity care (prenatal and postpartum visits)  

Please see Your Subscriber Certificate for information about total 
maternity care. 

You pay no Visit Copayment for prenatal or postpartum 
office visits. 

Your share of the cost for delivery of a baby is the same as 
shown for “Inpatient Services” (above) and “Outpatient 

Facility Care” (below). 
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Outpatient Facility Care in the Outpatient Department of a Hospital, a Short Term General Hospital’s Ambulatory Surgical 
Center, a Hemodialysis Center or Birthing Center  
Medical exams and consultations by a physician Visit Copayment or Specialty Visit Copayment 

Services of a surgeon, operating room for surgery and anesthesia 

Standard Deductible 

Physician and professional services for the delivery of a baby or 
management of therapy 

Hemodialysis, chemotherapy, radiation therapy, infusion therapy, MRA, 
MRI, PET, SPECT, CT Scan, CTA 

Fees for use of a facility, medical supplies, drugs, other ancillaries, 
observation 
Laboratory and x-ray tests (including ultrasounds) 

Emergency Room Visits and Urgent Care Facility Visits 

Use of the emergency room 
(The Copayment is waived if you are admitted) 

Emergency Room Copayment 

Use of a licensed hospital’s urgent care facility in the Network Urgent Care Facility Copayment 

Physician’s fee, surgery, MRA, MRI, PET, SPECT, CT Scan, CTA, 
medical supplies and drugs 

Standard Deductible Laboratory and x-ray tests 

Ambulance Services 
Transport by ambulance must be Medically Necessary  

III. Outpatient Physical Rehabilitation Services
Physical Therapy and Occupational Therapy and Speech Therapy 
Up 20 visits per therapy per Member, per year 

Specialty Visit Copayment Cardiac Rehabilitation Visits 

Chiropractic Care 
 Office visits - up to 12 visits per Member, per year
 Laboratory and x-ray tests furnished by a chiropractor Standard Deductible 

Early Intervention Services 
Specialty Visit Copayment 

IV. Home Care
Physician services  
Medical exams, injections, medical treatments, surgery and anesthesia 

Visit Copayment or Specialty Copayment 

Home Health Agency services 
Standard Deductible Hospice 

Infusion Therapy 

Durable Medical Equipment, Medical Supplies and Prosthetics Subject to the DME Deductible and Coinsurance 
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YOUR COST 

V.  Behavioral Health Care (Mental Health and Substance Abuse Care) 

Outpatient/Office Visits 

Mental Health Visits: Unlimited Medically Necessary visits  

Substance Abuse Visits: Unlimited Medically Necessary visits 
(including detoxification and substance abuse rehabilitation services) 

Visit Copayment or Specialty Visit Copayment 

Partial Hospitalization and Intensive Outpatient Treatment Programs 

Mental Disorders: Unlimited Medically Necessary care 

Substance Abuse Conditions: Unlimited Medically Necessary care for 
rehabilitation and detoxification 

Standard Deductible 

Inpatient Care 

Mental Disorders:  
Unlimited Medically Necessary Inpatient days 

Substance Abuse Conditions:  

 Medical detoxification days – Unlimited Medically Necessary
Inpatient days 

 Substance abuse rehabilitation – Unlimited Medically Necessary
Inpatient days 

Standard Deductible 

Scheduled Ambulance Transport  

Limited to Medically Necessary transport from one facility to another  

VI. Prescription Eyewear

n/a 
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Lumenos Preferred Blue® 
Cost Sharing Schedule 

This Cost Sharing Schedule is an important part of Your Subscriber Certificate and is an outline of Your coverage.  Do not rely on this outline 
alone.  Keep this schedule with Your Certificate because it contains important information about coverage and limitations.  Please read Your 
Subscriber Certificate carefully as important terms and limitations apply.   

Network Benefits Out-of-Network Benefits* 

Cost Sharing Summary YOUR COST 

Visit Copayment 
Applies each time You visit a Preferred Provider or Preferred 
obstetrical/gynecological specialist. 

N/A 

N/A 
Specialty Visit Copayment   
Applies each time You visit a specialist.  This Copayment also 
applies each time You visit a Preferred Physician at a Preferred 
Walk-In Center for diagnosis, care and treatment of an illness 
or injury.  

N/A  

Emergency Room Copayment N/A 
Urgent Care Facility Copayment 
Applies each time You visit a Preferred licensed hospital’s 
urgent care facility for diagnosis, care and treatment of an 
illness or injury. 

N/A N/A 

Standard Deductible+    $2,500 per Member, per year 
$5,000 per 2-person or family, per year 

Standard Coinsurance+ N/A 30%
Coinsurance Maximum N/A $2,500 per Member, per year 

$5,000 per 2-person or family, per 
year 

Durable Medical Equipment, Medical Supplies and 
Prosthetics 

Deductible 
Coinsurance 

Standard Deductible 
N/A 

Standard Deductible 
Standard Coinsurance 

Out-of-Pocket Limit** 
Includes all Deductibles, Coinsurance, and Copayments You 
pay during a year.  It does not include Your premium, amounts 
over the Maximum Allowable Benefit or charges for 
noncovered services. 

$2,500 per Member, per year 
$5,000 per family, per year 

$5000 per Member, per year 
$10,000 per family, per year 

Inpatient Precertification Penalty N/A N/A
* Benefits are limited to the Maximum Allowable Benefit (MAB).  Under Out-of-Network Benefits, You may be responsible for paying the difference between the MAB and 
charge.  Please see Section 2 of Your Subscriber Certificate for details.  Self-referred care may require preauthorization/precertification from Anthem.  Please refer to Your 
Subscriber Certificate for details. 

**Once the Out-of-Pocket Limit is satisfied, You will not have to pay additional Deductibles, Coinsurance, or Copayments for the rest of the year. 

+If You are enrolled at the 2-person or family level, eligible expenses incurred by You or any of Your enrolled family members count toward satisfying the entire 2-person/family 
deductible and/or coinsurance.  

Please note that throughout this schedule any reference to year means calendar year. 
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Network Benefits Out-of-Network 
Benefits* 

Coverage Outline YOUR COST 

Medical/Surgical Care 

I. Inpatient Services 
In a Short Term General Hospital (Facility charges for medical, 
surgical and maternity admissions) 

Standard Deductible 
Standard Deductible and 

Coinsurance plus any balances 

In a Skilled Nursing Facility (Facility charges) Up to 100 Inpatient 
days per Member, per year† 
In a Physical Rehabilitation Facility (Facility charges) Up to 100 
Inpatient days per Member, per year† 
Inpatient physician and professional services (Such as physician 
visits, consultations, surgery, anesthesia, delivery of a baby, therapy, 
laboratory and x-ray tests) 

For Skilled Nursing or Physical Rehabilitation Facility admissions:  
limited to the number of Inpatient days stated above. 

II. Outpatient Services
Preventive Care 

Preventive Care and screenings as required by law including, but 
not limited to: 

-Immunizations for babies, children and adults (including travel and 
rabies immunizations) 
-Cancer screenings such as; Mammograms, pap smears, prostatic 
specific antigen (PSA) screening, routine colonoscopy and 
sigmoidoscopy 
-Routine physical exams for babies, children and adults (including one 
annual gynecological exam ) 
-Lead screening 
-Outpatient/office contraceptive services 
-Nutrition counseling 
-Routine vision exams  
-Routine hearing exams  

You Pay $0 Standard Deductible and 
Coinsurance, plus any balances 

Medical/Surgical Care in a Physician’s Office or Walk-In Center or furnished by an Independent Ambulatory Surgical Center, 
Independent Infusion Therapy Provider, Independent Laboratory Provider, or Independent Radiology Provider 
Medical exams, consultations, anesthesia, medical treatments, and 
Preferred Provider services at a Network Walk-In Center  

 Standard Deductible Standard Deductible and 
Coinsurance plus any balances 

Injections (including allergy injections) 
Office surgery 
Laboratory tests (including allergy testing)  
X-ray tests (including ultrasound) 
MRA,MRI, PET, SPECT, CT Scan, CTA, chemotherapy, medical 
supplies and drugs  
Maternity care (prenatal and postpartum visits) 
Please see Your Subscriber Certificate for information about total 
maternity care. 

Your share of the cost for delivery of a baby is indicated above 
under “Inpatient Services” or below under “Outpatient Facility 
Care.”    

* Benefits are limited to the Maximum Allowable Benefit (MAB).  Under Out-of-Network Benefits, You may be responsible for paying the difference between the MAB and 
charge.  Please see Section 2 of Your Subscriber Certificate for details.  Self-referred care may require preauthorization/precertification from Anthem.  Please refer to Your 
Subscriber Certificate for details. 

† Any combination of Network Benefits and Out-of-Network Benefits counts toward this limit.
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Lumenos $2500  

11241NH 1 (1/14) 

Network Benefits Out-of-Network Benefits* 

YOUR COST 

Outpatient Facility Care in the Outpatient Department of a Hospital, a Short Term General Hospital’s Ambulatory Surgical Center, a 
Hemodialysis Center or Birthing Center  
Medical exams and consultations by a physician 

Standard Deductible 
Standard Deductible and 

Coinsurance plus any balances 

Services of a surgeon, operating room for surgery and anesthesia 
Physician and professional services for the delivery of a baby or 
management of  therapy  

Hemodialysis, chemotherapy, radiation therapy, infusion therapy, MRA, 
MRI, PET, SPECT, CT Scan, CTA  

Fees for use of a facility, medical supplies, drugs, other ancillaries, 
observation 
Laboratory and x-ray tests (including ultrasounds) 
Emergency Room Visits and Urgent Care Facility Visits 
Use of the emergency room 

Standard Deductible Standard Deductible and 
Coinsurance plus any balances 

Use of a licensed hospital’s urgent care facility 
Physician’s fee, surgery, MRA, MRI, PET, SPECT, CT Scan, CTA, 
medical supplies and drugs 
Laboratory and x-ray tests 
Ambulance Services 
Transport by ambulance must be Medically Necessary 

Standard Deductible 

III. Outpatient Physical Rehabilitation Services
Physical Therapy and Occupational Therapy and Speech Therapy  
Up to a combined maximum of 60 visits per Member, per year† 

Standard Deductible Standard Deductible and 
Coinsurance plus any balances 

Cardiac Rehabilitation Visits 

Chiropractic Care  
 Office visit
 Laboratory and x-ray tests furnished by a chiropractor

Early Intervention Services  

IV. Home Care
Physician services 
Medical exams, injections, medical treatments, surgery and anesthesia 

Standard Deductible Standard Deductible and 
Coinsurance plus any balances 

Home Health Agency services – Up to 100 visits per Member, per 
year† 
Hospice 
Infusion Therapy 

Durable Medical Equipment, Medical Supplies and Prosthetics 

* Benefits are limited to the Maximum Allowable Benefit (MAB).  Under Out-of-Network Benefits, You may be responsible for paying the difference between the MAB and 
charge.  Please see Section 2 of Your Subscriber Certificate for details.  Self-referred care may require preauthorization/precertification from Anthem.  Please refer to Your 
Subscriber Certificate for details. 

† Any combination of Network Benefits and Out-of-Network Benefits counts toward this limit. 
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Lumenos $2500  

11241NH 1 (1/14) 

Network Benefits Out-of-Network Benefits* 

YOUR COST 

V. Behavioral Health Care (Mental Health and Substance Abuse Care) 
Network Benefits are available when You obtain Covered Services from a Preferred Provider, as approved in advance.  
Out-of-Network Benefits are available when You obtain Covered Services from any Eligible Mental Health or Substance Abuse Provider, as 
approved in advance.  

Outpatient/Office Visits 

Mental Health Visits: Unlimited Medically Necessary visits  

Substance Abuse Visits: Unlimited Medically Necessary visits 
(including detoxification and substance abuse rehabilitation 
services) 

Standard Deductible Standard Deductible and 
Coinsurance plus any balances 

Partial Hospitalization and Intensive Outpatient Treatment Programs 

Mental Disorders: Unlimited Medically Necessary care 

Substance Abuse Conditions: Medically Necessary care for 
rehabilitation and detoxification     

Standard Deductible Standard Deductible and 
Coinsurance plus any balances 

Inpatient Care 

Mental Disorders:  
Unlimited Medically Necessary Inpatient days 

Substance Abuse Conditions: 
 Medical detoxification days  - Unlimited Medically Necessary

Inpatient days  
 Substance abuse rehabilitation – Unlimited Medically

Necessary Inpatient days 

Standard Deductible Standard Deductible and 
Coinsurance plus any balances 

Scheduled Ambulance Transport  
Limited to Medically Necessary transport from one facility to 
another   

Standard Deductible 

VI. Prescription Eyewear
not applicable 

VII. Prescription Drugs
Subject to any Standard Deductible and/or Standard Coinsurance shown on Page 1 of this Cost Sharing Schedule.  Benefits and limitations are 

stated in Your Pharmacy Rider. 
* Benefits are limited to the Maximum Allowable Benefit (MAB).  Under Out-of-Network Benefits, You may be responsible for paying the difference between the MAB and 
charge.  Please see Section 2 of Your Subscriber Certificate for details.  Self-referred care may require preauthorization/precertification from Anthem.  Please refer to Your 
Subscriber Certificate for details. 
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Welcome To The Family! 
LGC HealthTrust and Anthem welcome You and thank You for allowing us the privilege to serve Your health care plan 
needs. 

If there are ever any concerns, questions or suggestions that You may have, there are several options for communicating 
with us.  You may contact us by telephone as follows: 

• LGC HealthTrust Representatives may be reached during business hours at 1-800-527-5001

• Anthem Customer Service Center Representatives may be reached during business hours at 1-888-224-4896

You may write to us at the following addresses: 

LGC HealthTrust  Anthem Blue Cross and Blue Shield 
P.O. Box 617  P.O. Box 660 
Concord, NH  03302-0617 North Haven, CT  06473-0660 

You may visit us at the following addresses: 

LGC HealthTrust Anthem Blue Cross and Blue Shield 
25 Triangle Park Drive 3000 Goffs Falls Road 
Concord, NH  Manchester, NH 

You may also contact us through our websites.  Our websites contain valuable information and can provide answers to many 
frequently asked questions.  To contact us through our websites, please enter: 

LGC HealthTrust Anthem Blue Cross and Blue Shield 
www.nhlgc.org www.anthem.com 

We look forward to a long-lasting and positive relationship. 

Maura Carroll Lisa M. Guertin 
Executive Director President and General Manager 
Local Government Center HealthTrust, LLC Anthem Blue Cross and Blue Shield, New Hampshire 
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Introduction 
Please see Section 14 for definitions of specifically capitalized words 

This Lumenos Preferred Blue Subscriber Certificate describes the terms and conditions of Benefits coverage under LGC 
HealthTrust’s Lumenos Preferred Blue managed health care plan (the “Plan”).  The Plan is a high deductible health care 
plan that is compatible for use with a separate tax-qualified Health Savings Account.  Your Group is making the Plan 
available to You and other eligible Employees as an important employee benefit. This Certificate describes the Benefits 
available under the Plan as well as Your rights and responsibilities, including procedures You must follow.  Benefits are 
provided and funded by Local Government Center HealthTrust, LLC (“LGC HealthTrust”), while Anthem Health Plans of 
New Hampshire, Inc., operating as Anthem Blue Cross and Blue Shield (“Anthem”), provides certain administrative 
services, including claims processing and utilization management. 

LGC HealthTrust has sole and exclusive discretion in interpreting coverage and Benefits available under the Plan including 
the terms, conditions, limitations and exclusions set forth in this Certificate, and in making factual determinations related to 
Benefits.  LGC HealthTrust may, from time to time, delegate discretionary authority to other persons or entities providing 
services in regard to the Plan (for example, Anthem).  Examples of such delegation of discretionary authority appear in this 
Certificate where LGC HealthTrust provides Anthem the right to make the final determination of Benefits for Covered 
Services.  Any change or amendment to the Plan or this Certificate must be made in writing and must be duly adopted by 
LGC HealthTrust.  No person or entity has any authority to make any oral changes or oral amendments to the Plan or this 
Certificate.  LGC HealthTrust further reserves the right to terminate the Plan by giving advance notice of at least 30 days to 
You and Your Group. 

LGC HealthTrust may, in its sole discretion, arrange for various persons or entities (for example, Anthem) to provide 
administrative services in regard to the Plan, including claims processing and utilization management services.  The identity 
of the service provider and the nature of the service provider may be changed from time to time, at the sole discretion of 
LGC HealthTrust, and without prior notice to or approval by Groups or Members. 
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Section 1: Overview – How Your Plan Works – General Information 
Please see Section 14 for definitions of specially capitalized words.  

I. About This Certificate 

This is Your Lumenos Preferred Blue Subscriber Certificate.  It describes the relationship among You, Your health care 
provider, Your Group and the Plan.  You and Your eligible Dependents are entitled to the Benefits described in this 
Certificate provided that all conditions for membership described in Section 13 have been met. Certain rights and 
responsibilities are also described in this Certificate. 

Your Cost Sharing Schedule (enclosed with this Certificate) is an Important Part of this Certificate.  It lists Your cost 
sharing amounts (Copayments, Deductibles and Coinsurance).  Certain Benefit limitations are also shown on Your Cost 
Sharing Schedule.  LGC HealthTrust may issue riders or endorsements that amend this Subscriber Certificate by describing 
additional Covered Services or limitations.  Please read Your Certificate carefully, because it explains the terms of Your 
coverage.  

II. Your Benefit Options

There are two levels of Benefits under this managed health care Plan: 

• Network Benefits.  You have lesser out-of-pocket expense under Network Benefits.  With few exceptions
(explained in Section 3), You must receive Covered Services from a Preferred Provider to be eligible for Network
Benefits.

• Out-of-Network Benefits.  You may receive Covered Services from an Out-of-Network Provider.  Significant
Benefits are available under this option, but Your out-of-pocket costs are greater.

Please see Sections 3 and 4 for more information about Network Benefits and Out-of-Network Benefits. 

III. Precertification

Lumenos Preferred Blue is a managed health care Plan.  This means that Anthem (or a designated administrator) works with 
You and Your health care providers to assure that You receive the Covered Services You need in the most appropriate 
health care setting.  In most cases, Anthem works with You and Your provider to discuss proposed services before You 
receive the care.  To begin the process, You must request approval from Anthem before You receive certain Covered 
Services.  This written approval is called “Precertification.”  Precertification is not a guarantee of Benefits.  Benefits are 
subject to all of the terms and conditions of this Certificate, including but not limited to, Copayments, Deductibles, 
Coinsurance, limitations and exclusions.  

When You contact Anthem for Precertification, Anthem will obtain information from You and from Your physician in order 
to review the Medical Necessity of the service.  If Anthem determines that Your care is Medically Necessary, Anthem will 
notify You, Your physician and the hospital or facility that the service is approved.  If Anthem determines that the care is 
not Medically Necessary, Anthem will notify You and Your physician.   

Whether You choose Network Benefits or Out-of-Network Benefits, please call Anthem at the telephone number on 
Your identification card to obtain Precertification for the following services.  Benefits may be reduced if You do not 
obtain Precertification from Anthem as required:   
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• Inpatient Admissions.  You must contact Anthem for Precertification of Inpatient Admissions.  If You do not
obtain Precertification from Anthem as required, a Precertification Penalty may be applied to the cost of
Medically Necessary Covered Services.  The Penalty (if any) is shown on page 1 of Your Cost Sharing
Schedule.  You are responsible for paying any Penalty.  If You do not obtain Precertification as required and
Anthem later determines that Your care was not Medically Necessary, then no Benefits will be available and
You will be responsible for the full cost of Your care.

• Non-emergency Inpatient Admissions.  You must obtain Precertification from Anthem at least seven days
before the day You are admitted to a hospital, Skilled Nursing Facility or Physical Rehabilitation Facility for
non-emergency care.  This Precertification requirement also applies if Your medical physician admits You to a
Short-term General Hospital for medical detoxification.  A non-emergency admission is any  Inpatient
admission that is not for Emergency Care, as defined in Section 6.  Non-emergency admissions include but are
not limited to elective, scheduled or planned Inpatient admissions.

• Notice of Maternity Admissions.  At the end of Your pregnancy,  You, or someone acting for You, must call
Anthem at 1-800-531-4450 within 48 hours after You are admitted to the hospital (or on the next business day,
whichever is later).  This rule applies to admissions for vaginal deliveries and for unscheduled caesarian
section deliveries.

Note:  For caesarian section deliveries scheduled in advance, follow the Precertification rules stated in 1
(above) for “Non-emergency Inpatient Admissions.”  You must contact Anthem at 1-800-531-4450 to obtain
Precertification at least seven days before the date of Your Inpatient admission.

• Emergency Admissions.  Please see Section 6 for complete information about Precertification for emergency
admissions.

• Inpatient Admissions for Behavioral Health Care.  You must obtain preauthorization from Anthem before
any Inpatient admission for Behavioral Health Care.  Please see Section 7, V, “Behavioral Health Care for
complete information.

• “Schedule A” Services.  LGC HealthTrust reserves the right to publish a listing of Outpatient services that
require Precertification before You receive them.  Any Outpatient service that requires Precertification will be
listed on a Schedule A endorsement to Your Certificate.  When applicable, the Schedule A endorsement will
be enclosed with Your Subscriber Certificate.  You must call Anthem for Precertification at least seven days
before receiving any service listed on Schedule A.  The services listed on the Schedule A may be changed
from time to time.  You will receive advance notice of any additions to Schedule A.

Please see Section 7, V for more information about any Outpatient Behavioral Health Care service for which
You must obtain preauthorization from Anthem before You receive the care.

IV. The Network

The network consists of Preferred Providers.  Preferred Providers are independent contractors who furnish Covered 
Services to Members.  Anthem does not, nor does it intend to, engage in the performance or delivery of medical or hospital 
services or other types of health care.  Preferred Providers are: 
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• In the Service Area:  Physicians, including primary care providers (internists, family practitioners, general
practitioners, Advanced Practice Registered Nurse (APRN), and pediatricians) and specialists,  hospitals and
other health care providers and facilities in the Service Area that have a network payment agreement directly
with Anthem to provide Covered Services to Members.  Preferred Providers located in the Service Area are
listed in the Provider Directory.  Since the printed directory is updated periodically, Your directory book may
not always be current at the time You need to arrange for Covered Services.  To locate the most up-to-date
information about Preferred Providers in the Service Area, please go to Anthem’s website, www.anthem.com.
Or, You may contact Anthem’s Customer Service Center for assistance.  The toll-free telephone number is on
Your identification card.

• Outside the Service Area:  Physicians including primary care providers (internists, family practitioners,
general practitioners, Advanced Practice Registered Nurse (APRN), and pediatricians), hospitals and other
health care providers and facilities outside the Service Area that have a Preferred payment agreement with the
local Blue Cross and Blue Shield plan (the Local Plan).  To locate Preferred Providers  outside the Service
Area, please call the BlueCard Access Call Center at 1-800-810-BLUE (2583).

Payment agreements may include financial incentives or risk sharing relationships related to provision of services or 
referrals to other Preferred Providers, Out-of-Network Providers and disease management programs.  Financial incentives 
for cost-effective care are consistent with generally recognized professional standards.  If You have questions regarding 
such incentives or risk sharing relationships, please contact Your provider or Anthem.   

Anthem may subcontract particular services to organizations or entities that have specialized expertise in certain areas.  
Subcontractors may include but are not limited to prescription drugs and Behavioral Health Care.  Such subcontracted 
organizations or entities may make Benefit determinations and/or perform administrative, claims paying, network 
management or customer service duties on Anthem’s behalf. 

The selection of a Preferred Provider or any other provider and the decision to receive or decline to receive health care 
services is the sole responsibility of the Member.  Contracting arrangements between Preferred Providers and Anthem (or 
between Preferred Providers and another Blue Cross and Blue Shield plan) should not, in any case, be understood as a 
guarantee or warranty of the professional services of any provider or the availability of a particular provider. 

Physicians, hospitals, facilities and other providers who are not Preferred Providers are Out-of -Network Providers. 

V. Group Coverage 

You are covered under this Certificate as part of a Group.  Eligibility rules are determined by Your Group and LGC 
HealthTrust.  By submitting Your signed Medical Enrollment Application and by authorizing Your Group to make premium 
payments to LGC HealthTrust on Your behalf, You agree to the terms of this Certificate.  Provided that the required 
premium is paid on time, Your coverage becomes effective on a date determined by Your Group and by LGC HealthTrust 
as described in Section 13, II.  

VI. Services Must be Medically Necessary

Each service that You receive must be Medically Necessary, as determined by Your provider, Anthem and the Local Plan. 
Otherwise, no Benefits are available. This requirement applies to each Section of this Certificate. Please see Section 14 for 
the definition of “Medically Necessary.” 
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Anthem has the right to review services after they have been furnished in order to confirm that they were Medically 
Necessary. If the services are received in the Service Area from a Preferred Provider, and are later determined to be not 
Medically Necessary, the Preferred Provider is prohibited from billing You for the portion of services that would have been 
covered if they had been Medically Necessary unless You have otherwise agreed in writing before You receive the services. 
For services received outside the Service Area, You may be responsible for the full cost of services that are not Medically 
Necessary, even if the provider is a Preferred Provider or a BlueCard Provider.  You are responsible for the full cost of 
services provided by an Out-of-Network Provider that Anthem determines to be not Medically Necessary.  

VII. No Preexisting Condition Exclusion

LGC HealthTrust does not apply or enforce any preexisting condition exclusions with respect to Your coverage under the 
Plan. 

VIII. Contact Information for LGC HealthTrust and Anthem

If You have any questions about Your health plan coverage or Benefits available under this Certificate, please call or write 
to LGC HealthTrust or Anthem at the locations listed in this article.  All correspondence with LGC HealthTrust or Anthem 
should include Your Group name and number, Your identification number and Your telephone number.   

Name, business address and telephone number of LGC HealthTrust: 

LGC HealthTrust  
P.O. Box 617 
Concord, NH  03302-0617 
Telephone Number: 603-226-2861 

1-800-527-5001 

Name, business address and telephone number of Anthem: 

Anthem Blue Cross and Blue Shield  
P.O. Box 660 
North Haven, CT  06473-0660 
Telephone Number: 1-888-224-4896 
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Section 2: Cost Sharing Terms 
Please see Section 14 for definitions of other specially capitalized words. 

Under this managed health care Plan, You share the cost of certain Covered Services.  Please see Your Cost Sharing 
Schedule for specific cost sharing amounts.  

If a Copayment, Coinsurance and/or Deductible amount is collected from a Member at the time of service and the amount 
exceeds the Member’s Copayment, Coinsurance and/or Deductible liability as determined by Anthem, Preferred Providers 
who have a written payment agreement directly with Anthem are required to promptly refund to the Member the amount 
overpaid and will not apply the overpayment to outstanding balances due on unprocessed claims. 

Depending upon the cost sharing plan chosen by Your Group, You will find some or all of the following terms on 
Your Cost Sharing Schedule:  

I. Copayments 

Copayments are fixed dollar amounts that You pay each time You receive certain Covered Services.  Your Plan may or may 
not include Copayments.  The following is not a complete list of Copayment requirements that may apply.  Other 
Copayment requirements may be explained on Your Cost Sharing Schedule or in riders or endorsements that amend this 
Certificate. 

A Visit Copayment applies to Outpatient visits for medical/surgical care and Behavioral Health Care.  Copayment amounts 
may vary according to the type of provider You visit.  For example, the Copayment for a visit to Your primary care provider 
may be less than the Copayment for a visit to a specialist. 

The Emergency Room Copayment applies each time You use the emergency room at a hospital.  This Copayment is 
waived if You are admitted to the hospital for Inpatient care directly from the emergency room. 

Please note:  In addition to the Emergency Room Copayment, a Deductible and/or Coinsurance may apply.  For example, 
Your cost sharing plan may include a Deductible and Coinsurance for the physician and ancillary services furnished during 
Your visit.  Please refer to Your Cost Sharing Schedule for more information about Your share of the cost for use of the 
emergency room.  Please see Section 6, “Emergency Care” for more information about emergency room visits.   

Prescription Drug Copayment.  Prescription Drug Copayments apply as shown on Your Cost Sharing Schedule and as 
described in Your Pharmacy Rider. 

II. Deductible

A Deductible is a fixed dollar amount that You pay for each Member’s Covered Services each calendar year before Benefits 
are available for payment under this Plan.  

The Standard Deductible applies to most Covered Services.  Any exceptions are stated on Your Cost Sharing Schedule. 

Deductible met under one option (Network Benefits or Out-of-Network Benefits) applies toward meeting any Deductible 
required under the other option. 
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III. Coinsurance

After any applicable Deductible is met, Your Plan pays a percentage of the cost of certain Covered Services.  You also pay 
a percentage.  The percentage that You pay is called “Coinsurance.”  Coinsurance only applies to Covered Services if 
shown on Your Cost Sharing Schedule. 

Standard Coinsurance applies only if stated on Your Cost Sharing Schedule.  Coinsurance met under Network Benefits 
applies only towards meeting the Network Benefits Coinsurance Maximum. Coinsurance met under Out-of-Network 
Benefits applies only toward meeting the Out-of-Network Coinsurance Maximum.   

Note: Your Plan includes a Pharmacy Rider.  A separate Coinsurance may apply to pharmacy purchases. Any Coinsurance 
amounts are shown on Your Cost Sharing Schedule and do not count toward meeting any other Coinsurance limit. 

IV. Deductible and Coinsurance Maximums and the Out-of-Pocket Limit

Depending on the cost sharing plan chosen by Your Group, the following cost sharing limits may apply.  Please refer 
to Your Cost Sharing Schedule:  

A. If You are covered under a single membership and You meet Your Deductible requirement, no further Deductible is 
required for the remainder of the calendar year.  If You meet Your Coinsurance Maximum, no further Coinsurance is 
required for the remainder of the calendar year. 

B. If You are covered under a family membership and the family Deductible is met during the calendar year, no further 
Deductible is required for the family for the remainder of the calendar year.  One Member or all Members collectively can 
satisfy the family Deductible.   If Your family Coinsurance Maximum is met, no further Coinsurance is required for the 
remainder of the calendar year.  One Member or all Members collectively can satisfy the family Coinsurance Maximum. 

C. For all membership types, the Out-of-Pocket Limit is equal to the Deductibles plus the Coinsurance requirements 
combined.  Deductibles met under either Network or Out-of-Network Benefits are combined toward meeting the Out-of-
Pocket Limit. However, Coinsurance met under Network Benefits counts only toward the Network Benefits Out-of-Pocket 
Limit and Coinsurance met under Out-of-Network Benefits counts only toward the Out-of-Network Out-of-Pocket Limit.  

D. Your Plan includes a Pharmacy Rider.   A separate Deductible and Coinsurance may apply to pharmacy purchases.  
These amounts are shown on Your Cost Sharing Schedule and do not count toward meeting any other Deductible or 
Coinsurance Maximums.  

Deductible amounts are limited to the Maximum Allowable Benefit. Coinsurance is a percentage of the Maximum 
Allowable Benefit. Amounts that exceed the Maximum Allowable Benefit do not count toward Your Deductible or 
Coinsurance requirements or maximums. Copayments and the cost of noncovered services do not count toward any 
Deductible or Coinsurance requirements or maximums. 

V. Other Out-of-Pocket Costs 

In addition to the cost sharing amounts shown on Your Cost Sharing Schedule, You are responsible for paying other costs, 
as follows:  

A. Certain annual limits may apply under this Plan.  Annual limits may apply to certain Covered Services, as stated on 
Your Cost Sharing Schedule and in this Certificate.  For example, coverage for Outpatient physical, occupational and 
speech therapy visits, or coverage for medical equipment may be limited to a calendar year visit or dollar maximum.  You 
are responsible for the cost of services that exceed an annual limit.  
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B. A Lifetime Maximum may apply to Your coverage, as shown on Your Cost Sharing Schedule.  Benefits paid for all 
Covered Services count toward this maximum.  If You had coverage under an Anthem coverage or a LGC HealthTrust 
sponsored health plan administered by Anthem immediately prior to the date You became covered under this Certificate and 
both plans were made available to You through the same Group, Benefits paid under the previous Certificate will be applied 
toward this Lifetime Benefit Maximum unless Your Group arranges for Anthem coverage under a different Anthem product. 

C. Amounts That Exceed the Maximum Allowable Benefit.  Benefits under this Plan are limited to the Maximum 
Allowable Benefit.  “Maximum Allowable Benefit” means the dollar amount available for a specific Covered Service.  This 
is determined as stated in Section 14.  

Amounts that exceed the Maximum Allowable Benefit do not count toward meeting any cost sharing requirements or other 
out-of-pocket costs.   

Preferred Providers and BlueCard Providers agree to accept the Maximum Allowable Benefit as payment in full.  You are 
responsible for paying the difference between the Maximum Allowable Benefit and the provider’s charge if You receive 
Covered Services from an Out-of-Network New Hampshire Provider or a NonBlueCard Provider outside New Hampshire. 

E. Noncovered or Excluded Services.  You are responsible for paying the full cost of any service that is not described as 
a Covered Service in this Certificate. You are responsible for paying the full cost of any service that is excluded from 
coverage in this Certificate.  This applies even if Your physician or other Designated Provider prescribes, orders or 
furnishes the service. 
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Section 3: Network Benefits 

Please see Section 14 for definitions of specially capitalized words. 

I. The Preferred Level of Benefits 

With few exceptions, You must receive Covered Services from a Preferred Provider to be eligible for Network Benefits. 
Exceptions are stated in article III of this Section.  Network Benefits are the highest level of Benefits available under this 
managed health care plan.  

Please remember that You must obtain Precertification before You receive certain Covered Services.  Benefits are not 
available for care which is not Medically Necessary.  You are responsible for the cost of any service which is not Medically 
Necessary as determined by Anthem.  Please see Section 1 for more information about Precertification.  

Under Network Benefits, You enjoy the following advantages: 

• You have lesser out-of-pocket expense, as shown on Your Cost Sharing Schedule.

• You do not have to pay the difference between the Maximum Allowable Benefit and the Preferred Provider’s
charge.  Throughout the United States of America, Preferred Providers agree to accept the Maximum Allowable
Benefit as payment in full.

• You do not have to file claim forms or manage the payment of Benefits to Your provider.  Preferred Providers will
submit claim forms for You.  Anthem pays Benefits directly to Preferred Providers.

Preferred Providers located in the Service Area are listed in the Provider Directory.  The printed directory is updated 
periodically and may not always be current at the time You need to arrange for Covered Services.  To locate the most up-to-
date information about Preferred Providers in the Service Area, please go to Anthem’s website, www.anthem.com.  Or, You 
may contact Anthem’s Customer Service Center for assistance.  The toll-free telephone number is on Your identification 
card.  

To locate Preferred Providers outside the Service Area, please call the BlueCard Access Call Center at 1-800-810-BLUE 
(2583).   

II. Referrals to Specialist

At times, Your Preferred Provider will find it necessary to refer You to another physician or hospital for specialized care.  
In most cases, You will be referred to another Preferred Provider.  To help ensure that Network Benefits are available for 
Covered Services, it is Your responsibility (not the provider’s) to: 

• Be sure that the specialist or hospital is a Preferred Provider

• Obtain Precertification from Anthem before You receive certain Covered Services, as explained in Section 1.

III. Exceptions Outside the Service Area

In the following circumstances outside the Service Area,  Network Copayments, Deductible and Coinsurance will apply 
even if Your care is furnished by an Out-of-Network Provider:  
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• You receive care from a BlueCard Provider and there is no Preferred Provider Network available in Your location,
as determined by the Local Plan, or

• You receive care from a BlueCard specialist (such as a cardiologist or physical  therapist) in a location where the
Preferred Provider Network is available, but  the network does not include Preferred Providers of the same or
similar specialty, as determined by the Local Plan.

Note:  Covered emergency ambulance Services are eligible for Network Benefits, regardless of the location of the service.  
Out-of-Network Benefits are not applicable.  

Except as stated above, only Out-of-Network Copayments, Deductible, Coinsurance and Plan rules apply when 
services are furnished by an Out-of-Network Provider.  Please see Section 4 for complete information.      
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Section 4: Out-of-Network Benefits 
Please see Section 14 for definitions of specially capitalized words.  

I. Out-of-Network Benefits 

You have the freedom to seek Medically Necessary Covered Services from an Out-of-Network Provider.  Significant 
Benefits are available under this option, but Your share of the cost is higher, as shown on Your Cost Sharing Schedule. 

Please remember that You must obtain Precertification before You receive certain services.  Benefits may be reduced 
if You do not obtain Precertification for Medically Necessary Inpatient care as required.  Benefits may be denied if non-
approved services are not Medically Necessary.  Anthem determine Medical Necessity according to the definition found in 
Section 14.  Please see Section 1, III for more information about Precertification. 

II. Benefits

You pay the Out-of-Network Benefits Copayments and Deductible and Coinsurance amounts for Covered Services.  These 
amounts are higher than Your out-of-pocket costs under Network Benefits.  Please see Your Cost Sharing Schedule for 
details. 

Benefits are limited to the Maximum Allowable Benefit.  Under Out-of-Network Benefits, a provider may bill You for 
amounts that exceed Anthem’s Maximum Allowable Benefit.  Please Section 2 for more information about this cost sharing 
requirement.  

No Benefits are available for services that are not Medically Necessary.  The definition of Medical Necessity is found in 
Section 14.  

III. Out-of-Network Benefits are Not Available for All Covered Services

Out-of-Network Benefits are not available for the following services: 

• Covered organ and tissue transplant services are eligible for Network Benefits only.  Out-of-Network Benefits
are not available.  Please see Section 7, VI for complete details about “Organ and Tissue Transplants.”

• Covered emergency ambulance services are eligible for Network Benefits, regardless of the location of the
service.  Out-of-Network Benefits are not applicable.
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Section 5: About Managed Care 
Please see Section 14 for definitions of specially capitalized words. 

Lumenos Preferred Blue Is a Managed Health Care Plan.  This means that when You receive certain Covered Services, 
Anthem (or another designated administrator) works with You and Your health care providers to determine if You are 
receiving Medically Necessary services.  

A Member’s right to Benefits under the Plan is subject to certain clinical policies and administrative procedures.  Clinical 
policies are used by Anthem to determine Benefits and include such things as Anthem’s Medical Policies and utilization 
review criteria.  You may obtain information about these policies by contacting Anthem.  Administrative procedures include 
such things as Precertification, Concurrent Review and Care Management.  A description of these procedures is provided in 
this Section and elsewhere in this Certificate.  Your failure to follow required administrative procedures will result in a 
reduction or denial of Benefits. 

None of Anthem’s employees or the providers that Anthem contracts with to make medical management decisions, are paid 
or provided incentives to deny or withhold Benefits for services that are Medically Necessary and are otherwise covered.  In 
addition, Anthem requires members of its clinical staff to sign an annual statement.  This statement verifies that they are not 
receiving payments that would either encourage or reward them for denying Benefits for services that are Medically 
Necessary and are otherwise covered. 

I. Your Role 

You play an important role in this managed health care Plan.  As a Member, You should become familiar with and follow 
Plan rules and procedures.  These are described in Sections 1 through 6 of this Certificate.  Knowing and following Plan 
rules and procedures is the best way for You to enjoy all of the advantages of this coverage.  For example, You must contact 
Anthem for Precertification before You receive certain services, as explained in Section 1.  Otherwise, Your Benefits may 
be reduced.  

Your suggestions about improving the plan are important to Anthem.  Please contact Anthem’s Customer Service to let 
Anthem know about Your suggestions.  The toll-free telephone number is on Your identification card.  You can appeal any 
decision made by Anthem about Your coverage.  Please see Section 11 for information about how to inform Anthem about  
Your suggestions or to use the appeal procedure.   

II. The Role of Preferred Providers

Preferred Providers will work together to make sure that You have access to the health care services that You need.  Your 
Preferred Physician can best oversee and coordinate Your care if You choose to contact him or her before You receive 
health care services.  You access the higher level of Benefits under this managed health care Plan by seeking care from a 
Preferred Provider.  

Most often, Your Preferred Physician will provide Your routine or urgent care directly.  If Your physician determines that 
You require specialized care that falls outside his or her clinical expertise or services offered, Your physician will refer You 
to another provider.  With few exceptions, You will be referred to a Preferred Provider.   
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III. Anthem’s Role

As the administrator of Benefits under this Plan, Anthem’s Medical Director and Medical Services Division play an 
important role in the management of Your Benefits.  Some examples are: 

A. Precertification.  You must obtain Precertification from Anthem’s Medical Services Division before You receive 
Inpatient care and before You receive certain Outpatient care.  Emergency admissions must be reported to Anthem within 
48 hours so that Anthem can conduct a Precertification review.  If You have any questions regarding managed care 
guidelines, or to determine which services require Precertification, please call the number on the back of Your identification 
card.  “Precertification” refers to the process used by Anthem to review Your health care services to determine if the service 
is Medically Necessary.  Precertification does not guarantee coverage for or the payment of the service or procedure 
reviewed. 

Whenever Anthem reviews a Precertification request, Anthem’s Medical Director may discuss the services with Your 
provider and may ask for medical information about You and the proposed services.  Anthem’s Medical Director may 
determine that Benefits are available only if You receive services from a Preferred Provider, a Contracting Provider or from 
a Designated Provider that is, in the opinion of Anthem’s Medical Director, most appropriate for Your care.  The decision 
to receive or decline to receive health care services is Your sole responsibility, regardless of the coverage decision made.  

B. Prior Approval.  At Your provider’s request, Anthem will review proposed services to determine if the service is a 
Covered Service.  For example, if Your provider proposes a surgery that may be considered cosmetic or dental (and 
therefore not covered), he or she must submit clinical information for review before You receive the service.  

C. Determinations about Medical Necessity.  Anthem is given the right to make determinations about whether or not a 
service is Medically Necessary.  Please see Section 14 for a definition of “Medically Necessary.” 

Please note: Anthem’s Medical Policy reflects the standards of practice and medical interventions identified as reflecting 
appropriate medical practice.  The purpose of Medical Policy is to assist in Anthem’s determination of Medical Necessity. 
However, the Benefits, exclusions and limitations under this Plan take precedence over Medical Policy.  Medical 
technology is constantly changing and Anthem reserves the right to review and update Medical Policy periodically. 

D. Determinations about Experimental or Investigational Services.  Anthem is given the right to make determinations 
about whether or not a service is Experimental or Investigational.  Please see Section 8, II for more information about 
“Experimental/Investigational Services.” 

E. Review of New Technologies.  Anthem is given the right to make determinations about coverage for new technologies. 
 Anthem evaluates new medical technologies to define medical efficacy and to determine appropriate coverage.  Anthem’s 
evaluations are focused on the following factors: 

• The technology must have final approval from the appropriate governmental regulatory bodies.

• The scientific evidence must permit conclusions concerning the effect of the technology on health outcomes.

• The technology must improve net health outcomes.

• The technology must be as beneficial as any established alternatives.

• The improvement must be attainable outside the Investigational setting.

79



F. Case Management.  Anthem maintains case management programs that tailor services to the individual needs of 
Members and seek to improve the health of Members.  Case management is Anthem’s process of evaluating and arranging 
for Medically Necessary treatment for Members identified as being eligible for individual case management.  Participation 
in case management programs is voluntary.   

Anthem’s case managers are registered nurses and other qualified health professionals who work collaboratively with the 
Member, the Member’s family and providers to coordinate the Member’s healthcare Benefits.  In certain extraordinary 
circumstances involving intensive case management, Anthem is given the right to provide Benefits for care that is Medically 
Necessary but not listed as a Covered Service in this Certificate.  Anthem also is given the right to extend Benefits for 
Covered Services beyond the Benefit maximums stated in this Certificate.  Decisions regarding case management are made 
on a case-by-case basis.  By providing services through case management, the Plan makes exception only for a specific case 
and is not committed to providing similar coverage and Benefits again for You, nor for other Members.  All other terms and 
conditions of this Certificate shall be strictly administered. 

Anthem is given the right to alter or discontinue case management when it is no longer Medically Necessary.  The Member 
or the Member’s representative shall be notified in writing of alterations or a discontinuation of case management.  
Members who disagree with Anthem’s determination may utilize the appeal procedure described in Section 11.   

IV. Important Notes About this Section

Benefits are not guaranteed by Your provider’s referral, Anthem’s Precertification or Prior Approval.  Benefits are subject 
to all of the terms and conditions of the Certificate in effect on the date You receive services.  

Anthem’s decisions about Precertification, Prior Approval requests, Medical Necessity, Experimental/Investigational 
services and new technologies are not arbitrary.  Anthem’s Medical Director or Medical Services Division takes into 
consideration the recommendations of the Member’s provider and clinical information when making a decision about a 
Member’s Benefit eligibility.  When appropriate to review a proposed service, Anthem’s Medical Director or Medical 
Services Division considers published peer-review medical literature about the service, including the opinion of experts in 
the relevant specialty.  At times, Anthem may consult with experts in the specialty.  Anthem may also review determinations 
or recommendations of nationally recognized public and private organizations which review the medical effectiveness of 
health care services and technology. 
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Section 6: Urgent and Emergency Care 
Please see Section 14 for definitions of specially capitalized words.  

This Section is a guide to help You determine when You will be eligible for Network Benefits for Urgent and Emergency 
Care without contacting a Preferred Provider or Anthem in advance.  

I. Urgent Care 

Whenever possible, contact a Preferred Provider or Anthem (for Behavioral Health Care) for direction when You need 
urgent medical care.  Examples of conditions that may require urgent care are: sprain, sore throat, rash, earache, minor 
wound, moderate fever or abdominal or muscle pain.  

II. Emergency Care

It may not always be possible or safe to delay treatment long enough to consult with Your provider before You seek care. 
In a severe emergency, go to the nearest emergency facility immediately for Emergency Care.  Call 911 for assistance if 
necessary.  

Emergency Care means Covered Services You receive due to the sudden onset of a serious condition.  A serious condition 
is a medical, psychological or substance abuse condition that manifests itself by symptoms of such severity that You need 
immediate medical attention to prevent any of the following:  

• Serious jeopardy to Your health
• Serious impairment to bodily functions
• Serious dysfunction of any bodily organ or part

Examples of conditions or symptoms that may require Emergency Care are: suspected heart attack or stroke; a broken bone; 
uncontrolled bleeding; unconsciousness (including as a result of drug overdose or alcohol poisoning); or if You are at 
serious risk of harming Yourself or another person.  

III. Emergency Room Visits for Emergency Care

Benefits are available for Emergency Care in any licensed hospital emergency room provided that Your condition meets the 
definition of Emergency Care as stated in article II of this Section.  Your share of the cost for use of the emergency room is 
shown on Your Cost Sharing Schedule.  Please be sure to call Your Preferred Provider or Anthem (for Behavioral Health 
Care) for direction before You receive follow-up care after an emergency room visit.   

IV. Inpatient Admissions to a Hospital for Emergency Care

Your share of the cost for Inpatient Services is shown on Your Cost Sharing Schedule. 

Medical/Surgical and Behavioral Health Admissions for Emergency Care.  Benefits are available for an Inpatient 
admission for medical/surgical Emergency Care provided that Your condition meets the definition of Emergency Care as 
stated in article II of this Section.   
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You (or someone acting for You) must notify Anthem for Precertification within 48 hours after You are admitted (or on the 
next business day after You are admitted, whichever is later).  If You are unable to call within 48 hours, Anthem’s Medical 
Director will determine if Your circumstances prevented timely notification.  Anthem determines whether or not Emergency 
Care conditions are met by reviewing Your admission records.  Call Anthem at the number on Your identification card to 
notify Anthem of Your emergency admission. 

If You do not notify Anthem about Your emergency admission as required, only Out-of-Network Benefits may be available 
for Medically Necessary Inpatient care.  A Precertification Penalty may apply if Anthem determines that Your admission 
was a planned admission.   

No Benefits will be available if Your admission was not Medically Necessary.  Under Out-of-Network Benefits, You are 
responsible for the full cost of care that is not Medically Necessary. 

V. Limitations 

In addition to the limitations and exclusions listed in Section 7, VI and in Section 8, the following limitations apply to 
Emergency Care:  

A. “Follow-up” care is any related Covered Service that You receive after Your initial emergency room visit.  To be 
eligible for Network Benefits for medical/surgical conditions, Your follow-up care must be provided by a Preferred 
Provider.  Otherwise, only Out-of-Network Benefits are available. 

For Mental Disorders or Substance Abuse Conditions, the Plan rules stated in Section 7, V apply to follow-up care. 

B. When determining whether or not Your services meet the definition of Emergency Care, Anthem will consider not only 
the outcome of Your emergency room visit or hospital admission, but also the symptoms that caused You to seek the care.  
To make this determination, Anthem reserves the right to review medical records after You have received Your services. 

C. Emergency Care and Urgent Care do not include routine or elective care.  Routine care includes, but is not limited to, 
routine medical examinations, routine gynecological examinations, diagnostic tests related to routine care, medication 
checks, immunizations or other preventive care.  Elective care is care that can be delayed until You can contact Your 
physician or Anthem (for Behavioral Health Care) for direction.  Examples of elective care include, but are not limited to: 
scheduled Inpatient admissions or scheduled Outpatient care.  Emergency Care does not include any service related to or 
resulting from routine or elective care.   

D. No Benefits are available for care related to, resulting from, arising from or provided in connection with noncovered 
services or for complications arising from noncovered services, even if the care meets Anthem’s definitions of Emergency 
Care and/or Medical Necessity. 
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Section 7: Covered Services 
Please see Section 14 for definitions of specially capitalized words. 

This Section describes Covered Services for which LGC HealthTrust provides Benefits under the Plan.  All Covered 
Services must be furnished by a Designated Provider.  Preventive Care services are listed in article II, A of this Section. All 
other Covered Services must be Medically Necessary for the diagnosis and treatment of disease, illness, injury, or for 
maternity care. Otherwise, no Benefits are available.  

Please remember the Plan guidelines explained in Sections 1 through 6.  Some important reminders are: 

• Members are entitled to the Covered Services described in this Section.  All Benefits are subject to the exclusions,
described in Section 8, and elsewhere in this Certificate and any amendments to this Certificate.

• To receive maximum Benefits, You must follow the terms of the Certificate, including, if applicable, receipt of care
from a Preferred Provider, BlueCard Provider or Designated Provider, and obtaining any required Precertification.

• Benefits for Covered Services are based on the Maximum Allowable Benefit for such service.  Deductible amounts are
limited to the Maximum Allowable Benefit.  Coinsurance is a percentage of the Maximum Allowable Benefit.  No
Benefits are available for amounts that exceed the Maximum Allowable Benefit.

• Benefits for Covered Services may be payable subject to an approved treatment plan created under the terms of this
Certificate.

• The Plan’s payment for Covered Services will be limited by any applicable Copayment, Coinsurance, Deductible, or
annual or lifetime payment limit indicated in this Certificate and on Your Cost Sharing Schedule.

• The fact that a provider may prescribe, order, recommend or approve a service, treatment or supply does not make it
Medically Necessary or a Covered Service and does not guarantee payment.

• Anthem’s determinations about Referrals, Precertification, Medical Necessity, Experimental/Investigational Services
and new technology are based on the terms of this Certificate, including, but not limited to the definition of Medical
Necessity.  The definition of Medical Necessity is stated in Section 14.  Anthem’s medical policy assists in Anthem’s
determinations.  Anthem’s medical policy reflects the standards of practice and medical interventions identified as
reflecting appropriate medical practice.  However, the Benefits, exclusions and limitations stated in this Certificate take
precedence over medical policy.  You have the right to appeal Benefit determinations made by Anthem, including
Adverse Determinations regarding Medical Necessity.  Please see Section 11 for complete information.

Please note: 

• This Section often refers to Your Cost Sharing Schedule.  Your cost sharing amounts and important limitations are
shown on the Cost Sharing Schedule.

• The higher level of Benefits (Network Benefits) is available when You receive Covered Services from a Preferred
Provider.  Under Out-of-Network Benefits, Your out-of-pocket costs are greater.  Please see Sections 3 and 4 for more
information about Your Benefit options.

• Please remember that You must call Anthem to obtain Precertification before You receive certain Covered Services.
Benefits will be reduced if You do not follow Precertification rules.  Benefits may be denied if non-approved services
are not Medically Necessary.  Please see Section 1, III, and article V, in this Section for more information.
Precertification rules for Emergency Care are stated in Section 6.
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I. Inpatient Services 

Benefits are available for Medically Necessary facility and professional fees related to Inpatient medical/surgical 
admissions.  This includes maternity admissions.  Coverage includes the following:  

A. Care in a Short Term General Hospital.  Semi-private room and board, nursing care, pharmacy services and 
supplies, laboratory and x-ray tests, operating room charges, delivery room and nursery charges, physical, occupational and 
speech therapy typically provided in a Short Term General Hospital while You are a bed patient are covered.  Custodial 
Care is not covered.  Please see Section 8, II, L for a definition of Custodial Care. 

Statement of Rights Under The Newborns’ and Mothers’ Health Protection Act.  Under federal law, group health 
plans and health insurance issuers offering group health insurance coverage generally may not restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn to less than 48 hours following a vaginal 
delivery, or less than 96 hours following a delivery by cesarean section.  However, the plan or issuer may pay for a shorter 
stay if the attending provider (e.g., Your physician, nurse midwife, or physician assistant), after consulting with the mother, 
discharges the mother or her newborn earlier.  

Also, under federal law, plans and issuers may not set the level of benefits or out-of-pocket costs so that any later portion of 
the 48-hour (or 96-hour) stay is treated in a manner less favorable to the mother or newborn than any earlier portion of the 
stay.  

In addition, a plan or issuer may not, under federal law, require that a physician or other health care provider obtain 
authorization from the Plan or any insurance issuer for prescribing a length of stay up to 48 hours (or 96 hours).   

B. Care in a Skilled Nursing Facility or Physical Rehabilitation Facility.  Semi-private room and board, nursing and 
ancillary services typically provided in a Skilled Nursing or Physical Rehabilitation Facility while You are a bed patient are 
covered.  Benefits may be limited as shown on Your Cost Sharing Schedule.  Custodial Care is not covered.  Please see 
Section 8, II, L for a definition of Custodial Care. 

C. Inpatient Physician and Professional Services.  Physician visits, consultations, surgery, anesthesia, delivery of a 
baby, therapy, laboratory and x-ray tests are covered.  Benefits for Inpatient medical care are limited to daily care furnished 
by the attending physician, unless another physician’s services are Medically Necessary.  For Skilled Nursing or Physical 
Rehabilitation Facility admissions, Benefits may be limited as shown on Your Cost Sharing Schedule.  Custodial Care is not 
covered.  Please see Section 8, II, L for a definition of Custodial Care. 

Please see article V, “Behavioral Health Care” and article VI, “Important Information about Other Covered Services” for 
related information about Inpatient services.  Also, see Section 8 for important limitations and exclusions that may apply to 
Inpatient services.  
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II. Outpatient Services

Benefits are available for Medically Necessary facility and professional fees related to Outpatient medical/surgical care.  
Coverage includes the following:  

A. Preventive Care. In general, the term “Preventive Care” under this Certificate refers to medical care for adults and 
children with no current symptoms or prior history of a medical condition associated with the care.  For Members who have 
current symptoms or have been diagnosed with a medical condition, services associated with the symptoms or diagnoses are 
not Preventive Care. Some exceptions to this definition are listed in this article but otherwise, services for the diagnosis or 
treatment of an illness, injury or medical condition are covered under other applicable sections of this Certificate.  Whether 
or not a service is Preventive Care, Benefits are subject to the cost sharing requirements specified on Your Cost Sharing 
Schedule.   

For the purposes of this article, the following Preventive Care services are covered: 

1. Immunizations and vaccines for babies, children and adults (including rabies immunizations but not including
travel immunizations)

2. Mammograms, pap smears, lead screening, prostatic specific antigen (PSA) screening

3. Routine physical exams for babies, children and adults (including one annual gynecological exam)

4. Routine vision exams to determine the need for vision correction.  The exam must be furnished by an Optometrist
or Ophthalmologist who is a Preferred Provider.  Otherwise, only Out-of-Network Benefits are available.  Benefits
may be limited as shown on Your Cost Sharing Schedule.  Please see article VI, H “Vision Services” for
information about services for eye disease or injury.

5. Routine hearing exams to determine the need for hearing correction.  Benefits may be limited as shown on Your
Cost Sharing Schedule.  Please see article VI, B, “Hearing Services” for information about Benefits available for
diagnosis and treatment of ear disease or injury.

B. Medical/Surgical Care in a Physician’s Office.  In addition to Preventive Care commonly provided in a physician’s 
office (see article A, above), the following services are covered: 

1. Medical exams, consultations, office surgery and anesthesia, injections (including allergy injections), medical
treatments (including allergy treatments), including services furnished at a Walk-In Center.

2. Laboratory and x-ray tests (including allergy testing and ultrasound)

3. CT Scan, MRI, chemotherapy

4. Medical supplies and drugs administered in a physician’s office. Benefits are available for covered prescription
medications, injectable drugs, radioactive materials, dressings and casts for the prevention of disease, illness or
injury or for therapeutic purposes.  No Benefits are available for fertility hormones or fertility drugs under this
Certificate.

Hormones, insulin and prescription drugs purchased at a physician’s office for use outside the office are not
covered under this Certificate.  Durable Medical Equipment, Medical Supplies and Prosthetics, purchased for use
outside a physician’s office, are covered under article IV, E of this Section.

5. Maternity care. Total maternity care includes the provder’s  fees for prenatal visits, delivery, Inpatient medical care
and postpartum visits.  Most often, Your provider bills all of these fees together in one charge for delivery of a
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baby and the Benefit includes all of the services combined. The Benefit is available according to the coverage in 
effect on the date of delivery.  Note: If a provider furnishes only prenatal care or the delivery, or postpartum care, 
Benefits are available according to the coverage in effect on the date You receive the care.  

Benefits are available for routine maternity care furnished by a New Hampshire Certified Midwife (NHCM), 
provided that the NHCM is certified under New Hampshire law and acting within an NHCM’s scope of practice as 
defined in New Hampshire law.  Coverage includes, but is not limited to home deliveries.  Out-of-Network NHCM 
services are covered only if the midwife is certified under New Hampshire law.  

Benefits are available for urgent and emergency care as described in Section 6 and all of the Medically Necessary 
Covered Services described in this Section with respect to pregnancy, tests and surgery related to pregnancy, 
complications of pregnancy, termination of pregnancy or miscarriage.  Ultrasounds in pregnancy are covered only 
when Medically Necessary.  Please see subsection VI, C, “Infertility Services” for important restrictions regarding 
infertility treatment. 

6. Family planning visits, such as medical exams related to family planning and genetic counseling.  Outpatient/office
contraceptive services are covered, provided that the services are related to the use of FDA approved
contraceptives.  Examples of covered contraceptive services are: office visits, consultations, examinations and
services related to the use of federal legend oral contraception or contraceptive patches, IUD insertion, diaphragm
fitting, or contraceptive injections.

Prescription and nonprescription contraceptive drugs and devices (such as oral contraceptives, IUDs, diaphragms,
and contraceptive injections) are not covered under this Certificate.  No Benefits are available for services related
to the use of nonprescription contraceptives.  Examples of noncovered services are: contraceptive creams and
foams, condoms, spermicidal jelly or contraceptive sponges.

Fertility hormones and fertility drugs are not covered under this Certificate.  Benefits for infertility services are
limited as explained in article VI, C, of this Section.

7. Nutrition counseling by a registered dietitian practicing independently or as part of a physician practice or
Outpatient hospital clinic.  Benefits may be limited as shown on Your Cost Sharing Schedule.

Benefits are available for weight management counseling provided during covered nutrition counseling visits or as
part of a covered diabetes management program (see 8 below).  No other non-surgical service, treatment,
procedure or program for weight or appetite control, weight loss, weight management or control of obesity is
covered under this Certificate.  However, Benefits are available for Medically Necessary Covered Services
furnished to treat diseases and ailments caused by or resulting from obesity or morbid obesity.

For information about surgical services to treat diseases and ailments caused by or resulting from obesity or morbid
obesity, please see article VI, G, 4, “Surgery conditions caused by obesity.”

C. Outpatient Facility Care in the Outpatient Department of a Hospital, Ambulatory Surgical Center, 
Hemodialysis Center or Birthing Center.  In addition to Preventive Care commonly provided in an Outpatient facility 
(see article A of this Section), Benefits are available for Medically Necessary facility and professional services in the 
Outpatient department of a Short Term General Hospital, Ambulatory Surgical Center, Hemodialysis Center or Birthing 
Center.  Coverage includes the following:  

1. Medical exams and consultations by a provider

2. Operating room for surgery or delivery of a baby

3. Provider and professional services including surgery, anesthesia, delivery of a baby or management of therapy
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4. Hemodialysis, chemotherapy, radiation therapy, infusion therapy,

5. CT Scan, MRI,

6. Medical supplies, drugs, other ancillaries, facility charges, including but not limited to facility charges for
observation (a period of up to 24 hours during which Your condition is monitored to determine if Inpatient care is
Medically Necessary)

7. Laboratory and x-ray tests, including ultrasounds

Please note:  Ambulatory Surgical Centers and Birthing Centers must have a written payment agreement with Anthem or 
with their local Blue Cross and Blue Shield plan.  Otherwise, the center is not a Designated Provider and no Benefits will be 
available for services provided to You in the facility.  This exclusion applies even if the care is prescribed by a Designated 
Provider and meets Antehem’s definition of Medical Necessity. 

Also, see article III of this Section. 

D. Emergency Room Visits for Emergency Care.  Benefits are shown on Your Cost Sharing Schedule. Please see 
Section 6 for important guidelines about Emergency Care. 

E. Ambulance Services.  Benefits are available for Medically Necessary ambulance transport to a medical facility for 
Emergency Care.  For example, coverage includes ambulance transport to a hospital from the scene of an accident or to a 
hospital from Your home due to symptoms of a heart attack.  

Covered ambulance transport is subject to the Network Benefits Copayments, Deductible and Coinsurance.  However, if 
You receive Out-of-Network Services, You may be responsible for the difference between the Maximum Allowable Benefit 
and the provider’s charge. 

In addition to the limitations and exclusions listed in Section 8, the following limitations apply to Ambulance Services: 

• Non-emergency ambulance transport is not covered.  If transport in a non-emergency vehicle (such as by  car) is
medically appropriate, ambulance transport is not covered.  No Benefits are available for the cost of transport in
vehicles such as chair ambulance, car or taxi, except as stated in article VI, D “Organ and Tissue Transplants”

• No Benefits are provided for transportation to or from medical appointments.

• Benefits are provided for air ambulance transport furnished by an air ambulance service to take You to a hospital
only when it is Medically Necessary for You to be transported by air rather than ground ambulance.  If Anthem
determines that air ambulance transportation was not Medically Necessary, and that ground ambulance would have
been Medically Necessary, the Plan will provide the Maximum Allowable Benefit for a ground ambulance.  In this
case, You pay the difference between the Maximum Allowable Benefit and the air ambulance charge.

F. Diabetes Management Programs.  To be eligible for Benefits, Covered diabetes management  programs must be 
ordered by Your physician and furnished by a certfied, registered or licensed health care expert in diabetes management. 
Covered Services include: 

• Individual counseling visits,
• Group education programs and fees required to enroll in an approved group education program, and
• External insulin pump education is covered for Members whose external insulin pump has been approved by Anthem.

The Diabetes Education Provider must be pump-certified.  Please see subsection IV, E, “Durable Medical Equipment, 
Medical Supplies and Prosthetics” for information about coverage for external insulin pumps.

87



For information about diabetes education programs or Preferred Diabetes Education Providers, visit Anthem’s website at 
www.anthem.com or call Customer Service.  The toll-free phone number is on Your identification card.   

In addition to the Limitations and Exclusions listed in Section 8, the following limitations apply to diabetes management 
services: 

• In the Service Area, Benefits are limited to Covered Services furnished by a Preferred Diabetes Education
Provider.  Outside the Service Area, Covered Services must be furnished by a certified, registered or licensed
health care expert in diabetes management.

• Benefits are available for fees required to enroll in an approved group education program.  No Benefits are
available for costs related to materials, activities or supplies in addition to the enrollment fee.

• Insulin, diabetic medications, blood glucose monitors external insulin pumps and diabetic supplies are not covered
under this subsection.  Please see subsection IV, E, “Durable Medical Equipment, Medical Supplies and
Prosthetics” for information about diabetic supplies.

Benefits are available for weight management counseling provided as part of a covered diabetes management
program or during covered nutrition counseling visits (see B, 7 above).  No other non-surgical service, treatment,
procedure or program for weight or appetite control, weight loss, weight management or control of obesity is
covered under this Certificate.  However, Benefits are available for Medically Necessary Covered Services
furnished to treat diseases and ailments caused by or resulting from obesity or morbid obesity.

For information about surgical services to treat diseases and ailments caused by or resulting from obesity or morbid obesity, 
please see subsection VI, G, 4, “Surgery for conditions caused by obesity.” 

III. Outpatient Physical Rehabilitation Services

Benefits are available for Medically Necessary Outpatient Physical Rehabilitation Services.  Coverage includes the 
following: 

A. Physical Therapy, Occupational Therapy and Speech Therapy in an office or in the Outpatient department of a 
Short Term General Hospital or Skilled Nursing Facility.  Benefits may be limited, as shown on Your Cost Sharing 
Schedule.  Any combination of physical, occupational or speech therapy visits counts toward this limit. 

Physical therapy must be furnished by a licensed physical therapist.  Occupational therapy must be furnished by a licensed 
occupational therapist.  Speech therapy must be furnished by a licensed speech therapist.  Otherwise, no Benefits are 
available.  

Speech therapy services must be Medically Necessary to treat speech and language deficits or swallowing dysfunctions 
during the acute-care stage of an illness or injury.  Otherwise, no Benefits are available.  

Covered Services for speech therapy are limited to: 

1. An evaluation by a licensed speech therapist to determine if speech therapy is Medically Necessary, and

2. Individual speech therapy sessions (including services related to swallowing dysfunctions) by a licensed speech
therapist.

88



Physical, occupational and speech therapy services must be furnished during the acute care stage of an illness or injury. 
Therapy is covered for long-term conditions only when an acute medical condition occurs during the illness, such as 
following surgery.  No Benefits are available for therapy furnished beyond the acute care stage of an illness or injury. 
Therapy services must be restorative, with the expectation of concise, measurable gains and goals as judged by Your 
physician and by Anthem.  Services must provide significant improvement within a reasonable and generally predictable 
period of time.  Services must require the direct intervention, skilled knowledge and attendance of a licensed physical, 
occupational or speech therapist.  Noncovered services include, but are not limited to: on-going or life-long exercise and 
education programs intended to maintain fitness, including voice fitness, or to reinforce lifestyle changes.  Including but not 
limited to lifestyle changes effecting the voice.  Such on-going services are not covered, even if ordered by Your physician 
or supervised by skilled program personnel. In addition to the limitations and exclusions listed in Section 8 of this 
Certificate, no Benefits are available for voice therapy, vocal retraining, preventive therapy or therapy provided in a group 
setting.  No Benefits are available for educational reasons or for Developmental Disabilities, except as stated in D, “Early 
Intervention Services.”  No Benefits are available for sport, recreational or occupational reasons.  

Please see article VI, A “Dental Services” for Benefit information about physical therapy for treatment of TMJ disorders. 

B. Cardiac Rehabilitation.  Benefits are available for Outpatient cardiac rehabilitation programs.  The program must 
meet Anthem’s standards for cardiac rehabilitation. Please call Anthem at 1-800-531-4450 to determine program eligibility. 
Otherwise, no Benefits are available.  

Covered Services are exercise and education under the direct supervision of skilled program personnel in the intensive 
rehabilitation phase of the program.  The program must start within three months after a cardiac condition is diagnosed or a 
cardiac procedure is completed.  The program must be completed within six months of the diagnosis or procedure. 

No Benefits are available for portions of a cardiac rehabilitation program extending beyond the intensive rehabilitation 
phase.  Noncovered services include but are not limited to ongoing or life-long exercise and education maintenance 
programs intended to maintain fitness or to reinforce permanent lifestyle changes.  Such on-going services are not covered, 
even if ordered by Your physician or supervised by skilled program personnel.  

C. Chiropractic Care.  

The following are Covered Services when furnished by a licensed chiropractor: 

• Office visits for assessment, evaluation, spinal adjustment, manipulation and physiological therapy before (or in
conjunction with) spinal adjustment.  Benefits may be limited as shown on Your Cost Sharing Schedule, and

• Medically Necessary diagnostic laboratory and x-ray tests

In addition to the limitations and exclusions stated in Section 8, the following limitations apply specifically to 
chiropractic care:  

• Wellness care is not covered.

• The services must be Medically Necessary for the treatment of an illness or injury that is diagnosed or suspected by
a licensed chiropractor or another provider, and

• Chiropractic care must be provided in accordance with New Hampshire law.

You may choose to receive noncovered services. However, You are responsible for the full cost of any chiropractic 
care that is not covered, as stated above. 
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D. Early Intervention Services.  Early intervention services are covered for eligible Members from birth to the Member’s 
third birthday.  Eligible Members are those with significant functional physical or mental deficits due to a Developmental 
Disability or delay.  Covered Services include Medically Necessary physical, speech/language and occupational therapy, 
nursing care, and psychological counseling provided by Eligible Behavioral Health Providers such as Clinical Social 
Workers.  Physical, speech and occupational therapy visits do not count toward any annual limits that may apply to A of this 
article.  However, Benefits may be limited, as shown on Your Cost Sharing Schedule. 

IV. Home Care

Benefits are available for Medically Necessary Home Care.  Covered Services are limited to the following: 

A. Physician Services.  Benefits are available for physician visits to Your home or place of residence to furnish 
medical/surgical care that is the same as or similar to services ordinarily provided in an office setting.  

B. Home Health Agency Services.  Benefits are available for Medically Necessary services furnished by a Preferred or 
BlueCard Home Health Agency in Your home or other place of residence.  Benefits are available only when, due to the 
severity of a medical condition, it is not reasonably possible for You to travel from Your home to another treatment site.  

Covered Services are limited to the following: 

• Part-time or intermittent skilled nursing care by (or under the supervision of) a Registered Nurse

• Part-time or intermittent home health aide services that consist primarily of caring for You under the supervision of
a Registered Nurse

• Prenatal and postpartum homemaker visits.  Homemaker visits must be Medically Necessary otherwise no Benefits
are available.  .  For example, if You are confined to bed rest, or Your activities of daily living are otherwise
restricted by order of Your physician, prenatal and/or postpartum homemaker visits may be considered Medically
Necessary.  When determining the Medical Necessity of such services, Anthem’s case manager will consult with
Your physician.

• Physical, occupational, or speech therapy.  Therapy provided by a Home Health Agency does not count toward any
annual limits that may apply to article III, A (above).

• Nonprescription medical supplies and drugs.  Nonprescription medical supplies and drugs may include surgical
dressings and saline solutions.  Prescription drugs, certain intravenous solutions and insulin are not included.

C. Hospice.  Hospice care is home management of a terminal illness.  Benefits are available for Covered Services, 
provided that the following conditions are met: 

• Care must be approved in advance by the patient’s physician and by Anthem’s Precertification,

• Care must be furnished by a Preferred or BlueCard Hospice Provider. No Benefits are available for the services of
an Out-of-Network New Hampshire Provider or a non BlueCard Provider outside New Hampshire,

• The patient must have a terminal illness with a life expectancy of six months or less, as certified by a physician,

• The patient or his/her legal guardian must make an informed decision to focus treatment on comfort measures when
treatment to cure the condition is no longer possible or desired,
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• The patient or his/her legal guardian, the patient’s physician and medical team must support hospice care because it
is in the patient’s best interest, and

• A primary care giver must be available on an around-the-clock basis.  A primary care giver is a family member,
friend or hired help who accepts 24-hour responsibility for the patient’s care.  The primary care giver does not need
to live in the patient’s home.

The hospice provider and Anthem will establish an individual hospice plan that meets Your individual needs. Each 
portion of a hospice plan must be Medically Necessary and specifically Precertified by Anthem.  Otherwise, no 
Benefits are available.  Covered Services that may be part of the individual hospice plan are:  

• Skilled nursing visits

• Home health aide and homemaker services

• Physical therapy for comfort measures.  These therapy services do not count toward any annual limits that may
apply to article III, A of this Section

• Social service visits

• Durable medical equipment and medical supplies.  These items do not count toward any Maximum Benefit that is
stated on Your Cost Sharing Schedule for Durable Medical Equipment, Medical Supplies and Prosthetics.

• Respite care (in the home) to temporarily relieve the primary care giver from care-giving functions

• Continuous care, which is additional respite care to support the family during the patient’s final days of life

• Bereavement services provided to the family or primary care giver following the death of the hospice patient.

D. Infusion Therapy.  Benefits are available for Medically Necessary home infusion therapy furnished by a licensed 
infusion therapy provider.  Covered Services are:  

• Home nursing services for intravenous antibiotic therapy, chemotherapy or parenteral nutrition therapy

• Antibiotics, chemotherapy agents, medications and solutions used for parenteral nutrients

• Associated supplies and portable, stationary or implantable infusion pumps

E. Durable Medical Equipment, Medical Supplies and Prosthetics.  Benefits are available for durable medical 
equipment (DME), medical supplies and prosthetics.  To be eligible for Network Benefits, Covered Services must be 
ordered in advance by Your physician and furnished by a Preferred Provider.  To be eligible for Out-of-Network Benefits, 
Covered Services must be ordered by Your physician and furnished by a licensed medical equipment supplier.  Under Out-
of-Network Benefits, You are responsible for paying the difference between the Maximum Allowable Benefit and the 
charge, as explained in Section 2. 

1. Durable Medical Equipment (DME).  Benefits are available for covered DME.  In order to be covered, the DME
must meet all of the following criteria, otherwise no Benefits are available.  The DME must be:

• Primarily and customarily used for a medical purpose
• Useful only for the specific illness or injury that Your provider has diagnosed or suspects
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• Non-disposable and specifically designed and intended to withstand repeated use
• Appropriate for use in the home.

Examples of covered DME include, but are not limited to, crutches, apnea monitors, oxygen and oxygen equipment, 
wheelchairs, special hospital type beds and home dialysis equipment.  Enteral pumps and related equipment are 
covered for Members who are not capable of ingesting enteral formula orally.  Oxygen humidifiers are covered if 
prescribed for use in conjunction with other covered oxygen equipment. 

Benefits are available for external insulin infusion pumps for insulin dependent diabetics.  External insulin pumps 
must be approved in advance by Anthem.  To determine eligibility, please ask Your physician to contact Anthem for 
prior approval before You purchase the pump.   

Anthem will require treatment and clinical information in writing from Your physician.  Anthem will review the 
information and determine in writing whether the services are covered under this Certificate, based on the criteria 
stated in this Certificate and in Anthem’s guidelines for external infusion pumps.  You may contact Anthem to 
request a copy of Anthem’s internal guidelines or go to Anthem’s website, www.anthem.com.  Anthem’s review 
determination is not a guarantee of Benefits.  Benefits are subject to all of the terms and conditions of this Certificate 
and Your Cost Sharing Schedule.  Please see article II, A of this Section for information about external insulin pump 
education.  Implantable insulin infusion pumps are not covered.   

Benefits are also available for orthopedic braces for support of a weak portion of the body or to restrict movement in 
a diseased or injured part of the body.   

Hearing Aids. 

Benefits are available for one initial hearing aid per ear and one hearing aid per ear each time a hearing aid 
prescription changes for Members who are 18 years old or Younger.  No Benefits are available for hearing aids for 
Members who are 19 years old or older.  

Effective January 1, 2011 for January Plan Years and July 1, 2011 for July Plan Years, the preceding 
paragraph is removed and replaced by the following paragraph for Hearing Aids coverage:  

Hearing aids are covered as stated in article VI, B “Hearing Services” (below).  Benefits are limited to one hearing 
aid per ear each time a hearing aid prescription changes.  Please see article VI, B “Hearing Services” for more 
information. 

2. Medical Supplies.  Benefits are available for medical supplies.  In order to be covered, medical supplies must be
small, disposable items designed and intended specifically for medical purposes and appropriate for treatment of the
specific illness or injury that Your provider has diagnosed.  Otherwise, no Benefits are available.

Examples of covered medical supplies include: needles and syringes, ostomy bags and skin bond necessary for
colostomy care.  Eyewear (frames and/or lenses or contact lenses) is covered only if the lens of Your eye has been
surgically removed or is congenitally absent.

Please note: if Your Group has purchased a Prescription Eyewear Rider, please see Your rider for information about
eyewear for routine vision correction.

Other covered medical supplies are:

• Diabetic supplies.  Diabetic supplies are covered for Members who have diabetes.  Examples of covered
diabetic supplies include, but are not limited to: diabetic needles and syringes, blood glucose monitors, test strips
and lancets.  Coverage is provided under this article when supplies are purchased from a licensed DME provider.
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Please note:  Coverage and cost sharing is provided as described in Your Pharmacy Rider for diabetic supplies 
purchased at a pharmacy. 

• Enteral formula and modified low protein food products.  Benefits are available for enteral formulas
required for the treatment of impaired absorption of nutrients caused by disorders affecting the absorptive
surface, functional length or motility of the gastrointestinal tract.  Benefits are available for food products
modified to be low protein for persons with inherited diseases of amino acids and organic acids.  For modified
low protein food products, Benefits are limited to a total of $1,800 per Member, per calendar year. To be eligible
for Benefits, Your physician must issue a written order stating that the enteral formula and/or food product is:

• Needed to sustain life;

• Medically Necessary; and

• The least restrictive and most cost-effective means for meeting Your medical needs.

Otherwise, no Benefits are available. 

If You purchase enteral formula or food products modified to be low protein in an Outpatient setting, Benefits 
are subject to the cost sharing amounts shown under part II of Your Cost Sharing Schedule for “medical 
supplies.”   

3. Prosthetics.  Benefits are available for prosthetics that replace an absent body part or the function of a permanently
impaired body part.  Prosthetic limbs are covered prosthetics.  Prosthetic limbs are artificial devices that replace, in
part or in whole, an arm or leg.  Post-mastectomy breast prostheses and scalp hair prosthesis are other examples of
covered prosthetics.

Coverage for external breast prostheses is limited to 2 prostheses per breast, per calendar year.  The Maximum
Allowable Benefit for breast prosthesis includes the cost of fitting for the prosthesis.

Clothing necessary to wear a covered prosthetic device is also covered.  This includes stump socks worn with
prosthetic limbs and post-mastectomy bras worn with breast prosthesis.  Coverage for post-mastectomy bras is
limited to 3 bras per Member, per calendar year.

A scalp hair prosthesis is an artificial substitute for scalp hair that is made specifically for You.  Benefits are
available for scalp hair prostheses for Members who have hair loss as a result of alopecia areata, alopecia totalis, or
alopecia medicamentosa resulting from treatment of any form of cancer or leukemia and/or who have permanent hair
loss as a result of injury.  For Members who have hair loss as a result of alopecia medicamentosa resulting from the
treatment of any form of cancer or leukemia, Benefits are limited to a total of $500 per Member per calendar year.
Scalp hair prostheses are subject to the Deductible and Coinsurance stated on page 1 of Your Cost Sharing Schedule

To be eligible for Benefits for scalp hair prostheses, Your physician must state in writing that the prosthesis is
Medically Necessary.  You must submit Your physician’s statement with Your claim.

Except as described above, no Benefits are available for scalp hair prostheses or wigs.  For example, except as stated
above, no Benefits are available for temporary hair loss.  No Benefits are available for male pattern baldness.

4. Limitations. In addition to the limitations and exclusions listed in Section 8, the following limitations apply
specifically to this article E:
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• Whether an item is purchased or rented, Benefits are limited to the Maximum Allowable Benefit.  Benefits will
not exceed the Maximum Allowable Benefit for the least expensive service that meets Your medical needs.  If
Your service is more costly than is Medically Necessary, You will be responsible for paying the difference
between the Maximum Allowable Benefit for the least expensive service and the charge for the more expensive
service.

• If You rent or purchase equipment and Benefits are paid equal to the Maximum Allowable Benefit, no further
Benefits will be provided for rental or purchase of the equipment.

• Anthem is given the right to determine if equipment should be rented instead of purchased.  For example, if Your
physician prescribes a hospital bed for short-term home use, the bed must be rented instead of purchased if short-
term rental is less expensive than the purchase price.  In such instances, Benefits are limited to what would be
paid for rental, even if You purchase the equipment.  You will be responsible for paying the difference between
the Maximum Allowable Benefit for rental and the charge for purchase.

• Burn garments (or burn anti-pressure garments) are covered only when prescribed by Your physician for
treatment of third degree burns, deep second degree burns or for areas of the skin that have received a skin graft.
Covered burn garments include gloves, face hoods, chin straps, jackets, pants, leotards, hose or entire body suits
which provide pressure to burned areas to help with healing.

• Support stockings are covered for a diagnosis of phlebitis or other circulatory disease.  Gradient pressure aids
(stockings) are covered only when prescribed by Your physician for treatment of lymphedema or venous stasis.
Also, the degree of pressure required for Your condition must be at least 25 mm Hg.  Otherwise, gradient
pressure aids are not covered.  Anti-embolism stockings are not covered.  Inelastic compression devices are not
covered.  The Maximum Allowable Benefit for covered gradient pressure aids includes the Benefit for fitting of
the garment.  No additional Benefits are available for fitting.

• Neither rental nor purchase of manual breast pumps is covered.

• Electric breast pumps are not covered.  Exception:  Rental of an electric breast pump may be covered for up to
two months, provided that pump is Medically Necessary, as stated in Section 14.  Purchase of an electric breast
pump is not covered.

• Benefits are available for custom-fitted helmets or headbands (dynamic orthotic cranioplasty) to change the
shape of an infant’s head only when the service is provided for moderate to severe asymmetry (nonsynostotic
plagiocephaly and brachycephaly) and the condition meets the definition of a reconstructive service found in
article VI, G, “Surgery” below in this Section.  To be eligible for Benefits, an infant Member must be at least
three months old, but no older than 18 months.  Also, the infant must have completed at least two months of
cranial repositioning therapy or physical therapy with no substantial improvement.  Otherwise, no Benefits are
available for cranial helmets or any other device intended to change the shape of a child’s head.

• Benefits are available for broad or narrow band ultraviolet light (UVB) home therapy equipment only if the
therapy is conducted under a physician’s supervision with regularly scheduled exams.  The therapy is covered
only for treatment of the following skin disorders: severe atopic dermatitis and psoriasis, mild to moderate atopic
dermatitis or psoriasis (when standard treatment has failed, as documented by medical records), lichen planus,
mycosis fungoides, pityriasis lichenoides, pruritus of hepatic disease and pruritus of renal failure.  UVB home
therapy is not covered for any other skin disorder.  Ultraviolet light A home therapy (UVA) is not covered.

Please see Section 8, I, C, “Ultraviolet Light Therapy and Laser Therapy for Skin Disorders,” for information
about out-of-home ultraviolet light therapy.
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5. Exclusions. In addition to the other limitations and exclusions stated in Section 8, the following services and supplies
are not covered.  These exclusions apply even if the services or supplies are provided, ordered or prescribed by a
Designated Provider and even if the services or supplies meet the definition of Medical Necessity found in Section 14 of
this Certificate.

No Benefits are available for:

• Arch supports, corrective shoes, foot orthotics (and fittings, castings or any services related to footwear or
orthopedic devices) or any shoe modification

• Special furniture, such as seat lift chairs, elevators (including stairway elevators or lifts), back chairs, special tables
and posture chairs, adjustable chairs, bed boards, bed tables, and bed support devices of any type including
adjustable beds

• Glasses, sports bras, nursing bras and maternity girdles or any other special clothing, except as stated in this article

• Nonprescription supplies, first aid supplies, ace bandages, cervical pillows, alcohol, peroxide, betadine, iodine,
phisohex solution, alcohol wipes, betadine, iodine swabs, or items for personal hygiene

• Bath seats or benches (including transfer seats or benches), whirlpools or any other bath tub, rails or grab bars for
the bath, toilet rails or grab bars, commodes, raised toilet seats, bed pans

• Heat lamps, heating pads, hydrocoliator heating units, hot water bottles, batteries and cryo cuffs (water circulating
delivery systems)

• Biomechanical limbs, computers, physical therapy equipment, physical or sports conditioning equipment, exercise
equipment, or any other item used for leisure, sports, recreational or vocational purposes, any equipment or supplies
intended for educational or vocational rehabilitation, vehicles, scooters or any similar mobility device

• Safety equipment, including, but not limited to, hats, belts, harnesses, safety glasses or restraints

• Costs related to residential or vocational remodeling or indoor climate/air quality control, air conditioners, air
purifiers, humidifiers, dehumidifiers, vaporizers and any other room heating or cooling device or system

• Self-monitoring devices (except blood glucose monitors), TENS units for incontinence, biofeedback devices,
self-teaching aids, books, pamphlets, video tapes, video disks, fees for Internet sites or software, or any other
media instruction or for any other educational or instructional material, technology or equipment

• Dentures, orthodontics, dental prosthesis and appliances

• Convenience services and supplies are not covered under any portion of this Certificate.  Please see Section 8, II,
J for a definition of “Convenience Services.”

Except as specified in this article and in any amendment to this Certificate, no Benefits are available for the cost of 
Durable Medical Equipment, Medical Supplies, or Prosthetic Devices.  

V. Behavioral Health Care 

Behavioral Health Care (Mental Health and Substance Abuse Care).  Benefits are available for Medically Necessary 
Behavioral Health Care.  Behavioral Health Care means Covered Services provided to treat Mental Disorders and 
Substance Abuse Conditions, which are defined in B, below. 
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A. Contact Anthem to Preauthorize Inpatient Behavioral Health Care.  You must contact Anthem for 
preauthorization before You are admitted to a hospital or other Inpatient facility, as noted in B (below).  After You call, 
Anthem will send You an authorization letter.  The approved Covered Services and Eligible Providers will be specified in 
the letter.    

If You fail to contact Anthem for preauthorization as required, and Anthem later determines that Your care did not meet the 
coverage criteria stated in this Certificate, including Anthem’s definition of Medical Necessity stated in Section 14, no 
Benefits will be available and You will be responsible for the full cost of the care.  

Please call Anthem at the toll-free number listed on Your identification card. 

The terms “preauthorize” and “preauthorization” refer to Anthem’s written confirmation that a service is Medically 
Necessary.  Preauthorization is not a guarantee of Benefits.  Benefits are subject to all of the terms and conditions of the 
Certificate in effect on the date You receive Covered Services. 

B. Covered Services.  Benefits are available for the diagnosis, crisis intervention and treatment of Behavioral Health 
Illnesses.  Behavioral Health Illnesses include Mental Disorders and Substance Abuse Conditions.  ‘ 

• Mental Disorder is a nervous or mental condition identified in the most current version of the Diagnostic and
Statistical Manual (DSM), published by the American Psychiatric Association, excluding those disorders
designated by a “V Code” and those disorders designated as criteria sets and axes provided for further study in the
DSM. This term does not include chemical dependency such as alcoholism. A mental disorder is one that manifests
symptoms that are primarily mental or nervous, regardless of any underlying physical or biological cause(s) or
disorder(s).

• Substance Abuse Condition is a condition, including alcoholism or other chemical dependency, brought about
when an individual uses alcohol and/or other drugs in such a manner that his or her health is impaired and/or ability
to control actions is lost. Nicotine addiction is not a Substance Abuse Condition under the terms of this Certificate.

In determining whether or not a particular condition is a Mental Disorder or Substance Abuse Condition, Anthem will 
refer to the most current edition of the Diagnostic and Statistical Manual (DSM), published by the American Psychiatric 
Association and may also refer to the International Classification of Diseases (ICD) Manual. 

Network Benefits are available when You receive Covered Services from a Preferred Provider.  A Preferred Provider 
is an Eligible Mental Health or Substance Abuse Provider who has a Preferred written agreement with Anthem or the 
Local Plan to make Covered Mental Health and Substance Abuse Care available to Members.   

Out-of-Network Benefits are available when You obtain Covered Services from any Eligible Mental Health or 
Substance Abuse Provider (who is not a Preferred Provider).  Under Out-of-Network Benefits, You are responsible for 
paying the difference between the Maximum Allowable Benefit and the charge if You receive Covered Services from 
any provider who is not a Preferred Provider.  

Benefits are available for the following Covered Services:   

1. Outpatient/office visits.  Covered Services are: diagnosis and evaluation, therapy and counseling, medication
checks and psychological testing, including but not limited to Medically Necessary psychological testing for
bariatric surgery candidates. Visits for psychological testing and medication checks are covered.  Emergency room
visits are not covered under this article.  Emergency room visits are covered under the terms of Section 6, “Urgent
and Emergency Care.”

Outpatient/office visits for Substance Abuse Conditions may be furnished during the detoxification stage of
treatment or during stages of rehabilitation.
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Covered Services must be furnished by an Eligible Behavioral Health Provider, as defined in C (below) and are 
subject to all the terms of this article.  Otherwise, no Benefits are available.  

2. Partial Hospitalization and Intensive Outpatient Treatment Programs.  Benefits are available for Partial
Hospitalization and Intensive Outpatient Treatment Programs (sometimes called “day/evening” programs) for
treatment of Mental Disorders and for substance abuse rehabilitation.  Covered Services include facility fees and
counseling and therapy services typically provided by a Partial Hospitalization or Intensive Outpatient Treatment
Program.

Covered Services must be furnished by a Partial Hospitalization Program or Intensive Outpatient Treatment
Program as defined in C, below and are subject to all of the terms of this article.  Otherwise, no Benefits are
available.

3. Inpatient care.  You must contact Anthem for preauthorization before You are admitted to a hospital or other
facility for Inpatient care.  Exception for emergency admissions:  You must notify Anthem of an emergency
Inpatient admission within 48 hours after You are admitted or on the next business day after You are admitted,
whichever is later.  Otherwise, Benefits may be reduced as described in A, above.

• For Mental Disorders, Covered Services include Medically Necessary semi-private room and board, nursing
care and other facility fees and Inpatient counseling and therapy services typically provided as part of an
Inpatient admission for treatment of Mental Disorders.

Covered Services must be furnished by an Eligible Mental Health Provider, as defined in C (below) and are
subject to all of the terms of this article.  Otherwise, no Benefits are available.

• For Substance Abuse Conditions, Covered Services include Medically Necessary semi-private room and
board, nursing care and other facility fees, Inpatient counseling and therapy services typically provided as part
of an Inpatient admission for treatment of Substance Abuse Conditions during the detoxification stage of
treatment or during stages of rehabilitation.

Covered Services must be furnished by an Eligible Behavioral Health Provider, as defined in C (below) and
are subject to all of the terms of this article.  Otherwise, no Benefits are available.

Please note:  Inpatient admissions ordered by a medical/surgical physician (not an Eligible Behavioral Health
Provider) for medical detoxification are not subject to the terms of this article.  Precertification and
notification rules are stated in Section 1, III and Section 6, “Urgent and Emergency Care.”  Benefits are
available as stated in article I, “Inpatient Services.”

4. Scheduled Ambulance Transport.  Benefits are available for Medically Necessary scheduled ambulance
transport from one facility to another.  If transport in a non-emergency vehicle (such as by car) is medically
appropriate, ambulance transport is not covered.  No Benefits are available for the cost of transport in vehicles
such as chair ambulance, car or taxi.  Please note: Emergency ambulance transportation is not covered under this
article.  Please see article II, E, “Ambulance Services” above for more information.

C. Eligible Behavioral Health Providers. As approved by Anthem, Eligible Behavioral Health Providers include the 
following: 

Licensed Clinical Social Worker - an individual who is licensed as a clinical social worker under New Hampshire law.  A 
Clinical Social Worker whose practice is conducted outside New Hampshire must be licensed or certified to practice 
independently as a Clinical Social Worker according to the law in the state where the individual’s practice is conducted. 
Otherwise, the individual is not an Eligible Provider. 
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Licensed Clinical Mental Health Counselor - an individual who is licensed as a clinical mental health counselor under 
New Hampshire law.  A Clinical Mental Health Counselor can also be an individual who is licensed or certified to practice 
independently as a Clinical Mental Health Counselor according to the provisions of law in another state where his or her 
practice is conducted. 

Community Mental Health Center - a licensed center approved by the Director of the Division of Mental Health and 
Developmental Services, Department of Health and Human Services of the State of New Hampshire as a Community 
Mental Health Center as defined in the Community Mental Health Centers Act of 1963 or licensed in accordance with the 
provisions of the laws of the state in which they practice which meet or exceed the certification standards of the State of 
New Hampshire. 

Intensive Outpatient Treatment Program - an intensive, nonresidential behavioral health program designed to reduce or 
eliminate the need for an Inpatient admission. The program must provide multidisciplinary structured, therapeutic group 
treatment under the direction of a qualified Eligible Behavioral Health Provider. A qualified provider is an Eligible 
Behavioral Health Provider, as defined in this article, who has achieved at least a master’s degree in his or her field of 
practice and is practicing within the scope of his or her license. In most instances, the program will operate at least three 
hours per day, three days per week.  

Licensed Alcohol and Drug Abuse Counselor - an individual who is licensed as an Alcohol and Drug Abuse Counselor 
under New Hampshire law.  An Alcohol and Drug Abuse Counselor may also be an individual whose practice is conducted 
outside New Hampshire must be licensed or certified to practice independently as an Alcohol and Drug Abuse Counselor 
according to the law in the state where the individual’s practice is conducted. Otherwise, the individual is not a Designated 
Provider. 

Licensed Marriage and Family Therapist - an individual who is licensed as a marriage and family therapist under New 
Hampshire law.  A Marriage and Family Therapist can also be an individual who is licensed or certified to practice 
independently as a Marriage and Family Therapist according to the provisions of law in another state where his or her 
practice is conducted. To be eligible for Benefits, Marriage and Family Therapists must furnish Covered Services as stated 
in Section 7, V. Marriage or couple’s counseling is not covered under this Certificate. 

Partial Hospitalization Program - means an intensive nonresidential behavioral health program designed to reduce or 
eliminate the need for an Inpatient admission. The program must provide multidisciplinary structured, therapeutic group 
treatment under the direction of a qualified Eligible Behavioral Health Provider. A qualified provider is an Eligible 
Behavioral Health Provider, as defined in this article, who has achieved at least a master’s degree in his or her field of 
practice and is practicing within the scope of his or her license. In most instances, the program will operate at least 6 hours 
per day, five days per week.  

Licensed Pastoral Psychotherapist - a professional who is licensed under New Hampshire law and who is a fellow or 
diplomat in the American Association of Pastoral Counselors. 

Private or Public Hospital - a licensed Private Psychiatric Hospital or Public Mental Health Hospital that provides 
diagnostic services, treatment and care of acute Mental Disorders under the care of a staff of physicians. A Private or Public 
Hospital must provide 24-hour nursing service by or under the supervision of a Registered Nurse (R.N.) and must keep 
permanent medical history records. 

Psychiatrist - a professional who is a licensed physician and is Board Certified or Board Eligible according to the 
regulations of the American Board of Psychiatry and Neurology. 

Psychiatric Advanced Practice Registered Nurse - a professional who is licensed as a registered nurse in advanced 
practice by the State of New Hampshire or licensed in accordance with the provisions of the laws of the state in which they 
practice and who is certified as a clinical specialist in psychiatric and mental health nursing. 
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Licensed Psychologist - a professional who is licensed under New Hampshire law, or under a similar statute in another 
state, which meets or exceeds the standards under New Hampshire law or is certified or licensed in another state and listed 
in the National Register of Health Service Providers in Psychology. 

Residential Psychiatric Treatment Facility - a licensed facility approved by the Director of the Division of Mental Health 
and Developmental Services, Department of Health and Human Services of the State of New Hampshire. 

Short Term General Hospital - a health care institution having an organized professional and medical staff and Inpatient 
facilities which care primarily for patients with acute diseases and injuries with an average patient length of stay of 30 days 
or less. 

Substance Abuse Treatment Provider - a facility that is approved by Anthem and which meets the following criteria: is 
licensed, certified or approved by the state where located to provide substance abuse rehabilitation, and is affiliated with a 
hospital under a contractual agreement with an established patient referral system, or is accredited by the Joint Commission 
on Accreditation of a Hospital as a Substance Abuse Treatment Provider. 

Please note: Benefits are provided for Covered Services furnished by Eligible Behavioral Health Providers located outside 
New Hampshire only when the services are Preauthorized by Anthem in advance or as otherwise required under this 
Certificate, and the provider is licensed according to state requirements that are substantially similar to those required by 
Anthem.  Also, the provider must meet the educational and clinical standards that Anthem requires for health care provider 
eligibility.  Otherwise, no Benefits are available. 

D. Criteria for Coverage.  To be eligible for Benefits, Covered Services must be Medically Necessary and must meet the 
following criteria: 

Benefits are available only for Mental Disorders and Substance Abuse Conditions that are subject to favorable modification 
through therapy.  The Mental Disorder or Substance Abuse Condition must be shown to affect the ability of a Member to 
perform daily activities at work, at home, or at school.  Benefits are available for approved periodic care for a chronic 
Mental Disorder to prevent deterioration of function.  Benefits are available for approved expenses arising from the 
diagnosis, evaluation and treatment of Mental Disorders and Substance Abuse Conditions. Additionally, Benefits are 
available for approved periodic care for a chronic Mental Disorder or Substance Abuse Condition to prevent deterioration 
of function.   

Services must be problem-focused and goal-oriented and demonstrate ongoing improvement in a Member’s condition or 
level of functioning.  

Services must be in keeping with national standards of mental health or substance abuse professional practice as reflected by 
scientific and peer specialty literature. 

E. Exclusions. In addition to the limitations and exclusions stated in Section 8, no Benefits are available for the following: 

• Except as required by law, services extending beyond the period necessary for diagnosing and evaluating any
Mental Disorder or Substance Abuse Condition which, according to generally accepted professional standards, is
not subject to favorable modification through therapy.  Such disorders include, but are not limited to: mental
retardation, Developmental Disabilities, behavioral disabilities and characterological disorders,

• Duplication of services (the same services provided by more than one therapist during the same period of time),

• Therapy, counseling or any non-surgical Inpatient or Outpatient service, care or program to treat obesity or for
weight control.  Benefits are available for Covered Services to treat Mental Disorders and Substance Abuse
Conditions caused by or resulting from obesity or morbid obesity.
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• Custodial Care, Convenience Services, convalescent care, milieu therapy, marriage or couples counseling, therapy
for sexual dysfunctions, recreational or play therapy, education evaluation or career counseling,

• Services for nicotine withdrawal or nicotine dependence,

• Psychoanalysis,

• Confinement or supervision of confinement that is primarily due to adverse socioeconomic conditions, placement
services and conservatorship proceedings,

• Missed appointments,

• Telephone therapy or any other therapy or consultation that is not “face-to-face” interaction between the patient
and the provider,

• Inpatient care for detoxification extending beyond the Medically Necessary detoxification phase of a Substance
Abuse Condition,

• Care extending beyond Medically Necessary therapy for detoxification and/or rehabilitation for a Substance Abuse
Condition in an Outpatient/office setting.

• No Benefits are available for methodone or suboxone maintenance therapy or programs or any similar maintenance
therapy or program or for any related testing, supplies, visits or treatment.

• Experimental/Investigational services or nontraditional therapies such as crystal or aroma therapies,

• With the exception of Emergency Care, no Benefits are available for services that You receive on the same day that
You participate in a partial hospitalization or intensive treatment program.

VI. Important information About Other Covered Services

This article includes other services that are covered and often involve Covered Services defined elsewhere in this Section.  
For example, the Organ and Tissue Transplants described in D (below) involve Inpatient and Outpatient services described 
through article I, “Inpatient Services” and II, “Outpatient Services” (above in this Section). 

The limitations and exclusions stated in this article are in addition to those stated in Section 8.  Limitations and exclusions 
apply even if You receive services from Your physician or according to Your physician’s order or according to the 
recommendation of another Designated Provider and even if the service meets the definition of Medical Necessity.  No 
Benefits are available for any services performed in conjunction with, arising from, or as a result of complications of a non-
covered service.  All of the Plan rules, terms and conditions stated elsewhere in this Certificate apply to the services in this 
article. 

A. Dental Services 

Dental Services.  Dental Services are defined as any care relating to the teeth and supporting structures, such as the gums, 
tooth sockets in the jaw and soft or bony portions of upper and lower jaws that contain the teeth.  Dental Services may be 
furnished by a dentist, Oral surgeon or other Designated Provider.  For the purposes of this article, Dental Services also 
include care of the temporomandibular joint (TMJ) to the extent stated below. 

Under this Certificate, Benefits are limited to the following Covered Dental Services. No other Dental Service is a Covered 
Service.  Except as specifically stated in this article, Covered Services must be furnished by a Network Provider. Otherwise, 
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no Benefits are available. The following Dental Services are Covered Services: 

1. Treatment of Accidental Injury to Sound Natural Teeth.  Benefits are available for Medically Necessary Dental
Services resulting from an accidental injury to sound natural teeth and gums when the course of treatment for the
accidental injury is received or authorized within 3 months of the date of the injury.  Treatment made necessary due to
injury to the jaw and oral structures other than teeth shall be covered consistent with terms and conditions of this
Certificate.

No Benefits are available for diagnosis or treatment if You damage Your teeth, supporting structures or appliances as a
result of biting or chewing.  No Benefits are available to repair, restore or replace items such as fillings, crowns caps or
appliances.

Cost sharing amounts for covered Inpatient and Outpatient Dental Services are shown under parts I and II of Your Cost
Sharing Schedule.

2. a.   Surgical removal of erupted teeth before radiation therapy for malignant disease.  Benefits are limited to: 

• The surgeon’s fee for the surgical procedure,
• Intravenous sedation furnished by the surgeon,
• General anesthesia furnished by a licensed anesthesiologist or anesthetist who is not the surgeon.

No Benefits are available for related preoperative or postoperative care, including medical, laboratory and x-ray 
services.  No Benefits are available for related facility fees unless the provisions of 4 (below) apply. 

b. Surgical correction of a facial bone fracture (not to include the portion of upper and lower jaws that contain the
teeth, except as otherwise stated in this article) and surgical removal of a lesion or tumor by a dentist or oral surgeon 
are covered to the same extent as any other surgical procedure covered under this Certificate. 

Cost sharing amounts for covered oral surgery, anesthesia, office and facility care are shown in parts I and II of Your 
Cost Sharing Schedule. 

3. Surgical correction or repair of the temporomandibular joint (TMJ) is covered, provided that the Member has
completed at least five months of unsuccessful non-surgical treatment, as medically documented.  Coverage is limited
to surgical procedures that are Medically Necessary to correct or repair a disorder of the temporomandibular joint,
caused by (or resulting in) a specific medical condition such as degenerative arthritis, jaw fractures or jaw dislocations.
Administration of general anesthesia by a licensed anesthesiologist or anesthetist is covered in conjunction with a

covered surgery.  Medically Necessary Inpatient and Outpatient hospital care is covered in conjunction with a covered
surgery, subject to all of the terms of this Certificate.

Cost sharing amounts for surgery are shown in parts I and II of Your Cost Sharing Schedule.

4. Medically Necessary hospital charges (Inpatient or Outpatient), surgical day care facility charges and administration of
general anesthesia by a licensed anesthesiologist or anesthetist for:

• Children under the age of 6.  The child’s dental condition must be so complex that the dental procedure must be
done under general anesthesia and must be done in a hospital or surgical day care facility setting. A licensed dentist
and the child’s physician must determine in advance that anesthesia and hospitalization are Medically Necessary
due to the complexity of the child's condition.  Anthem must approve the care in advance.

• Members who have exceptional medical circumstances or a Developmental Disability. The exceptional medical
circumstance or the Developmental Disability must be one that places the Member at serious risk unless the dental
procedure is done under general anesthesia and must be done in a hospital or surgical day care facility setting.  The
Member’s physician and Anthem must approve the services in advance.
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Cost sharing amounts for Inpatient and Outpatient facility charges and for professional anesthesia charges are shown in 
parts I and II of Your Cost Sharing Schedule.  

5. Oral Surgery and Treatment of Temporomandibular Joint (TMJ) Disorders.  With the exception of physical therapy,
Your physician does not have to direct You for services described in this article. However, all Covered Services must
be furnished by a Preferred Provider.  Otherwise, only Out-of-Network Benefits are available.

Covered Services include:

a. Oral Surgery.  Benefits are available for the surgical removal of bone impacted teeth and gingivectomy.  Coverage
is limited to:

• The surgeon’s fee for the surgical procedure (no Benefits are available for related preoperative or
postoperative care, including medical, laboratory and x-ray services)

• Intravenous sedation furnished by the operating dentist or oral surgeon

• Anesthesia furnished by an anesthesiologist who is not the operating dentist or oral surgeon

• For gingivectomy, excision of the soft tissue wall of the “pocket,” up to four quadrants per lifetime.

Benefits for oral surgery and anesthesia are subject to the cost sharing amounts as shown on Your Cost Sharing 
Schedule for surgery and anesthesia.  

No Benefits are available for anesthesia services by the surgeon, surgical exposure of impacted teeth to aid 
eruption, osseous and flap procedures in conjunction with gingivectomy or any other services for periodontal 
disease (such as scaling and root planing, prophylaxis and periodontal evaluations).  

b. Orthognathic Surgery.  Benefits are available for Medically Necessary orthognathic surgery to correct jaw and
craniofacial deformities causing significant functional impairment.

Cost sharing amounts for covered oral surgery, anesthesia, office and facility care shown under section I and II of
Your Cost Sharing Schedule.

c. Treatment of Temporomandibular Joint (TMJ) disorders.  The following are Covered Services for treatment of
TMJ disorders:

• Medical exams and medical treatment.  The initial evaluation, follow-up treatment for adjustment of an
orthopedic repositioning splint and trigger point injection treatment are covered.

Benefits are subject to the cost sharing amounts as shown for medical exams and medical treatments in part II of 
Your Cost Sharing Schedule. 

• Diagnostic x-rays of the TMJ joint and other facial bones

Benefits are subject to the cost sharing amounts as shown for x-ray tests in part II of Your Cost Sharing Schedule. 

• Physical therapy.  To be eligible for physical therapy Benefits, physical therapy must be ordered by Your
physician and furnished by a Preferred or BlueCard Physical Therapist.  Otherwise, only Out-of-Network
Benefits are available.  The therapist must bill services separately from the dentist or oral surgeon who directs
Your TMJ treatment.
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Benefits are subject to the cost sharing amounts and any annual limit for physical therapy as shown in part III of 
Your Cost Sharing Schedule. 

• Orthopedic repositioning splints.  Benefits for orthopedic repositioning splints are subject to the cost sharing
amounts as shown on page 1 of Your Cost Sharing Schedule for Durable Medical Equipment, Medical
Supplies and Prosthetics.

Diagnostic arthroscopy for TMJ disorders is not covered. 

Except as stated above, no Benefits are available for treatment of cavities, tooth extractions, care of the gums, 
teeth, or bones supporting the teeth, treatment of a periodontal disorder, disease or abscess, services, supplies or 
procedures to change the height or position of teeth or otherwise restore occlusion (such as bridges, crowns or 
orthodontia, including braces), false teeth, or any other dental service. 

No Benefits are available for x-rays of the teeth, biofeedback training, occlusal adjustments and dental procedures 
such as tooth build-up or occlusal appliances (such as night guards, trismus appliances, bruxism splints or occlusal 
guards).  Orthodontic care and orthodontic appliances are not covered under any portion of Your Certificate. 

No Benefits are available for noncovered dental procedures, even when Your provider and Anthem authorize 
hospitalization and anesthesia for the procedure.  No Benefits are available if You damage Your teeth or 
appliances as a result of biting or chewing.   

B. Hearing Services 

Benefits are available for diagnosis and treatment of ear disease or injury.  Your provider must find or suspect injury to the 
ear or a diseased condition of the ear.  Otherwise, no Benefits are available.  For example, Benefits are available for 
laboratory hearing tests furnished by an audiologist, provided that Your provider finds or suspects injury to the ear or a 
diseased condition of the ear.  No Benefits are available for hearing aids except as stated above in article IV, E “Durable 
Medical Equipment, Medical Supplies and Prosthetics.”  

Covered Services (Inpatient and Outpatient care) are described throughout this Section 7.  Cost sharing amounts are shown 
under parts I and II of Your Cost Sharing Schedule.  

To be eligible for Network Benefits, Covered Services must be furnished by a Preferred Provider.  Otherwise, only Out-of-
Network Benefits are available.  

Except as stated in article II, A, 7 “routine hearing exams,” no Benefits are available for routine hearing services to 
determine the need for hearing correction. 

Effective January 1, 2011 for January Plan Years and July 1, 2011 for July Plan Years, the preceding paragraphs of 
this article B are removed and replaced by the following provisions for Hearing Services coverage:  

1. Diagnosis and Treatment of Ear Disease or Injury.  In addition to Benefits for Medically Necessary routine
hearing exams as described in article II, A, 5, Benefits are available for Inpatient and Outpatient services to
diagnose and treat ear disease or injury.  Benefits are also available for the professional services of a hearing care
professional or hearing instrument dispenser for the fitting, dispensing, servicing, or sale of hearing aids as stated
in 2 “Hearing Aids” (below).

To be eligible for Benefits, Your physician must find or suspect injury to the ear, a diseased condition of the ear, or
that hearing aids are Medically Necessary.  Otherwise, no Benefits are available.
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Covered Services (Inpatient and Outpatient care) for diagnosis and treatment of ear disease or injury and 
professional services related to hearing aids are described throughout Section 7.  Cost sharing amounts are shown 
under parts I and II of Your Cost Sharing Schedule “Inpatient Services” and “Outpatient Services.” 

2. Hearing Aids.  Benefits are available for one hearing aid per ear each time a hearing aid prescription changes.
“Hearing aid” means any instrument or device designed, intended, or offered for the purpose of improving a
person’s hearing and any parts, attachments, or accessories, including ear molds.  A hearing aid must be prescribed,
fitted, serviced and dispensed by an Audiologist or other Designated Provider who is a hearing instrument
dispenser or other hearing care professional.  Otherwise, no Benefits are available.

A hearing care professional is a person who is a licensed audiologist, a licensed hearing aid dispenser, or a
licensed physician.

A hearing instrument dispenser is a person who is a licensed hearing care professional that engages in the
selling, practice of fitting, selecting, recommending, dispensing, or servicing of hearing aids or the testing for
means of hearing aid selection or who advertises or displays a sign or represents himself or herself as a person who
practices the testing, fitting, selecting, servicing, dispensing, or selling of hearing aids.  The “practice of fitting,
dispensing, servicing, or sale of hearing aids” means the measurement of human hearing with an audiometer,
calibrated to the current American National Standard Institute standards for the purpose of making selections,
recommendations, adoptions, services, or sales of hearing aids including the making of ear molds as a part of the
hearing aid.

Hearing aids furnished by a licensed durable medical equipment provider are subject to any cost sharing amounts
shown on Your Cost Sharing Schedule for durable medical equipment and are subject to the terms and conditions
of Section 7 “Covered Services,” IV “Home Care,” E “Durable Medical Equipment, Medical Supplies and
Prosthetics.”

When hearing aids are furnished by a Designated Provider who is not a licensed durable medical equipment
provider, Covered Services are subject to the same cost sharing amounts as shown on part II of Your Cost Sharing
Schedule for “medical supplies.”

Charges for batteries, cords, and individual or group auditory training devices and any instrument or device used
by a public utility in providing telephone or other communication services are not covered.

Benefits for hearing aids are limited to the Maximum Allowable Benefit.  Benefits will not exceed the Maximum
Allowable Benefit for the least expensive service that meets Your medical needs.  If Your service is more costly
than is Medically Necessary, You will be responsible for paying the difference between the Maximum Allowable
Benefit for the least expensive service and the charge for the more expensive service.

C. Infertility Services 

Benefits are available for the infertility services listed in this article.  For the purposes of determining Benefit availability, 
“Infertility” is defined as the diminished or absent capacity to create a pregnancy.  Infertility may occur in either a female or 
a male.  

Infertility may be suspected when a presumably healthy woman who is trying to conceive does not become pregnant after 
her uterus has had contact with sperm during 12 ovulation cycles in a period of up to 24 consecutive months, as medically 
documented.  For women over age 35, infertility may be suspected after a woman’s uterus has had contact with sperm 
during six ovulation cycles in a period of up to 12 consecutive months, as medically documented.  Anthem, on behalf of the 
Plan, may waive the applicable time limits when the cause of infertility is known and medically documented. 
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Please note: Menopause in a woman is considered a natural condition and is not considered “infertility” for the purposes of 
determining Benefit availability under this Plan.  

After the time limits stated above are met, Benefits are available for Covered Services to determine the cause of medically 
documented infertility only.  Covered Services are limited to the following diagnostic services: 

1. Infertility Diagnostic Services.

• Medical exams

• Laboratory tests, including sperm counts and motility studies, sperm antibody tests, cervical mucus penetration
tests

• Surgical procedures to determine the cause of infertility

• Ultrasound and other imaging exams, such as hysterosalpingography, to determine the cause of infertility or to
establish tubal patency

Covered Services to determine the cause of medically documented infertility may be provided to male or female 
Members.  Coverage is not available to partners who are not Members. 

Benefits are subject to the cost sharing amounts shown under parts I and II of Your Cost Sharing Schedule.  

2. Infertility Exclusion.  No Benefits are available for treatment of infertility.  No Benefits are available for the following
services or any care related to these services:

• Surgical procedures to correct medical conditions contributing to infertility

• Any infertility procedure performed during an operation not related to an infertility diagnosis

• Male or female fertility drugs and hormones administered in an Outpatient setting, and any service to prescribe or
monitor the use of fertility drugs or hormones

• Sonograms (ultrasounds), laboratory services, radiological services or any other service related to a noncovered
procedure

• Egg or sperm procurement, harvesting or processing (including donor services), egg or sperm banking, storage or
cryopreservation, microfertilization (egg drilling or tweaking)

• Sperm penetration assays, electroejaculation procedures

• Intracervical or intrauterine (IUI) artificial insemination (AI), using the partner's sperm (AIH) or donor sperm
(AID)

• Assisted reproduction technology (ART), such as intravaginal culture, microvolume straw technique, in-vitro
fertilization and embryo transfer (IVF-ET), natural oocyte retrieval (NORIF or NORIVF), gamete intrafallopian
transfer (GIFT), peritoneal ovum and sperm transfer (POST), zygote intrafallopian transfer (ZIFT),
cryopreservation of embryos or cryopreserved embryo transfer (CET), direct intraperitoneal insemination (DIPI),
intracytoplasmic sperm injection (ICSI), preimplantation genetic diagnosis (PGD)

• Culture and fertilization of oocytes, co-culture of embryos and assisted embryo hatching
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• Microsurgical epididymal sperm aspiration (MESA)

• Genetic engineering, any selective fetal reduction

• Any service related to achieving pregnancy through surrogacy or gestational carriers

• Diagnosis and treatment following elective or voluntary sterilization

• Reversal of elective or voluntary sterilization, and treatment needed as a result of successful or unsuccessful
sterilization reversal

• Supplies (such as thermometers and kits to predict ovulation)

• Menopause in a woman is considered a natural condition and is not considered to be infertility, as defined above.
No Benefits are available for infertility diagnosis, procedures or treatment for a woman who is menopausal or
perimenopausal (or for their male partners), unless the woman is experiencing menopause at a premature age.

The above exclusions apply whether or not a Member has a medically documented diagnosis of infertility. Please see 
Section 8, II for other exclusions that may apply. 

D. Organ and Tissue Transplants 

Organ and tissue transplants are covered according to the terms of this article.  Network Benefits are available for covered 
transplants.  Out-of-Network Benefits are not applicable or available. 

To be eligible for Network Benefits, transplants must be approved in advance according to Your physician’s order and 
Anthem’s Precertification.  You and the organ donor must receive services from a Preferred Provider, Contracting Provider 
or other Designated Provider, as determined by Anthem. Otherwise, no Benefits are available.  The organ recipient must be 
a Member.  When the organ donor is a Member, and the recipient is a not a Member, no Benefits are available for services 
received by the donor or by the recipient.  Exception:  Human leukocyte antigen laboratory tests (histocompatibility locus 
antigen testing) to screen for the purposes of identifying a Member as a potential bone marrow transplant donor is covered, 
even if  there is no specified recipient at the time of screening and/or an identified recipient is not a Member. Benefits are 
limited to the Maximum Allowable Benefit as allowed by law.  New Hampshire law prohibits providers from billing 
Members for the difference between the Maximum Allowable Benefit and the provider’s charge.  

• The Member must meet the criteria for testing as established by the Match Registry (the National Marrow Donor
Program), and

• The screening is furnished by a Network Provider acting within the scope of the provider’s license.

Benefits are available only if You meet all of the criteria for transplant eligibility as determined by Anthem and by the 
provider.  The transplant must be generally considered the treatment of choice by Anthem and by the provider.   
Otherwise, no Benefits are available.  Transplants are not covered for patients with certain systemic diseases, 
contraindications to immunosuppressive drugs, positive test results for HIV (with or without AIDS), active infection, active 
drug, alcohol or tobacco use or behavioral or psychiatric disorders likely to compromise adherence to strict medical 
regimens and post-transplant follow-up. 

Covered Services. The following transplants are covered if all of the conditions stated in this article are met: 

• Cornea, heart, heart-lung, kidney, kidney-pancreas, liver, and pancreas
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• Allogeneic (HLA identical match) bone marrow transplants for acute leukemia, advanced Hodgkin’s lymphoma,
advanced non-Hodgkin's lymphoma, advanced neuroblastoma (for children who are at least one year old), aplastic
anemia, chronic myelogenous leukemia, infantile malignant osteopetrosis, severe combined immunodeficiency,
Thalassemia major and Wiskott-Aldrich syndrome

• Autologous bone marrow (autologous stem cell support) transplants and autologous peripheral stem cell support
transplants for acute lymphocytic or nonlymphocytic leukemia, advanced Hodgkin's lymphoma, advanced non-
Hodgkin's lymphoma, advanced neuroblastoma and testicular, mediastinal, retroperitoneal and ovarian germ cell
tumors.

• Single or double lung transplants for the following end-stage pulmonary diseases: primary fibrosis, primary
pulmonary hypertension and emphysema.  Double lung transplants are covered for cystic fibrosis.

• Small bowel transplants for Members with short bowel syndrome when there is irreversible intestinal failure, an
established TPN (total parenteral nutrition) dependence for a minimum of two calendar years, or there is evidence
of severe complications from TPN.  Simultaneous small bowel/liver transplants are covered for children and adults
with short bowel syndrome when there is irreversible intestinal failure, an established TPN dependence for a
minimum of two calendar years, evidence of severe complications from TPN or evidence of impending end-stage
liver failure.

Due to advances in transplant procedures and constantly changing medical technology, Anthem is given the right to 
periodically review and update the list of transplant procedures that are Covered Services.  For the most up to date list of 
covered transplant procedures, please contact Anthem’s Customer Service Center at the number on Your identification card. 

Benefits are available for the tissue typing, surgical procedure, storage expense and transportation costs directly related to 
the donation of a human organ or other human tissue used in a covered transplant procedure.  Benefits are available only to 
the extent that the costs are not covered by other insurance.  

Transportation costs for travel to and from the site for the transplant surgery for the patient and one other individual and 
lodging and meal costs for the individual other than the patient are covered expenses.  If the transplant recipient is a minor, 
transportation, lodging and meal costs are extended to two other individuals.  Total transportation, and reasonable and 
necessary lodging and meal costs, not to exceed $150 per day, are not to exceed a maximum of $10,000 for the patient and 
all accompanying individuals for each completed covered transplant. 

Benefits are subject to the cost sharing amounts as shown in parts I and II of Your Cost Sharing Schedule. 

No Benefits are available for any transplant procedure that is not a Covered Service as described in this article IV, D.  
Experimental or Investigational transplant procedures and any related care (including care for complications of a 
noncovered procedure) are not covered except as stated below in E, “Qualified Clinical Trials” and Section 8, II, O, 
“Experimental and Investigational Services.” No Benefits are available for procedures that are not Medically Necessary.  
No Benefits are available for any service or supply related to surgical procedures for artificial or nonhuman organs or 
tissues.  No Benefits are available for transplants using artificial parts or nonhuman donors.  Benefits are not provided for 
services and supplies related to artificial and/or mechanical hearts or ventricular and/or atrial assist devices related to a heart 
condition or for subsequent services and supplies for a heart condition as long as any of the above devices remain in place.  
This exclusion includes but is not limited to: services for implantation, removal, and complications.  This exclusion does not 
apply to Left Ventricular Assist Devices when used as a bridge to a heart transplant.  

E. Qualified Clinical Trials: Routine Patient Care 

Benefits are available for Medically Necessary routine patient care related to drugs and devices that are the subject of 
clinical trials, provided that all of the following terms and conditions are met:  
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1. The drug or device under study must be approved for sale by the FDA (regardless of indication).

2. The drug or device under study must be for cancer or any other life-threatening condition.

3. The drug or device must be the subject of a clinical trial approved by one of the following:

• One of the National Institutes of Health (NIH),

• An NIH cooperative group or an NIH center,

• The FDA (in the form of an Investigational new drug application or exemption),

• The federal department of Veterans Affairs or Defense, or

• An institutional review board of an institution in New Hampshire that has a multiple assurance contract approved
by the Office of Protection from Research Risks of the NIH.

4. Standard treatment has been or would be ineffective, does not exist or there is no superior non-Investigational treatment
alternative.

5. The facility and personnel providing the treatment are capable of doing so by virtue of their experience, training and
volume of patients treated to maintain expertise.

6. The available clinical or preclinical data provides a reasonable expectation that the treatment will be at least as effective
as the non-Investigational alternative.

7. For phase III or IV clinical trials (clinical trials involving leading therapeutic or diagnostic alternatives),  Benefits are
available for routine patient care, provided that all of the conditions stated in this article are met, and subject to all of
the other terms and conditions of this Certificate.

8. For phase I or II clinical trials (clinical trials involving emerging technologies), Benefits are available for routine
patient care only if:

• All of the conditions stated in this article are met and subject to all of the other terms and conditions of this
Certificate, and

• Anthem reviews all of the information available regarding Your individual participation in a Phase I or II clinical
trial and determines that Benefits will be provided for Your routine patient care.  Otherwise, no Benefits are
available for routine patient care related to phase I or II clinical trials.

Routine patient care means the Medically Necessary Covered Services described in this Certificate for which Benefits are 
regularly available, no applicable exclusion is stated in this Certificate and for which reimbursement is regularly made to a 
Preferred Provider according to the terms of the provider’s agreement with Anthem.  For example, if surgery is Medically 
Necessary to implant a device that is being tested in a phase III or IV clinical trial, the surgery and any Medically Necessary 
hospital care are covered according to the terms and conditions of this Certificate.  Plan rules and cost sharing rules apply to 
routine patient care as for any other similar service. Cost sharing amounts for routine patient care costs are shown in the 
applicable parts of Your Cost Sharing Schedule.  For example: Your share of the cost for Inpatient services is found in part I 
of the Cost Sharing Schedule and Your share of the cost for Infusion Therapy is found in part IV.  For Phase I and II clinical 
trials, Anthem is given the right to determine Benefit eligibility for routine patient care on a case-by-case basis.  

Routine patient care does not include: 
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• The drug or device that the trial is testing,

• Experimental/Investigational drugs or devices not approved for market for any indication by the FDA,

• Non-health care services that a Member may be required to receive in connection with the clinical trial or services
that are provided to You for no charge,

• Services that are clearly inconsistent with widely accepted and established regional or national standards of care for
a particular diagnosis,

• The cost of managing the research associated with the clinical trial.  This includes, but is not limited to items or
services provided primarily to collect data, and not used in the direct provision of Medically Necessary health care
services.  For example, monthly CT scans for a condition that usually requires fewer scans are not routine patient
care,

• Services that are not Medically Necessary or that are not specifically stated as a Covered Service in this Certificate.
Services subject to an exclusion or limitation stated in this Certificate are not routine patient care.

F. Required Exams or Services 

Court ordered examinations or services are covered, provided that: 

• The services are Covered Services furnished by a Designated Provider, and
• All of the terms and conditions of this Certificate are met.

No Benefits are available for examinations for participation in athletic or recreational activities or for attending a school, 
camp, or other program, unless furnished during a covered medical exam, as described in this Section 7. 

Benefits are subject to the cost sharing amounts as shown in parts I, II and V of Your Cost Sharing Schedule. 

Except as stated above, no Benefits are available for examinations or services that are ordered by a third party and are not 
Medically Necessary to treat an illness or injury that Your provider finds or reasonably suspects.  No Benefits are available 
for examinations or services that are required to obtain or maintain employment, insurance or professional or other licenses. 

G. Surgery 

Benefits are available for covered surgical procedures, including the services of a surgeon, specialist, anesthetist or 
anesthesiologist and for preoperative and postoperative care.    

A Surgical Assistant is a Designated Provider acting within the scope of his or her license who actively assists the operating 
surgeon in performing a covered surgical service.  Benefits are available for the Medically Necessary services of a Surgical 
Assistant provided that: 

• The surgery is a Covered Service, and

• The surgery is not on Anthem’s list of surgical procedures that do not require a Surgical Assistant.  Anthem’s list is
changeable.  Please contact Your physician or Customer Service before Your surgery to obtain the most current
information.  Anthem’s toll-free telephone number is on Your identification card.

Administration of general anesthesia is covered, provided that: 
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• The surgery is a Covered Service, and

• The anesthesia is administered by a licensed anesthesiologist or anesthetist who is not the surgeon.

Surgery includes correction of fractures and dislocations, delivery of a baby, endoscopies and any incision or puncture of the 
skin or tissue that requires the use of surgical instruments to provide a Covered Service.  Benefits are subject to the cost sharing 
amounts shown under parts I and II of Your Cost Sharing Schedule.   

Under the terms of this article, surgery does not include: inoculation, vaccination, collection of blood or administration or 
injection of drugs or trigger point injections for treatment of TMJ disorders.  Surgery does not include any service excluded 
from coverage under the terms of this Certificate. 

Limitations.  In addition to the limitations and exclusions stated elsewhere in this Certificate, the following limitations 
apply to surgery: 

1. Reconstructive Surgery.  Benefits are available for breast reconstruction following mastectomy for patients who
elect reconstruction.  Breast reconstruction can include reconstruction to both affected breasts or one affected breast.
Reconstruction can also include reconstruction of the breast on which surgery has been performed and surgery and
reconstruction of the other breast (to produce a symmetrical appearance) in the manner chosen by the patient and the
physician.

Otherwise, Benefits are available for Medically Necessary reconstructive surgery only if at least one of the following
criteria is met.  Reconstructive surgery or services must be:

• Made necessary by accidental injury; or

• Necessary for reconstruction or restoration of a functional part of the body following a covered surgical procedure
for disease or injury; or

• Medically Necessary to restore or improve a bodily function, or

• Necessary to correct birth defects for covered dependent children who have functional physical deficits due to the
birth defect.  Corrective surgery for children who do not have functional physical deficits due to the birth defect is
not covered under any portion of this Certificate.

Reconstructive surgery or procedures or services that do not meet at least one of the above criteria is not covered under 
any portion of this Certificate.  

Provided that the above definition of reconstructive surgery is met, the following reconstructive surgeries are eligible 
for Benefits: 

• Mastectomy for Gynecomastia

• Mandibular/Maxillary orthognathic surgery

• Port wine stain removal

Benefits are available based on the criteria stated in this Certificate.  Please see article IV, E, 4 “Durable Medical 
Equipment, Medical Supplies and Prosthetics,” for information about coverage for helmets or adjustable bands used to 
change the shape of an infant’s head. 
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2. Cosmetic Services.  Cosmetic Services are not covered under any portion of this Certificate.  Please see Section 8, II
for a definition of Cosmetic Services.

3. Dental Services.  Dental Services are covered only as stated above in article VI, A, “Dental Services.”  Except as
stated above in A, no Benefits are available for Dental Services, including dental surgery, under any portion of this
Certificate.

4. Surgery for conditions caused by obesity.  Benefits are available for bariatric surgery that is Medically Necessary for
the treatment of diseases and ailments caused by or resulting from obesity or morbid obesity.  The definition of Medical
Necessity is found in Section 14.  When applying the definition of Medical Necessity to bariatric surgery services,
Anthem uses standards that are consistent with qualification and treatment criteria set forth by the American Society for
Metabolic and Bariatric Surgery or the American College of Surgeons.

Surgery to treat the condition of obesity itself is not covered under any portion of this Certificate, even if the surgery,
service or program is ordered by Your physician or performed or ordered by another Designated Provider.  This
exclusion applies even if the surgery, service or program meets the definition of Medical Necessity.  Except as stated in
this article, no Benefits are available for bariatric surgery or any other surgery intended to manage or control appetite or
body weight.

Please see “Diabetes Management Programs” in Section II, F and “nutrition counseling” in Section II, B, 7 for
information about Benefits for non-surgical services for weight management, management of obesity and treatment of
the diseases and ailments caused by or resulting from obesity.

5. Postoperative medical care.  Postoperative medical care is the medical care related to and provided after the surgery.
The Maximum Allowable Benefit for surgery includes the Benefit payment for postoperative medical care.  No Benefits
beyond the surgical Maximum Allowable Benefit are available for surgery-related postoperative medical care.

6. Organ/tissue transplant surgery.  Please see D, “Organ and Tissue Transplants” (above in this article) for important
information about coverage and limitations for organ/tissue transplant surgery.

7. Intravenous (IV) Sedation and local anesthesia.  The Maximum Allowable Benefit for surgery includes the Benefit
payment for IV sedation and/or local anesthesia.  No Benefits beyond the surgical Maximum Allowable Benefit are
available for IV sedation and/or local anesthesia.

8. Surgery related to noncovered services.  No Benefits are available for surgery or any other care related to, resulting
from, arising from or provided in connection with noncovered services or for complications arising from noncovered
services.  This exclusion applies even if the service is furnished or ordered by Your physician or other Designated
Provider and meets Anthem’s definition of Medical Necessity.

If Your proposed surgical services may be considered noncovered reconstructive, cosmetic, dental, weight 
loss/weight management surgery or if Your surgical services may be considered noncovered under other portions of 
this Certificate, You should contact Anthem before You receive the services.  Please ask Your physician to submit a 
written description of the service to:   

Anthem Blue Cross and Blue Shield 
P.O. Box 660  
North Haven, CT 06473-0660. 

Anthem will review the information and determine in writing whether the requested services are covered or excluded under 
this Certificate.  Anthem’s review determination is not a guarantee of Benefits.  Benefits are subject to all of the terms and 
conditions of this Certificate.  
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H. Vision Services 

Benefits are available for the diagnosis and treatment of eye disease or injury.  Covered Services (Inpatient and Outpatient 
care) are described throughout this Section 7.   

Benefits are subject to the cost sharing amounts as shown in parts I and II of Your Cost Sharing Schedule. 

Except as stated in article II, A, 3, “routine vision,” no Benefits are available for routine vision care to determine the need 
for vision correction or for the prescription and fitting of corrective lenses, including contact lenses.  No Benefits are 
available for services, supplies or charges for eye surgery to correct errors of refraction, such as near-sightedness, including, 
without limitation, radial keratotomy and PRK Laser (photo refractive keratectomy) or excimer laser refractive keratectomy. 

Unless Your Group has purchased a Prescription Eyewear Rider, eyewear (frames, lenses and contact lenses) is covered for 
medical conditions only as stated above in article IV, E, 2. 

No Benefits are available for vision therapy including, without limitation, treatment such as vision training, orthoptics, eye 
training, or eye exercises. 
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Section 8: Limitations and Exclusions 
Please see Section 14 for definitions of specially capitalized words.  

I. Limitations 

The following are important limitations that apply to the Covered Services stated in Section 7.  In addition to other 
limitations, conditions or exclusions set forth elsewhere in this Certificate, Benefits for expenses related to the services, 
supplies, conditions or situations described in this article are limited as indicated below.  Limitations apply to these items 
and services even if You receive them from Your physician or according to Your physician’s order or according to the 
recommendation of another Designated Provider.  All of the Plan rules, terms and conditions stated elsewhere in this 
Certificate apply to services described in this article.   

Please remember, this Plan does not cover any service or supply not specifically listed as a Covered Service in this 
Certificate.  The following list of limitations is not a complete list of all services, supplies, conditions or situations for which 
Benefits are limited.  Limitations are stated throughout this Certificate.  If a service is not covered, then all services 
performed in conjunction with, arising from, or as a result of complications with respect to that service are not covered.   

Anthem’s determinations about Precertification, Medical Necessity, Experimental/Investigational Services and new 
technology are based on the terms of this Certificate, including, but not limited to the definition of Medical Necessity found 
in Section 14.  Anthem’s medical policy assists in Anthem’s determinations.  Anthem’s medical policy reflects the standards 
of practice and medical interventions identified as reflecting appropriate medical practice.  However, the Benefits, 
exclusions and limitations stated in this Certificate take precedence over medical policy.  You have the right to appeal 
Benefit determinations made by Anthem, including Adverse Determinations regarding Medical Necessity.  Please see 
Section 11 for more information about the appeal process. 

A. Human Growth Hormones.  No Benefits are available for human growth hormones, except: 

• To treat children with short stature as defined by Anthem, and who have an absolute deficiency in natural growth
hormones, or

• To treat children with short stature as defined by Anthem, and who have chronic renal insufficiency and who do
not have a functioning renal transplant.

Depending on the Designated Provider of Your services, Your share of the cost for human growth hormones is shown on 
Your Cost Sharing Schedule under section II, “Medical Supplies,” or section IV, “Infusion Therapy” of Your Cost Sharing 
Schedule for medical supplies.  Cost sharing amounts for Benefits under Your Pharmacy Rider are shown on page 1 of Your 
Cost Sharing Schedule. 

B. Private Room.  If You occupy a private room, You will have to pay the difference between the hospital’s charges for 
a private room and the hospital’s most common charge for a semi-private room, unless it is Medically Necessary for You to 
occupy a private room.  Your physician must provide Anthem with a written statement in advance regarding the Medical 
Necessity of Your use of a private room, and Anthem must agree in advance that private room accommodations are 
Medically Necessary.  

Benefits are subject to the cost sharing amounts as shown in section I of Your Cost Sharing Schedule. 

C. Ultraviolet Light Therapy and Ultraviolet Laser Therapy for Skin Disorders. Benefits are available for 
out-of-home ultraviolet light and laser therapy as follows: 
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• Ultraviolet light therapy is covered for treatment of atopic dermatitis, chronic urticaria, eczema, lichen planus,
mycosis fungoides (cutaneous T-cell lymphoma), pityriasis lichenoides, pityriasis rosea, pruritus of renal failure,
psoriasis or vitiligo.

• Psoralen with Ultraviolet A light therapy is covered for treatment of acute or chronic pityriasis lichenoides, atopic
dermatitis, eczema, lichen planus, mycosis fungoides (cutaneous T-cell lymphoma), psoriasis and vitiligo.

• Ultraviolet laser therapy for the treatment of inflammatory skin disorders such as psoriasis, provided that:

• The inflammation is limited to less than or equal to 10% of the member’s body surface area, and

• The member has undergone conservative therapy with topical agents, with or without standard non-laser
ultraviolet light therapy, and the conservative therapy was not successful as documented in medical records.

Except as stated in this article, no Benefits are available for ultraviolet light or laser therapy for skin disorders. 

Please see Section 7, IV, E “Durable Medical Equipment, Medical Supplies and Prosthetics” for information about 
coverage for Medically Necessary equipment and supplies for home ultraviolet light therapy for skin disorders. Except 
as stated in Section 7 and in this article, no Benefits are available for ultraviolet light therapy or ultraviolet laser therapy 
for skin disorders.   

This limitation applies even if the therapy is furnished, prescribed, or supervised by a Designated Provider and even if 
the therapy meets the definition of Medical Necessity. 

II. Exclusions

No Benefits are available for the following items or services.  This subsection is not a complete list of all noncovered 
services.  Other limitations, conditions and exclusions are set forth elsewhere in this Certificate.  Please remember, this Plan 
does not cover any service or supply not specifically listed as a Covered Service in this Certificate. 

Anthem is given the right to make determinations about Precertification, Medical Necessity, Experimental/Investigational 
services and new technology based on the terms of this Certificate, including, but not limited to the definition of Medical 
Necessity found in Section 14.  Anthem’s medical policy assists in Anthem’s determinations.  Anthem’s medical policy 
reflects the standards of practice and medical interventions identified as reflecting appropriate medical practice.  However, 
the Benefits, exclusions and limitations stated in this Certificate take precedence over medical policy.  You have the right to 
appeal Benefit determinations made by Anthem, including Adverse Benefit Determinations regarding Medical Necessity.  
The appeal procedure is stated in Section 11 in this Certificate. 

No Benefits are available for the cost of any noncovered services or for the cost of any care related to, resulting from, 
arising from or provided in connection with noncovered services or for complications arising from noncovered services.  
The limitations and exclusions found in this article of this Certificate and in any other portion of this Certificate apply even 
if the service is furnished or ordered by Your physician or other Designated Provider and/or the service meets the definition 
of Medical Necessity.   

A. Alternative Medicine or Complementary Medicine.  No Benefits are available for alternative or complementary 
medicine, even if the service is recommended by Your physician and even if the services are beneficial to You.  Alternative 
or complementary medicine is any protocol or therapy for which the clinical effectiveness has not been proven, established 
or medically documented or otherwise fails to meet the definition of Medical Necessity as stated in Section 14.  Services in 
this category include, but are not limited to, acupuncture, holistic medicine, homeopathy, hypnosis, aroma therapy, massage 
therapy, reike therapy, herbal, vitamin or dietary products or therapies, naturopathy, thermography, orthomolecular therapy, 
contact reflex analysis, bioenergial synchronization technique (BEST) and iridology-study of the iris. 
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B. Amounts That Exceed the Maximum Allowable Benefit.  Benefits for Covered Services are limited to the 
Maximum Allowable Benefit.  As stated in this Certificate, You may be responsible for any amount that exceeds the 
Maximum Allowable Benefit. See Section 14 for a definition of “Maximum Allowable Benefit.” 

C. Artificial Insemination.  In general terms, “artificial insemination” refers to insemination by any means other than 
natural sexual intercourse.  No Benefits are available for artificial insemination, any assistive reproduction technology or 
any related service.  Please see Section 7, VI, C, for detailed information.  

D. Biofeedback Services.  Biofeedback services are not covered. 

E. Blood and Blood Products.  No Benefits are available for costs related to the donation, drawing or storage of 
designated blood.  Designated blood is blood that is donated and then designated for a specific person's use at a later date. 
No Benefits are available for blood, blood donors, blood products or packed red blood cells when participation in a 
volunteer blood program is available. 

F. Care Furnished by a Family Member.  No Benefits are available for care furnished by an individual who 
normally resides in Your household or is a member of Your immediate family.  Your immediate family is defined to include 
parents, siblings, spouses, children and grandparents.  

G. Care Received When You Are Not Covered Under This Certificate.  No Benefits are available for any 
service that You receive before the effective date of Your coverage under this Certificate.  

If an Inpatient admission began before the effective date of Your coverage under this Certificate and this coverage replaces 
that of another carrier.  Benefits will be provided under this Certificate for Inpatient days occurring on or after the effective 
date of Your coverage under this Certificate, unless this coverage replaces that of another carrier and the terms of the prior 
carrier's policy provides coverage for the entire admission (admission date to discharge date), and subject to all the terms 
and conditions of this Certificate for Medically Necessary Inpatient services.  

Except as stated in Section 13, IV, Benefits are not available for Inpatient days or any other services that occur after the 
termination date of coverage under this Certificate.  

H. Care or Complications Related To Noncovered Services.  No Benefits are available for the cost of any 
noncovered services or for the cost of any care related to, resulting from, arising from or provided in connection with 
noncovered services or for complications arising from noncovered services, except as stated in Section 7, VI, A, “Dental 
Services.”   

The limitations and exclusions found in this Section and in any other portions of this Certificate apply, even if the service is 
furnished or ordered by Your physician or other Designated Provider and/or the service meets the definition of Medical 
necessity.  Benefits for any complications resulting from noncovered or unauthorized services are excluded from coverage. 

I. Chelating Agents.  No Benefits are available for any service, supply or treatment for which a chelating agent is used, 
except for providing treatment for heavy metal poisoning. 

J. Convenience Services.  No Benefits are available for the cost of any service that is primarily for the convenience of a 
Member, a Member’s family, or a Designated Provider.  This exclusion applies even if the service is provided while You are ill or 
injured, under the care of a Designated Provider, and even if the services are furnished, ordered or prescribed by a Designated 
Provider.  Noncovered Convenience Services include, but are not limited to:  telephone and television rental charges in a 
hospital, non-patient hospital fees, charges for holding a room while You are temporarily away from a facility, personal 
comfort and personal hygiene services, linen or laundry services, the cost of ‘extra’ equipment or supplies that are rented or 
purchased primarily for convenience, late discharge charges and admission kit charges. 
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K. Cosmetic Services.  No Benefits are available for Cosmetic Services.  The cost of care related to, resulting from, 
arising from or medical conditions caused by or provided in connection with Cosmetic Services is not covered.  No Benefits 
are available for care furnished for complications arising from Cosmetic Services.  Cosmetic Services include but are not 
limited to any care, procedure, service, equipment, supplies or medications primarily intended to change Your appearance, 
to improve You appearance or furnished for psychiatric or psychological reasons.  For example: surgery or treatments to 
change the texture or appearance of Your skin are not covered.  No Benefits are available for surgery or treatments to 
change the size, shape or appearance of facial or body features (such as Your nose, eyes, ears, cheeks, chin, chest or 
breasts), except for the covered surgery described in Section 7, VI, “Surgery.” 

L. Custodial Care and Domiciliary Care.  No Benefits are available for services, supplies or charges for Custodial 
Care.  Custodial Care is not covered, even if the services are furnished or prescribed by a Designated Provider.  Custodial 
Care is primarily for the purpose of assisting You in the activities of daily living and is not specific treatment for an illness 
or injury.  It is care that has minimal therapeutic value and cannot in itself be expected to substantially improve a medical 
condition.  Custodial Care is excluded, even if You receive the care during the course of an illness or injury while under the 
supervision of a Designated Provider, and even if the care is prescribed or furnished by a Designated Provider and is 
beneficial to You.  Custodial Care is not covered, whether or not it is furnished in a facility (such as a Short-term General 
Hospital, Skilled Nursing Facility or Physical Rehabilitation Facility), at home or in another residential setting.  Noncovered 
Custodial Care includes, but is not limited to: 

• Assistance with walking, bathing, or dressing;

• Oral hygiene, ordinary skin and nail care, maintaining personal hygiene or safety;

• Transfer or positioning in bed;

• Normally self-administered medicine;

• Meal preparation;

• Feeding by utensil, tube, or gastrostomy;

• Routine maintenance of ostomies;

• Catheter care;

• Suctioning;

• Using the toilet;

• Enemas;

• Preparation of special diets;

• Supervision over medical equipment or exercises or over self-administration of oral medications not requiring
constant attention of trained medical personnel;

• Domiciliary care. Domiciliary care is care provided in a residential institution or setting, treatment center, halfway
house, or school because a member’s own home arrangements are not available or are unsuitable, and consisting
chiefly of room and board, even if therapy is included.  Domiciliary care is Custodial Care and is not covered
under any portion of this Certificate; and
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• Convalescent care.  Convalescent care is Custodial Care that You receive during a period of recovery from an
acute illness or injury.

M. Disease or Injury Sustained as a Result of War or Participation in Riot or Civil Disobedience.  No 
Benefits are available for care required to diagnose or treat any illness or injury that is a result of war, participation in a riot 
or other act of civil disobedience.  Benefits are not available for illness or injury when the cause of the illness or injury was 
a Member’s commission of any illegal activity, unless otherwise required by law or regulation.  

N. Educational, Instructional, Vocational Services and Developmental Disability Services.  Except as stated 
in Section 7, II, A “Diabetes Management Programs”, no Benefits are available for educational or instruction programs or 
services.  Noncovered services include, but are not limited to, education evaluation, testing, classes, therapy, tutoring, 
counseling, programs, equipment or supplies.  No Benefits are available for vocational/occupational evaluations, testing, 
classes, therapy, counseling, programs, equipment or supplies.  Except as stated in Section 7, III, D “Early Intervention” and 
V “Behavioral Healthcare”, no Benefits are available for services, counseling, therapy, supplies, equipment or programs for 
behavioral reasons or for Developmental Disabilities.  

O. Experimental/Investigational Services.  Anthem is given the right to determine if services or supplies are 
Experimental/Investigational.  Except as stated in Section 7, VI, E “Qualified Clinical Trials,” the Plan will not pay for 
Experimental/Investigational services.  No Benefits are available for the cost of care related to, resulting from, arising from 
or provided in connection with Experimental/Investigational services.”  No Benefits are available for care furnished for 
complications arising from Experimental/Investigational services.   

1. Experimental or Investigational service means any drug, biologic, device, diagnostic, product, equipment,
procedure, treatment, service, or supply that is Experimental or Investigational and is used in or directly related to
the diagnosis, evaluation, or treatment of a disease, injury, illness, or other health condition.

a. Anthem will deem any drug, biologic, device, diagnostic, product, equipment, procedure, treatment, service, or
supply to be Experimental or Investigational if one or more of the following criteria apply when the service is
rendered with respect to the use for which Benefits are sought.  The drug, biologic, device, diagnostic,
product, equipment, procedure, treatment, service, or supply:

• Cannot be legally marketed in the United States without the final approval of the Food and Drug
Administration (“FDA”) or any other state or federal regulatory agency and such final approval has not
been granted; or

• Has been determined by the FDA to be contraindicated for the specific use; or

• Is provided as part of a clinical research protocol or clinical trial or is provided in any other manner that is
intended to evaluate the safety, toxicity, or efficacy of the drug, biologic, device, diagnostic, product,
equipment, procedure, treatment, service, or supply; or

• Is subject to review and approval of an Institutional Review Board (“IRB”) or other body serving a
similar function; or

• Is provided pursuant to informed consent documents that describe the drug, biologic, device, diagnostic,
product, equipment, procedure, treatment, service, or supply as Experimental or Investigational or
otherwise indicate that the safety, toxicity, or efficacy of the drug, biologic, device, diagnostic, product
equipment, procedure, treatment, service, or supply is under evaluation.

b. Any Service not deemed Experimental or Investigational, based on the above criteria, may still be deemed to
be Experimental or Investigational by Anthem if:
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• The scientific evidence is not conclusory concerning the effect of the service on health outcomes;

• The evidence does not demonstrate that the service improves the net health outcomes of the total
population for whom the service might be proposed by producing beneficial effects that outweigh any
harmful effects;

• The evidence does not demonstrate that the service has been shown to be as beneficial for the total
population for whom the service might be proposed as any established alternatives; or

• The evidence does not demonstrate that the service has been shown to improve the net health outcomes of
the total population for whom the service might be proposed under the usual conditions of medical
practice outside clinical investigatory settings.

c. When applying the provisions of (a) and (b) above to the administration of Benefits under the Plan, Anthem
may include one or more items from the following list which is not all inclusive:

• Published authoritative, peer-reviewed medical or scientific literature, or the absence thereof; or

• Evaluations of national medical associations, consensus panels, and other technology evaluation bodies;
or

• Documents issued by and/or filed with the FDA or other federal, state or local agency with the authority to
approve, regulate, or investigate the use of the drug, biologic, device, diagnostic, product, equipment,
procedure, treatment, service, or supply; or

• Documents of an IRB or other similar body performing substantially the same function; or

• Consent document(s) used by the treating physicians, other medical professionals, or facilities, or by other
treating physicians, other medical professionals or facilities studying substantially the same drug, biologic,
device, diagnostic, product, equipment, procedure, treatment, service, or supply; or

• The written protocol(s) used by the treating physicians, other medical professionals, or facilities or by
other treating physicians, other medical professionals or facilities studying substantially the same drug,
biologic, device, diagnostic, product, equipment, procedure, treatment, service, or supply; or

• Medical records; or

• The opinions of consulting providers and other experts in the field.

Anthem uses the terms of this article in reviewing services that may be Experimental/Investigational.  Anthem’s 
medical policy assists in Anthem’s review.  Anthem’s medical policy reflects the standards of practice and medical 
interventions identified as reflecting appropriate medical practice. However, the Benefits, exclusions and limitations 
stated in this Certificate take precedence over medical policy.  

You have the right to appeal Benefit determinations made by Anthem, including Adverse Benefits Determinations 
regarding Experimental/Investigational Services.  Please see Section 11 for more information about appeals.  

P. Food and Food Supplements.  No Benefits are available for foods, food supplements or for vitamins except as 
provided in Section 7, IV, E “Durable Medical Equipment, Medical Supplies and Prosthetics.”  Please refer to that Section 
for information about Benefits. See Your Pharmacy Rider for coverage information.  
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Q. Foot Care (that is routine), Foot Orthotics and Corrective Shoes.  No Benefits are available for routine foot 
care.  Services or supplies in connection with corns, calluses, flat feet, fallen arches, weak feet or chronic foot strain are not 
covered.  No Benefits are available for foot orthotics, inserts or support devices for the feet.  Corrective shoes are not 
covered.  

R. Free Care.  No Benefits are provided for any care if the care is furnished to You without charge or would normally be 
furnished to You without charge.  This exclusion will also apply if the care would have been furnished to You without 
charge if You were not covered under this Certificate or under any other health plan or other insurance. 

S. Government Programs.  No Benefits are available for Covered Services to the extent that benefits for such services 
are paid or payable (or could reasonably be expected to be payable if a claim were made) under any of the following: 

• Medicare or any other federal, state or local government program for which the government is the primary payer,
including CHAMPUS/TRICARE. Exception:  Benefits are available under this Certificate even though You may
be eligible for Medicaid; or

• Any federal, state, county, municipal, or other government agency, including Medicare and the Veteran's
Administration, for service-connected disabilities.

Please see Section 10 for more information regarding Medicare. 

T. Home Test Kits.  No Benefits are available for laboratory test kits for home use.  These include, but are not limited 
to, home pregnancy tests and home HIV tests. 

U. Hospitalization for Noncovered Services.  No Benefits are available for hospital services or any other health care 
service related to, arising from, the result of, caused by or provided in connection with noncovered services or for 
complications arising from noncovered services, except as stated in Section 7, VI, A, “Dental Services.”  No Benefits are 
available for expenses incurred when You choose to remain in a hospital or another health care facility beyond the discharge 
time recommended by Your physician or by Anthem. 

V. Missed Appointments.  Physicians and other providers may charge You for failing to keep scheduled appointments 
without giving reasonable notice to the office.  No Benefits are provided for these charges.  You are solely responsible for 
the charges.  

W. Non-Hospital Institutions.  No Benefits are available for care or supplies in: 

• Any facility that is not specifically stated as a covered facility in this Certificate;

• Convalescent homes or similar institutions and facilities that provide primarily custodial, maintenance or rest care;
or

• Health resorts, spas, sanitariums, sanatoriums or tuberculosis hospitals.

X. Nonmember Biological Parents.  No Benefits are available for services received by the biological parent of an 
adopted child, unless the biological parent is a Member.  

Y. Premarital Laboratory Work.  No Benefits are available for premarital laboratory work required by any state or 
local law. 

Z. Private Duty Nurses.  No Benefits are available for private duty nurses. 
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AA. Processing Fees.  No Benefits are available for the cost of obtaining medical records or other documents that 
Anthem considers necessary to administer Benefits under this Certificate. 

AB. Rehabilitation Services.  No Benefits are available for rehabilitation services primarily intended to improve the 
level of physical functioning for enhancement of job, athletic, or recreational performance.  No Benefits are available for 
programs such as, but not limited to, work hardening programs and programs for general physical conditioning.  

AC. Reversal of Voluntary Sterilization.  No Benefits are provided for the reversal of sterilization, including 
infertility treatment that is needed as a result of a prior elective or voluntary sterilization (or elective sterilization reversal) 
procedure. 

AD. Sclerotherapy for Varicose Veins and Treatment of Spider Veins.  Except when treatment is Medically 
Necessary as defined in Section 14 of this Certificate, no Benefits are available for sclerotherapy for the treatment of 
varicose veins of the lower extremities including, but not limited to:  ultrasonic guidance for needle and/or catheter 
placement and subsequent sequential ultrasound studies to assess the results of ongoing treatment of varicose veins of the 
lower extremities with sclerotherapy.  Treatment of telangiectatic dermal veins (spider veins) by sclerotherapy or any other 
method is not covered under any portion of this Certificate because such treatment is considered to be cosmetic and not 
Medically Necessary.  

AE. Services Not Covered and Care Related to Noncovered Services.  No Benefits are available for services 
that are not specifically described as Covered Services in this Certificate.  No Benefits are available for services that are not 
covered due to a limitation or exclusion stated in this Certificate.  This exclusion applies even if the service meets the 
definition of Medical Necessity and it applies even if a Designated Provider furnishes or orders the service.  No Benefits are 
available for care related to, resulting from, arising from, caused by or provided in connection with noncovered services or 
for complications arising from noncovered services.  Examples of noncovered services include but are not limited to: 

• Services furnished by any individual or entity that is not a Designated Provider, except at the sole discretion of
Anthem;

• Services received by someone other than the patient, except as stated in  Section 7, VI, D “Organ and Tissue
Transplants;”

• A separate fee for the services of interns, nurses, residents, fellows, physicians or other providers such as hospital-
based ambulance services that are salaried or otherwise compensated by a hospital or other facility;

• The travel time and related expenses of a provider;

• A provider’s charge to file a claim or to transcribe or duplicate Your medical records;

• Fees, postage, taxes or other charges for the shipping or handling of covered equipment or services;

• Prescription drugs purchased at a retail pharmacy, doctor’s office or through a mail service pharmacy for “take-
home” use.  Please see Your Pharmacy Rider for information on prescription drugs purchased at a retail pharmacy.

• Nonlegend or “over-the-counter” drugs, medications, vitamins, minerals, supplements, supplies or devices.  Please
see Your Pharmacy Rider for information on prescription drugs purchased at a retail pharmacy.

AF. Sex Change Treatment.  No Benefits are available for surgical procedures or any other service, drug, product or 
therapy related to altering Your sex from one gender to the other.  

120



AG. Smoking Cessation Drugs, Programs or Services.  Except as stated in Your Pharmacy Rider or any other 
rider, amendment, or endorsement providing such coverage, no Benefits are available under this Plan for smoking cessation 
programs, products, drugs or medications, hypnosis, supplies or devices of any kind intended to help You quit smoking or to 
wean You off nicotine.  Such services are not covered, even if administered in a physician’s office, ordered by a physician 
or if a physician’s written prescription order is required for purchase of the service. 

AH. Surrogate Parenting. No Benefits are available for costs associated with surrogate parenting or gestational carriers. 
Please see Section 7, VI, C, 2 “Infertility Exclusions” for detailed information. 

AI. Transportation.  No Benefits are available for transportation costs, except as described in Sections 7, II, E, 
“Ambulance Services.”  

AJ. Workers’ Compensation.  No Benefits are available for any care, condition, disease, or injury that arises out of or 
in the course of employment when You are covered by Workers' Compensation, unless You or Your employer waived 
coverage in accordance with New Hampshire law. 

AK. X-Rays.  No Benefits are available for diagnostic x-rays in connection with research or study, except as explained 
for routine patient care costs in Section 7, VI, E “Qualified Clinical Trials.”  No Benefits are available for orthopantagrams. 
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Section 9: Claim Procedure 
Please see Section 14 for definitions of specially capitalized words. 

This Section explains the Plan’s procedure regarding the submission and processing of claims.  For purposes of this Section, 
Adverse Benefit Determination means any of the following: the Plan’s denial, reduction, or termination of, or failure to 
provide or make payment (in whole or in part) for, a Benefit, including any such denial, reduction, termination or failure to 
provide or make payment that is based on a determination of a Member’s eligibility for coverage under this Certificate.  
Adverse Benefit Determinations also include the Plan’s denial, reduction or termination of, or failure to provide or make 
payment (in whole or in part) for, a Benefit resulting from the application of the utilization review procedures, as well as the 
Plan’s determination not to cover an item or service for which Benefits are otherwise provided based on a determination that 
the item or service is Experimental, Investigational or not Medically Necessary or appropriate, as well as a rescission of 
coverage.  

You may appeal any Adverse Benefit Determination or other decision that Anthem makes about Your coverage, Your 
Benefits or any failure to provide coverage or Benefits.  Please see Section 11 for information about the appeals procedure. 

I. Post-Service Claims 

Post-Service Claims are claims for services that You have received.  Post-Service Claims do not include requests for 
reimbursement made by providers according to the terms of their agreement with Anthem or with a Subcontractor, unless: 

• Benefits are reduced or denied, and

• Under the terms of an agreement with Anthem or with a Subcontractor, the provider can bill You for amounts
exceeding Your Copayment, Deductible and/or Coinsurance.

A. Time Limit for Submitting Post-Service Claims.  In order for Anthem to make payments for Post-Service Claims, 
Anthem must receive Your claim for Benefits within 12 months after You receive the service.  Otherwise, Benefits will be 
available only if: 

• It was not reasonably possible to submit the claim within the 12-month period, and

• The claim is submitted as soon as reasonably possible after the 12-month period.

If services are furnished by a Preferred Provider or by a BlueCard Provider, You do not have to fill out any claim forms. 

If services are furnished by an Out-of-Network Provider, You may need to submit Your own claim form.  Please contact 
Your Group Benefits Administrator or Anthem to obtain the correct claim form as prescribed by Anthem for submission.  
Anthem’s toll-free telephone number is shown on Your identification card.  Please complete the claim form, include Your 
itemized bill and any information about other insurance payment and submit the claim to the address indicated on the claim 
form.  

For more information about Preferred and Out-of-Network Providers, please see article V, below. 

B. Timeframe for Post-Service Claim Determinations.  Anthem will make a Post-Service Claim determination within 
30 days after receipt of the claim, except as follows: 

• Anthem may extend the 30-day period one time per claim for up to 15 additional days.  This extension will occur if
Anthem determines that it is necessary due to matters beyond their control.  Anthem will notify You about such an
extension before the initial 30-day period ends.

122



• If the extension is required because You or Your authorized representative failed to provide the information
needed to make a determination, the extension notice will specify the requirements.  You will be afforded at least
45 days from receipt of the notice within which to provide the information.  The period of time between the date of
the request for information and the date Anthem receives the information is “carved out” of (does not count
against) the timeframes described above for Post-Service Claim determinations.

Anthem will notify You of a Post-Service Adverse Benefit Determination as stated in article III of this Section. 

II. Pre-Service Claims

Certain services are covered in part or in whole only if You obtain Precertification from Anthem.  Requests for 
Precertification and preauthorization, submitted under the terms of this Certificate, are Pre-Service Claims. Pre-service 
Claim means any claim for a Benefit with respect to which the terms of the Plan condition receipt of the Benefit, in whole or 
in part, on approval of the Benefit in advance of obtaining medical care. Pre-Service Claims do not include requests for 
reimbursement made by providers according to the terms of their agreement with Anthem or a Subcontractor. 

A. Pre-Service Claims (non-urgent).  For non-urgent Pre-Service Claims, You must obtain Precertification from Anthem 
in advance of the service.  Please see Section 1, III and Section 4, I for a description of Benefit reductions that may occur if 
You do not obtain Precertification as required.  Other Precertification requirements may be stated in other sections and 
riders or endorsements that amend this Certificate.  

No fees for submitting a Pre-Service Claim will be assessed against You or Your authorized representative.  You may 
authorize a representative to submit or pursue a Pre-Service Claim or Benefit determination by submitting Your written 
statement in a form prescribed by Anthem, acknowledging the representation.  To find out about required authorization 
forms, please contact the Customer Service Center phone number shown on Your identification card.  

1. Time Limit for Submitting Pre-Service Claims.  Unless it is not reasonably possible for You to do so, Pre-
Service Claims must be submitted within the applicable timeframes stated in this Certificate.  For example, as
stated in Section 6, IV, You must request Precertification within 48 hours after an Emergency Inpatient admission.

2. Timeframes for Pre-Service Claim Determinations.  Anthem will make a determination about Your Pre-Service
Claim within the following timeframes.  Timeframes begin when Anthem receives Your claim and end when
Anthem makes a claim determination.  Anthem will make a determination within a reasonable time period, but in
no event more than 15 days after receipt of the claim, except as follows:

• The timeframe may be extended one time per claim for up to 15 additional days.  This extension will occur if
it is necessary due to matters beyond the control of Anthem.  You will be notified about any extension before
the initial 15-day period ends.

• If the extension is required because You or Your authorized representative failed to provide the information
needed to make a determination, the extension notice will specify the requirements.  You will be afforded at
least 45 days from receipt of the notice within which to provide the information.  The period of time between
the date of the request and the date Anthem receives the information is “carved out” of (does not count
against) the timeframes described above for non-urgent Pre-Service Claim determinations.

Anthem will notify You of a Pre-Service Adverse Benefit Determination as stated in article III of this Section. 

B. Urgent Care Claim means a request for Precertification or preauthorization submitted as required under this 
Certificate, for medical care or treatment with respect to which the application of time periods for making non-urgent Pre-
Service Claim determinations:   
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• Could seriously jeopardize Your life or health or Your ability to regain maximum function, or

• In the opinion of a provider with knowledge of Your medical condition, would subject You to severe pain that
cannot be adequately managed without the care or treatment that is the subject of the claim. 

You may authorize a representative to submit or pursue an Urgent Care Claim or Benefit determination by submitting Your 
written statement in a form prescribed by Anthem acknowledging the representation.  To find out about required 
authorization forms, please contact the Customer Service Center phone number shown on Your identification card.  
Exception: For Urgent Care Claims, Anthem will consider a health care professional with knowledge of Your condition 
(such as Your treating provider) to be Your authorized representative without requiring Your written acknowledgment of 
the representation.  

1. Time Limit for Submitting Urgent Care Claims.  Unless it is not reasonably possible for You to do so, Urgent
Care Claims must be submitted within the applicable timeframes stated in this Certificate.

2. Timeframes for Urgent Care Claim Determinations.  Anthem will make a determination as soon as possible,
taking into account the medical exigencies, but in no event later than 72 hours after receipt of the claim, unless You
or Your authorized representative fail to provide Anthem with the information Anthem needs to make a
determination. In the case of such failure, Anthem will notify You within 24 hours after receipt of the claim.  The
notice will specify the information necessary to make a determination.  You will be given no less than 48 hours to
provide the specified information.  The period of time between the date of the request and the date Anthem
receives the information is “carved out” of (does not count against) the timeframes described above for Urgent
Care Claim determinations.

Anthem will notify You of an Urgent Care Adverse Benefit Determination as stated in article III of this Section. 

C. Concurrent Care Claims.  After Anthem has precertified a course of treatment, if a reduction in the precertified 
number of treatments due to a continuing lack of Medical Necessity is determined by Anthem, or the course of treatment is 
about to end and Your provider requests additional treatment beyond that which has been precertified, You will be notified 
of any reduction or termination of the precertified period or number of treatments (except when due to Plan amendment or 
termination) sufficiently in advance to allow You to appeal and obtain a determination on review before Benefits are 
reduced or terminated.  

You may authorize a representative to submit or pursue a Concurrent Care Claim or Benefit determination by submitting 
Your written statement in a form prescribed by Anthem acknowledging the representation.  To find out about required 
authorization forms, please contact the Customer Service Center phone number shown on Your identification card. 

1. Time Limit for Submitting Concurrent Care Claims.  Unless it is not reasonably possible for You to do so,
Concurrent Care Claims must be submitted within the applicable timeframes stated in this Certificate.

2. Timeframes for Concurrent Care Claim Determinations.  For requests to extend a precertified course of
treatment, a determination will be made as soon as possible, taking into account the medical exigencies. You will
be notified of the determination within 24 hours of receipt of the claim, provided that You make the claim at least
24 hours before the precertified treatment period expires.

Anthem will notify You of a Concurrent Care Adverse Benefit Determination as stated in article III of this Section. 
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III. Notice of an Adverse Benefit Determination

The notice of an Adverse Benefit Determination will be in writing or by electronic means and will include the following: 

• The date of service, the health care provider, and the claim amount (if applicable)

• The specific reason(s) for the determination, including the specific provision of Your Plan on which the
determination is based and the denial code and its meaning if available

• A description of the standard, if any, that was used in denying a claim

• If applicable, a description of any additional information which is necessary and an explanation of why the
information is necessary

• A description of the appeal procedure, including time limits and a description of the expedited appeal
procedure for Urgent Care Claims

• If an internal guideline (such as a rule, protocol, or other similar provision) was relied upon in making the
Adverse Benefit Determination, Anthem will reference the guideline in the notice. Anthem will either include
a copy of the guideline or Anthem will inform You that a copy is available to You free of charge upon request

• If an Adverse Benefit Determination is based on a Medical Necessity or Experimental/Investigational
treatment or other similar exclusion or limit, Anthem will include an explanation of the scientific or clinical
judgment for the determination, applying the terms of this Certificate to Your medical circumstances, or
Anthem will state that such explanation will be provided free of charge at Your request

Please note that for Urgent Care Claims, the information described above may be provided to You orally within the 
timeframe described in article II of this Section. However, a written or electronic notification will be furnished to 
You not more than three days after the oral notification.  

Anthem will not release proprietary information protected by third party contracts. 

IV. Appeals

Please see Section 11 for complete information about the Appeal Procedure.    By accepting this Certificate, You agree that 
You will not take legal action about a Adverse Benefit Determination until You have exhausted the internal appeal 
procedure as stated in Section 11. 

V. General Claims Processing Information 

In most instances, claims are processed as follows: 

Preferred Provider or BlueCard Provider Services.  When You receive Covered Services from a Preferred Provider or 
from a BlueCard Provider, You will not have to fill out any claim forms. Simply identify Yourself as a Member and show 
Your Anthem identification card before You receive the care. Preferred Providers and BlueCard Providers will file claims 
for You. You pay only the applicable Copayment, Deductible or Coinsurance amount to the provider when You receive 
Your Covered Services. Eligible Benefits will be paid directly to Preferred Providers or BlueCard Providers. 
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BlueCard Program.  When You obtain health care services through BlueCard outside the geographic area Anthem serves, 
the amount You pay for Covered Services is calculated on the lower of: 

• The billed charges for Your Covered Services, or

• The negotiated price that the onsite Blue Cross and/or Blue Shield Plan (“Host Plan”) passes onto Anthem

Often this “negotiated price” will consist of a simple discount which reflects the actual price paid by the Host Plan. But 
sometimes it is an estimated price that factors into the actual price expected settlements, withholds, any other contingent 
payment arrangements and non-claims transactions with Your health care provider or with a specified group of providers.  
The negotiated price may also be billed charges reduced to reflect an average expected savings with Your health care 
provider or with a specified group of providers.  The price that reflects average savings may result in greater variation (more 
or less) from the actual price paid than will the estimated price.  The negotiated price will also be adjusted in the future to 
correct for over or underestimation of past prices.  However, the amount You pay is considered a final price. 

Statutes in a small number of states may require the Host Plan to use a basis for calculating Member liability for Covered 
Services that does not reflect the entire savings realized, or expected to be realized, on a particular claim or to add a 
surcharge.  Should any state statutes mandate Member liability calculation methods that differ from the usual BlueCard 
method noted above or require a surcharge, Anthem would then calculate Your liability for any Covered Services in 
accordance with the applicable state statute in effect at the time You received Your care. 

Whether using a BlueCard Provider or a Preferred Provider, You will always receive the benefit of the lesser of provider 
charges or the rate the on-site Blue Cross or Blue Shield Plan has negotiated with its providers. 

Out-of-Network Services.  When You receive a Covered Service from an Out-of-Network Provider in New Hampshire, or 
a NonBlueCard Provider, You may have to fill out a claim form.  You can get claim forms from Anthem’s Customer 
Service Center. The toll-free number is 1-888-224-4896.  Mail Your completed claim form to Anthem, along with the 
original itemized bill. 

When traveling outside of the country, You should obtain itemized bills translated to English. Charges for Covered Services 
should be stated in terms of United States currency. To determine the United States currency amount, please use the 
exchange rate as it was on the date You received the care.  

Out-of-Network New Hampshire Providers and NonBlueCard Providers may ask You to pay the entire charge at the time of 
Your visit. It is up to You to pay the provider. Generally, Anthem will pay eligible Benefits directly to You. Benefits equal 
the Maximum Allowable Benefit, minus any applicable Copayment, Deductible or Coinsurance amount. You may be 
responsible for amounts that exceed the Maximum Allowable Benefit and for the applicable Copayment, Deductible or 
Coinsurance amounts. 

Anthem reserves the right to pay either You or the hospital or any other provider. You cannot assign any Benefits or monies 
due under this Certificate to any person, provider, corporation, organization or other entity. Any assignment by You will be 
void and have no effect. Assignment means the transfer to another person, provider, corporation, organization or other entity 
of Your right to the Benefits available under this Certificate. 
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Section 10: Other Party Liability 
Please see Section 14 for definitions of specially capitalized words.  

The following Coordination of Benefits (COB) guidelines and related other party liability rules apply to all claims that are 
submitted for payment under the Plan. 

I. Coordination of Benefits (COB) 

Please note: You may not hold or obtain Benefits under both this Plan and a nongroup (individual) health insurance policy 
issued by Anthem or any other insurer.  

Coordination of Benefits sets the payment responsibilities when You are covered by more than one health care plan or 
policy.  COB is intended to prevent duplication of payment and overpayments for Covered Services furnished to Members.  
If any Member is covered under another health care plan or policy, Benefits will be coordinated as stated in this Section.  

For purposes of this Section only, “health care plan or policy” means any of the following, which provide benefits or 
services for, or by reason of, medical care or treatment:  

• Group or individual hospital, surgical, medical or major medical coverage provided by Anthem Blue Cross and
Blue Shield (Anthem), a private insurer or an insurance company, an HMO, closed panel plans or other forms of
group or group-type coverage (whether insured or uninsured), a prepayment group or individual practice plan, or a
prepayment plan of any other organization. COB applies to any coverage including self-insured, self-funded or
unfunded benefit plans or plans administered by a government, such as “socialized medicine” plans.  COB also
applies to union welfare plans, employee or employer benefit organizations, or any other insurance that provides
medical benefits,

• Except as stated in this Section, any insurance policy, contract or other arrangement or other insurance coverage
where a health benefit is provided, arranged or paid, on an insured or uninsured basis,

• Any coverage for students sponsored by, provided through or insured by a school, sports program or other
educational institution above the high school level except for school accident type coverage.

• The medical benefits coverage in automobile “no fault” or “personal injury protection” (PIP) type contracts, not
including medical payments coverage, also known as part B in the personal automobile policy or med pay.

For the purposes of this Section, the terms “health care plan” or “policy” do not refer to: hospital indemnity coverage or 
other fixed indemnity coverage; accident only coverage; specified disease or specified accident coverage; limited benefit 
health coverage, as defined by state law; school accident type coverage; medical payments coverage in a personal 
automobile policy, also known as Part B or med pay coverage; benefits for non-medical components of long-term care 
policies; Medicare supplement policies; Medicaid policies; or coverage under other federal governmental plans, unless 
permitted by law. 

The term “health care plan or policy” will be interpreted separately with respect to: 

• Each policy, contract or other arrangement for benefits or services; or

• That portion of any such policy, contract or other arrangement which reserves the right to take the benefits of the
other health care plan or policy into consideration in determining its benefits and that portion which does not take
such benefits into consideration.

COB also applies when You are covered by more than two policies. 

127



Please remember that Your payments under this Certificate (such as Deductible and Coinsurance amounts or any annual 
limits) are Your responsibility whether this Plan is Primary or Secondary.  Also, the rules as stated in Sections 1 through 4 
apply whether LGC HealthTrust is Primary or Secondary.  

A. Definitions.  The following definitions apply to the terms of this Section:  
Primary means the health care plan or policy that is responsible for processing Your claims for eligible benefits first.  
When this Plan is Primary, this Plan will provide the full extent of Benefits covered under this Certificate, up to the 
Maximum Allowable Benefit without regard to the possibility that another health care plan or policy may cover some 
expenses.  

Secondary means the plan responsible for processing claims for Allowable Expenses after the Primary plan has issued a 
benefit determination.  When this Plan is Secondary, Benefits under this Plan may be reduced so that payments from all 
health care plans or policies combined do not exceed 100% of the total Allowable Expense.    

Allowable Expense means a health care service expense that is eligible for Secondary Benefits under this health care Plan.  
Allowable Expenses include, but are not limited to, any deductible, coinsurance and copayment cost shares required under a 
Primary plan.  When a plan provides benefits in the form of services, the reasonable cash value of each service will be 
considered to be the benefit available under that plan.   

The following limitations apply to Allowable Expenses: 

• An expense must be for a Medically Necessary Covered Service, as defined in this Certificate.  Otherwise, no
portion of the expense is an Allowable Expense.

• When the Primary plan has provided full benefits and there is no Member liability for claim payment, no portion of
the expense is an Allowable Expense.

• When the Primary plan has provided benefits and there is Member liability for claim payment, the following rules
apply to Secondary coverage under this Plan:

a. If all plans covering the claim compute benefits or services based on a usual and customary fee, relative value
schedule reimbursement methodology or other similar reimbursement methodology, any amount in excess of
the highest reimbursement amount for the specific claim is not an Allowable Expense.

b. If all plans covering the claim compute benefits or services based on a negotiated fee, any amount in excess of
the highest negotiated fee for the specific claim is not an Allowable Expense.

c. If one plan computes benefits or services for a claim based on a usual and customary fee, relative value
schedule reimbursement methodology or other similar reimbursement methodology, and another plan
computes benefits or services based on a negotiated fee, the Primary plan's payment arrangement shall be the
Allowable Expense for all plans.  Exception:  If a Preferred Provider contracts with Anthem to accept a
negotiated amount as payment in full when this Plan is the Secondary payer and such negotiated amount
differs from the Primary payer’s arrangement, Anthem’s negotiated amount will be the Allowable Expense
used to determine Secondary Benefits.  The total amount in payments and/or services provided by all payers
combined will not exceed the Maximum Allowable Benefit.

• If the Primary plan bases payment for a claim on the provider’s full charge and does not utilize usual and
customary fees, relative value schedule reimbursement methodologies or other similar reimbursement
methodologies and does not negotiate fees with providers, the combination of benefits paid by the Primary plan
and this Plan will not exceed the Maximum Allowable Benefit.  The difference between the Maximum Allowable
Benefit and the provider’s charge is not an Allowable Expense.
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• When benefits are reduced under a Primary plan due to an individual’s failure to comply with the Primary plan’s
provisions, the amount of the reduction is not an Allowable Expense.  Examples of these types of plan provisions
include, but are not limited to:  managed care requirements for second surgical opinions, Inpatient and Outpatient
Precertification requirements and rules about access to care (such as network restrictions and referral rules).

• Any expense that a health care provider by law or in accordance with a contractual agreement is prohibited from
charging a Member is not an Allowable Expense.

B. The Order of Payment is Determined by COB.  COB uses the following rules to determine the Primary and 
Secondary payers when You are covered by more than one health care plan or policy.  

1. Important General Rules:

• Services Outside the United States of America (U.S.A.).  If You have coverage under this Plan and any plan
outside the U.S.A. (including plans administered by a government, such as “socialized medicine” plans), the
out-of-country plan is Primary when You receive care outside the U.S.A. This Plan is Primary when You
receive services in the U.S.A.  This rule applies before any of the following rules (including the rules for
children of separated or divorced parents).

• Liability Laws.  To the extent permitted by applicable law, when any benefits are available as Primary
benefits to a Member under Medicare (see article C “Medicare Program” below) or any Workers’
Compensation Laws, Occupational Disease Laws or other employer liability laws, those benefits will be
Primary.

• No or Inconsistent COB Rule.  Except for group coverage that supplements a basic part of a benefit package
and provides supplementary coverage (such as major medical coverage superimposed over base
hospital/surgical coverage), any health care plan or policy that does not contain a coordination of benefits
provision consistent with the terms of this Section is always Primary.

2. Order of Payment Rules.  If You are covered by more than one health care plan or policy and none of the rules
listed in 1 (above) apply, the order of benefits will be determined by using the first of the following rules that
apply:

• Employee/Dependent Rule.  If You are the employee or Subscriber under one policy and You are a
dependent under the other, the policy under which You are an employee or Subscriber is Primary.  Exception:
If You are a Medicare beneficiary and, as a result of federal law, Medicare is Secondary under the plan

covering You as a dependent and Primary to the Plan covering You as an employee or Subscriber, then the
order of benefits is reversed so that the plan covering You as an employee or Subscriber is the Secondary plan
and the other plan is Primary.

• Dependent Child Covered Under More Than One Plan. Unless there is a court decree stating otherwise,
when a Dependent child is covered by more than one plan, the order of benefits is determined as follows:

• For a Dependent child whose parents are married or are living together, whether or not they have ever
been married, the following “birthday rule” applies:

a. The plan of the parent whose birthday falls earlier in the calendar year is Primary, or

b. If both parents have the same birthday, the plan that has covered the parent the longest is Primary.

• For a Dependent child whose parents are divorced or separated or not living together, whether or not they
have ever been married:
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a. If a court decree states that one of the parents is responsible for the Dependent child's health care
expenses or health care coverage and the plan of that parent has actual knowledge of the court decree
terms, that plan is Primary.  This rule applies to plan years commencing after the plan is given notice
of the court decree.

b. If a court decree states that both parents are responsible for the Dependent child's health care
expenses or health care coverage, the provisions of (1 above) the “birthday rule” shall determine the
order of benefits.

c. If a court decree states that the parents have joint custody without specifying that one parent has
responsibility for the health care expenses or health care coverage of the dependent child, the
provisions of (1 above) the “birthday rule” shall determine the order of benefits.

d. If there is no court decree allocating responsibility for the Dependent child's health care expenses or
health care coverage, the order of benefits for the child are as follows:

• The plan covering the custodial parent;

• The plan covering the spouse of the custodial parent;

• The plan covering the non-custodial parent; and then

• The plan covering the spouse of the non-custodial parent.

A “custodial parent” is the parent awarded custody by a court decree or, in the absence of a court 
decree, is the parent with whom the child resides more than one half of the calendar year excluding 
any temporary visitation.  

For a Dependent child covered under more than one plan of individuals who are not the parents of the 
child, the provisions of 1 or 2 above shall determine the order of benefits as if those individuals were 
the parents of the child.  

• Active Employee or Retired or Laid-off Employee.  The plan that covers a Member as an active employee (that is
an employee who is neither laid off nor retired) is Primary.  The plan covering that same Member as a retired or laid-
off employee is Secondary.  The same rule applies if a Member is a dependent of an active employee and that same
Member is a dependent of a retired or laid-off employee.  If the other plan does not have this rule, and as a result, the
plans do not agree on the order of benefits, this rule is ignored. This rule does not apply if the
“Employee/Dependent” rule (above) can determine the order of benefits.

• COBRA or Other Continuation Coverage.  If a Member is covered under COBRA or a similar “right of
continuation” law under either federal law or other continuation coverage, and the Member is also covered under
another policy that is not a continuation policy, the continuation coverage is Secondary and the other plan is
Primary.  If the other plan does not have this rule and as a result, the plans do not agree on the order of benefits,
this rule is ignored. This rule does not apply if the “Employee/Dependent” rule (above) can determine the order of
benefits.

• Longer/Shorter Length of Coverage. The plan that covered the person as an employee, Member, policyholder,
Subscriber or retiree longer is Primary and the plan that covered the Member the shorter period of time is
Secondary.

• If the preceding rules do not determine the order of benefits, Allowable Expenses shall be shared equally
between the health care plans or policies.  In addition, this Plan will not pay more than it would have paid had it
been the Primary plan.
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C. Medicare Program.  Medicare Secondary Payer (MSP) laws determine whether Medicare benefits will be 
Primary or Secondary to the Benefits available under this Plan.  Factors that determine which plan is Primary include, but 
are not limited to, Your status as an active employee, Your age, and the reason that You are eligible for Medicare.  

If Medicare is the Secondary plan according to MSP laws, coverage under this Plan is Primary.  If Medicare is the Primary 
plan according to MSP laws, coverage under this Plan is Secondary. When Medicare is the Primary plan, You need to be 
enrolled in Parts A and B of Medicare because Benefits under this Plan will only be paid Secondary to Benefits available 
under Parts A and B of Medicare.  The Secondary Benefits payable under this Plan will assume that You are eligible to 
receive both Medicare Part A and Part B benefits. 

If You are entitled to Medicare benefits when You enroll in this Plan, You must inform Your Group Benefits Administrator 
and state this information on Your Medical Enrollment Application.  If You become entitled to Medicare benefits after You 
enroll, You must inform Your Group Benefits Administrator and LGC HealthTrust immediately. 

When You become entitled to Medicare benefits, You should contact Your local Social Security Office right away to 
discuss Medicare rules regarding enrollment in Parts A, B and D of Medicare.    

II. Workers’ Compensation

No Benefits are available for any care, condition, disease or injury that arises out of or in the course of employment when 
You are covered by Workers’ Compensation, unless You or Your employer waived coverage in accordance with New 
Hampshire law.  

III. Subrogation and Reimbursement

These provisions apply when this Plan pays Benefits as a result of an injury, illness, impairment or medical condition You 
sustain and You have a right to a Recovery or have received a Recovery.  For purposes of this Certificate, “Recovery” shall 
mean money You receive or are entitled to receive from another person, entity or any other source as a result of injury, 
illness, impairment or medical condition caused by another.  Such payments shall include but are not limited to, any money 
from another, the other’s insurer or from any “Home Owner’s,” “Uninsured Motorist,” “Underinsured Motorist,” “Medical-
Payments,” “No-Fault,” “Personal Injury Protection” or other insurance coverage or similar provision. Regardless of how 
You or Your representative or any agreements characterize the Recovery You receive, it shall be subject to the Subrogation 
and Reimbursement provisions of this Section. 

Benefits will be provided for medical care paid, payable or required to be provided under this Certificate, and the Benefits 
paid, payable or required to be provided.  LGC HealthTrust and/or Anthem must be reimbursed by the Member for such 
payments from medical payments coverage and other property and casualty insurance including homeowners insurance 
coverage. 

Anthem may reduce any Benefit paid, payable or required to be paid under this Certificate by the amount that the Member 
has received in payment from medical payments coverage and other property and casualty insurance including homeowners 
insurance coverage.  

If benefits are exhausted under a medical payments coverage or other similar property and casualty insurance, Benefits are 
available under this Plan, subject to all of the terms and conditions of this Certificate. Unexhausted medical payments 
coverage means coverage amounts available in excess of payments made to You or Your representative to reimburse Your 
out-of-pocket expenses paid for medical care under this Certificate.   
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A. Subrogation.  If You suffer an injury, illness, impairment or medical condition that is the result of another party’s 
actions, and this Plan pays Benefits to treat such injury, illness, impairment or medical condition, LGC HealthTrust will be 
subrogated to Your Recovery rights.  LGC HealthTrust, and/or Anthem acting on LGC HealthTrust’s behalf, may proceed 
in Your name against the responsible party.  Additionally, LGC HealthTrust and/or Anthem acting on LGC HealthTrust’s 
behalf shall have the right to recover payments this Plan makes on Your behalf from any party responsible for compensating 
You for Your injury, illness, impairment or medical condition.  All of the following shall apply, except to the extent limited 
by applicable law: 

• LGC HealthTrust and/or Anthem acting on LGC HealthTrust’s behalf may pursue LGC HealthTrust’s subrogation
rights and shall have first priority for the full amount of Benefits this Plan has paid from any Recovery regardless
of whether You are fully compensated, and regardless of whether the payments You receive make You whole for
Your losses and injuries.

• You and Your legal representative may not waive or otherwise prejudice in any way LGC HealthTrust’s
subrogation rights set forth in this Section.  You and Your legal representative must do whatever is necessary to
enable LGC HealthTrust and/or Anthem to exercise such rights.

• LGC HealthTrust and/or Anthem have the right to take whatever legal action they see fit against any party or entity
to recover Benefits paid under this Plan.

• To the extent that the total assets from which a Recovery is available are insufficient to satisfy in full LGC
HealthTrust’s and/or Anthem’s subrogation claim and any claim still held by You, LGC HealthTrust’s and/or
Anthem’s subrogation claim shall be first satisfied before any part of a Recovery is applied to Your claim, Your
attorney fees, other expenses or costs.

• This Plan, LGC HealthTrust and Anthem are not responsible for any attorney fees, other expenses or costs You
incur without the prior written consent of LGC HealthTrust.  Further, the “common fund” doctrine does not apply
to any funds recovered by any attorney You hire regardless of whether funds recovered are used to repay Benefits
paid by this Plan.

Nothing in this Section shall be construed to limit the Plan’s, LGC HealthTrust’s and/or Anthem’s right to utilize any 
remedy provided by law to enforce LGC HealthTrust’s rights to subrogation under this Section.  LGC HealthTrust’s and/or 
Anthem, acting on its behalf, is entitled to reimbursement from the responsible party or any other party You receive 
payment from to the extent of Benefits provided.  LGC HealthTrust and/or Anthem reserves the right to compromise on the 
amount of the claim if LGC HealthTrust and/or Anthem, acting on its behalf, determines that it is appropriate to do so. Any 
action that interferes with LGC HealthTrust’s subrogation rights may result in the termination of coverage for the Subscriber 
and covered Dependents. 

B. Reimbursement.  If You obtain a Recovery and LGC HealthTrust and/or Anthem have not been repaid for the Benefits 
this Plan paid on Your behalf, LGC HealthTrust and/or Anthem shall have a right to be repaid from the Recovery up to the 
amount of the Benefits paid on Your behalf.  All of the following shall apply, except to the extent limited by applicable law: 

• LGC HealthTrust and/or Anthem are entitled to reimbursement from any Recovery, in first priority,
notwithstanding any allocation made in a settlement agreement or court order, and even if the Recovery does not
fully satisfy a judgment, settlement or underlying claim for damages or fully compensate or make You whole.

• You and Your legal representative must hold in trust for LGC HealthTrust and/or Anthem the proceeds of the gross
Recovery (i.e., the total amount of Your Recovery before attorney fees, other expenses or costs) to be paid to LGC
HealthTrust and/or Anthem immediately upon Your receipt of the Recovery.  You must fully reimburse LGC
HealthTrust and/or Anthem, in first priority and without any set-off or reduction for attorney fees, other expenses
or costs.   The “common fund” doctrine does not apply to any funds recovered by any attorney You hire regardless
of whether funds recovered are used to repay Benefits paid by this Plan.
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• This Plan shall be entitled to deduct any of the unsatisfied portion of the amount of Benefits paid by the Plan or the
amount of Your Recovery, whichever is less, from any future Benefits under the Plan if:

1. You fail to disclose to LGC HealthTrust and/or Anthem the amount of Your Recovery;

2. The amount this Plan paid on Your behalf is not repaid or otherwise recovered by LGC HealthTrust and/or
Anthem; or

3. You fail to cooperate with LGC HealthTrust and/or Anthem

• LGC HealthTrust and/or Anthem shall also be entitled to recover any of the unsatisfied portion of the amount paid
by the Plan or the amount of Your Recovery, whichever is less, directly from the providers to whom payments have
been made. In such a circumstance, it may then be Your obligation to pay the provider the full amount billed by the
provider, and the Plan would have no obligation to pay the provider.

IV. LGC HealthTrust’s and Anthem’s Rights Under this Certificate

LGC HealthTrust, and/or Anthem acting on LGC HealthTrust’s behalf, reserves the right to: 

• Take any action needed to carry out the terms of this Section and the Certificate,

• Exchange information with other insurance companies and/or other parties,

• Recover any excess payment made under this Plan from another party or reimburse another party for its excess
payment, and

• Take the actions set forth in this Section when necessary without notifying the Member.

This provision is not intended to permit dissemination of information to persons who do not have a legitimate interest in 
such information. Neither does this provision permit the dissemination of information prohibited by law.  

Whenever another plan or entity pays benefits that should have been paid by this Plan, Anthem, on behalf of the Plan, has 
the right to pay the other plan or entity any amount that Anthem determines in its discretion to be warranted to satisfy the 
intent of this Section.  Amounts so paid are Benefits under this Certificate and, to the extent of such payments, the Plan, 
LGC HealthTrust and Anthem are fully discharged from liability under this Certificate. 

If the Plan has provided Benefits subject to reimbursement or subrogation and You recover payments from another source 
which You do not pay to LGC HealthTrust and/or Anthem, LGC HealthTrust and/or Anthem has the right to offset these 
amounts against any other amount that would otherwise be payable under this Certificate. 
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Mistaken Payments. On occasion, a payment may be made by the Plan to You, or on Your behalf, when You are not 
covered, for a service which is not covered, or which is more than is appropriate for the service (for example, the Plan pays 
the healthcare provider amounts that are Your responsibility, such as Deductibles, Copayments or Coinsurance). When an 
incorrect payment or overpayment is made, LGC HealthTrust and/or Anthem acting on the LGC HealthTrust’s behalf, has 
the right to recover such payment from You or any Member, person or entity (including any Member, provider, insurance 
company or health care plan) to whom or for whom such payment was made. In the event recovery of a payment made in 
error to a Member is sought, Anthem, acting on LGC HealthTrust’s behalf, will notify the Member who is subject to the 
recovery.  The Member must either remit the required amount to Anthem or provide Anthem with written notice of the 
reason(s) the Member disputes the recovery notice.  The recovery amount or the written notice must be received by Anthem 
within 60 days of the recovery notice.  If the recovery amount or written notice is not received within 60 days of the 
recovery notice, or Anthem disagrees with the Member’s dispute of the recovery notice, Anthem is given the right to deduct 
or offset any amounts paid in error or overpaid by the Plan from any pending or future claim payable to or on behalf of any 
Member enrolled under this Certificate.  If Anthem deducts or offsets such amount payable to a provider, it will then be 
Your obligation to pay the provider the full amount billed by the provider, and the Plan would have no obligation to pay the 
provider. 

V. Your Agreement and Responsibility Under This Section 

You have the responsibility to provide prompt, accurate and complete information to LGC HealthTrust and Anthem about 
other health care plans and/or insurance policies or benefits You may have in addition to Your LGC HealthTrust coverage.  
Other health care plans, insurance policies or benefits include, but are not limited to, benefits from other health coverage, 
Workers’ Compensation, and/or claims against liability or casualty insurance companies arising from any injury, illness, 
impairment or medical condition You receive.  By accepting this Certificate, You agree to cooperate with LGC HealthTrust 
and Anthem, and You agree to provide information about any other health coverage on an annual basis or when necessary to 
carry out the terms of this Section.   

By accepting this Certificate You agree to: 

• Promptly notify LGC HealthTrust and/or Anthem of how, when and where an accident or incident resulting in
personal injury, illness, impairment or medical condition to You occurred and all information regarding the parties
involved,

• Cooperate with LGC HealthTrust and/or Anthem in the investigation, settlement and protection of rights,

• Not do anything to prejudice the rights LGC HealthTrust and Anthem,

• Send to LGC HealthTrust and/or Anthem copies of all police reports, notices or other papers received in
connection with the accident or incident resulting in personal injury, illness, impairment or medical condition to
You, and

• Promptly notify LGC HealthTrust and/or Anthem if You retain an attorney or if a lawsuit is filed on Your behalf.

Any action which interferes with LGC HealthTrust’s rights under this Section or the Certificate may result in the termination 
of coverage for the Subscriber and covered Dependents. 

Please call Anthem’s Customer Service at 1-888-224-4896 if You have questions about any portion of this Section. 
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Section 11: Member Satisfaction Services and Appeal Procedure 
Please see Section 14 for definitions of specially capitalized words. 

This Section explains how to contact LGC HealthTrust or Anthem when You have questions, suggestions, concerns or 
complaints.  

Please note that oral statements by agents or representatives of LGC HealthTrust or Anthem do not change the Benefits 
described in this Certificate.  

I. Member Satisfaction Services 

LGC HealthTrust and Anthem provide quality member satisfaction services through their respective Customer Service 
Centers. All LGC HealthTrust and Anthem personnel are responsible for addressing Your concerns in a manner that is 
accurate, courteous, respectful and prompt. Customer Service Representatives are available to: 

• Answer questions You have about Your membership, Your Benefits, Covered Services, Participating Providers,
payment of claims, and about Anthem policies and procedures,

• Provide information or Plan materials that You want or need (such as health promotion brochures, copies of Your
Participating Provider Directory for Members with Indemnity Coverage, or replacement of identification cards),

• Make sure Your suggestions are brought to the attention of the appropriate persons at LGC HealthTrust or Anthem,
and

• Provide assistance to You (or Your authorized representative) when You want to file an internal appeal.

LGC HealthTrust and Anthem use Your identification number to locate Your important records with the least amount of 
inconvenience to You. Your identification number is on Your identification card. Please be sure to include Your entire 
identification number (with the three-letter prefix) when You call or write.  

LGC HealthTrust or Anthem will respond to most of Your questions or requests at the time of Your call or within a few 
days. Please see articles II and III for information about internal appeals. 

If You have a concern about the quality of care offered to You by a Participating Provider (such as waiting times, provider 
behavior or demeanor, adequacy of facilities or other similar concerns), You are encouraged to discuss Your concerns 
directly with the provider before You contact an Anthem Customer Service Representative.  

 
Please contact LGC HealthTrust about Your 
membership, wellness programs, or Plan materials. 
Call LGC HealthTrust at: 1-800-527-5001 

 
Or, You may write to: 

LGC HealthTrust 
PO Box 617 
Concord, NH  03302-0617  

Please contact Anthem’s Customer Service Center 
about Your Benefits, Covered Services, Plan materials, 
or a Participating Provider. Call Anthem at: 
1-800-225-2666 

 
Or, You may write to:  

Customer Service Center 
Anthem Blue Cross and Blue Shield 
PO Box 660 
North Haven, CT  06473-0660 
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For more information about Member Services, please visit Anthem’s website at www.anthem.com. 

II. Internal Appeal Procedure

Introduction.  You have the right to receive Benefits as described in this Certificate. You may appeal any Adverse Benefit 
Determination made by Anthem.  You or Your authorized representative must file Your appeal within 180 calendar 
days after You are notified of the Adverse Benefit Determination.  This section explains the internal appeal procedure.  

By accepting this Certificate, You agree that You will take no court action related to Your coverage or Benefits under the 
Plan before completing the steps described below. Your obligations under this Certificate are fulfilled when the first level 
internal appeal procedure is completed as stated in this article.  A voluntary second level of internal appeal, which may be a 
panel review, independent review, or other process consistent with the entity reviewing the appeal, is also available as stated 
in this article. The time frame allowed for Anthem to complete its review is dependent upon the type of review involved 
(e.g. pre-service, concurrent, post-service, urgent, etc.).  

Please see Section 14 for definitions of “Adverse Benefit Determination,” “Urgent Care Claim,” Pre-Service Claim” and 
“Post-Service Claim.”  

Internal appeals are conducted and overseen by Anthem. No fees for submitting an appeal will be assessed against You or 
Your authorized representative. 

Who may submit an internal appeal? You or Your authorized representative may submit an internal appeal. A person is 
an authorized representative if: 

• You submit a written statement in a form prescribed by Anthem acknowledging the representation. To find out
about required authorization forms, please contact Anthem’s Customer Service Center at the toll-free telephone
number on Your identification card. Exception: For Urgent Care Claim appeals, Anthem will consider a health care
professional with knowledge of Your condition (such as Your treating provider) to be Your authorized
representative without requiring Your written acknowledgment of the representation, or

• A court order is in effect authorizing the person to act on Your behalf, and a copy of the order is on file with
Anthem.

What should be included with an internal appeal?  You will have the opportunity to submit written comments, documents, 
rewards, and other information supporting Your claim.  Anthem’s review of Your claim will take into account all information 
You submit, regardless of whether it was submitted or considered in the initial benefit determination.  Please include Your 
identification number (including the three-letter prefix) and describe the services that You are submitting for review. If possible, 
refer to the date You received the service and state the name of the doctor, hospital or other provider that furnished the care. You 
may also want to include:  

• Bills that You have received from the provider,

• Any information that You believe is important for review, such as statements from Your physician or letters You
received from Anthem, and

• A reference to the portion of this Certificate that You believe pertains to Your appeal. You should state the
outcome You are expecting as a result of Your appeal.

Anthem may ask You to sign an authorization so that medical records can be obtained to conduct the appeal.  

Internal Appeal Process.  To exercise Your right to an internal appeal, please take the following steps: 
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A. First Level Appeal.  

For pre-service claims involving urgent/concurrent care, You may obtain an expedited appeal.  You or Your 
authorized representative may request it orally or in writing.  All necessary information, including Anthem’s decision, 
can be sent between Anthem and You by telephone, facsimile or other similar method.  To file an appeal for a claim 
involving urgent/concurrent care, You or Your authorized representative must contact Anthem at the number shown on 
Your identification card and provide at least the following information: 

• the identity of the claimant;
• the date (s) of the medical service;
• the specific medical condition or symptom;
• the provider’s name
• the service or supply for which approval of benefits was sought; and
• any reasons why the appeal should be processed on a more expedited basis.

All other requests for appeals should be submitted in writing by You or Your authorized representative, except where 
the acceptance of oral appeals is otherwise required by the nature of the appeal (e.g. urgent care). You or Your 
authorized representative must submit a request for review to: 

Anthem Blue Cross and Blue Shield, ATTN: Appeals 
P.O. Box 518 
North Haven, CT  06473-0518 

Upon request, Anthem will provide, without charge, reasonable access to, and copies of, all documents, records, and 
other information relevant to Your claim.  “Relevant” means that the document, record, or other information: 

• was relied on in making the benefit determination; or
• was submitted, considered, or produced in the course of making the benefit determination; or
• demonstrates compliance with processes and safeguards to ensure that claim determinations are made in

accordance with the terms of the Plan, applied consistently for similarly-situated claimants; or
• is a statement of the Plan’s policy or guidance about the treatment or benefit relative to Your diagnosis.

Anthem will also provide You, free of charge, with any new or additional evidence considered, relied upon, or 
generated in connection with Your claim.  In addition, before You receive an Adverse Benefit Determination on review 
based on a new or additional rationale, Anthem will provide You, free of charge, with the rationale. 

How Your Appeal will be Decided.  When Anthem considers Your appeal, Anthem will not rely upon  the initial benefit 
determination or, for voluntary second-level appeals, to the earlier appeal determination.  The review will be conducted by 
an appropriate reviewer who did not make the initial determination and who does not work for the person who made the 
initial determination. A voluntary second-level review will be conducted by an appropriate reviewer who did not make the 
initial determination or the first-level appeal determination and who does not work for the person who made the initial 
determination or first-level appeal determination.  

If the denial was based in whole or in part on a medical judgment, including whether the treatment is experimental, 
investigational, or not medically necessary, the reviewer will consult with a health care professional who has the appropriate 
training and experience in the medical field involved in making the judgment.  This health care professional will not be one 
who was consulted in making an earlier determination or who works for one who was consulted in making an earlier 
determination.  

Notification of the Outcome of the Appeal.  
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• If You appeal a claim involving urgent/concurrent care, Anthem will notify You of the outcome of the appeal
as soon as possible, but not later than 72 hours after receipt of Your request for appeal.

• If You appeal any other pre-service claim. Anthem will notify You of the outcome of the appeal within 30 days
after receipt of Your request for appeal.

• If You appeal a post-service claim, Anthem will notify You of the outcome of the appeal within 60 days after
receipt of Your request for appeal.

Content of Notice of an Appeal Determination.  You will be notified in writing of the appeal determination.  If the denial 
of Benefits is upheld, in whole or in part, the written notice will include the following:  

• The specific reason(s) for the determination, including reference to the specific provision of this Certificate on
which the determination is based,

• If an internal rule, guideline, protocol or other similar provision was relied upon in making the Adverse Benefit
Determination, a statement that such a rule, guideline, protocol or other similar provision was relied upon,

• If the determination is based upon a finding that the service under appeal is Experimental, Investigational or not
Medically Necessary or appropriate, the notice will include:

• The name and credentials of the person reviewing the appeal, including board status and the state or states
where the person is currently licensed.

• An explanation of the clinical rationale for the determination.  This explanation will recite the terms of
this Certificate or of any clinical review criteria or any internal rule, guideline, protocol, or other similar
provision that was relied upon in making the denial and how these provisions apply to Your specific
medical circumstance.

• A statement that You are entitled to receive, upon request and free of charge, reasonable access to, and
copies of, all documents, records, and other information (such as copies of rules, guidelines, protocols or
other similar criterion upon which the Adverse Benefit Determinations based) relevant to Your claim for
Benefits.  The records on file with Anthem may be limited in scope.  Please contact Your physician if You
have questions or concerns about the content of Your medical records, and

• A statement describing all other dispute resolutions options available to You, including but not limited to
Your options for internal review, external review or for bringing a legal action.

Appeal Denial.  If Your appeal is denied, that denial will be considered an Adverse Benefit Determination.  The 
notification from Anthem will include all of the information set forth in the above section entitled “Content of Notice of an 
Appeal Determination.”  

B. Voluntary Second Level Internal Appeal 

If You are not satisfied with the Plan's mandatory first level appeal decision, a voluntary second level appeal may be 
available You are not required to complete a voluntary second level appeal prior to submitting a request for an 
independent External Review..   If You would like to initiate a second level appeal, please submit Your request to 
Anthem at: 

Anthem Blue Cross and Blue Shield, Attn: Appeals 
PO box 518 
North Haven, CT  06473-0518  
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Your appeal must be in writing unless Anthem determines that it is not reasonable to require a written statement. For 
example, expedited appeals may be submitted orally or in writing.  Your appeal must be submitted within at least 
180 days of Anthem’s notice stating the results of Your first level internal appeal.  You do not have to re-send the 
information that You submitted for Your first level internal appeal. However, You are encouraged to submit any 
additional information that You think is important for review.  If Anthem finds that more information is required in 
order to conduct Your appeal, You will be notified in writing as soon as possible. 

Time Frames for Voluntary Second Level Appeal Determinations.  Anthem will complete a voluntary second level 
appeal within 45 business days after receiving all the information necessary to complete the review. 

III. External Review

If the outcome of the mandatory first level appeal and/or voluntary second level of appeal is based on medical judgment and 
adverse to You, You may be eligible for an independent External Review pursuant to federal law.  There is no charge for 
You to initiate an independent External Review.  This is not an additional step that You must take in order to fulfill Your 
appeal procedure obligations described above. Your decision to seek External Review will not affect Your rights to any 
other benefits under this Plan.  The External Review decision is final and binding on all parties except that it does not 
prevent You from pursuing any other remedy You may have under this Plan or at law. 

You must submit Your request for External Review to Anthem within four (4) months of the notice of Your final internal 
Adverse Benefit Determination.   

A request for an External Review must be in writing unless Anthem determines that it is not reasonable to require a written 
statement.  You do not have to re-send the information that You submitted for internal appeal(s).  However, You are 
encouraged to submit any additional information that You think is important for review. 

For Pre-Service Claims involving urgent/concurrent care, You may proceed with an Expedited External Review 
without filing an internal appeal or while simultaneously pursuing an expedited appeal through Anthem’s internal appeal 
process. You or Your authorized representative may request it orally or in writing.  All necessary information, including 
Anthem’s decision, can be sent between Anthem and You by telephone, facsimile or other similar method.  

To proceed with an Expedited External Review, You or Your authorized representative must contact Anthem at the 
number shown on Your identification card and provide at least the following information: 

• the identity of the claimant;
• t he date (s) of the medical service;
• the specific medical condition or symptom;
• the provider’s name
• the service or supply for which approval of benefits was sought; and
• any reasons why the appeal should be processed on a more expedited basis.

All other requests for External Review should be submitted in writing unless Anthem determines that it is not reasonable to 
require a written statement.  Such requests should be submitted by You or Your authorized representative to: 

Anthem Blue Cross and Blue Shield, ATTN: Appeals 
P.O. Box 518 
North Haven, CT  06473-0518 

LGC HealthTrust and Anthem reserve the right to modify the policies, procedures and timeframes in this Section 
upon further clarification from the Department of Health and Human Services or the Department of Labor. 
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IV. Requirements Before Filing a Lawsuit

No lawsuit or legal action of any kind related to a benefit decision may be filed by You in a court of law or in any other 
forum, unless it is commenced within three years of the Plan's final decision on the claim or other request for benefits.  If the 
Plan decides an appeal is untimely, the Plan's latest decision on the merits of the underlying claim or benefit request is the 
final decision date.  You must exhaust the Plan's first level internal Appeals Procedure (but not any voluntary second level 
of appeal) before filing a lawsuit or taking other legal action related to Your coverage or Benefits under the Plan.  

V. Disagreement With Recommended Treatment 

Your provider is responsible for determining the health care services that are appropriate for You. You may disagree with 
Your provider’s decisions and You may decide not to comply with the treatment that is recommended by Your provider. 
You may also request services that Your provider feels are incompatible with proper medical care. In the event of a 
disagreement or failure to comply with recommended treatment, You have the right to refuse the recommendations of Your 
provider. In all cases, Anthem, on behalf of LGC HealthTrust, has the right to deny Benefits for care that is not a Covered 
Service or is not Medically Necessary as defined in this Certificate or is otherwise not covered under the terms of this 
Certificate. 
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Section 12: General Provisions 
Please see Section 14 for definitions of specially capitalized words.  

I. Amendment and Termination 

LGC HealthTrust may amend or modify the Plan or this Certificate through a written amendment signed by a duly 
authorized representative of LGC HealthTrust.  Upon the approval of any such amendment, it will become effective in 
accordance with its terms as to You and all other Members. No person or entity has any authority to make any oral changes 
or oral amendments to the Plan or this Certificate.  LGC HealthTrust reserves the right to terminate the Plan by giving 
advance notice of at least 30 days to You and Your Group. 

II. Applicable Law

The Plan and this Certificate shall be construed and enforced according to the applicable laws of the State of New 
Hampshire, except as the same may be superseded by applicable federal law. 

III. Waiver of Rights

On occasion, LGC HealthTrust may, at its option, choose not to enforce all the terms and conditions of this Certificate; 
however, LGC HealthTrust does not thereby waive or give up any rights to enforce any term or condition in the future.  No 
agent of LGC HealthTrust or Anthem has the right to change or waive any of the provisions of this Certificate without the 
approval of an authorized representative of LGC HealthTrust. 

IV. LGC HealthTrust and Anthem are not Responsible for Acts of Providers

LGC HealthTrust and Anthem are not liable for the acts or omissions of any individuals or institutions furnishing care or 
services to You.  

V. Rights to Administer Plan 

LGC HealthTrust reserves the right to determine eligibility for participation in this Plan.  Anthem, as delegated by LGC 
HealthTrust, or anyone acting on Anthem’s behalf, shall determine the administration of Benefits in such a manner that has 
a rational relationship to the terms set forth herein. Anthem’s determination shall be final and conclusive and may include, 
without limitation, determination of whether the services, care, treatment, or supplies are Medically Necessary, 
Experimental/Investigational, whether surgery is cosmetic, and whether charges are consistent with the Maximum Allowable 
Benefit. However, a Member may utilize all applicable appeals procedures. 

LGC HealthTrust and Anthem, or anyone acting on their behalf, shall have all the powers necessary or appropriate to enable 
them to carry out their respective duties in connection with the operation and administration of the Plan and this Certificate. 
This includes, without limitation, the power to construe the Certificate, to determine all questions arising under the 
Certificate and to make, establish and amend the rules, regulations and procedures with regard to the interpretation and 
administration of the provisions of this Certificate. However, these powers shall be exercised in such a manner that has 
reasonable relationship to the provisions of the Certificate, provider agreements, and applicable state or federal laws. A 
specific limitation or exclusion will override more general Benefit language. 
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VI. Limitation on Enforcement of This Certificate

No person or entity other than LGC HealthTrust, Anthem or a Member is, or will be, entitled to bring any action to enforce 
any provision of this Certificate against LGC HealthTrust, Anthem or a Member.  The covenants, undertakings and 
agreements set forth in this Certificate will be solely for the benefit of, and will be enforceable only by, LGC HealthTrust, 
Anthem and the Members covered under this Certificate. 

VII. Confidentiality and Privacy

LGC HealthTrust and Anthem respect and carefully preserve the privacy and confidentiality of Members and their personal 
health information.  As part of that protection, compliance with state and federal laws regarding privacy of personal and 
health information is maintained.  For a copy of LGC HealthTrust’s Notice of Privacy Practices, which describes in detail 
LGC HealthTrust’s privacy practices, or if You have any questions about the privacy of Your personal and health 
information, please contact LGC HealthTrust as follows: 

Privacy Officer 
LGC HealthTrust 
P.O. Box 617 
Concord, NH  03302-0617 

VIII. Acknowledgment of Understanding

It is expressly acknowledged and understood that the administrative services provided by Anthem for You, Your Group and 
LGC HealthTrust are subject to an agreement between Anthem and LGC HealthTrust, and that Anthem is an independent 
corporation licensed to use the Blue Cross and Blue Shield names and marks in the State of New Hampshire.  The Blue 
Cross and Blue Shield marks are registered by the Blue Cross and Blue Shield Association with the U.S. Patent and 
Trademark Office in Washington, D.C., and in other countries.  Further, Anthem is not contracting as the agent of the Blue 
Cross and Blue Shield Association or any other  Blue Cross and/or Blue Shield plan or licensee.  This provision shall not 
create any additional obligations whatsoever on the part of Anthem other than those obligations created under the provisions 
of this Certificate and the agreement between Anthem and LGC HealthTrust. 

IX. Right of Offset

LGC HealthTrust reserves the right to empower Anthem to offset any amounts owed to the Plan by a Member against any 
amounts due from the Plan to such Member or any other Member receiving Benefits through the same Subscriber. 

X. Separability Clause  

If any provision of this Certificate is invalid or unenforceable under any applicable statute or rule of law, then the affected 
provision shall be curtailed and limited only to the extent necessary to bring the provision within the applicable legal 
requirements and this Certificate as so modified shall continue in full force and effect. 

XI. Spendthrift Provision

The right to receive Benefits under the Plan shall not be assignable or subject to attachment or receivership, nor shall it pass 
to any trustee in bankruptcy or be reached or applied by any legal process for the payment of any applications of the 
Member. 
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XII. Non-ERISA Governmental Plan

The Plan is a governmental plan established and maintained by Your Group and LGC HealthTrust, and as such is exempt 
from the provisions of the Employee Retirement and Income Security Act of 1974 (ERISA). 

XIII. Headings, Pronouns and Cross References

Section and subsection headings contained in this Certificate are inserted for convenience of reference only, will not be 
deemed to be a part of this Certificate for any purpose, and will not in any way define or affect the meaning, construction or 
scope of any of the provisions hereof. 

All pronouns and any variations thereof will be deemed to refer to the masculine, feminine, neuter, singular or plural, as the 
identity of the person or entity may require. 

In this Certificate, You find “cross references.” For example, when You review Section 7, please also refer to Section 8 for 
Limitations and Exclusions.  These cross references are for Your convenience only. Cross references are not intended to 
represent all of the terms, conditions and limitations set forth in this Certificate. 
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Section 13:  Eligibility, Enrollment, Termination of Coverage and 
Continuation of Coverage 

Please see Section 14 for definitions of specially capitalized words.  

I. Eligibility 

Effective January 1, 2011 for January Plan Years and July 1, 2011 for July Plan Years, the following Eligibility 
provisions apply: 

You must meet Your Group’s eligibility rules and the terms set forth by LGC HealthTrust in this Certificate to be eligible 
for membership. 

Membership will not be denied solely due to medical risk factors such as health status, current or past medical conditions 
(physical or mental), claims experience or receipt of health care services, genetic information, disability or evidence of 
insurability (including conditions arising out of domestic violence). 

Subscriber.  If You meet the definition of Employee as defined in Section 14, You are eligible to enroll as a Subscriber on 
the first day of the calendar month following the date determined mutually by Your Group and LGC HealthTrust in 
accordance with applicable rules and procedures of LGC HealthTrust, provided that You: 

1. Have satisfied any applicable Probationary Period established by Your Group; and
2. Are certified as being an eligible Employee or Retiree by Your Group.

Dependents.  Depending upon the type of coverage You select (“family” or “two person”), in addition to You, the 
Subscriber, the following members of Your family are also eligible for enrollment under the Plan as Dependents:  

• Your Spouse. Your spouse is eligible to enroll unless You are legally separated. Throughout this Certificate, any
reference to “spouse” means:

• The individual to whom You are lawfully married, as recognized under the laws of the state where You live,
or

• The individual with whom You have entered into a lawful civil union as recognized under laws that provide
same gender couples in lawful civil unions with the same rights, responsibilities and obligations as afforded
to lawfully married couples.

Throughout this Certificate any reference to “marriage” means a lawful marriage or lawful civil union. 
References to legal separation apply to marriage and civil union legal separations. References to divorce 
apply to the termination of a marriage or civil union. 

Coverage is available for same-sex or opposite-sex Domestic Partners (including “common law” type relationships 
and other unmarried couples) only if Your Group has purchased a Domestic Partner Rider and only if all of the 
criteria for membership are met, as stated in the Domestic Partner Rider. 
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Your or Your spouse’s Dependent children under 26 years of age.  "Children" include: natural children, legally 
adopted children, children for whom You are the proposed adoptive parent and who have been lawfully placed in 
Your custody pursuant to an adoption proceeding under the provisions of New Hampshire law before the adoption 
becomes final, children for whom You are the legal guardian, stepchildren who are dependent upon the Subscriber 
for support, and children for whom there is a Medical Child Support Order in effect, pursuant to state domestic 
relations laws. Foster children and grandchildren are not eligible for coverage unless they meet the definition of 
“children” above.. Please see “Special Enrollment,”  “Newborn Children” and “Adopted Children” in this Section 
for more information.  

• An Unmarried Incapacitated Dependent.  A child 26 years of age or older and physically or mentally
incapable of self-support (as certified by a physician), when coverage would otherwise end because the child
no longer meets any of the eligibility criteria outlined above.  The physical or mental incapacity must have
occurred before the child reached age 26 and must have occurred while the Dependent was a covered
Dependent child. Incapacitated Dependents may remain covered as long as their disability continues and as
long as they are financially dependent on the Subscriber and are incapable of self-support.  LGC HealthTrust
must receive an application for the incapacitated Dependent child status and medical certification of the
incapacity by a physician within 31 days of the date coverage would otherwise end for the child. Anthem’s
Medical Director must certify Your Dependent child’s incapacitated status and LGC HealthTrust may
periodically request that the incapacitated status of Your child be recertified.

Please note:  By accepting this Certificate, You represent that all statements made in Your Medical Enrollment Application, 
or any other documentation You provide with respect to eligibility and enrollment of You or Your Dependents, are true to 
the best of Your knowledge and belief.  You agree to give LGC HealthTrust information upon request that LGC HealthTrust 
needs to verify coverage eligibility. Examples of documentation that LGC HealthTrust may need to decide membership 
eligibility are information regarding: Dependent child status, incapacitated child status, marital status, divorce, legal 
separation, birth, adoption or court orders regarding health care coverage for Your Dependent children. 

LGC HealthTrust reserves the right to retroactively cancel Your and/or Your Dependents coverage under the Plan if You 
fail to provide verification upon request or misrepresent the eligibility status of You or any of Your Dependents. 

II. Enrollment and Effective Date of Coverage

Initial Enrollment.  If You have satisfied the eligibility requirements described in article I of this Section, You may enroll 
Yourself and any then eligible Dependents by submitting a Medical Enrollment Application to Your Group Benefits 
Administrator within 31 days from the date You first satisfy Your Probationary Period.  Provided LGC HealthTrust receives 
the Application within 31 days of Your satisfying the eligibility requirements, coverage will become effective as of the first 
day of the month following Your eligibility date.  An applicant is considered enrolled only upon acceptance of the Medical 
Enrollment Application by LGC HealthTrust.  If a Medical Enrollment Application is received by LGC HealthTrust after 31 
days, but within 60 days, from the date You first satisfy Your Probationary Period, Your coverage and the coverage of any 
eligible Dependents then being enrolled will become effective on the first day of the month following receipt of the 
Application.  If Your Medical Enrollment Application is not submitted within the required timeframes when You first 
become eligible, You (and Your Dependents) may not enroll at a later date, except during an open enrollment period or 
special enrollment period or in the case of certain qualified family status change events as described on the following pages. 

If You return from full-time active service following a call to active military duty, no Probationary Period applies (a 
Probationary Period is a period of time, if any, that a Group ordinarily requires to pass before the Group’s health care plan 
becomes effective. See Section 14 for the definition). You and eligible family members can reenroll in Your Group’s health 
care plan, provided You apply for reemployment within the time period permitted by the Uniformed Services Employment 
and Reemployment Act (USERRA). The time period allowed for reemployment depends on the length of Your active 
military duty. To reenroll in Your Group’s health care plan, Your application must be received within 31 days of Your 
reemployment date. Coverage will be effective on the effective date of Your reemployment. 
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Open Enrollment.  There will be an annual open enrollment period for Your Group during the 60 days prior to, and during 
the month which includes, Your Group’s Anniversary Date (either January 1 or July 1) each year.  If a Medical Enrollment 
Application is received by LGC HealthTrust on or before the last day of the annual open enrollment period, coverage will 
be effective as of the Anniversary Date.  If, however, the Medical Enrollment Application is not received by LGC 
HealthTrust by the end of the annual open enrollment period, the requested enrollment may not be made until the next open 
enrollment period.  Special open enrollment periods may be allowed for a Group at the sole discretion of LGC HealthTrust. 

Special Enrollment.  A special enrollment period will be available to You and/or Your eligible Dependents in the 
following circumstances in accordance with the requirements of the Health Insurance Portability and Accountability Act of 
1996, as amended (HIPAA) and the Children’s Health Insurance Program Reauthorization Act of 2009. 

• Involuntary Loss of Other Insurance Coverage.  If You decline enrollment for Yourself or Your Dependents
because of other health insurance coverage, You may in the future be able to enroll those individuals in this Plan other
than at Your Group’s open enrollment period, provided that You request enrollment and apply within 31 days after an
involuntary loss of such other insurance coverage.  For this purpose, an involuntary loss of other insurance coverage
means (i) if the other coverage is COBRA continuation coverage, such COBRA coverage has been exhausted, or (ii) if
the other coverage is not COBRA coverage, the coverage is ended due to a loss of eligibility for that coverage (other
than for nonpayment of employee premiums or termination of coverage for cause), or employer contributions towards
the other coverage have been terminated.

• New Dependents.  If You have previously declined enrollment, and You have a new Dependent as a result of marriage,
birth, adoption, placement for adoption, You may be able to enroll Yourself and Your Dependents, provided that LGC
HealthTrust receives a Medical Enrollment Application within 31 days after the marriage, birth, adoption or placement
for adoption. These special enrollment rights are in addition to Your right to add Dependents to Your existing coverage
as described elsewhere in this Section.

• Loss of coverage, or becoming eligible for premium assistance, under Medicaid or a State’s Children’s Health
Insurance Program.  If You or Your Dependent are eligible but not enrolled under the Plan, You (or Your Dependent)
may enroll during the plan year in either of the following situations:

• You or Your Dependent lose coverage under a Medicaid plan (under title XIX of the Social Security Act) or under
a State Children’s Health Insurance Plan (under title XXI of the Social Security Act) due to loss of eligibility for
such coverage; or

• You or Your Dependent becomes eligible for state funded group health plan premium assistance with respect to
this Plan through a state Medicaid or Children’s Health Insurance Program.

You must request enrollment under the Plan by submitting a completed Medical Enrollment Application to LGC 
HealthTrust within 60 days of the date the other coverage is lost or the date You or Your Dependent is determined to be 
eligible for premium assistance (whichever is applicable).  

Coverage for Your or Your Dependent(s) will become effective as of the first of the month following the date coverage 
is lost or the date of Your Dependent(s) eligibility for premium assistance. 
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Enrolling New Dependents.  If You are already enrolled, You may enroll any newly eligible Dependent by submitting a 
Medical Enrollment Application to Your Group Benefits Administrator within 31 days after the Dependent first becomes 
eligible.  Provided LGC HealthTrust receives the Application within 31 days of eligibility, coverage for a newly eligible 
Dependent (other than a newborn or adopted child) will become effective as of the first day of the month following his/her 
eligibility date as a Dependent.  A newly eligible Dependent is considered enrolled only upon acceptance of the Medical 
Enrollment Application by LGC HealthTrust.  Please see “Newborn Children” and “Adopted Children” below for special 
effective date rules for newborn and adopted children.  If a Medical Enrollment Application is received by LGC 
HealthTrust after 31 days, but within 60 days, from the date Your Dependents first become eligible, the coverage will 
become effective the first day of the month following receipt of the Application.  If an Application is not received within 60 
days, the newly eligible Dependent may not be enrolled until the next open enrollment or a special enrollment period.   

Newborn Children.  Your newborn child is eligible for Benefits described in this Certificate for up to 31 days from the 
child’s date of birth, as long as Your coverage is in effect during that time. However, You must complete a Medical 
Enrollment Application to add the child to Your membership as a covered Dependent child.  The Application must show 
Your child’s name and date of birth.  If You do not have a “family” membership when Your child is added, You must also 
indicate on the Application that You want to change Your type of membership (for example, from “two person” to “family” 
or “single” to “two person” or “family”).  You can obtain a Medical Enrollment Application from Your Group Benefits 
Administrator.  To maintain continuous coverage for Your newborn child, You must submit the Application to Your Group 
Benefits Administrator, and LGC HealthTrust must receive Your Application within 31 days of the child’s birth. 

• If LGC HealthTrust receives Your Medical Enrollment Application within 31 days of the child’s birth, Your change in
membership type will become effective on the first day of the month following the child’s date of birth. If LGC
HealthTrust does not receive Your Medical Enrollment Application within 31 days after birth, Your newborn child’s
eligibility for Benefits will end at midnight on the 31st day after the date of birth.

• If the Application requesting to add the newborn child, or change membership type, is not received by LGC
HealthTrust within 31 days, but is received within 60 days of the date of birth, the addition of Your child and/or change
in membership type will become effective on the first day of the month following LGC HealthTrust’s receipt of the
Application.  In this situation, no Benefits are available for services that Your newborn child receives between the end
of the initial 31 days of coverage and the effective date of Your child’s membership as a covered Dependent child.  If
an Application is not received within 60 days, the newly eligible Dependent may not be enrolled until the next open
enrollment or a special enrollment period.

If Your covered Dependent child gives birth, Your newborn grandchild is eligible for Benefits for up to 31 days following 
the newborn child’s date of birth.  You cannot add the grandchild to Your membership unless You adopt or become the 
legal guardian of the grandchild. 

Adopted Children.  Your adopted child is eligible for Benefits described in this Certificate as of the date of adoption or 
placement for adoption. For Your adopted child to receive coverage from the date of adoption or placement for adoption, 
You must complete a Medical Enrollment Application and submit the Application to Your Group Benefits Administrator 
within 31 days of the date of adoption or placement for adoption.  The Application must show Your child’s name, date of 
birth, and date of adoption or placement for adoption.  For purposes of this Section, “placement for adoption” means that 
the children for whom You are the proposed adoptive parent have been lawfully placed in Your custody pursuant to an 
adoption proceeding under the provisions of New Hampshire law before the adoption becomes final. If You do not have a 
“family” membership when Your adopted child is added, You must also indicate on the Application that You want to 
change Your type of membership (for example, from “two person” to “family” or “single” to “two person” or “family”).  

• You can obtain a Medical Enrollment Application from Your Group Benefits Administrator. If LGC HealthTrust
receives Your Medical Enrollment Application within 31 days of the child’s adoption, or placement for adoption,
coverage of the child and any change in membership type will become effective on the first day of the month following
the child’s date of adoption or placement for adoption.
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• If the Application requesting to add the adopted child and/or change membership type is not received by LGC
HealthTrust within 31 days, but is received within 60 days of the date of adoption or placement for adoption, coverage
of Your adopted child and any change in membership type will become effective on the first day of the month following
LGC HealthTrust’s receipt of the Application.  If an Application is not received within 60 days, the newly eligible
Dependent may not be enrolled until the next open enrollment or a special enrollment period.

Qualified Family Status Changes.  You may enroll or remove Dependents and/or change Your type of membership 
(“single,” “two person,” or “family”) during a Plan Year provided that such change is due to and consistent with a qualified 
family status change.  A qualified family status change will include: 

• Marriage
• Birth
• Adoption or placement for adoption
• New legal guardianship
• Divorce or legal separation
• A change in a Dependent’s eligibility
• A change in Your employment status or that of Your spouse that affects Your health plan coverage
• A significant change in Your health plan cost or coverage, or that of Your spouse’s, relating to that individual’s

employment status or coverage
• Your spouse’s employer holds open enrollment at a time other than Your employer — and, as a result of its benefit

offerings, You would like to make a change (if Your Group recognizes this as a qualified change in status)
• Death

Your Group and LGC HealthTrust will not automatically change Your type of membership. You must request any desired 
change in membership and promptly notify Your Group of any Dependents to be added or removed from Your membership 
under the Plan.  A request to change membership type and/or to enroll or remove Dependents should be made by submitting 
a Medical Enrollment Application to Your Group within 31 days of the qualified family status change. 

If a Medical Group Application requesting to enroll Dependents and/or to change membership type is received by LGC 
HealthTrust within 31 days of a qualified family status change, the requested change(s) will take effect on the first of the 
month following the date of the event.  If the Medical Group Application is not received by LGC HealthTrust within 31 
days but is received within 60 days from the date of the qualified family status change event, the requested change will 
become effective the first of the month following receipt of the Medical Group Application.  If a request is not made within 
60 days, coverage for Your Dependents and membership type may not be changed until the next open enrollment or special 
enrollment. 

Medicare Eligibility. If You or any of Your Dependents become eligible for Medicare, contact Your Group Benefits 
Administrator. Please see Section 10, I, C for more information. 

Effective Date for Benefits. The effective date of Your coverage under this Certificate is determined by Your Group and 
LGC HealthTrust pursuant to the rules described above in this Section. After Your coverage under this Certificate begins, 
Benefits are available according to the coverage in effect on the “date of service.” For purposes of this Certificate “date of 
service” means: 

• For Inpatient hospital facility charges, the date of admission;

• For Inpatient professional services (such as Inpatient medical care or surgery furnished by a physician), the date You
receive the care;

• For professional maternity care (prenatal care, delivery of the baby and post partum care), the date of delivery,
provided that the total maternity care was furnished by one provider; and
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• For Outpatient services (such as emergency room visits, Outpatient hospital care, office visits, physical therapy or
Outpatient surgery, etc), the date You receive the care.

Your Responsibility to Provide Notice of Changes. It is Your responsibility to inform Your Group and LGC HealthTrust 
of changes in Your or any of Your Dependent’s name or address. It is also Your responsibility to inform Your Group and 
LGC HealthTrust if You need to add a Member to Your coverage or when a Member is no longer eligible for coverage 
under Your Certificate.  Notice requirements regarding continuation coverage election are stated in article IV below. 

Name changes and membership changes must be made through Your Group Benefits Administrator. You will be required to 
sign a Medical Enrollment Application in order to effect the change.  Failure to timely notify Your Group Benefits 
Administrator of changes in the eligibility status of You or any of Your Dependents may result in a cancellation of coverage 
or delay in enrollment for You or Your Dependents. 

You can contact LGC HealthTrust about a change of address at: 

LGC HealthTrust 
PO Box 617 
Concord, NH  03302-0617 
1-800-527-5001 

Please include Your identification number (shown on Your identification card) whenever You correspond with Your Group, 
LGC HealthTrust or Anthem. 

Disclosing Other Coverage.  As another condition of membership, You agree to provide information to Your Group and 
LGC HealthTrust regarding any other health coverage under which You and/or Your Dependents are entitled to benefits. 
Your receipt of benefits through another health care plan may affect Your Benefits under this Certificate. Please see Section 
10 for more information about how Benefits are determined when You and/or Your Dependents are covered under more 
than one health care plan, including Medicare.  

III. Termination of Coverage

This article describes circumstances under which Your coverage under the Plan will terminate.  Whether or not You or Your 
Group contacts LGC HealthTrust to effect any of the terminations in this article, LGC HealthTrust will administer the 
terminations if LGC HealthTrust has knowledge of the termination event.  Subject to any right to continuation of coverage 
as described in article IV of this Section, Benefits under this Certificate, including Benefits for services rendered after the 
date of termination for medical conditions arising prior to the date of termination, shall automatically terminate at midnight 
on the earliest of the dates specified below.  In no event are Benefits available for Covered Services rendered or delivered 
after the date coverage under the Plan terminates.   

Membership will not be terminated solely due to medical risk factors such as health status, current or past medical 
conditions (physical or mental), claims experience or receipt of health care services, genetic information, disability or 
evidence of insurability (including conditions arising out of domestic violence). 

Under certain circumstances, You and Your covered Dependents who are no longer eligible for coverage are entitled to 
continue coverage under the Plan (or convert to an individual policy).  Please see article IV for more information. 

When coverage under Your Certificate ends, a Certificate of Creditable Coverage (as required by HIPAA) will be issued to 
You.  You should present the document to any succeeding carrier whose plan includes a preexisting condition exclusion 
period.  Please call Customer Service if You have questions about Certificates of Creditable Coverage or to request a copy 
of Your Certificate of Creditable Coverage.   
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Coverage will automatically terminate for You and/or Your Dependents at midnight on the earliest of the following 
dates:   

• The date LGC HealthTrust ceases to offer any health benefit plans to Groups.  LGC HealthTrust may, at its discretion
at any time, discontinue this Plan as long as You and Your Group are given 30 days advance notice;

• The date as of which Your Group terminates Your Group’s participation in the Plan;

• The end of the month in which You or Your enrolled Dependents no longer meet the eligibility requirements for
coverage under the Plan, or such other date as of which Your Group Benefits Administrator notifies LGC HealthTrust
to terminate Your coverage;

• The date specified by LGC HealthTrust that Your (and Your enrolled Dependents’) coverage will end because Your
Group failed to pay any required premium or other contribution for Your coverage under the Plan;

• The date of Your or Your eligible Dependent’s enrollment (or such other date as specified by LGC HealthTrust) if LGC
HealthTrust or Anthem determines that You have made a misrepresentation, or otherwise have furnished misleading,
deceptive, incomplete, fraudulent or untrue statements or other information which is material to Your eligibility or
enrollment, on, or with respect to, the Medical Enrollment Application or other required documentation in obtaining or
maintaining coverage under the Plan;

• The date LGC HealthTrust determines that You or Your enrolled Dependent(s) have failed to comply with the
procedures and requirements set forth under the provisions of Section 10 “Other Party Liability” of this Certificate;

• The date specified by LGC HealthTrust in a notice of cancellation or nonrenewal of Your Group’s participation in the
Plan or in LGC HealthTrust, sent to Your Group by LGC HealthTrust, due to Your Group’s failure to meet LGC
HealthTrust’s minimum employee participation requirements or other requirements under the Group’s participation
agreement with LGC HealthTrust; or

• The date established by LGC HealthTrust for other causes as permitted by law.  Cause may include failure to disclose
other health plan coverage, fraud committed by a Member in connection with any claim filed under this Certificate, or if
an unauthorized person is allowed to use any Member’s identification card or if a Member otherwise cooperates in the
unauthorized use of such Member’s identification card.

Your Death. Your coverage will terminate on the date of Your death. Please see article IV of this Section for information 
about how covered surviving spouses and other covered Dependents can elect to continue coverage following Your death. 

Termination of Your Marriage. If You become divorced or legally separated, the coverage of Your spouse will terminate 
at the end of the month which includes the date of divorce or legal separation. You must submit a Medical Enrollment 
Application indicating a change in marital status within 31 days of such change. However, Your failure to submit the 
enrollment form does not prohibit Your Group or LGC HealthTrust from terminating the membership of an individual who 
no longer meets the definition of a covered spouse. Please see article IV of this Section for information about how Your 
former spouse and other covered Dependents can elect to continue coverage. 

Termination of a Dependent Child’s Coverage. A Dependent child’s coverage under this Certificate will terminate at the 
end of the month which includes the date on which the child no longer satisfies the eligibility requirements of a Dependent 
child as set forth in article I, Eligibility above.  You must submit a Medical Enrollment Application within 31 days of such 
change.  
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IV. Continuation of Group Coverage

This article explains some of the ways You and Your covered family members can choose to continue group coverage when 
coverage would otherwise end.  A separate document which describes these continuation rights in further detail is provided 
to You and Your covered spouse (if You are married) upon initial enrollment in the Plan. 

Consolidated Omnibus Budget Reconciliation Act of 1985, as amended (COBRA).  COBRA is a federal law which 
requires Your Group to offer You and Your enrolled Dependents (“qualified beneficiaries”) the opportunity to continue 
group coverage under the Plan for a temporary period, at Your expense, when Benefits would otherwise end because of 
certain “qualifying events.”  COBRA continuation rights under the Plan are available only through Your Group.  LGC 
HealthTrust assists Your Group with certain COBRA notice and other administrative requirements. 

Qualifying Events – You and Your enrolled Dependents will become qualified beneficiaries if Your coverage under the 
Plan would otherwise end due to one of the following qualifying events: 

• Your hours of employment are reduced; or
• Your employment ends for any reason other than gross misconduct.

Additionally, Your enrolled Dependents will become qualified beneficiaries if their coverage would otherwise end due to 
one of the following qualifying events: 

• You, the employee, die;
• You divorce or legally separate;
• You become entitled to Medicare benefits (under Part A, Part B, or both); or
• In the case of a child, he or she is no longer an eligible Dependent under the Plan.

Notices and Election Rights – COBRA coverage is available under the Plan to qualified beneficiaries only after Your 
Group and LGC HealthTrust have been notified that a qualifying event has occurred.  You or an eligible family member 
who is a qualified beneficiary must notify Your Group Benefits Administrator within 60 days of the date coverage 
under the Plan would otherwise end due to Your divorce, legal separation or a child losing Dependent status.   If 
You or Your eligible family member fails to provide notice within this 60-day notice period, any eligible family member 
who loses coverage will not be offered the right to elect continuation coverage. 

Once You notify Your Group of the qualifying event, Your Group will then notify LGC HealthTrust.  Your Group also must 
notify LGC HealthTrust of other qualifying events including Your death, termination of employment, reduction in hours of 
employment, or Medicare entitlement. 

After LGC HealthTrust receives notice that a qualifying event has occurred, LGC HealthTrust will provide notice to eligible 
qualified beneficiaries of their right to elect COBRA continuation coverage.  Each qualified beneficiary will have an 
independent right to elect COBRA coverage and will have until the later of the following dates to make their election: 

• 60 days after the date their coverage would otherwise end due to the qualifying event; or
• 60 days after the date the qualified beneficiary receives notice of the right to elect COBRA coverage.

If COBRA coverage is not elected by the election deadline, all COBRA rights will be forfeited and no continuation 
coverage will be available to the qualified beneficiary. 

Nature and Duration of COBRA Coverage – If You or Your covered family members elect COBRA, You generally will 
receive the same coverage and enrollment rights as are provided to similarly situated active employees of Your Group and 
their family members.   
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COBRA coverage is a temporary continuation of coverage under the Plan.  The maximum period of COBRA coverage will 
depend on the nature of the qualifying event as follows: 

• 18 months if the qualifying event is Your termination of employment or reduction in hours of employment (the 18-
month period may be extended to 29 months if a qualified beneficiary is determined to be disabled by the Social
Security Administration at any time during the first 60 days of COBRA coverage); or

• 36 months if the qualifying event is Your death, divorce or legal separation, Medicare entitlement, or a child losing
Dependent status.

Additional non-COBRA continuation period for former or surviving spouses – In addition to the maximum COBRA 
coverage period, the following continuation periods are available under the Plan: 

• If the qualifying event is divorce or legal separation and the former spouse is a qualified beneficiary age 55 or older at
the time of the relevant court decree, the maximum continuation period will extend until the former spouse becomes
eligible for coverage under another group health plan or Medicare; or

• If the qualifying event is Your death and Your surviving spouse is a qualified beneficiary age 55 or older at the time of
Your death, the maximum continuation period will extend until Your surviving spouse becomes eligible for coverage
under another group health plan or Medicare.

Please note:  The Plan does not provide additional continuation coverage rights to former spouses under NH RSA 
415:18,VII-b. 

COBRA coverage will terminate prior to the maximum coverage period upon certain termination events which apply under 
COBRA law.  Eligibility for COBRA coverage under the Plan will end if Your Group terminates participation in the Plan 
for its active employees. 

Cost of Continuation Coverage – You and other eligible qualified beneficiaries will be obligated to pay the full premium 
cost for COBRA or other continuation coverage unless Your Group has other premium payment arrangements.  An 
administrative fee as allowed by law may also apply.  Specific information regarding the premium costs and payment terms 
for continuation coverage will be included in the COBRA election notice provided upon a qualifying event. 

Continuation of Coverage Due to Military Service (USERRA).  In the event You are no longer actively at work because 
You are called to military service in the Armed Forces of the United States, You may elect to continue health coverage for 
You and Your enrolled Dependents (if any) under the Plan in accordance with the Uniformed Services Employment and 
Reemployment Rights Act of 1994, as amended (USERRA).  “Military service” means performance of duty on a voluntary 
or involuntary basis, and includes active duty, active duty for training, initial active duty for training, inactive duty training, 
and full-time National Guard duty. 

You may elect to continue to cover You and Your enrolled Dependents (if any) under the Plan.  You may be obligated to 
pay the full premium cost (and any applicable administrative fee) for continuation coverage under the Plan.  This may 
include the amount Your Group normally pays on Your behalf.  If Your military service is for a period of less than 31 days, 
You may not be required to pay more than the active employee contribution, if any, for the continuation coverage.  If 
continuation is elected under this provision, the maximum period of continuation coverage under the Plan shall be the lesser 
of: 

• 24 months; or

• Your period of military service (measured from the date the military service begins and ending on the day after the date
on which You fail to apply for re-employment or return to employment with Your Group).
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Whether or not You elect continuation coverage, if You return to Your position of employment, Your and Your eligible 
Dependents’ coverage under the Plan will be reinstated.  No Probationary Period or exclusions may be imposed on You or 
Your eligible Dependents in connection with this reinstatement unless a sickness or injury is determined by the Secretary of 
Veteran Affairs to have been incurred in, or aggravated during, the performance of military service. 

For more information regarding COBRA and other continuation coverage rights and obligations, please contact 
Your Group Benefits Administrator or LGC HealthTrust, or refer to the COBRA information document provided 
to You upon initial enrollment.  If You would like a current version of the COBRA initial notice, please contact LGC 
HealthTrust. 

Conversion Rights.  If Your coverage under this Plan ends for any reason, You may convert to an Anthem nongroup 
coverage, provided that: 

• You have been covered under this Plan for at least 60 days;

• You are not covered (or eligible for coverage) under another group policy; and

• You apply for nongroup coverage within 31 days after the termination of Your coverage under this Plan.

You will be responsible to pay the full premium for the converted nongroup coverage.  For information about nongroup 
coverage, please contact Anthem. 
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Section 14: Definitions 
This Section defines some of the capitalized words and phrases found throughout this Certificate: 

Adverse Benefit Determination means denial, reduction, or termination of, or a failure to provide or make payment (in 
whole or in part) for a Benefit, including any such denial, reduction, termination or failure to provide or make payment that 
is based on a determination of a Member’s eligibility for coverage under this Certificate, The Plan’s  denial, reduction, or 
termination of, or a failure to provide or make payment (in whole or in part) for, a Benefit resulting from the application of 
the utilization review, as well as the Plan’s determination not to cover an item or service for which Benefits are otherwise 
provided based on a determination that the item or service is experimental or investigational or not medically necessary or 
appropriate, as well as a rescission of coverage.  

Anniversary Date means the first day of the Group’s Plan Year.  The Anniversary Date is January 1 for Groups with a 
January Plan Year and July 1 for Groups with a July Plan Year. 

Anthem means Anthem Health Plans of New Hampshire, Inc., doing business as Anthem Blue Cross and Blue Shield, 
which is licensed in the State of New Hampshire as a third party administrator.  LGC HealthTrust has contracted with 
Anthem to provide certain services, including claims processing, administration and utilization management services, for 
this managed health care Plan described in this Certificate. 

Behavioral Health Care means Covered Services means Covered Services provided to treat Mental Disorders and 
Substance Abuse Conditions.  Please see Section 7, V, B for additional information. 

Benefits means reimbursement or payments available for Covered Services, as described in this Certificate. 

Birthing Center means an Outpatient facility operating in compliance with all applicable state licensing and regulatory 
requirements for Birthing Centers.  The primary function of a Birthing Center is to provide Outpatient facility services for 
prenatal care, delivery of a baby and postpartum care for a mother and her newborn.  To be eligible for Benefits under this 
Certificate, a Birthing Center must have a written agreement directly with Anthem or with another Blue Cross and Blue 
Shield plan to provide Covered Services to Members.  Otherwise, no Benefits are available for services furnished by a 
Birthing Center. 

BlueCard Provider means a Designated Provider located outside New Hampshire that has a standard written payment 
agreement with the Local Plan.  BlueCard Providers do not have Preferred written payment agreements with the Local Plan. 
Therefore, they are not Preferred Providers. 

Certificate means this Plan document between a Subscriber and LGC HealthTrust regarding the terms and limitations of 
coverage under this managed health care Plan. The Certificate includes the Subscriber Certificate (this document), Your 
Medical Enrollment Application, Your identification card, Your Cost Sharing Schedule and any endorsements and/or riders 
that amend the Subscriber Certificate. 

Contracting Provider means a Designated Provider that has a written agreement with Anthem to provide certain 
Covered Services to Members. A Contracting Provider is not a Preferred Provider. 

Cost Sharing Schedule means the document that lists the cost sharing amounts that apply under Your Plan.  Your Cost 
Sharing Schedule is a part of Your Certificate. 

Covered Service means the services, products, supplies or treatment specifically described as being eligible for Benefits 
in this Certificate. To be a Covered Service the service, product, supply or treatment must be: 

• Medically Necessary or otherwise specifically described as a Covered Service under this certificate;
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• Within the scope of the license of the Designated Provider performing the service;

• Rendered while coverage under this Certificate is in force; and

• Not Experimental or Investigational or otherwise excluded or limited under the terms of this Certificate, or by any
endorsement, rider or amendment to this Certificate.

The Plan rules stated in this Certificate and in any amendment to this Certificate must be met. Otherwise, a service may not 
be a Covered Service.  Plan rules include, but are not limited to, rules such as those pertaining to services furnished by 
Preferred Providers and requirements about Precertification or preauthorization from Anthem. 

Dependent means a person who is eligible to be enrolled for Benefits under the Plan as a dependent of the Subscriber 
under the provisions of Section 13. 

Designated Provider means the following health care providers, each being duly licensed or certified as required by law 
in the state which regulates their licensure and practice and each acting within the scope of the applicable license or 
certification: Short Term General Hospitals, Skilled Nursing and Physical Rehabilitation Facilities, facilities for laboratory 
and x-ray tests and screenings, individuals licensed and certified to interpret laboratory and x-ray tests and screenings, 
licensed hospital emergency room facilities, Network Urgent Care Facilities, Network Walk-In Centers, ambulatory surgical 
centers that have a written payment agreement with Anthem or the Blue Cross and Blue Shield plan where the center is 
located, hemodialysis centers, home dialysis providers and Birthing Centers that have a written payment agreement with 
Anthem or the Blue Cross and Blue Shield plan where the Birthing Center is located, and cardiac rehabilitation programs. 
Physicians include Doctors of Medicine (MDs) and Advanced Practice Registered Nurses (APRNs) acting within the scope 
of their licenses. Designated Providers also include physician assistants, nurses and nurse-anesthetists. Home health, hospice 
and visiting nurse association providers and their certified staff members are also Designated Providers. Infusion therapy 
providers, licensed durable medical equipment, medical supply or prosthetic providers, licensed retail pharmacies, 
designated licensed mail-order pharmacies, licensed ambulance transportation providers, physical, occupational and speech 
therapists, doctors of osteopathy and doctors of podiatry are Designated Providers. Chiropractors, audiologists, 
optometrists, nutrition counselors, Network Diabetes Education Providers, Eligible Behavioral Health Providers, Network 
New Hampshire Certified Midwives (Network NHCMs), dentists and oral surgeons are Designated Providers only to the 
extent of coverage stated in Section 7 in this Certificate. Except at the sole discretion of Anthem, no other provider is a 
Designated Provider. For example, Doctors of Chiropractic are Designated Providers only to the extent stated in Section 7.  
Practitioners such as acupuncturists, electrologists, doctors of naturopathic medicine and any provider of alternative or 
complimentary medicine are not Designated Providers. School infirmaries are not Designated Providers. Except as specified 
in Section 7 of this Certificate, as required by law or by exception at Anthem’s discretion, Benefits are available only when 
Covered Services are: 

• Furnished by a provider, or

• Ordered by a provider and furnished by a Designated Provider

Developmental Disabilities means chronic mental or physical impairments that occur at an early age, are likely to 
continue indefinitely, result in substantial functional limitations and require special care and services of lifelong or extended 
duration. Such disabilities include, but are not limited to, abnormalities of the neurological and musculoskeletal systems due 
to congenital chromosomal anomalies or perinatal disorders, any of which may cause mental retardation or delays in mental 
development as well as abnormalities or delays in motor functioning and development. 
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Employee means any person who is described as an employee in the governing documents applicable to LGC HealthTrust 
other than a person who is so described solely by reason of being a spouse or dependent.  Generally, “Employee” will 
include, in whole or in part as each Group may determine, any person who is (1) actively engaged in employment with a 
Group on a Full-Time or a Part-Time basis, (2) a retiree or on leave of absence, or (3) a qualifying publicly elected or 
appointed official of a Group.  For purposes of (1) above, a person is employed (a) on a “Full-Time” basis if he or she is an 
active full-time employee working 30 or more hours a week at the group’s designated place of employment, and (b) on a 
“Part-Time” basis if he or she is actively at work and is scheduled to work a minimum of half the weekly hours of a Full-
Time employee, but at least 15 hours per week. 

Group means any New Hampshire political subdivision or instrumentality thereof which is a participant in LGC 
HealthTrust and has elected to provide health care coverage under the Plan to its eligible Employees and their Dependents.  
Your Group is Your employer. 

Group Benefits Administrator means the person at Your place of employment who handles health benefits for Your 
Group.  

Home Health Agency means a state authorized and licensed agency or organization that provides nursing and therapeutic 
care in the home of the Member. It must maintain permanent records of services provided to its patients, employ a full-time 
administrator and have at least one Registered Nurse (R.N.) either on the staff or available to it. 

Inpatient means care received while You are a bed patient in a hospital, Skilled Nursing Facility or Physical Rehabilitation 
Facility. 

LGC HealthTrust means Local Government Center LGC HealthTrust, LLC, doing business as LGC HealthTrust, a New 
Hampshire limited liability company. 

Local Plan (or Host Plan) means the Blue Cross and Blue Shield Plan in the geographic area where You receive 
Covered Services (outside the Service Area). The Local Plan has Preferred Provider payment agreements with local 
Preferred Providers. The Local Plan has standard payment agreements with BlueCard Providers. 

Maximum Allowable Benefit means the dollar amount available for a specific Covered Service.  Anthem determines 
the Maximum Allowable Benefit for approved Covered Services that You receive in New Hampshire.  Anthem also 
determines the Maximum Allowable Benefit for approved Covered Services that You receive from a NonBlueCard Provider 
outside New Hampshire.  The Local Plan determines the Maximum Allowable Benefit for Covered Services furnished by a 
BlueCard Provider.  Preferred Providers and BlueCard Providers accept the Maximum Allowable Benefit as payment in 
full.  

Medical Child Support Order shall mean, in accordance with New Hampshire RSA 161-H:1, any valid judgment or 
order to provide health coverage for a dependent child of the Subscriber issued by any court or administrative body of the 
State of New Hampshire or any other state including an order in a final decree of divorce. 

Medical Director means a physician licensed under RSA 329 and employed by Anthem who is responsible for Anthem’s 
utilization review techniques and methods and their administration and implementation.   

Medical Enrollment Application (or Application) means the application form that must be completed, signed and 
submitted to Your Group Benefits Administrator. An applicant is enrolled for Benefits under the Plan and this Certificate 
only upon acceptance of the Medical Enrollment Application by LGC HealthTrust. This form is also used to notify LGC 
HealthTrust of changes in membership and enrollment information. 
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Medically Necessary (or Medical Necessity) means health care services or products provided to an enrollee for the 
purposes of preventing, stabilizing, diagnosing, or treating an illness, injury, or disease or the symptoms of an illness, injury, 
or disease in a  manner that is:  

• Consistent with generally accepted standards of medical practice;

• Clinically appropriate in terms of type, frequency, extent, site and duration;

• Demonstrated through scientific evidence to be effective in improving health outcomes;

• Representative of “best practices” in the medical profession; and

• Not primarily for the convenience of the enrollee or the Provider.

Please note:  The fact that a Designated Provider or other health practitioner orders, prescribes, recommends or furnishes 
health care services or products will not cause the intervention to be automatically considered Medically Necessary.  
Anthem may consult the Medical Director and/or independent medical specialists, peer review committees, or other health 
care professionals qualified to make a recommendation regarding the Medical Necessity of any service or product 
prescribed for a Member.  

You have the right to appeal Benefit determinations made by Anthem or its delegated entities, including Adverse Benefit 
Determinations regarding medical necessity. Please refer to the appeal process in Section 11 of this Certificate for complete 
information. 

Member means a Subscriber and any Dependent covered under the Plan. 

Network Service means a Covered Service that You receive from a Preferred Provider. 

NonBlueCard Provider means a Designated Provider outside New Hampshire that does not have a written payment 
agreement with the Local Blue Cross and Blue Shield Plan.  

Out-of-Network Provider means any Designated Provider that is not a Preferred Provider.  Providers who have not 
contracted or affiliated with Anthem’s designated Subcontractor(s) for the services that are Covered Services under this 
Certificate are also considered Out-of-Network Providers. 

Providers who have not contracted or affiliated with Anthem’s designated subcontractor(s) for the services they perform 
under this Certificate are also considered Out-of-Network Providers. 

Out-of-Network Services means a Covered Service that You receive from an Out-of-Network Provider.  

Outpatient means any care received in a health care setting other than an Inpatient setting (“Inpatient” is defined above). 

Physical Rehabilitation Facility means a state authorized and licensed facility for physical rehabilitation services where 
short-term active professional care is provided. 

Plan means LGC HealthTrust’s Lumenos  Preferred Blue managed health care plan, as described in this Certificate, which 
LGC HealthTrust makes available to Groups. 
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Plan Year means the twelve month period selected by Your Group for its participation in the Plan.  Each Group will select 
either a January (January 1 through December 31) or July (July 1 through June 30) Plan Year.  The initial Plan Year for 
each Group will be the period beginning with the first of the month in which participation in the Plan begins and ending 
with the next December 31 or June 30, depending on whether the Group selects a January or July Plan Year.  Thereafter, the 
Plan Year will be each successive twelve-month period. 

Post-Service Claims are claims for services that You have received.   Post-Service Claims do not include requests for 
reimbursement made by providers according to the terms of their agreement with Anthem or with a Subcontractor unless: 

• Benefits are reduced or denied, and

• The provider can bill You for amounts exceeding Your Copayment, Deductible and/or Coinsurance under the
terms of an agreement with Anthem.

Precertification or Precertify means Anthem’s written confirmation that a service is Medically Necessary.  
Precertification is not a guarantee of Benefits.  Benefits are subject to all of the terms and conditions of the Certificate that 
is in effect on the date that You receive Covered Services. 

Precertification Penalty means the penalty that may apply if You do not obtain Precertification as required. Please see 
Sections 1 and 5 for more information about Precertification and the Precertification Penalty.  The Precertification Penalty 
(if any) is shown on Your Cost Sharing Schedule. 

Preferred Birthing Center means a Birthing Center that has a Preferred written agreement directly with Anthem or with 
the Local Plan to provide Covered Services to Members. 

Preferred Diabetes Education Provider means a certified, registered or licensed health care expert in diabetes 
management who has a Preferred written agreement directly with Anthem to furnish diabetes counseling and diabetes 
education to Members.  

Preferred New Hampshire Certified Midwife (NHCM) means an individual who is certified under New Hampshire 
law and who has a Preferred written agreement directly with Anthem to provide Covered Services to Members.     

Preferred Nutrition Counselor means a registered or licensed dietitian practicing independently or as part of a 
physician practice or hospital clinic and who has a Preferred written agreement directly with Anthem or with the Local Plan 
to provide nutrition counseling to Members.  

Preferred Provider means any Designated Provider that has a preferred written payment agreement with Anthem or with 
the Local Plan to provide Covered Services to Members.  

Preferred Walk-In Center means a free-standing center that has a written payment agreement directly with Anthem or 
with the Local Plan to provide health services without appointments for diagnosis, care and treatment of urgent illness or 
injury.   

Pre-Service Claim means any claim for a Benefit with respect to which the terms of the Plan condition receipt of the 
Benefit, in whole or in part, on approval of the Benefit in advance of obtaining medical care.   

Prior Approval means the process by which You or Your provider may request that Anthem review proposed services to 
determine if services are Covered Services.  

Probationary Period means the period of time established by Your Group which You must work before You are eligible 
to enroll for coverage under this Certificate. 
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Retiree means a person who is retired from active employment with a Group and who the Group determines is eligible to 
continue coverage under this Certificate pursuant to NH RSA 100-A:50 and/or the applicable LGC HealthTrust and Group 
rules governing eligibility for retiree coverage. 

Service Area means the State of New Hampshire including the cities and towns of Maine, Massachusetts and Vermont 
whose borders directly adjoin the New Hampshire border whose Designated Providers have Preferred written payment 
agreements directly with Anthem.  

Short Term General Hospital means a health care institution having an organized professional and medical staff and 
Inpatient facilities which care primarily for patients with acute diseases and injuries with an average patient length of stay of 
30 days or less. 

Skilled Nursing Facility means an institution which is in compliance with all state licensing and regulatory requirements 
and which provides room and board accommodations and 24-hour-a-day nursing care under the supervision of a Provider 
and/or Registered Nurse (R.N.) while maintaining permanent medical history records. 

Subcontractor means an organization or entities with specialized expertise in certain areas to which Anthem may 
subcontract particular services under the Plan.  Subcontracted services may include but are not limited to services related to 
mental health and/or substance abuse care.  Such Subcontractors or subcontracted organizations or entities may make 
Benefit determinations and/or perform administrative, claims paying, or customer service duties on behalf of Anthem.   

Subscriber means You, the Employee or Retiree, who is properly enrolled and accepted for coverage under the Plan and 
to whom this Certificate is issued. 

Urgent Care Claims means a request for Precertification submitted as required under this Certificate, for medical care or 
treatment with respect to which the application of time periods for making non-urgent Pre-Service Claims determination:  

• Could seriously jeopardize Your life or health or Your ability to regain maximum function, or

• In the opinion of a physician with knowledge of Your medical condition, would subject You to severe pain that
cannot be adequately managed without the care or treatment that is the subject of the claim.

Urgent Care Facility means a licensed free-standing facility that provides urgent health services for diagnosis, care and 
treatment of illness or injury.  Please see Section 6, “Urgent and Emergency Care” for more information about urgent care. 

Walk-In Center means a free-standing center that provides episodic health services without appointments for diagnosis, 
care and treatment of urgent illness or injury.   

Year means a calendar year, unless specifically stated otherwise. A calendar year starts on January 1 and ends on 
December 31 in any given year. 

You or Your means You, the person to whom this Certificate is issued (the Subscriber), Your covered spouse and other 
covered Dependents-collectively the Members, unless specifically stated (or where the context provides) otherwise. 
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MEDICOMP THREE
Medicare Supplemental Plan

MEDICOMP THREE FEATURES

Comprehensive Coverage
An important part of HealthTrust’s Medicomp Three plan is its supplemental medical coverage. This portion 
of the plan pays the deductible and coinsurance required by Medicare Parts A and B—lowering your out-of-
pocket costs for some types of care. Medicomp Three also provides Major Medical Benefits that may help pay 
for additional services that Medicare does not customarily pay.

Coverage No Matter Where You Are
With HealthTrust’s Medicomp Three plan, there is no need to worry about traveling in the United States. You 
can choose to use a provider who accepts Medicare assignment and receive the maximum benefits, but you’re 
covered even if you see a provider who doesn’t.

Administered by Anthem Blue Cross and Blue Shield
Your Medicomp Three medical coverage is administered by Anthem Blue Cross and Blue Shield (Anthem), one 
of the most respected names in the business.

This brochure helps to explain how Medicomp Three coverage works by providing an overview of covered services. 
While this brochure is intended to describe your benefits as accurately as possible, the specific terms and conditions of 
eligibility and benefits are set forth in and governed by your Medicomp Three Subscriber Certificate, Prescription 
Benefit Program summary (if you have elected prescription drug coverage) and any other separate documents relating 
to features of the plan.

In the event of any discrepancy between this brochure and those documents, the terms of the Subscriber Certificate 
or Prescription Benefit Program summary will govern. This brochure does not constitute a contract, or any offer to 
form a contract, and is not binding on any party. The benefits describe in this brochure may be changed at any time 
without prior notice.
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STRENGTHENING YOUR HEALTHCARE PLAN
Affordable, comprehensive healthcare is important to everyone—and it becomes even more important at 
retirement. That’s why HealthTrust offers the Medicomp Three supplemental medical plan.

Medicare Parts A and B provide valuable healthcare coverage to retirees. But this coverage is not complete. 
To help protect you from additional out-of-pocket costs, Medicomp Three pays the deductible and coin-
surance required by Medicare Parts A and B—lowering your out-of-pocket costs for some types of care. 

Medicomp Three consists of two parts:

•  Medicare Complementary Benefits, which picks up where Medicare leaves off, paying required
deductibles and coinsurance for Medicare-approved services, and

•  Major Medical Benefits, which may cover services that Medicare does not. Major Medical Ben-
efits are provided in addition to Medicare Complementary Benefits. Major Medical coverage is
determined by HealthTrust and Anthem as set forth in the Medicomp Three Subscriber Certificate.

This brochure highlights how Medicare Complementary and Major Medical Benefits work with Medicare 
to provide you with a comprehensive healthcare plan.

Questions about Medicare Coverage? If you have questions about Medicare, call 800.MEDI-
CARE (800.633.4227); TTY, call 877.486.2048. Representatives are available 24 hours a day, 
seven days a week. Be sure to have your Medicare ID card on hand when you call. You can also 
learn more by reviewing the current Medicare & You booklet, available at your local Medicare 
office or by visiting the Medicare website at www.medicare.gov.

UNDERSTANDING MEDICARE
Before we look at how Medicomp Three works, it’s important that you understand the basics of Medicare. 
Medicare is a national health insurance program for people age 65 and older, as well as for those with qual-
ifying disabilities. It consists of multiple parts:

•  Part A—Hospital Insurance. Part A provides limited coverage for inpatient care in hospitals, crit-
ical access hospitals and skilled nursing facilities. Part A also covers hospice care and some home
healthcare. You do incur out-of-pocket costs, including deductibles and coinsurance.

•  Part B—Medical Insurance. Part B provides coverage for doctor visits, laboratory tests, emer-
gency room and urgent care, durable medical equipment, outpatient hospital care, vaccinations
(including flu, pneumonia and hepatitis B shots), mammograms, prostate cancer screenings and
pap tests. It also covers other services that Part A does not, such as some occupational and phys-
ical therapy costs. As with Part A, you are subject to out-of-pocket costs, including deductibles
and coinsurance.

To be eligible for Medicomp Three, you must be enrolled in both Medicare Parts A and B. While there is 
no premium for Medicare Part A, you do need to pay Medicare a monthly premium for Part B coverage. 
Check your Medicare identification card to see if you have Part A and/or Part B coverage.
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Important Note – Medicare’s required deductibles and coinsurance amounts may change each 
calendar year. For the most up-to-date deductible and coinsurance figures, review the current 
Medicare & You booklet available at your local Medicare office or by visiting the Medicare 
website at www.medicare.gov, or call 800.MEDICARE (800.633.4227).

Medicare Part D
Medicare offers prescription drug coverage known as Medicare Part D. This coverage is available to every-
one with Medicare by enrolling in a Medicare Part D plan and paying a monthly premium. All Medicare 
Part D plans provide at least a standard level of prescription drug coverage set by Medicare.

If you are enrolled in a HealthTrust Medicomp Three with Prescription Drug Coverage Plan (MCRX), 
you do not need to also enroll in a Medicare Part D Plan. This is because the MCRX plan is considered 
“creditable” coverage which means that the prescription drug coverage is as good as or better than coverage 
available through a standard Medicare Part D plan. Please see the last page of this brochure for additional 
information regarding your prescription drug coverage.

HOW MEDICOMP THREE WORKS
Medicomp Three provides certain protections to help you get the highest level of benefits available. For 
example, your coverage cannot be denied or delayed due to any pre-existing condition. Also if your care is 
not covered by Medicare in whole or in part, you may submit a Major Medical claim. If your Major Medical 
claim is denied, you are responsible for paying 100 percent of the cost. For more information, see the Major 
Medical Benefits section on page 6.

Medicomp Three consists of two parts—Medicare Complementary Benefits and Major Medical Benefits. 
Now, let’s look at each part.

Medicare Complementary Benefits
Medicare Parts A and B pay benefits after you have met certain deductibles and/or coinsurance. This means, 
if your only coverage is through Medicare, you will likely have to pay for some of your care.

However, the Medicomp Three Medicare Complementary Benefits cover 100 percent of Medicare Parts 
A and B required deductibles and coinsurance amounts. This means your out-of-pocket cost for care is 
lowered or eliminated.

The following pages look at how Medicare Complementary Benefits supplement your Medicare benefits.

Inpatient Hospital Stays
Medicare Part A provides limited coverage for inpatient care in hospitals, critical access hospitals, and skilled 
nursing facilities. Part A also covers hospice care and some home healthcare.

Inpatient hospital coverage includes:

• A semiprivate room,
• Meals,
• General nursing care,
• Other hospital services and supplies,
• Care you receive at a critical access hospital, and
• Inpatient behavioral healthcare.
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Coverage does not include:

• Private duty nursing,
• A television or telephone in your room, or
• A private room, unless medically necessary.

Medicare Part A requires payment of an annual deductible as well as coinsurance for some Part A services. 
But, Medicomp Three Complementary Benefits cover 100 percent of these costs.

This chart shows how Medicare Part A and Medicomp Three Complementary Benefits cover inpatient 
hospital care.

Medicare Part A Pays
Medicomp Three 
Complementary 

Benefits Pay
You Pay*

Inpatient Hospital Benefits

First 60 days
100% after calendar year 

Medicare Part A deductible
Medicare Part A deductible 

per calendar year $0

Days 61 through 90
100% after Medicare Part A 

coinsurance per day
Medicare Part A 

coinsurance per day $0

Days 91  
through 150**

100% after Medicare Part A 
coinsurance per day

Medicare Part A 
coinsurance per day $0

After 150 days 
of continuous 
confinement

$0
90% of covered services,  

up to a lifetime maximum 
of 365 days

10% of covered 
services, up to a lifetime 
maximum of 365 days

Then 100% of charges. 
You may submit these 

charges for consideration 
for payment under  

Major Medical

Blood 100% after 3 pints 100% of first 3 pints $0

* Any remaining balance for covered services may be eligible for coverage under Major Medical. For specific information about Major
Medical Benefits, refer to Sections 3–5 of the Medicomp Three Subscriber Certificate.
** Note that Days 91 through 150 are one-time lifetime reserve days.
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Skilled Nursing Home Benefits
Skilled nursing home coverage includes:

• A semiprivate room,
• Meals,
• Skilled nursing and rehabilitative services, and
•  Other services and supplies, generally after a related three-day inpatient hospital stay. Limited to

up to 100 days per benefit period.

Please note that custodial care is not covered.

Medicare Part A covers 100 percent of Medicare-eligible expenses received in a semiprivate room in a skilled 
nursing facility during the first 20 days.

But, Part A requires payment of coinsurance from Days 21 through 100. Medicomp Three Complementary 
Benefits cover 100 percent of this cost.

This chart shows how Medicare Part A and Medicomp Three Complementary Benefits cover skilled  
nursing home care.

Medicare
Part A Pays

Medicomp Three 
Complementary 

Benefits Pay
You Pay*

Skilled Nursing Home Benefits**

First 20 days 100% $0 $0

Days 21
through 100

100% after calendar 
year Medicare Part A 
coinsurance per day

Medicare Part A 
coinsurance per day $0

After 100 days 
of continuous 
confinement

$0 $0

100% of charges. You may 
submit these charges for 

consideration for payment 
under Major Medical

* Any remaining balance for covered services may be eligible for coverage under Major Medical. For specific information about Major
Medical Benefits, refer to Sections 3–5 of the Medicomp Three Subscriber Certificate.
** Before you receive skilled nursing home care, you are strongly advised to confirm that the facility qualifies for Medicare benefits. Skilled 
nursing home confinement must follow a hospitalization and be medically necessary. Custodial care is not covered.

Medical Service Benefits
Medicare Part B covers Medicare-eligible expenses for services rendered by physicians and other Medi-
care-approved providers, including independent laboratories, ambulance services and independent  
physical therapists.

Some outpatient hospital services are also covered under Medicare Part B.

Medicare Part B requires payment of an annual deductible as well as coinsurance for certain services.  
Medicomp Three Complementary Benefits cover 100 percent of these costs.
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This chart shows how Medicare Part B and Medicomp Three Complementary Benefits cover medical  
service care.

Medicare Part B 
Pays

Medicomp Three
Complementary 

Benefits Pay
You Pay*

Medical Service Benefits

Physician services, 
hospital outpatient 
services, prosthetic 

devices, durable 
medical equipment, 
immunosuppressive 

drugs

80% of Medicare-
approved charges 

after annual Medicare 
Part B deductible per 

calendar year

Remaining 20% of 
Medicare-approved 
charges and annual 

Medicare Part B 
deductible per  
calendar year

$0 for Medicare-eligible 
expenses

100% of non- Medicare-
eligible expenses. You may 
submit these charges for 

consideration for payment 
under Major Medical

Blood 100% after 3 pints 100% of first  
3 pints $0

Non-inpatient psychiatric 
services (psychiatric 

maximums and 
exceptions may apply)**

80% of Medicare 
eligible expenses after 
psychiatric reduction, 

if applicable

Psychiatric reduction  
and 20% of Medicare-

eligible expenses

$0 for Medicare-eligible 
expenses 100% of non-

Medicare-eligible expenses. 
You may submit these 

charges for consideration 
for payment under  

Major Medical

* Any remaining balance for covered services may be eligible for coverage under Major Medical. For specific information about Major
Medical Benefits, refer to Sections 3 through 5 of the Medicomp Three Subscriber Certificate.
** For psychiatric maximums and exceptions, refer to the Medicare & You handbook available from your local Medicare office by calling 
800.633.4227 or at www.medicare.gov.

MAJOR MEDICAL BENEFITS
Major Medical Benefits are an important component of your Medicomp Three plan.

Please Note: Major Medical Benefits are in addition to your Medicare Complementary Benefits. Major 
Medical Benefits do not duplicate coverage that is available under Medicare Part A, Medicare Part B or 
Medicare Complementary Benefits.

If you receive care or services that Medicare does not cover, or if Medicare covers some but not all of your care, 
you may submit these charges not covered by Medicare to be considered for coverage under Major Medical.

How Major Medical Benefits Are Paid
HealthTrust’s Medicomp Three plan pays 100 percent of the cost of eligible Major Medical covered services; 
you pay nothing out-of-pocket.
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Please note that Major Medical covers approved care at 100 percent of the maximum allowable benefit.  
The maximum allowable benefit is the amount the plan allows for a particular service in your geographical 
area. Amounts that exceed the maximum allowable benefit are not eligible for payment and are considered 
out-of-pocket expenses to you.

With Major Medical, covered medical services are reimbursable regardless of your choice of physician 
or hospital.

Maximum Lifetime Benefit
Major Medical carries a lifetime benefit maximum of $1 million. You are responsible for 100 percent of any 
costs in excess of this maximum.

Any Major Medical Benefits count toward this maximum, as do any benefits previously paid by Anthem 
while you were covered by any Anthem and/or HealthTrust-sponsored Anthem plan.

Eligible Services
While there is no guarantee that the services listed below will always be accepted for Major Medical pay-
ment, we encourage you to submit claims for:

• Ambulance services,
• Chiropractic care received from a participating provider,
• Diabetes management programs,
•  Emergency care, which is defined as care required to prevent serious jeopardy to your health,

impairment of bodily functions or dysfunction of a bodily organ or part. This includes heart
attacks, broken bones, stroke, uncontrolled bleeding and unconsciousness,

• Hospice care received from a participating provider,
• Immunizations,
• Laboratory and x-ray tests.

For a list of services eligible for submission under Major Medical—as well as a list of limitations and ex-
clusions—see your Medicomp Three Subscriber Certificate, available from Anthem by calling 800.225.2666.

Determining Claims
When determining whether your claim qualifies for Major Medical Benefits, Anthem considers the following:

1. Were the services and supplies medically necessary?
2.  Were the services and supplies ordered, performed, prescribed, or supervised by a qualifying physician?
3. Are the charges consistent with the maximum allowable benefit determination?
4.  If the claim is in connection with a hospital stay, are the charges within the hospital’s semiprivate

room rate?

Anthem will notify you if your Major Medical claim is approved or denied. If coverage is denied, you are 
responsible for paying 100 percent of any remaining balance.

In addition, benefits are subject to any applicable deductible, coinsurance, benefit period restrictions, and 
lifetime maximums that may apply.
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PO Box 617 • Concord, NH 03302-0617
Tel: 603.226.2861 • 800.527.5001 (NH Toll Free) • Fax: 603.415.3099 

 Website: www.healthtrustnh.org

PRESCRIPTION DRUG BENEFITS
With Medicomp Three with Prescription Drug Coverage Plan, you receive comprehensive prescription 
drug benefits administered by CVS Caremark – as soon as your coverage becomes effective with Health-
Trust. Please refer to your CVS Caremark “Your Personal Prescription Drug Benefit Program” summary for 
information regarding your prescription drug coverage.

HealthTrust’s MCRX coverage is considered “creditable” coverage which means that the prescription drug 
coverage is as good as or better than coverage available through a standard Medicare Part D plan. Being 
enrolled in a creditable coverage plan also allows you to avoid late-enrollment fees if you later switch to 
a Medicare Part D plan. However, you will not be able to enroll in a Medicare Part D plan until your  
prescription drug coverage with MCRX ends. 

If your group offers a HealthTrust Medicomp Three without Prescription Drug Coverage Plan (MCNRX) 
and you elect the MCNRX coverage, you will need to enroll in a Medicare Part D plan for your prescription 
drug coverage.

CONTACT INFORMATION
Organization Services

HealthTrust
800.527.5001
www.healthtrustnh.org

Provides answers to questions about your enrollment plan 
materials and the Slice of Life health management programs

Medicare
800.MEDICARE (800.633.4227)
www.medicare.gov

Provides answers to questions about Part A, 
Part B, and Part D coverage, and other  
Medicare programs

Anthem Blue Cross and Blue Shield 
800.225.2666
www.anthem.com

Provides answers about your benefits, covered services, plan 
materials, Subscriber Certificate and participating providers

LifeResources—Employee 
Assistance Program*
800.759.8122
*Link to their organization is available at
www.healthtrustnh.org.

Provides counseling and resources for a variety of 
member needs

CVS Caremark
888.726.1631
www.caremark.com

Provides answers about your prescription drug program 
benefits and services
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Your Personal Prescription Benefit Program

RETAIL PHARMACY MAIL SERVICE PHARMACY

For immediate or short-term medication needs* For maintenance or long-term medication needs*

YOU WILL PAY •	 $3 for each generic medication
•	 $15 for each preferred/non-preferred 

brand-name medication**

•	 $1 for each generic medication
•	 $1 for each preferred/non-preferred 

brand-name medication**

•	 $0 for contraceptives, devices and emergency contraception (brand-name medications 
with direct generic equivalents will require an applicable copayment)

DAY SUPPLY LIMIT Up to a 34-day supply Up to a 90-day supply

REFILL LIMIT One initial fill plus two refills for maintenance or 
long-term medications. For each additional fill 
you will pay 100% of the prescription cost.

None

PRIOR 
AUTHORIZATION 
REQUIRED

Botox and Myobloc for non-cosmetic purposes only; Wellbutrin and its generics. All forms of 
Wellbutrin and its generics are not covered for use as a smoking deterrent.

*Your plan may have coverage limits, be subject to dispensing limitations and may not cover certain medications. Please contact CVS Caremark at 
1-888-726-1631 or log on to www.caremark.com for the most up-to-date plan information.

**When a generic equivalent is available but the pharmacy dispenses the brand-name medication for any reason other than a doctor’s “dispense as 
written” or equivalent instructions, you will pay the generic copayment plus the difference in cost between the brand-name and the generic.

18830-2PPDF-1113
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To contact HealthTrust, please call toll-free at 1-800-527-5001 between the hours of 8:30 a.m. and 4:30 p.m. (EST) 
Monday through Friday or visit www.healthtrustnh.org. HealthTrust Enrollee Services Representatives are available 
for issues or concerns with enrollment or eligibility, and any other prescription benefit-related inquiry.  
For further information or questions, you may also e-mail Enrollee Services at enrolleeservices@healthtrustnh.org.

Where to Fill Your Prescriptions
Choosing where to fill your prescription depends on whether you are ordering a short-term or long-term medication: 

Short-term medications are generally taken for a limited amount of time and have a limited amount of refills, such as an 
antibiotic. You can fill prescriptions for these medications at any pharmacy in the CVS Caremark retail network. 

• Choose from more than 64,000 network pharmacies nationwide, including over 20,000 independent community
pharmacies

• Find a participating pharmacy at www.caremark.com

Tip: To avoid filling out claims paperwork, bring your Prescription Card with you when you pick up your   
prescription and use a pharmacy in the CVS Caremark retail network. Additional Prescription Cards may be 
obtained by calling Customer Care toll-free at 1-888-726-1631.

Long-term medications are taken regularly for chronic conditions such as high blood pressure, asthma, diabetes or high 
cholesterol. You will generally save money by using mail service for these prescriptions. Choose one of four easy ways to 
start using the CVS Caremark Mail Service Pharmacy:

1. Fill out and send in a mail service order from - use the one included with your welcome kit or print one at
www.caremark.com

2. Use the FastStart® tool found on www.caremark.com
3. Call FastStart® toll-free at 1-800-875-0867
4. Ask your doctor to call in the prescription through the toll-free FastStart® physician number at 1-800-378-5697

Customer Care
If you have questions about your prescriptions or benefits, you can contact Customer Care 24 hours a day, seven days 
a week, toll-free at 1-888-726-1631 or by e-mail at customerservice@caremark.com. For Telecommunication Device 
assistance, please call toll-free 1-800-863-5488. Caremark.com is also available to help you manage your prescription 
drug benefits. By registering online, you can order mail service refills, check order status, price medications, and much 
more.
Your feedback is important as it helps us improve our service. Please contact us with any questions or concerns at 1-888-726-1631.
Your privacy is important to us. Our employees are trained regarding the appropriate way to handle your private health information.
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Getting Your Prescription Filled at a Retail Pharmacy
CVS Caremark Participating Retail Pharmacies
Participating retail pharmacies can easily access information about your prescription benefit plan and the appropriate payment. You 
will not need to file any additional paperwork when you use a pharmacy in the CVS Caremark retail network. If you use a pharmacy 
outside the CVS Caremark retail network, you will pay more for your prescription(s) in most cases. Non-participating retail pharmacies 
will ask you to pay 100 percent of the prescription price. Then, you will need to submit a paper claim form along with the original 
prescription receipt(s) for reimbursement of covered expenses.  

Day Supply Limit
You can get up to a 34-day supply of medication each time you have a prescription filled at a participating retail pharmacy.  Ask your 
doctor to write a prescription for up to a 34-day supply, when clinically appropriate.

Refill Limit
You may obtain one initial fill plus two refills for maintenance or long-term medications at a retail pharmacy. It will then be necessary 
for you to utilize CVS Caremark Mail Service Pharmacy for additional supplies. Otherwise, you will be responsible for 100 percent of the 
cost of the medication when filled at a retail pharmacy. To determine if your prescription medication is classified as maintenance or 
long-term, please call Customer Care toll-free at 1-888-726-1631. 

Getting Your Prescription Filled Through the CVS Caremark Mail Service Pharmacy
CVS Caremark operates two mail service pharmacies across the United States to provide quick service to plan participants wherever 
they live. To ensure your safety, our mail service pharmacies are staffed by registered pharmacists. Just like your neighborhood 
pharmacist, our pharmacists check each prescription to make sure it is filled correctly. In addition, your prescription history is reviewed 
to identify any possible problems with new medications you may be prescribed. 

Day Supply Limit  
You can get up to a 90-day supply of medication when you get a prescription filled through the CVS Caremark Mail Service Pharmacy. 
Ask your doctor to write a prescription for up to a 90-day supply plus three refills for up to one year when clinically appropriate. Please 
Note: By law, CVS Caremark must fill your prescription for the exact quantity of medication prescribed by your doctor, up to the 90-day supply 
limit.

Payment Options
While checks and money orders are accepted, the preferred method of payment is by credit card. For credit card payments, simply 
include your VISA®, Discover®, MasterCard® or American Express® number and expiration date in the space provided on the mail service 
order form.

Convenient Home Delivery
Please allow 10-14 days for delivery from the time your order is placed. Refills are delivered within seven days following  
CVS Caremark’s receipt of your refill request by phone or online. Your package will include a new mail service order form and an 
invoice, if applicable. You will also receive the same type of information about your prescribed medication that you would receive from 
a retail pharmacy.

Other Important Plan Information
Drug List 
Your plan is subject to a list of prescription drugs that are preferred by the plan because of their safety, clinical effectiveness and ability 
to help control prescription drug costs. The drug list is updated on a regular basis. Log on to www.caremark.com or call Customer Care 
toll-free at 1-888-726-1631 to access the most current drug list for your plan. 

Prior Authorization 
Some medications may require approval before the prescription can be filled. Your retail pharmacist will give you or your doctor a  
toll-free number to call in order to obtain approval. The CVS Caremark Mail Service Pharmacy will contact your doctor directly for 
approval.

Specialty Medications
Specialty medications are used for the treatment of chronic and/or genetic conditions, such as multiple sclerosis, rheumatoid arthritis 
or hepatitis C, and are often injected or infused. All specialty medications will be provided by CVS Caremark’s Specialty Pharmacy. CVS 
Caremark’s Specialty Pharmacy is a mail order facility dedicated to dispensing specialty medications. Questions? Call CVS Caremark 
Specialty Pharmacy toll-free at 1-800-237-2767.

18830-4PPDF-0713 169



Your Personal Prescription Benefit Program

RETAIL PHARMACY MAIL SERVICE PHARMACY

For immediate or short-term medication needs* For maintenance or long-term medication needs*

YOU WILL PAY •	 $10 for each generic medication
•	 $25 for each preferred brand-name 

medication**
•	 $40 for each non-preferred brand-name 

medication**

•	 $10 for each generic medication
•	 $40 for each preferred brand-name 

medication**
•	 $70 for each non-preferred brand-name 

medication**

•	 $0 for contraceptives, devices and emergency contraception (brand-name medications 
with direct generic equivalents will require an applicable copayment)

DAY SUPPLY LIMIT Up to a 34-day supply Up to a 90-day supply

REFILL LIMIT One initial fill plus two refills for maintenance or 
long-term medications. For each additional fill 
you will pay 100% of the prescription cost.

None

PRIOR 
AUTHORIZATION 
REQUIRED

Botox and Myobloc for non-cosmetic purposes only; Wellbutrin and its generics. All forms of 
Wellbutrin and its generics are not covered for use as a smoking deterrent.

*Your plan may have coverage limits, be subject to dispensing limitations and may not cover certain medications. Please contact CVS Caremark at 
1-888-726-1631 or log on to www.caremark.com for the most up-to-date plan information.

**When a generic equivalent is available but the pharmacy dispenses the brand-name medication for any reason other than a doctor’s “dispense as 
written” or equivalent instructions, you will pay the generic copayment plus the difference in cost between the brand-name and the generic.

18830-2PPDF-1113
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To contact HealthTrust, please call toll-free at 1-800-527-5001 between the hours of 8:30 a.m. and 4:30 p.m. (EST) 
Monday through Friday or visit www.healthtrustnh.org. HealthTrust Enrollee Services Representatives are available 
for issues or concerns with enrollment or eligibility, and any other prescription benefit-related inquiry.  
For further information or questions, you may also e-mail Enrollee Services at enrolleeservices@healthtrustnh.org.

Where to Fill Your Prescriptions
Choosing where to fill your prescription depends on whether you are ordering a short-term or long-term medication:

Short-term medications are generally taken for a limited amount of time and have a limited amount of refills, such as an
antibiotic. You can fill prescriptions for these medications at any pharmacy in the CVS Caremark retail network.

• Choose from more than 64,000 network pharmacies nationwide, including over 20,000 independent community
pharmacies

• Find a participating pharmacy at www.caremark.com

Tip: To avoid filling out claims paperwork, bring your Prescription Card with you when you pick up your   
prescription and use a pharmacy in the CVS Caremark retail network. Additional Prescription Cards may be 
obtained by calling Customer Care toll-free at 1-888-726-1631.

Long-term medications are taken regularly for chronic conditions such as high blood pressure, asthma, diabetes or high 
cholesterol. You will generally save money by using mail service for these prescriptions. Choose one of four easy ways to 
start using the CVS Caremark Mail Service Pharmacy:

1. Fill out and send in a mail service order from - use the one included with your welcome kit or print one at
www.caremark.com

2. Use the FastStart® tool found on www.caremark.com
3. Call FastStart® toll-free at 1-800-875-0867
4. Ask your doctor to call in the prescription through the toll-free FastStart® physician number at 1-800-378-5697

Customer Care
If you have questions about your prescriptions or benefits, you can contact Customer Care 24 hours a day, seven days 
a week, toll-free at 1-888-726-1631 or by e-mail at customerservice@caremark.com. For Telecommunication Device 
assistance, please call toll-free 1-800-863-5488. Caremark.com is also available to help you manage your prescription 
drug benefits. By registering online, you can order mail service refills, check order status, price medications, and much 
more.
Your feedback is important as it helps us improve our service. Please contact us with any questions or concerns at 1-888-726-1631.
Your privacy is important to us. Our employees are trained regarding the appropriate way to handle your private health information.
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Getting Your Prescription Filled at a Retail Pharmacy
CVS Caremark Participating Retail Pharmacies
Participating retail pharmacies can easily access information about your prescription benefit plan and the appropriate payment. You 
will not need to file any additional paperwork when you use a pharmacy in the CVS Caremark retail network. If you use a pharmacy 
outside the CVS Caremark retail network, you will pay more for your prescription(s) in most cases. Non-participating retail pharmacies 
will ask you to pay 100 percent of the prescription price. Then, you will need to submit a paper claim form along with the original 
prescription receipt(s) for reimbursement of covered expenses.  

Day Supply Limit
You can get up to a 34-day supply of medication each time you have a prescription filled at a participating retail pharmacy.  Ask your 
doctor to write a prescription for up to a 34-day supply, when clinically appropriate.

Refill Limit
You may obtain one initial fill plus two refills for maintenance or long-term medications at a retail pharmacy. It will then be necessary 
for you to utilize CVS Caremark Mail Service Pharmacy for additional supplies. Otherwise, you will be responsible for 100 percent of the 
cost of the medication when filled at a retail pharmacy. To determine if your prescription medication is classified as maintenance or 
long-term, please call Customer Care toll-free at 1-888-726-1631. 

Getting Your Prescription Filled Through the CVS Caremark Mail Service Pharmacy
CVS Caremark operates two mail service pharmacies across the United States to provide quick service to plan participants wherever 
they live. To ensure your safety, our mail service pharmacies are staffed by registered pharmacists. Just like your neighborhood 
pharmacist, our pharmacists check each prescription to make sure it is filled correctly. In addition, your prescription history is reviewed 
to identify any possible problems with new medications you may be prescribed. 

Day Supply Limit  
You can get up to a 90-day supply of medication when you get a prescription filled through the CVS Caremark Mail Service Pharmacy. 
Ask your doctor to write a prescription for up to a 90-day supply plus three refills for up to one year when clinically appropriate. Please 
Note: By law, CVS Caremark must fill your prescription for the exact quantity of medication prescribed by your doctor, up to the 90-day supply 
limit.

Payment Options
While checks and money orders are accepted, the preferred method of payment is by credit card. For credit card payments, simply 
include your VISA®, Discover®, MasterCard® or American Express® number and expiration date in the space provided on the mail service 
order form.

Convenient Home Delivery
Please allow 10-14 days for delivery from the time your order is placed. Refills are delivered within seven days following  
CVS Caremark’s receipt of your refill request by phone or online. Your package will include a new mail service order form and an 
invoice, if applicable. You will also receive the same type of information about your prescribed medication that you would receive from 
a retail pharmacy.

Other Important Plan Information
Drug List 
Your plan is subject to a list of prescription drugs that are preferred by the plan because of their safety, clinical effectiveness and ability 
to help control prescription drug costs. The drug list is updated on a regular basis. Log on to www.caremark.com or call Customer Care 
toll-free at 1-888-726-1631 to access the most current drug list for your plan. 

Prior Authorization 
Some medications may require approval before the prescription can be filled. Your retail pharmacist will give you or your doctor a  
toll-free number to call in order to obtain approval. The CVS Caremark Mail Service Pharmacy will contact your doctor directly for 
approval.

Specialty Medications
Specialty medications are used for the treatment of chronic and/or genetic conditions, such as multiple sclerosis, rheumatoid arthritis 
or hepatitis C, and are often injected or infused. All specialty medications will be provided by CVS Caremark’s Specialty Pharmacy. CVS 
Caremark’s Specialty Pharmacy is a mail order facility dedicated to dispensing specialty medications. Questions? Call CVS Caremark 
Specialty Pharmacy toll-free at 1-800-237-2767.
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Your Personal Prescription Benefit Program

RETAIL PHARMACY MAIL SERVICE PHARMACY

For immediate or short-term medication needs* For maintenance or long-term medication needs*

YOU WILL PAY •	 $10 for each generic medication
•	 $20 for each preferred brand-name 

medication**
•	 $45 for each non-preferred brand-name 

medication**

•	 $10 for each generic medication
•	 $20 for each preferred brand-name 

medication**
•	 $45 for each non-preferred brand-name 

medication**

•	 $0 for contraceptives, devices and emergency contraception (brand-name medications 
with direct generic equivalents will require an applicable copayment)

DAY SUPPLY LIMIT Up to a 34-day supply Up to a 90-day supply

REFILL LIMIT One initial fill plus two refills for maintenance or 
long-term medications. For each additional fill 
you will pay 100% of the prescription cost.

None

PRIOR 
AUTHORIZATION 
REQUIRED

Botox and Myobloc for non-cosmetic purposes only; Wellbutrin and its generics. All forms of 
Wellbutrin and its generics are not covered for use as a smoking deterrent.

*Your plan may have coverage limits, be subject to dispensing limitations and may not cover certain medications. Please contact CVS Caremark at 
1-888-726-1631 or log on to www.caremark.com for the most up-to-date plan information.

**When a generic equivalent is available but the pharmacy dispenses the brand-name medication for any reason other than a doctor’s “dispense as 
written” or equivalent instructions, you will pay the generic copayment plus the difference in cost between the brand-name and the generic.
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To contact HealthTrust, please call toll-free at 1-800-527-5001 between the hours of 8:30 a.m. and 4:30 p.m. (EST) 
Monday through Friday or visit www.healthtrustnh.org. HealthTrust Enrollee Services Representatives are available 
for issues or concerns with enrollment or eligibility, and any other prescription benefit-related inquiry.  
For further information or questions, you may also e-mail Enrollee Services at enrolleeservices@healthtrustnh.org.

Where to Fill Your Prescriptions
Choosing where to fill your prescription depends on whether you are ordering a short-term or long-term medication: 

Short-term medications are generally taken for a limited amount of time and have a limited amount of refills, such as an 
antibiotic. You can fill prescriptions for these medications at any pharmacy in the CVS Caremark retail network. 

• Choose from more than 64,000 network pharmacies nationwide, including over 20,000 independent community
pharmacies

• Find a participating pharmacy at www.caremark.com

Tip: To avoid filling out claims paperwork, bring your Prescription Card with you when you pick up your   
prescription and use a pharmacy in the CVS Caremark retail network. Additional Prescription Cards may be 
obtained by calling Customer Care toll-free at 1-888-726-1631.

Long-term medications are taken regularly for chronic conditions such as high blood pressure, asthma, diabetes or high 
cholesterol. You will generally save money by using mail service for these prescriptions. Choose one of four easy ways to 
start using the CVS Caremark Mail Service Pharmacy:

1. Fill out and send in a mail service order from - use the one included with your welcome kit or print one at
www.caremark.com

2. Use the FastStart® tool found on www.caremark.com
3. Call FastStart® toll-free at 1-800-875-0867
4. Ask your doctor to call in the prescription through the toll-free FastStart® physician number at 1-800-378-5697

Customer Care
If you have questions about your prescriptions or benefits, you can contact Customer Care 24 hours a day, seven days 
a week, toll-free at 1-888-726-1631 or by e-mail at customerservice@caremark.com. For Telecommunication Device 
assistance, please call toll-free 1-800-863-5488. Caremark.com is also available to help you manage your prescription 
drug benefits. By registering online, you can order mail service refills, check order status, price medications, and much 
more.
Your feedback is important as it helps us improve our service. Please contact us with any questions or concerns at 1-888-726-1631.
Your privacy is important to us. Our employees are trained regarding the appropriate way to handle your private health information.
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Getting Your Prescription Filled at a Retail Pharmacy
CVS Caremark Participating Retail Pharmacies
Participating retail pharmacies can easily access information about your prescription benefit plan and the appropriate payment. You 
will not need to file any additional paperwork when you use a pharmacy in the CVS Caremark retail network. If you use a pharmacy 
outside the CVS Caremark retail network, you will pay more for your prescription(s) in most cases. Non-participating retail pharmacies 
will ask you to pay 100 percent of the prescription price. Then, you will need to submit a paper claim form along with the original 
prescription receipt(s) for reimbursement of covered expenses.  

Day Supply Limit
You can get up to a 34-day supply of medication each time you have a prescription filled at a participating retail pharmacy.  Ask your 
doctor to write a prescription for up to a 34-day supply, when clinically appropriate.

Refill Limit
You may obtain one initial fill plus two refills for maintenance or long-term medications at a retail pharmacy. It will then be necessary 
for you to utilize CVS Caremark Mail Service Pharmacy for additional supplies. Otherwise, you will be responsible for 100 percent of the 
cost of the medication when filled at a retail pharmacy. To determine if your prescription medication is classified as maintenance or 
long-term, please call Customer Care toll-free at 1-888-726-1631. 

Getting Your Prescription Filled Through the CVS Caremark Mail Service Pharmacy
CVS Caremark operates two mail service pharmacies across the United States to provide quick service to plan participants wherever 
they live. To ensure your safety, our mail service pharmacies are staffed by registered pharmacists. Just like your neighborhood 
pharmacist, our pharmacists check each prescription to make sure it is filled correctly. In addition, your prescription history is reviewed 
to identify any possible problems with new medications you may be prescribed. 

Day Supply Limit  
You can get up to a 90-day supply of medication when you get a prescription filled through the CVS Caremark Mail Service Pharmacy. 
Ask your doctor to write a prescription for up to a 90-day supply plus three refills for up to one year when clinically appropriate. Please 
Note: By law, CVS Caremark must fill your prescription for the exact quantity of medication prescribed by your doctor, up to the 90-day supply 
limit.

Payment Options
While checks and money orders are accepted, the preferred method of payment is by credit card. For credit card payments, simply 
include your VISA®, Discover®, MasterCard® or American Express® number and expiration date in the space provided on the mail service 
order form.

Convenient Home Delivery
Please allow 10-14 days for delivery from the time your order is placed. Refills are delivered within seven days following  
CVS Caremark’s receipt of your refill request by phone or online. Your package will include a new mail service order form and an 
invoice, if applicable. You will also receive the same type of information about your prescribed medication that you would receive from 
a retail pharmacy.

Other Important Plan Information
Drug List 
Your plan is subject to a list of prescription drugs that are preferred by the plan because of their safety, clinical effectiveness and ability 
to help control prescription drug costs. The drug list is updated on a regular basis. Log on to www.caremark.com or call Customer Care 
toll-free at 1-888-726-1631 to access the most current drug list for your plan. 

Prior Authorization 
Some medications may require approval before the prescription can be filled. Your retail pharmacist will give you or your doctor a  
toll-free number to call in order to obtain approval. The CVS Caremark Mail Service Pharmacy will contact your doctor directly for 
approval.

Specialty Medications
Specialty medications are used for the treatment of chronic and/or genetic conditions, such as multiple sclerosis, rheumatoid arthritis 
or hepatitis C, and are often injected or infused. All specialty medications will be provided by CVS Caremark’s Specialty Pharmacy. CVS 
Caremark’s Specialty Pharmacy is a mail order facility dedicated to dispensing specialty medications. Questions? Call CVS Caremark 
Specialty Pharmacy toll-free at 1-800-237-2767.
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Pharmacy Rider 
This Pharmacy Rider(“Rider”) amends Your Subscriber Certificate.  It is part of Your Certificate.  Except as stated 
in this Rider, all of the terms of Your Certificate apply.  

I. Covered Services 

Benefits are available for prescription drugs purchased at a licensed Pharmacy.  Covered Services must be ordered 
in writing, by telephone or electronically by a physician who is duly licensed to authorize a prescription order or 
refill in the ordinary course of his or her professional practice.  

Covered Services include: 

• Prescription legend drugs which are dispensed pursuant to a prescription order, under federal law or state law.

• Prescribed insulin and oral diabetes medications.  Prescribed diabetic supplies such as blood glucose test strips,
lancets and diabetic needles and syringes for diabetic Members.  Basic blood glucose monitors are also covered
for diabetic Members.  Any cost exceeding the Maximum Allowed Amount for a basic blood glucose monitor is
not covered.  For example, costs for convenience features (such as features that download information to a
computer or special portability features) are not covered.

• Prescription legend contraceptive drugs (oral, implantable and injectable).

• Contraceptive devices, such as IUDs and diaphragms.  If an IUD is provided in an Outpatient setting, You are
eligible for Benefits as described in this rider, provided that You submit a claim form and receipt to Anthem for
the IUD.

• Vitamins that require a prescription by law.

• Human growth hormones.  Benefits are available to treat children with short stature who have an absolute
deficiency in natural growth hormone.  Benefits are also available to treat children with short stature who have
chronic renal insufficiency and who do not have a functioning renal transplant.  Human growth hormones must
be authorized in advance by Your child’s physician and must be precertified by Anthem.  Please call Anthem at
1-800-531-4450 for Precertification.

• Fertility drugs and hormones

II. About Special Programs

From time to time Anthem may initiate various programs to encourage the use of more cost-effective or clinically-
effective Prescription Drugs including, but not limited to, Generic Drugs, mail order Drugs, over the counter or 
preferred products.  Such programs may involve reducing or waiving Copayments or Coinsurance for certain drugs 
or preferred products for a limited period of time. 

Therapeutic Drug Substitution Program - Your pharmacy Benefits include a therapeutic drug substitution 
program approved by the Plan and managed by Anthem’s Pharmacy Benefits Management.  This is a voluntary 
program designed to inform You and Your physician about possible alternatives to certain prescribed drugs.  
Anthem’s Pharmacy Benefits Management may contact You and Your prescribing physician to make You aware of 
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substitution options.  Therapeutic substitution may also be initiated at the time the prescription is dispensed.  Only 
You and Your physician can determine whether the therapeutic substitute is appropriate for You. 

III. Pharmacy Options

Benefits are available for covered prescriptions when purchased at any licensed Pharmacy.  Prescriptions must meet 
all of the criteria stated in this Rider.  Otherwise, no Benefits are available.  

Prescriptions must be purchased a licensed pharmacy.  In general, Your out-of-pocket costs are less if You purchase 
prescriptions at a Network Pharmacy.  A Network Pharmacy is a pharmacy that has a written agreement with 
Anthem’s Pharmacy Benefits Management to provide Covered Services to Members.  Network Pharmacies accept 
the Maximum Allowed Amount as payment in full for Covered Services.  For a list of pharmacies in the network, 
visit Anthem’s website www.anthem.com.  

Benefits are also available when You purchase prescriptions at an Out-of-Network Pharmacy.  An Out-of-Network 
Pharmacy is a pharmacy that does not have a written agreement with Anthem’s Pharmacy Benefits Management to 
provide Covered Services to Members.   

If You purchase Your prescriptions at an Out-of-Network Pharmacy or if You do not show Your Identification Card 
at a Network Pharmacy, You will be required to pay the full cost of the prescription.  To obtain reimbursement, a 
completed claim form must be submitted as directed on the form.  Reimbursement is limited to the Maximum 
Allowed Amount, minus Your cost sharing (Deductible and/or Coinsurance).  The Maximum Allowed Amount 
(contracted discount rate with pharmacy) is the dollar amount available for a specific prescription item. 

Please see Cost Sharing” (below) for more information about Your share of the cost. 

IV. Cost Sharing

The following types of cost sharing may apply to Covered Services under this Rider.  These cost sharing amounts 
are subject to the Standard Deductible and Coinsurance shown on Your Cost Sharing Schedule.    

Your Deductible and Coinsurance will not be reduced by any discounts, rebates or other funds received by 
Anthem’s Pharmacy Benefits Management from drug manufacturers, wholesalers, distributors, similar vendors or 
funds received by Anthem from the Pharmacy Benefits Management. 

No payment will be made by the Plan for any Covered Service unless Anthem’s negotiated rate exceeds any 
applicable Copayment for which You are responsible. 

Deductible - the dollar amount each Member must pay each Calendar Year before the Plan pays Benefits.  
Deductible amounts are limited to the Maximum Allowed Amount.   

Coinsurance - the percentage of the Maximum Allowed Amount that You pay after Your Deductible is met.  

V. Limitations 

In addition to the limitations and exclusions stated in Your Subscriber Certificate, the following limiations apply to 
Benefits under this Rider. 

You may purchase up to a 90-day supply of a covered prescription drug at one time, provided that the drug is a 
Covered Service, the quantity is ordered by Your physician and the drug does not require Prior Authorization from 
Anthem.   

• Law regulates supplies of controlled substances.  To be eligible for Benefits, they must be purchased at a retail
pharmacy.  They cannot be purchased from the mail service pharmacy.
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• Benefits are available for Medically Necessary routine patient care costs incurred during Your treatment in
accordance with phases I, II, III and/or IV of a qualified clinical trial for cancer or any other life-threatening
condition.  For the purposes of this Rider, routine patient care costs are services that would be Covered Services
if You were receiving non-investigational treatment instead of treatment during a qualified clinical trial.

Coverage for routine patient care costs during phase I or II of a clinical trial will be decided by Anthem on a
case by case basis.  The appeal procedure outlined in Your Certificate is available if You disagree with
Anthem’s decisions about coverage.  Please see Your Subscriber Certificate for more information.

• Benefits are available for drugs prescribed for off-label use if recognized for treatment of the indication in one
of the standard reference compendia; or in the medical literature, as recommended by current American Medical
Association policies.  However, No Benefits are available for a drug prescribed for off-label use if the FDA has
determined its use to be contraindicated for the prescribed use.

• Certain prescription drugs (or the prescribed quantity of a particular drug) require Prior Authorization.

Network Pharmacies are notified about drugs that require Prior Authorization at the time You fill Your
prescription.  Network pharmacist may contact Anthem’s Pharmacy Benefits Management at 1-800-338-6180.

If Your physician has not obtained Prior Authorization and he/she is not available at the time of dispensing, the
network pharmacists will contact Anthem’s Pharmacy Benefits Management.  If clinical information is not
required to fill Your prescription, the authorization will be approved.

If Your physician has not obtained Prior Authorization and he/she is not available at the time of dispensing, the
network pharmacists will contact Anthem’s Pharmacy Benefits Management.  If clinical
information is required, Your prescription may not be immediately filled.  Anthem’s Pharmacy Benefits
Management will contact the prescribing physician and respond to Your physician within 48 hours of receipt of
the supporting clinical rationale.

Out-of-Network Pharmacies are not notified about drugs that require Prior Authorization.  If Anthem’s
Pharmacy Benefits Management determines that clinical information is required, Your prescribing physician
will be required to submit supporting clinical information before Your claim can be processed.  Anthem will
respond to Your physician within 48 hours of receipt of the clinical information.

Important Note: The authorization of a prescription drug does not modify the prescription drug tier list.
Inclusion of a drug or related item on the prescription drug tier list is not a guarantee of coverage.  Coverage is
subject to all of the terms of Your Subscriber Certificate and this Rider.  The appeal procedure outlined in Your
Subscriber Certificate is available if You disagree with Anthem’s Prior Authorization decision.

A Prescription Drug Program flyer was issued with Your Certificate.  For the most current information about
drugs requiring Prior Authorization, please call Anthem’s Customer Service for assistance.  The toll free
telephone number is listed on Your identification card.  Or, call Anthem at 1-800-874-7122, or visit Anthem’s
website www.anthem.com.

VI. Exclusions

In addition to the limitations and exclusions stated in Your Subscriber Certificate, no Benefits are available under 
this Rider for: 

• Prescriptions taken by or administered to a Member in any Outpatient setting (except as stated in this rider);
Prescriptions taken by or administered to a Member who is a patient in a licensed hospital, nursing home,
sanitarium or similar institution, or charges for such administration.

• Appetite suppressants, anorectics, or any drug used for the purpose of weight management

• Vaccines, toxoids (substance used to produce immunity such as tetanus toxoids)
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• Biologicals, blood or blood plasma, plasma expanders or proteins

• Cosmetic agents or medications used for cosmetic purposes

• Prescriptions that are not approved by the FDA for clinical use

• Nonlegend (over-the-counter) prescriptions, including:

• prescriptions for which there is an over-the-counter (OTC) therapeutic equivalent,

• vitamins or other dietary substances that do not require a prescription by law,

• supplies that can be used for non-medical purposes, such as alcohol or alcohol wipes, and

• homeopathic products or herbal remedies.

• Replacement prescriptions resulting from loss, theft, or damage

• Compounded Prescription Legend Drugs without ingredients requiring a prescription order

• Therapeutic devices or appliances, support garments and non-medical substances regardless of intended use,
including non diabetic needles and syringes.  Please see Your Subscriber Certificate for more information about
Benefits for some of these items.

• Prescription refills that exceed the physician’s order or refills dispensed after one year from the physician’s
original order.

• Prescription legend and nonlegend drugs, medications, supplies, devices or any other services to eliminate or
reduce dependency on, or addiction to tobacco and tobacco products.

• Any prescription that is not Medically Necessary, as defined in Your Subscriber Certificate.

• Fertility hormones and fertility drugs.

VII. Definitions

Brand Drug means a prescription that is marketed under its trade name. 

Generic Drug means a prescription that is chemically and therapeutically equivalent to a Brand name product. 

Maximum Allowed Amount.  For prescription drugs, the Maximum Allowed Amount is the amount determined by 
Anthem using prescription drug cost information provided by Anthem’s Pharmacy Benefits Management (PBM).     

Network Pharmacy means a pharmacy that has a written agreement with Anthem’s Pharmacy Benefits 
Management to provide Covered Services to Members.  Network Pharmacies accept Anthem’s Maximum Allowed 
Amount as payment in full for Covered Services.  

Out-of-Network Pharmacy means a pharmacy that does not have a written agreement with Anthem’s Pharmacy 
Benefits Management to provide Covered Services to Members.  

Prescription Legend Drug, Prescription Drug, or Drug means a medicinal substance that is produced to treat 
illness or injury and is dispensed to Outpatients.  Under the Federal Food, Drug & Cosmetic Act, such substances 
must bear a message on its original packing label that states, “Caution:  Federal law prohibits dispensing without a 
prescription.”  Compounded (combination) medications, which contain at least one such medicinal substance, are 
considered to be Prescription Legend Drugs.  Insulin is considered a Prescription Legend Drug under this Rider.  
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Over the counter drugs that are recommended by the U.S. Preventive Services Task Force (USPSTF) as Preventive 
Services are considered Prescription Legend Drugs. 

Prior Authorization means the process of obtaining authorization for services or certain covered drugs that have 
been approved by the Food and Drug Administration (FDA) for specific medical conditions by reviewing related 
documentation, verifying benefits and medical necessity to assure the service is a Covered Service and is Medically 
Necessary.  These services are reviewed to make You are getting the appropriate treatment regimens based on 
medical guidelines to assure the highest quality outcome for You and decreasing costs without compromising the 
quality of care.  The approval criteria was developed and endorsed by the Anthem Pharmacy and Therapeutics 
Committee and is based on information from the FDA and manufacturers, medical literature, actively practicing 
consultant physicians and appropriate external organizations.  

VIII. About the Pharmacy Benefits Management

Anthem contracts with a Pharmacy Benefits Management to manage the pharmacy Benefits available under this 
Rider.  The Pharmacy Benefits Management has a nationwide network of retail pharmacies and mail order 
pharmacies.  

The Pharmacy Benefits Management has established a National Pharmacy &Therapeutics Committee which consists 
of health care professionals, including nurses, pharmacists, and physicians.  The purpose of this committee is to 
assist in determining clinical appropriateness of drugs; determining whether a drug should be included in Anthem’s 
Formulary; determining the tier assignments of drugs; and advising on programs to help improve care.  Such 
programs may include, but are not limited to, drug utilization programs, prior authorization criteria, therapeutic 
conversion programs, cross-branded initiatives, and drug profiling initiatives.  

Pharmacy services - Pharmacy services include, but are not limited to: providing clinical pharmacy management 
services, making recommendations to and updating the prescription drug tier list, formulary, managing a network of 
retail pharmacies and operating the mail order pharmacy services.  In consultation with Anthem, the Pharmacy 
Benefits Management provides services to promote and enforce the appropriate use of pharmacy Benefits, such as 
review for possible excessive use; recognized and recommended dosage regiments; optimization of medication 
therapy; drug interactions or drug/pregnancy concerns.  

You may review a copy of the most current prescription drug tier list on Anthem’s website www.anthem.com.  You 
may also request copies of these materials by calling Anthem’s Customer Service.  The toll free telephone number is 
listed on Your identification card.  Or, You may call Anthem at 1-800-874-7122.  The prescription drug tier list is 
subject to periodic review and amendment.  Inclusion of a drug or related item is not a guarantee of coverage.  

Maura Carroll  Lisa M. Guertin 
Executive Director President and General Manager 
Local Government Center HealthTrust   Anthem New Hampshire 
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Outline of Benefits 
 
 

 

 
Dental Plan Option 1 

Coverage A 
Diagnostic/Preventive 

Coverage B 
Basic  

Coverage C 
Major  

Coverage D 
Orthodontics 

Deductible:  None Deductible:  $25 Per Person, Per Year ($75 Per Family) Deductible:  None 

Covered at * 100% Covered at * 80% Covered at * 50% Covered at * 50% 

Diagnostic: 
Evaluations - twice in a  
calendar year 

X-rays - complete series or    
panoramic film once in a  
3-year period; bitewing x-
rays - once in a calendar 
year; x-rays of individual 
teeth as necessary 

Oral cancer screening/brush 
biopsy - once in a calendar 
year, no age limit 

Preventive: 
Cleanings (routine and/or 
periodontal) - four per 
calendar year 

Fluoride - twice in a calendar 
year through age 18 

Space maintainers -   
through age 15 

Sealant application to            
permanent molars - once in a 
3-year period per tooth, for  
children through age 18 

Restorative: 
Amalgam (silver) fillings and/or 
Composite (white) fillings 
(anterior and posterior teeth)  

Oral Surgery: 
Surgical and routine extractions 

Endodontics: 
Root canal therapy 

Periodontics: 
Periodontal cleaning  
(maintenance procedures - 
routine and/or periodontal) 
- four per calendar year 

Treatment of gum disease 

Clinical crown lengthening 

Denture Repair: 
Repair of a removable denture   
to its original condition 

Emergency Palliative               
Treatment 

Prosthodontics: 
Removable and fixed partial 
dentures (bridge); complete 
dentures 

Rebase and reline (dentures)  

Crowns  

Onlays 

Implants 

Orthodontics: 
Correction of crooked teeth  
for dependent children through 
the end of the month in which 
the child turns 19 

Calendar Year Maximum: $1,000 per person (Coverages A, B and C combined) 
beginning each January 1st

Orthodontic Lifetime 
Maximum: $1,000 Per Person 

*Benefit percentages shown are based upon the actual charge submitted to a maximum of the participating dentist's approved fees, or Delta
Dental's allowance for non-participating dentists.                                                                                                                                           Rev.

10/13 

This Outline of Benefits describes the level of coverage under your employer’s HealthTrust Dental Plan for services performed by dentists who 
participate in the Delta Dental PPO and Delta Dental Premier networks.  Employees and their eligible dependents are free to visit any dentist, 
participating or nonparticipating. Visit Northeast Delta Dental’s Web site at www.nedelta.com for an updated list of participating dentists.  Your 
employer’s HealthTrust Dental Plan includes all of the following coverage categories.  This information is provided for summary purposes only; 
certain benefit limitations may apply.   Please refer to your Dental Plan Description available at www.healthtrustnh.org – log on to the secure 
coverage section, then click on the “HealthTrust Dental Coverage” link in the purple “Learn More” box located in the lower right-hand corner of 
the screen.  In the event of a conflict or discrepancy between this Outline of Benefits and either the Plan Document or the Dental Plan 
Description, the Plan Document or the Dental Plan Description will prevail. 
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Delta Dental PPO and Delta Dental Premier Dentist 
Networks 
You’ll get the best value from your Plan when you receive your 
dental care from a Delta Dental PPO participating dentist who 
generally accepts lower fees for services.  You may also choose to 
visit a dentist who participates in the larger Delta Dental Premier 
network and still enjoy savings.  Nearly 3 out of 4 dentists in the 
country participate in the Delta Dental Premier network.  Participants 
enjoy: 

▲ No balance billing: Because participating dentists accept Delta 
Dental’s approved amount for service, you will normally pay less 
when you visit a participating dentist. 
▲ No claim forms: Participating dentists will prepare and submit 
claim forms for you. 
▲ Direct payment: Northeast Delta Dental pays the dentist directly, 
so you don’t have to pay the covered amount up-front and wait for a 
reimbursement check. 

To find out if your dentist is part of the Delta Dental PPO or Delta 
Dental Premier network, call your dentist or visit Northeast Delta 
Dental’s Web site at www.nedelta.com.  Click on Find a Dentist, then 
Local or National Dentist Directory.  You can also call Northeast 
Delta Dental’s Customer Service Department at 800.832.5700 or 
603.223.1234. 

Claim Submission Process  

Participating Dentists 
▲ Present your ID card to the dentist at the time of your visit.  
▲The dentist will submit your claim to Northeast Delta Dental. 
▲ Northeast Delta Dental will send you a Explanation of Benefits 
detailing what has been processed under your Plan’s coverage.  You 
are responsible to pay any remaining balance directly to the dentist. 

Nonparticipating Dentists  
Your Plan provides coverage regardless of the patients’ choice of 
dentists, participating or not.  When visiting a nonparticipating dentist 
within the Northeast Delta Dental operating area of Maine, New 
Hampshire and Vermont, payment for services rendered will be based 
on the lesser of the dentist’s actual submitted charge or Delta 
Dental’s allowance for nonparticipating dentists.  The patient may be 
required to submit the claim directly and pay for the services at the 
time they are provided. The Explanation of Benefits and the claim 
payment will go to the subscriber; the patient will be responsible for 
any remaining balance. (In Maine, the claim payment will go to the 
subscriber unless a valid assignment of benefits has been received). 

When visiting a nonparticipating dentist outside the Northeast Delta 
Dental operating area, payment for services rendered will be based on 
the lesser of the dentist’s actual submitted charge or an amount equal 
to a selected percentile of a nationally-recognized database for the 
area in which the services were provided.  The patient may be 
required to submit the claim directly and pay for the services at the 
time they are provided; the patient will be responsible for any 
remaining balance.  The Explanation of Benefits will go to the 
subscriber.  The claim payment will go to the dentist unless the claim 
is marked “paid,” otherwise it will be sent to the subscriber.  (In 
Maine, the claim payment will go to the subscriber unless a valid 
assignment of benefits has been received). 

Predetermination of Benefits 
Northeast Delta Dental strongly encourages predetermination of cases 
involving costly or extensive treatment plans. Although it’s not 
required, predetermination helps avoid any potential confusion 
regarding your Plan’s payment and your financial obligation to the 
dentist. 

Coordination of Benefits 
When a covered individual under this Plan has additional group 
dental coverage, the Coordination of Benefits provision described in 
your Dental Plan Description will determine the sequence and extent 
of payment. If you have any questions, please contact Delta Dental’s 
Customer Service department at 800.832.5700 or 603.223.1234. 

Identification Card 
Upon your initial enrollment in a HealthTrust Dental Plan, two 
identification cards from Delta Dental will be produced and 
distributed. Both cards are issued in the subscriber’s name, but can be 
used by everyone covered under the Plan. 

Dental Plan Description  
The Dental Plan Description describes the benefits of your Plan and 
tells you how to use your Plan.  You can access your Dental Plan 
Description by going to www.healthtrustnh.org –  log on to the 
secure coverage section, then click on the “HealthTrust Dental 
Coverage” link in the purple “Learn More” box located in the lower 
right-hand corner of the screen.  Please review this document in order 
to understand the benefits and provisions of your employer’s 
HealthTrust Dental Plan. 

Who is Eligible 
All eligible employees and their eligible dependents, generally 
defined as: 

 Spouse;
 Dependent children from age 2 to age 26;
 Unmarried incapacitated dependent children, age 26 or

older.
Please refer to the Dental Plan Description for additional information 
regarding dependent eligibility. 

Eligibility or Benefits Questions 
If you have questions regarding eligibility or benefits, please contact 
your employer or HealthTrust Enrollee Services at 800.527.5001. 

Claims Questions 
If you have further questions, please contact Northeast Delta Dental’s 
Customer Service department at 800.832.5700 or 603.223.1234.   

This Outline of Benefits should be used only as a guideline for your 
dental plan coverage.  For detailed information on your Plan’s terms, 
conditions, limitations, exclusions and guarantees, please refer to 
your Dental Plan Description or consult your employer.
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INTRODUCTION AND GENERAL INFORMATION
HealthTrust would like to welcome you to the growing number of people receiving dental benefi ts through our 
Dental Care programs.  As an additional employee benefi t, your employer is providing you with a Dental Care 
program. Coverage under the program is provided by HealthTrust, Inc. (“HealthTrust”), while Delta Dental Plan 
of New Hampshire (“Delta Dental”) administers the program and pays the claims.
This booklet describes the terms and conditions of coverage and Benefi ts under your employer’s HealthTrust 
Dental Plan (“the Plan”).  Please read the booklet carefully so that you will understand how to obtain Benefi ts 
under the Plan.  But, before you turn the page, we would like you to know some of the reasons we selected Delta 
Dental as our Claims Administrator.

• Delta Dental is a not-for-profi t organization established and supported by Dentists to make more Dental
Care available to the general public.

• Northeast Delta Dental is affi liated with a national association known as Delta Dental Plans Association
which provides Dental Care programs in all states and U.S. territories.

Delta Dental PPO and Delta Dental Premier Dentist national networks
Delta Dental is affi lliated with a national association known as Delta Dental Plans Association which provides 
dental care programs in all states and U.S. territories.
A substantial majority of Dentists nationwide participate with Delta Dental through Participating Dentist 
Agreements.  The Participating Dentist networks under the Plan include both the Delta Dental PPO and Delta 
Dental Premier networks.  These networks are available to you.
You will receive the best value under the Plan when you visit a Delta Dental PPO Dentist.  Delta Dental PPO 
dentists are part of a more limited network of Participating Dentists who offer lower fees to their Delta Dental 
PPO patients.  You also receive benefi ts under the Plan when you choose to visit Delta Dental Premier dentists 
who are part of a more broad-based network of Participating Dentists and whose fees may be higher than those of 
the Delta Dental PPO dentists.  Delta Dental PPO and Delta Dental Premier dentists agree not to charge patients 
for dental fees which exceed those fi led and accepted by Northeast Delta Dental.
The Outline of Benefi ts (provided to you upon initial enrollment) provides details about the Plan offered by 
your employer, including the types of dental Benefi ts for which you are eligible.  You can also obtain a copy 
of the Outline of Benefi ts by contacting HealthTrust or Delta Dental at the numbers listed below.
HealthTrust has sole and exclusive discretion in interpreting the Benefi ts provided under the Plan and the other 
terms, conditions, limitations, and exclusions set out in the Plan Document and this Dental Plan Description, 
and in making factual determinations related to the Plan and its Benefi ts.  HealthTrust may, from time to time, 
delegate discretionary authority to Delta Dental or other persons or entities providing services in regard to the 
Plan.  HealthTrust reserves the right to change, interpret, modify, withdraw, or add Benefi ts to this Plan without 
prior notice to or approval by you or your employer.  HealthTrust further reserves the right, at its discretion at any 
time, to terminate this Plan by giving advance notice of at least 30 days to your employer.
The legal documents governing the Plan consist of the Plan Document and this Dental Plan Description.  Any 
change or amendment to the Plan, its Benefi ts or its terms and conditions, must be made solely in a written 
amendment to the Plan, signed by an authorized representative of HealthTrust.  No person or entity has any 
authority to make any oral changes or amendments to the Plan.
This Dental Plan Description is intended to be an easy-to-read summary of the Benefi ts of the Plan.  It is 
subject to, and superseded by the Plan Document.  For a complete description of Benefi ts and the terms 
and conditions of coverage under the Plan, you may obtain a copy of the Plan Document from your 
employer.
If you have any questions about your Plan, please check with your employer or call or write to HealthTrust or 
Delta Dental at the locations listed below.  All correspondence with HealthTrust or Delta Dental should include 
your employer’s name and number, your identifi cation number and your telephone number.
HealthTrust: Delta Dental:
HealthTrust Delta Dental Plan of New Hampshire
25 Triangle Park Drive  One Delta Drive
P.O. Box 617 P.O. Box 2002
Concord, NH 03302-0617 Concord, NH 03302-2002
603.224.7447 603.223.1234
800.527.5001 800.832.5700
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I. DEFINITIONS

1. Anniversary Date  means the fi rst day of your Participating Group’s Plan Year (either January 1 or
July 1).

2. Benefi ts  means the classifi cations of covered Dental Care referred to in this Dental Plan Description
(including the Outline of Benefi ts) and the Plan Document which are to be rendered to Eligible Persons
enrolled in the Plan.

3. Claims Administrator  means Delta Dental Plan of New Hampshire to whom claims administration of
the Plan has been assigned.

4. Co-payment  means the amount of the Dental Care cost that the Eligible Person is required to pay as
specifi ed in the Outline of Benefi ts.

5. Deductible  means the portion of the charge for covered Dental Care which you (the Subscriber) or an
Eligible Dependent must pay before the Plan’s liability begins as specifi ed in the Outline of Benefi ts.

6. Delta Dental  means the Delta Dental Plan of New Hampshire.
7. Dental Care  means dental services ordinarily provided by Dentists for diagnosis or treatment of dental

disease, injury, or abnormality based on valid dental need in accordance with accepted standards of dental
practice at the time the service is rendered.

8. Dental Group Application (or Application)  means the form that must be completed, signed, and
submitted by you and your employer to HealthTrust.  An applicant is enrolled for Benefi ts under the Plan
only upon acceptance of the Dental Group Application by HealthTrust.  This form is also used to notify
HealthTrust of changes in enrollment information.

9. Dental Plan Description (or DPD)  means this document.  The Dental Plan Description together with
the Plan Document form the terms and conditions under which Delta Dental will administer your dental
Benefi ts program.

10. Dentist  means a person duly licensed to practice dentistry in the state in which the Dental Care is
provided.

11. Dependent  means a person who may be enrolled for Benefi ts under the Plan as described in Section II,
ELIGIBILITY/ENROLLMENT/TERMINATION/CONTINUATION OF BENEFITS, of this Dental Plan
Description.

12. Eligible Dependents  means those Dependents who meet the eligibility criteria and who are properly
enrolled for coverage under the Plan as described in Section II of this Dental Plan Description.

13. Eligible Persons  means you, the Subscriber, and your Eligible Dependent(s) who are enrolled for
coverage under the Plan as described in Section II of this Dental Plan Description and the Outline of
Benefi ts.

14. Full-Time Student means a Dependent child who is enrolled and attending a public or private institute
of higher learning on a full-time basis (as defi ned by the school).  The Dependent student is considered to
be a Full-Time Student during periods of vacation established by the school, unless the student terminates
Full-Time Student status immediately following the period of vacation.

15. HealthTrust  means HealthTrust, Inc., a New Hampshire voluntary corporation.

16. Maximum  means the maximum dollar amount the Plan will pay in any Plan Year (or lifetime for
orthodontic Benefi ts) for covered Benefi ts as specifi ed in the Outline of Benefi ts.

17. Non-Participating Dentist means a Dentist who has not signed a participating agreement with Northeast
Delta Dental or another Delta Dental company.

18. Northeast Delta Dental  means the association of Delta Dental Plans of Maine, New Hampshire and
Vermont, collectively known as Northeast Delta Dental.

19. Outline of Benefi ts  means the document provided to you upon initial enrollment which describes the
specifi c dental Benefi t coverage options, and terms and conditions of coverage available under the Plan
selected by your employer.
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20.  Participating Dentist means a Dentist whose current fees are fi led with and/or accepted by Northeast
Delta Dental, and who has signed a participating agreement with Northeast Delta Dental.  A Participating
Dentist will abide by such uniform rules and regulations as are from time to time prescribed by Northeast
Delta Dental. A Dentist who has signed a participating agreement with a Delta Dental company in another
state is also a Participating Dentist.

21. Participating Group (or your employer)  means your employer that is a participating member of
HealthTrust and has elected to provide dental coverage under the Plan.

22. Plan  means the Participating Group’s HealthTrust Dental Plan as described in the Plan Document and
this Dental Plan Description.

23. Plan Document  means the comprehensive description of dental Benefi ts available under the Plan.

24. Plan Year  means the twelve (12) month period selected by your employer during which Eligible Persons
may receive Benefi ts under the Plan as specifi ed in the Outline of Benefi ts.

25. Predetermination  means an administrative procedure where the Dentist submits the treatment plan to
Delta Dental in advance of performing Dental Care.  Delta Dental recommends that you ask your Dentist
to request Predetermination of proposed services, which are considered to be other than brief or routine.
Predetermination provides an estimate of what your Plan will pay for the services, which helps avoid
confusion and misunderstanding between you and your Dentist.

26. Probationary Period  means the period of time as determined by your employer before you become
eligible for Benefi ts under the Plan.

27. Processing Policies  means the policies approved by Delta Dental, as may be amended from time to time,
to be used in processing treatment plans for Predetermination of Benefi ts and for payment.

28. Selected Benefi ts  means the specifi c coverage options selected by your employer as specifi ed in the
Outline of Benefi ts.

29. Selected Percentage  means the percentage amount of charges for Selected Benefi ts which the Plan will
pay as specifi ed in the Outline of Benefi ts.

30. Subscriber (or you)  means you, an employee or retiree who satisfi es the eligibility criteria established
by your employer and HealthTrust, and who is properly enrolled for coverage under the Plan as described
in Section II of this Dental Plan Description.
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II.  ELIGIBILITY/ENROLLMENT/TERMINATION OF COVERAGE/CONTINUATION OF COVERAGE
(A) ELIGIBILITY

Your employer may choose to have either Employee Only (no Dependent coverage), or Employee and 
Dependents coverage.  If Dependent coverage is offered and you elect to cover your eligible Dependents, 
you must enroll all of your eligible Dependents who are under 19 years of age (who do not otherwise 
have dental coverage) and keep them enrolled for the term of each Plan Year unless there is a qualified 
family status change (as described later in this Section II). 

You and your Dependents are eligible to enroll in the Plan only if you meet all applicable eligibility 
requirements, including any Probationary Period established by your employer. For details regarding your 
employer’s eligibility requirements, see the Outline of Benefi ts or ask your employer.

NOTE:  By accepting coverage under the Plan, you represent that all statements made in your 
Dental Group Application, or any other documentation that you provide with respect to your and your 
Dependent’s eligibility and enrollment, are true to the best of your knowledge and belief.  You must 
give your employer or HealthTrust information upon request that HealthTrust deems necessary to verify 
coverage eligibility.  Examples of documentation that HealthTrust may need to decide membership 
eligibility are information regarding: Dependent child status, incapacitated child status, marital status, 
divorce, legal separation, adoption or court orders regarding health care coverage for Eligible Dependent 
children.

HealthTrust reserves the right to retroactively cancel an Eligible Person’s coverage under the Plan if 
you fail to provide verifi cation upon request or misrepresent the eligibility status of you or any of your 
Dependents. 

1. Eligible Employee
 You are eligible to enroll as a Subscriber on the fi rst day of the calendar month following the date
determined by your employer and HealthTrust provided that you:

(a) have satisfi ed any applicable Probationary Period; and

(b) are certifi ed as being an eligible employee or retiree.

2. Eligible Dependents (if Dependent Coverage is Offered by Your Employer)
You may enroll the following persons as Dependents provided that Dependent coverage is offered
by your employer:
(a)  Your Spouse.  Your spouse is eligible to enroll unless you are legally separated.  

Throughout this DPD, any reference to your “spouse” means:
i. the individual to whom you are lawfully married, as recognized under the laws of

the state where you live, or
ii. the individual with whom you have entered into a lawful civil union as recog-

nized under laws that provide same gender couples in lawful civil unions with
the same rights, responsibilities and obligations as afforded to lawfully married
couples.

Throughout this DPD any reference to “marriage” means a lawful marriage or lawful civil 
union. References to legal separation apply to marriage and civil union legal separations. 
References to divorce apply to the termination of a marriage or civil union.
Coverage is available for same-sex or opposite-sex domestic partners (including “common law” 
type relationships and other unmarried couples) only if your employer has purchased a Domestic 
Partner Rider and only if all of the criteria for domestic partner status and eligibility are met, as 
stated in the Rider.

(b)  You (or your spouse’s) child who is:

i. at least 2 and under 26 years of age whether married or unmarried; or

ii. An unmarried incapacitated dependent who is 26 years of age or older and physi-
cally or mentally incapable of self-support (as certified by a physician), when
coverage would otherwise end because the child no longer meets any of the eligi-
bility criteria outlined above.
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The physical or mental incapacity must have occurred before the child reached age 26 and must 
have occurred while the Dependent was a covered Dependent child. Incapacitated Dependents 
may remain covered as long as their disability continues and as long as they are financially 
dependent on you and are incapable of self-support. HealthTrust must receive an Application for 
the incapacitated Dependent child status and medical certification of the incapacity by a physician 
within 31 days of the date coverage would otherwise end for the child. HealthTrust must approve 
a Dependent child’s incapacitated status and may periodically request that the incapacitated status 
of the child be recertified. 

In addition, a newborn child will be covered for the initial 31-day period following birth at no additional 
premium. Coverage may resume on the first day of the month following the child’s second birthday if the 
child is properly enrolled at that time. 
Defi nition of a Child
As used above, the term “child” means:
i. a natural child or a stepchild who is dependent upon you for support;
ii.  a legally adopted child, or a child who has been placed for adoption with you or your spouse. (For

this purpose, “placed for adoption” means that the child has been placed in the custody of you
or your spouse pursuant to an adoption proceeding under the provisions of NH Revised Statutes
Annotated 170-B before the adoption becomes fi nal);

iii.  a child for whom you or your spouse has been appointed the permanent legal guardian by court
order; or

iv.  a child otherwise required to be enrolled under the Plan by federal or state law or by court order.
A foster child or grandchild is not eligible for coverage as a Dependent unless the child meets the 
defi nition of “child” above.

(B) ENROLLMENT
If you have satisfied the eligibility requirements described in the preceding section, you may enroll 
yourself and all eligible Dependents by submitting a Dental Group Application to your employer within 
31 days from the date you fi rst satisfy your Probationary Period.  An applicant is considered enrolled only 
upon acceptance of the Dental Group Application by HealthTrust.  Provided that HealthTrust receives 
your Dental Group Application within 31 days of the date you fi rst satisfy any applicable Probationary 
Period, coverage will be effective as of the fi rst day of the calendar month following your eligibility date.  
If the Dental Group Application is received by HealthTrust after 31 days but within 60 days from the date 
you fi rst satisfy any applicable Probationary Period, your coverage will become effective the fi rst of the 
month following receipt of the application. 
If you do not enroll yourself or your Dependents within 60 days after you fi rst become eligible under the 
Plan, you may not enroll at a later date, except during an open enrollment period, a special enrollment 
period or in the event of a “qualified family status change” (as described later in this section).
NOTE: You and all your enrolled Dependents must remain enrolled throughout the Plan Year and 
may be removed only during an open enrollment period, except in the event of a qualified family 
status change.

1. Open Enrollment Period.  There will be an “annual open enrollment period” during the 60 days
prior to, and during the month which includes, your employer’s Anniversary Date each year.  If
the Dental Group Application is received by HealthTrust on or before the last day of the annual
open enrollment period, coverage will become effective on the Anniversary Date.  If, however,
the Dental Group Application is not received by the end of the annual open enrollment period,
the requested enrollment may not be made until the next open enrollment period. Special open
enrollment periods maybe allowed at the sole discretion of HealthTrust.

2. Special Enrollment Period.  A special enrollment period will be offered to you and/or your
eligible Dependents in the following circumstances:
(a) Involuntary Loss of Other Insurance Coverage

If you decline enrollment for yourself and/or your eligible Dependents when initially 
eligible or during an annual open enrollment because of coverage under another group 
dental plan or dental insurance, you will be permitted to enroll yourself and/or your 
Dependents in the Plan within 31 days after an involuntary loss of such other insurance 
coverage. For this purpose, an “involuntary loss” of other insurance coverage means (i) if 
the other coverage is COBRA continuation coverage, such COBRA coverage has been
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exhausted, or (ii) if the other coverage is not COBRA continuation coverage, the 
coverage has been terminated as a result of loss of eligibility (other than loss due to 
failure to pay premiums on a timely basis or termination of coverage for cause), or 
employer contributions towards the other coverage have been terminated.

(b) New Dependents
If you previously declined enrollment upon initial eligibility or during an annual open 
enrollment period and you have a new Dependent as a result of marriage, birth, adoption, 
or placement for adoption, you will be permitted to enroll yourself and your Dependents 
in the Plan within 31 days after the marriage, birth, adoption, or placement for adoption.
You and any Dependents who become eligible for enrollment pursuant to these Special 
Enrollment provisions may enroll in the Plan by submitting a completed Dental Group 
Application in accordance with the above timeframes and the terms and conditions for 
enrollment set forth in the following section. Coverage of such individual(s) will become 
effective in accordance with that section and the applicable event allowing for special 
enrollment.

(c)  Loss of Coverage, or Becoming Eligible for Premium Assistance, under Medicaid or 
a State’s Children’s Health Insurance Program.  
If you and/or your Dependent(s) are eligible but not enrolled under the Plan, you may 
enroll during the Plan Year in either of the following situations:
i. You or your Dependent loses coverage under a Medicaid plan (under title XIX of

the Social Security Act) or under a State Children’s Health Insurance Plan (under
title XXI of the Social Security Act) due to loss of eligibility for such coverage;
or

ii. You or your Dependent becomes eligible for state funded group health plan pre-
mium assistance with respect to this Plan through a state Medicaid or Children’s
Health Insurance Program.

You must request enrollment under the Plan by submitting a completed Dental Group 
Application within 60 days of the date the other coverage is lost or the date you or your 
Dependent is determined to be eligible for premium assistance (whichever is applicable). 
Coverage for you and/or your Dependent(s) will become effective as of the fi rst of the 
month following the date coverage is lost or the date of your Dependent(s) eligibility for 
premium assistance. 

3. Changes in Enrollment upon Qualifi ed Family Status Changes
You may enroll or remove Dependents and/or change coverage type during a Plan Year provided
that such change is due to and consistent with a qualified family status change. A “qualified
family status change” includes:
(a) your marriage, divorce, or legal separation; 
(b) adoption, placement for adoption or a change in legal custody of a child who is at least 

two years of age, or a change in a child’s eligibility under SECTION II (A) 2 (b);
(c) death of your spouse or a Dependent child;
(d) a change in employment status of you or your spouse that affects dental benefits coverage 

(e.g., termination or commencement of employment, a change from part-time to full-time 
status or vice versa, an unpaid leave of absence, a strike or lockout); or

(e) a signifi cant change in your dental plan cost or coverage, or that of your spouse’s, relating 
to you or your spouse’s employment status or coverage;

(f) your spouse’s employer holds open enrollment at a time other than your employer – and, 
as a result of its benefi t offerings you would like to make a change and your employer 
recognizes this as a qualifi ed change in status); or

(g) your or your Dependents involuntary loss of, or becoming newly eligible for, other dental 
insurance coverage. 

You may enroll or remove Dependents and/or change coverage type by submitting a Dental 
Group Application to your employer within 31 days of the qualified family status change. The 
Application must include any requested change in coverage type.  If a Dental Group Application
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requesting to enroll Dependent(s) and/or to change coverage type is received by HealthTrust 
within 31 days of a qualified family status change, the requested change(s) will take effect on 
the first of the month following the date of the event. If the Dental Group Application is not 
received by HealthTrust within the 31 days but is received within 60 days from the date of the 
qualified family status change event, the requested change will become effective the first of the 
month following receipt of the Dental Group Application.  If a request is not made within 60 
days, coverage of Eligible Dependents and coverage type may not be changed until the next open 
enrollment or special enrollment period.

4. Retroactivity Limit on Additions or Removal of Enrolled Dependents
You must request any desired change in coverage type and must promptly notify your employer
and HealthTrust of any Dependent(s) to be added to or removed from coverage under the Plan.
HealthTrust is not responsible for automatically changing your coverage type or adding or
removing Dependents upon a qualified family status change event.  Except as otherwise provided
for in this DPD and the Plan Document, additions or terminations of enrolled Dependents or
changes of coverage type may not be made more than 31 days retroactively.

(C) TERMINATION OF COVERAGE

This section describes circumstances under which your coverage under the Plan will terminate.  Whether 
or not you or your employer contacts HealthTrust to effect any of the terminations in this section, 
HealthTrust will administer the termination if HealthTrust has knowledge of the termination event.  In no 
event are Benefi ts available for Dental Care rendered or delivered after the date coverage under the Plan 
terminates:

Subject to any right to continue coverage as described below under CONTINUATION OF 
COVERAGE, your (or your Eligible Dependents’) coverage will automatically terminate on the 
earliest of the following dates:
1. The date HealthTrust ceases to offer any dental benefi t plans to Participating Groups;

2. The date as of which your employer terminates its participation in the Plan;

3. The end of the month during which you or your Eligible Dependent(s) no longer meet the
eligibility requirements for coverage under the Plan, or such other date as of which your employer
notifi es HealthTrust to terminate your coverage;

4. The date specified by HealthTrust that the your coverage will end because your employer failed to
pay any required contribution for coverage under the Plan;

5. The date of your or your Eligible Dependent(s) enrollment if HealthTrust or the Claims
Administrator determines that you have made a misrepresentation on the Dental Group
Application or used fraud in obtaining or maintaining coverage under the Plan;

6. The date specified by HealthTrust that your employer failed to meet the Plan’s or HealthTrust’s
requirements or other requirements for continued participation in the Plan or in HealthTrust; or

7. The date established by HealthTrust for other causes as permitted by law.  Cause may include
failure to disclose other dental plan coverage, fraud committed by an Eligible Person in
connection with any claim filed under the Plan, or if an unauthorized person is allowed to use
any Eligible Person’s identification card or if an Eligible Person otherwise cooperates in the
unauthorized use of such Eligible Person’s identification card.

(D) CONTINUATION OF COVERAGE
1. Consolidated Omnibus Budget Reconciliation Act of 1985, as amended (COBRA – COBRA

is a federal law which requires the Participating Group to offer Eligible Persons (“qualified
beneficiaries”) the opportunity to continue group coverage under the Plan for a temporary
period, at the Eligible Person’s expense, when coverage would otherwise end because of certain
“qualifying events.”  COBRA continuation rights under the Plan are available only through the
Participating Group. HealthTrust assists the Participating Group with certain COBRA notice
and other administrative requirements.  Subscribers and covered spouses will receive a separate
document, which describes the continuation rights in further detail, upon initial enrollment in the
Plan.

2. Qualifying Events – Eligible Persons will become qualified beneficiaries if their coverage under
the Plan would otherwise end due to one of the following qualifying events:
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• Subscriber’s hours of employment are reduced; or

• The Subscriber’s employment ends for any reason other than gross misconduct.
Additionally, Eligible Dependents will become qualified beneficiaries if their coverage would 
otherwise end due to one of the following qualifying events:

• The Subscriber dies;

• The Subscriber divorces or legally separates;

• The Subscriber becomes entitled to Medicare benefits (under Part A, Part B, or both); or

• In the case of an Eligible Dependent, he or she no longer meets the eligibility
requirements for coverage under the Plan.

3. Notices and Election Rights – COBRA coverage is available under the Plan to qualified
beneficiaries only after the Participating Group and HealthTrust have been notified that a
qualifying event has occurred. The Subscriber or an Eligible Dependent who is a qualified
beneficiary must notify the Participating Group within 60 days of the date coverage under the
Plan would otherwise end due to divorce, legal separation or a child losing Dependent status.
If the Subscriber or an Eligible Dependent fails to provide notice within this 60-day notice
period, any Eligible Person who loses coverage will not be offered the right to elect continuation
coverage.
Once the Participating Group is notified of a qualifying event, the Participating Group must then
notify HealthTrust.  The Participating Group also must notify HealthTrust of other qualifying
events including the Subscriber’s death, termination of employment, reduction in hours of
employment, or Medicare entitlement.
After HealthTrust receives notice that a qualifying event has occurred, HealthTrust will provide
notice to eligible qualified beneficiaries of their right to elect COBRA continuation coverage.
Each qualified beneficiary will have an independent right to elect COBRA coverage and will have
until the later of the following dates to make their election:

• 60 days after the date their coverage would otherwise end due to the qualifying event; or

• 60 days after the date the qualifi ed benefi ciary receives notice of the right to elect
COBRA coverage.

If COBRA coverage is not elected by the election deadline, all COBRA rights will be forfeited 
and no continuation coverage will be available to the qualifi ed benefi ciary.

4. Nature and Duration of COBRA Coverage – If a qualified beneficiary elects COBRA, the
qualified beneficiary generally will receive the same coverage and enrollment rights as are
provided to similarly situated active employees of the Participating Group and their family
members.
COBRA coverage is a temporary continuation of coverage under the Plan.  The maximum period
of COBRA coverage will depend on the nature of the qualifying event as follows:

•  18 months if the qualifying event is the Subscriber’s termination of employment
or reduction in hours of employment (the 18-month period may be extended to 29
months if a qualified beneficiary is determined to be disabled by the Social
Security Administration at any time during the first 60 days of COBRA  coverage); or

•  36 months if the qualifying event is the Subscriber’s death, divorce or legal
separation, Medicare entitlement, or a child losing Dependent status.

Additional non-COBRA continuation period for former or surviving spouses – In addition to 
the maximum COBRA coverage period, the following continuation periods are available under 
the Plan:

•  If the qualifying event is divorce or legal separation and the former spouse is a qualified
beneficiary age 55 or older at the time of the relevant court decree, the maximum
continuation period will extend until the former spouse becomes eligible for coverage
under another group dental plan or Medicare; or
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•  If the qualifying event is the Subscriber’s death and the Subscriber’s surviving spouse
is a qualified beneficiary age 55 or older at the time of the death, the maximum
continuation period will extend until the surviving spouse becomes eligible for
coverage under another group dental plan or Medicare.

NOTE:     The Plan does not provide additional continuation coverage rights to former 
spouses under NHRSA 415:18,VII-b. 
COBRA coverage will terminate prior to the maximum coverage period upon certain termination 
events which apply under COBRA law.  Eligibility for COBRA coverage under the Plan will end 
if your employer terminates participation in the Plan for its active employees.

5. Cost of Continuation Coverage – You and other qualified beneficiaries will be obligated to pay
the full cost for COBRA or other continuation coverage unless your employer has other premium
payment arrangements. An administrative fee as allowed by law may also apply.  Specific
information regarding the premium cost and payment terms for continuation coverage will be
included in the COBRA election notice provided upon a qualifying event.

6. Continuation of Coverage Due to Military Service (USERRA) – In the event you are no longer
actively at work because you are called to military service in the Armed Forces of the United
States, you may elect to continue coverage for you and any Eligible Dependents under the Plan in
accordance with the Uniformed Services Employment and Reemployment Rights Act of 1994, as
amended (USERRA). “Military service” means performance of duty on a voluntary or involuntary
basis, and includes active duty, active duty for training, initial active duty for training, inactive
duty training, and full-time National Guard duty.
You may elect to continue to cover yourself and any Eligible Dependents under the Plan. You may
be obligated to pay the full premium cost (and any applicable administrative fee) for continuation
coverage under the Plan. This may include the amount your employer normally pays on your
behalf.  If your military service is for a period of less than 31 days, you may not be required to pay
more than the active employee contribution, if any, for the continuation coverage. If continuation
is elected under this provision, the maximum period of continuation coverage under the Plan shall
be the lesser of:
• 24 months; or
• Your period of military service (measured from the date the military service begins and

ending on the day after the date on which you fail to apply for re-employment or return to
employment with your employer).

Whether or not you elect continuation coverage, if you return to employment with your employer, 
you and your Eligible Dependents’ coverage under the Plan will be reinstated.  No Probationary 
Period or exclusions may be imposed on you or your Eligible Dependents in connection with this 
reinstatement unless a sickness or injury is determined by the Secretary of Veteran Affairs to have 
been incurred in, or aggravated during, the performance of military service.
For more information regarding COBRA and other continuation coverage rights and obligations, 
please contact your Group Benefi ts Administrator or HealthTrust, or refer to the COBRA 
information document provided to you upon initial enrollment.  If you would like a current 
version of the COBRA initial notice, please contact HealthTrust.

7. Availability of Individual Coverage – When your group coverage under the Plan ends for
any reason, including at the end of any continuation of coverage period, you may apply for
an individual plan with Northeast Delta Dental.  Individual policies will be subject to terms,
conditions, and limitations set forth in the individual policy.  Applications will be subject to
Northeast Delta Dental’s normal underwriting requirements.  Application forms and information
are available by calling Northeast Delta Dental at 800.537.1715, or accessing the information at
www.nedelta.com.
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III. HOW TO FILE A CLAIM
To Use Your Plan Follow These Steps:
1. Please read this Dental Plan Description carefully to familiarize yourself with the Benefi ts and provisions

of your dental Plan.
2. You are assured of receiving full Benefi ts under the Plan if you visit a Participating Dentist.  Ask your

Dentist if he/she participates with Delta Dental; visit Northeast Delta Dental’s website at www.nedelta.
com; refer to your Delta Dental Participating Dentist Directory; or call Northeast Delta Dental for
information.

3. When you visit your dental offi ce, inform them that you are covered under a Delta Dental program and
show your identifi cation card.  Your Dentist will perform an evaluation and plan the course of treatment.
When the treatment has been completed, the claim form will be sent to Northeast Delta Dental for
payment of covered services.

4. For Participating Dentists:  Participating Dentists will have claim forms in their offi ces which they
will submit directly to Northeast Delta Dental.  A Participating Dentist will not charge you at the time
of treatment for covered services, but may request payment for non-covered services, Deductibles or
Co-payments.  Northeast Delta Dental will pay Participating Dentists directly, based on the Dentist’s
submitted charges and fi led fees.  An Explanation of Benefi ts form will be sent to you which will indicate
the amount you should pay, if any, to your Dentist.

5. For Non-Participating Dentists within the Northeast Delta Dental operating area of Maine, New
Hampshire and Vermont, you may be asked to bring a claim form with you which is available by
calling Northeast Delta Dental or may be downloaded from www.nedelta.com.  Your dental offi ce will
either submit directly to Northeast Delta Dental, or they may ask you to submit the claim.  Payment will
be limited to the applicable Selected Percentage of the lesser of the Dentist’s actual submitted charge or
Delta Dental’s allowance for Non-Participating Dentists located in the tri-state region.  Payment will be
made to you unless the state in which the services are rendered requires that assignments of Benefi ts be
honored and Northeast Delta Dental receives written notice of an assignment on the claim form before
payment for Benefi ts is made.  Unless assignment of Benefi ts applies, you will be responsible for paying
the Dentist both the payment you receive from Delta Dental and any remaining balance due.

6. For Non-Participating Dentists Outside Maine, New Hampshire and Vermont, you may be asked
to bring a claim form which is available by calling Northeast Delta Dental or may be downloaded from
www.nedelta.com.  Your dental offi ce will either submit directly to Northeast Delta Dental, or they may
ask you to submit the claim.  Payment will be limited to the applicable Selected Percentage of the lesser
of the actually submitted charge or an amount equal to a selected percentile of a nationally recognized
database of dental charges for the geographic area in which the services were provided.  When there is not
suffi cient fee information available for a specifi c dental procedure, Northeast Delta Dental will determine
an appropriate payment amount.  Payment will be made to you unless the state in which the services are
rendered requires that assignments of Benefi ts be honored and Northeast Delta Dental receives written
notice of an assignment on the claim form before payment for Benefi ts is made.  Unless assignment of
Benefi ts applies, you will be responsible for paying the Dentist both the payment you receive from Delta
Dental and any remaining balance due.

7. You or someone in the dental offi ce must fi ll in the patient information portion of the claim form. Please
be sure information is complete and accurate to ensure the prompt and correct payment of your claim.

Predetermination of Benefi ts 
HealthTrust and Delta Dental strongly encourage Predetermination of cases involving costly or extensive 
treatment plans. Although it is not required, Predetermination helps to avoid any potential confusion regarding the 
Plan’s payment and your fi nancial obligation to the Dentist.
The Predetermination voucher refl ects your Benefi ts based on the procedures and costs submitted by your dental 
offi ce. Questions concerning Predetermination should be directed to Northeast Delta Dental’s Customer Service 
Department at 800.832.5700 or 603.223.1234.
NOTE:    Predetermination does NOT guarantee payment.  Rather, Predetermination is an estimate of 
Benefi ts payable based on your current Plan Benefi ts.  A new Plan Year and/or change in Benefi ts under 
the Plan may alter the fi nal payment payable, because payment is based on information on fi le at the time 
treatment is provided (the date of service), which may be different than information available at the time 
the Predetermination estimate was given.  Any changes in a Dentist’s fee schedule or participating status 
may also affect the Plan’s fi nal payment.
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IV. BENEFITS
Eligible Persons will be entitled to only those Benefi ts selected by your employer as listed in the Outline
of Benefi ts. This Section IV outlines the various coverage categories of dental Benefi ts that can be selected
under the Plan.

Coverage A - Diagnostic and Preventive Benefi ts
• Please refer to the Outline of Benefi ts for specifi c Benefi t information.
• Only those coverage classifi cations selected by your employer will apply.
• Time limitations will be measured from the date the service was last performed.
Diagnostic:  Evaluation and radiographs (x-rays) to determine required dental treatment.

Limited oral evaluations – problem focused.
 Oral evaluations – twice in a calendar year.  This can be a comprehensive or 
periodic evaluation provided by a specialist or a general Dentist.
 Radiographs – a complete series or panoramic fi lm (x-ray) once in any period of 
three (3) consecutive years; bitewing fi lms (x-rays) once in a calendar year; and 
fi lms (x-rays) of individual teeth as necessary.
Oral cancer screening such as a brush biopsy once in a calendar year, no age 
limit.

Preventive:  Specifi c procedures employed to prevent the occurrence of dental disease.
 Prophylaxis (cleaning) up to four (4) times in a calendar year (child prophylaxis 
through age twelve (12), adult prophylaxis thereafter), as recommended by the 
Dentist. A prophylaxis can be routine (Coverage A) or periodontal maintenance 
under Coverage B - Basic Benefi ts.
A full mouth debridement is covered once in a lifetime and, when performed, is 
counted towards your prophylaxis benefi t.
  Fluoride treatment twice in a calendar year through age eighteen (18).
Space Maintainers through age fi fteen (15).
Sealants through age eighteen (18).

Coverage A Exclusions and Limitations:

1. A panoramic fi lm, with or without accompanying bitewings, is considered the same as a complete series
and is paid as such.

2. Cone beam imaging is not a covered Benefi t.
3. Sealant Benefi t limitation:

(a) Sealant Benefi t is provided only to Eligible Dependents through age eighteen (18).
(b)  Sealant Benefi t includes the application of sealants to caries-free (no decay) and restoration-free 

permanent molars only.
(c)  Sealant Benefi t is provided no more than once per tooth in any period of three (3) consecutive 

years.
4. A limited oral evaluation, when done in conjunction with a procedure (other than radiographs) on the

same visit, is considered a part of, and included in the fee for, the procedure. A limited oral evaluation-
problem focused, when done with a procedure (other than radiographs) on the same visit, is not a covered 
Benefi t. The patient is responsible for any separate fee.

5. One oral cancer screening procedure such as a brush biopsy is covered in a twelve (12) month period.
Associated pathological laboratory fees for these services are not a covered Benefi t. The patient is 
responsible for any separate fee.
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6. Payment for additional periapical radiographs within a thirty-day (30-day) period of a complete series
or panoramic fi lm, unless there is evidence of trauma, is subject to a consulting Dentist’s review. A
Participating Dentist agrees not to charge a separate fee.

7. The replacement or repair of space maintainers is not a covered Benefi t unless performed by a Dentist
who did not perform the original placement.

8. Space maintainers are a covered Benefi t for Eligible Dependents through age fi fteen (15) when a space is
being maintained for an erupting permanent tooth.

9. A prophylaxis, a full mouth debridement, or periodontal maintenance is essentially a duplication of
services when provided on the same day of treatment as periodontal scaling and root planing.  Payment is
made for a periodontal scaling and root planing and a Participating Dentist agrees not to charge a separate
fee.
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Coverage B - Basic Benefi ts 
• Please refer to the Outline of Benefi ts for specifi c Benefi t information.
• Only those coverage classifi cations selected by your employer will apply.
• Time limitations will be measured from the date the service was last performed.
Restorative:  • Amalgam (silver) and/or resin (white) restorations (fi llings).

•  If Coverage C – Major Benefi ts is not offered, and unless otherwise specifi ed
in the Outline of Benefi ts, payment for restorative crowns and onlays will be
at the selected Co-payment percentage specifi ed in the Outline of Benefi ts
for a four (4) surface amalgam restoration.

Oral Surgery: Extractions and covered surgical procedures.
Periodontics:   Treatment of diseased tissue supporting the teeth and periodontal 

maintenance.
 Prophylaxis (cleaning) up to four (4) times in a calendar year (child 
prophylaxis through age twelve (12), adult prophylaxis thereafter), as 
recommended by the Dentist. A prophylaxis can be routine under Coverage 
A - Diagnostic and Preventive Benefi ts or periodontal maintenance 
(Coverage B).
 A full mouth debridement under Coverage A - Diagnostic and Preventive 
Benefi ts is covered once in a lifetime and, when performed, is counted 
towards your prophylaxis Benefi t.

Endodontics: Pulpal therapy apicoectomies, retrograde fi llings, and root canal therapy.
Denture Repair:  Repair of a removable complete or partial denture to its original condition.
Clinical Crown Lengthening
Palliative Treatment: Minor emergency treatment for the relief of pain.
 Anesthesia:   General anesthesia or intravenous sedation, when administered in a 

dental offi ce and in conjunction with: an extraction; tooth reimplantation; 
surgical exposure of a tooth; surgical placement of implant body (only when 
Coverage C - Major Benefi ts is specifi ed in the Outline of Benefi ts); biopsy; 
transseptal fi berotomy; alveoloplasty; vestibuloplasty; incision and drainage 
of an abscess; frenulectomy and/or frenuloplasty. 
 General anesthesia will also be covered when administered in conjunction with 
procedures performed in the dental offi ce for the following covered patients:
(a)   A child under the age of six (6) who is determined by a licensed 

Dentist in conjunction with a licensed primary care physician to have 
a dental condition of signifi cant complexity which requires the child to 
receive general anesthesia for the treatment of such condition; or

(b)   A person who has exceptional medical circumstances or a 
developmental disability, as determined by a licensed physician, 
which place the person at serious risk.

Coverage B Exclusions and Limitations:
1. A prophylaxis, a full mouth debridement, or periodontal maintenance is essentially a duplication of

services when provided on the same day of treatment as periodontal scaling and root planing.  Payment is
made for the periodontal scaling and root planing. A Participating Dentist agrees not to charge a separate
fee.

2. Tooth preparation, bases, copings, sedative fi llings, impressions, local anesthesia, or other services that
are part of a complete dental procedure are considered components of, and included in the fee for, the
complete procedure. A Participating Dentist agrees not to charge a separate fee.
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3. Payment is made for one (1) restoration in each tooth surface irrespective of the number of combinations
of restorations placed. A Participating Dentist agrees not to charge a separate fee.

4. Benefi ts are not paid for the replacement of an amalgam restoration within twelve (12) months of its
placement or for a resin restoration within twenty-four (24) months of its placement.

5. Routine post-operative visits are considered part of, and included in the fee for, the total procedure. A
Participating Dentist agrees not to charge a separate fee.

6. Periodontal scaling and root planing is a covered Benefi t per quadrant once in any period of twelve (12)
consecutive months. Benefi ts are paid for a maximum of two (2) quadrants per offi ce visit.

7. Exploratory surgical services are not a covered Benefi t.  The patient is fi nancially responsible.

8. An adjustment will be made for two (2) or more restoration surfaces which are normally joined together.
A Participating Dentist agrees not to charge a separate fee.

9. Root canal therapy on a tooth is a Benefi t once in any period of three (3) consecutive years.

10. An indirect pulp cap, when rendered at the same time as the fi nal restoration, is considered a base and is
not a Benefi t when billed as a separate procedure. A Participating Dentist agrees not to charge a separate
fee.

11. Clinical crown lengthening is a covered Benefi t once per tooth per lifetime and only when performed in
a healthy periodontal environment in which bone must be removed for placement of the restoration or
crown.

12. Clinical crown lengthening is not a covered Benefi t when performed on the same day as a crown
preparation, restoration or osseous surgery. A Participating Dentist agrees not to charge a separate fee.

13. Clinical crown lengthening, when performed in conjunction with other periodontal procedures, will be
subject to a consulting Dentist’s review. Payment will be based on the most comprehensive procedure.

14. Recementation of a crown, inlay, onlay and/or partial restoration is a Benefi t once in any period of twelve
(12) consecutive months.

15. Recementation of a cast or prefabricated post and core is a Benefi t once in any period of twelve (12)
consecutive months.

16. Anterior deciduous root canal therapy is not a covered Benefi t.

17. A partial pulpotomy is a covered Benefi t on permanent teeth only.

18. A root canal or apexifi cation procedure that is performed within thirty (30) days of a partial pulpotomy,
and is performed by the same Dentist, will have the payment for the procedure reduced by the payment
for the partial pulpotomy. A Participating Dentist agrees not to charge a separate fee.

19. Gingivectomy, gingival fl ap procedure, osseous surgery, bone replacement graft, distal wedge, or soft
tissue graft procedure is a Benefi t once in any period of three (3) consecutive years. A gingivectomy for
the removal of hypoplastic tissue is not a covered Benefi t unless diseased tissue is present.

NOTE:   HealthTrust and Delta Dental strongly encourage Predetermination of cases involving costly 
or extensive treatment plans.  Although it is not required, Predetermination helps to avoid any potential 
confusion regarding the Plan’s payment and your fi nancial obligation to the Dentist.
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Coverage C - Major Benefi ts
• Please refer to the Outline of Benefi ts for specifi c Benefi t information.
• Only those coverage classifi cations selected by your employer will apply.
• Time limitations will be measured from the date the service was last performed.
Restorative Crowns and Onlays:    Crowns and onlays when a tooth cannot be adequately restored 

with amalgam (silver) or resin (white) restorations.
Prosthodontics:   Fixed partial dentures (abutment crowns and pontics); removable 

complete and partial dentures, including rebase and reline of 
such prosthetic appliances; core buildups; cast and prefabricated 
post and cores; and fi xed partial denture and crown repairs.

Implant Services:   Surgical placement of an endosteal implant body, including 
healing cap.

Implant Supported Prosthetics:   Crowns, fi xed or removable partial dentures, and full dentures 
anchored in place by an implanted device.

Coverage C Exclusions and Limitations:
1.  Onlays or crowns made of resin-based composite, porcelain, porcelain fused to metal, full cast metal, or

resin fused to metal (where the metal is high noble metal, titanium, noble metal or predominantly base
metal) are not Benefi ts for Eligible Dependents under the age of twelve (12).

2. Tissue conditioning is not a covered Benefi t.
3. Coverage C - Major Benefi ts time limitations:

(a)  One (1) complete maxillary (upper) and one (1) complete mandibular (lower) denture in any 
period of seven (7) consecutive years.

(b)  One (1) complete maxillary (upper) denture rebase and one (1) complete mandibular (lower) 
denture rebase in any period of seven (7) consecutive years.

(c)  A removable or fi xed partial denture in any period of seven (7) consecutive years unless the loss 
of additional teeth requires the construction of a new appliance.

(d)  Crowns, onlays, core buildups, and post and cores are a Benefi t once per tooth in any period of 
seven (7) consecutive years.

(e)  The period of seven (7) consecutive years referred to in (a), (b), (c) and (d) above is to be 
measured from the date the service was last performed.

(f) Implant body and implant abutment are Benefi ts once in a lifetime per site.
4. Inlays are not a covered Benefi t.
5. A core buildup or post and core performed on the same day as an inlay or onlay is not a covered Benefi t.

A Participating Dentist agrees not to charge a separate fee.
6. Removable or fi xed partial dentures are not Benefi ts for patients under the age of twelve (12).
7. If abutment teeth have moved to partially close an edentulous area, only the number of pontics necessary

to fi ll that area are covered Benefi ts.  The patient will be responsible for any additional fee.
8. Recementation of a fi xed partial denture is a Benefi t once in any period of twelve (12) consecutive

months.
9. The relining of a denture is a Benefi t once in any period of three (3) consecutive years.
10. Implant services are not a Benefi t for patients under the age of sixteen (16).
11. Eposteal and transosteal implants are optional. An allowance will be paid equal to an endosteal implant.

The patient will be responsible for any additional fee.
12. Sectioning of a fi xed partial denture in order to remove the denture prior to placing a new denture is not

a covered Benefi t. Sectioning of a fi xed partial denture to preserve a portion of the denture for continued
use may be covered but is subject to review by a consulting Dentist.

NOTE:        HealthTrust and Delta Dental strongly encourage Predetermination of cases involving 
costly or extensive treatment plans.  Although it is not required, Predetermination helps to avoid any 
potential confusion regarding the Plan’s payment and your fi nancial obligation to the Dentist.
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Coverage D - Orthodontic Benefi ts 
• Please refer to the Outline of Benefi ts for specifi c Benefi t information.
• Only those coverage classifi cations selected by your employer will apply.
• Time limitations will be measured from the date the service was last performed.

Orthodontics:  Necessary treatment and procedures required for the correction of malposed (crooked) 
teeth for Eligible Dependent children until the end of the month of their nineteenth (19) 
birthday or as specifi ed in the Outline of Benefi ts.

Placement of device to facilitate eruption of an impacted tooth.

Coverage D Exclusions and Limitations:

1. Orthodontic Benefi t limitations:
(a)  Orthodontic Benefi ts are provided until the end of the month of the Eligible Dependent’s 

nineteenth (19) birthday. You, your spouse, and your Eligible Dependents age nineteen (19) and 
over will not be eligible for orthodontic Benefi ts unless adult coverage is specifi ed in the Outline 
of Benefi ts.

(b)  For treatment commenced while a patient is eligible for orthodontic Benefi ts, the Claims 
Administrator will initiate payment of its liability up to the orthodontic Maximum specifi ed in the 
Outline of Benefi ts once bands or orthodontic devices are placed.

(c)  For patients who become eligible after orthodontic treatment has commenced, the Claims 
Administrator will pro-rate the Plan’s liability based on the number of remaining months of active 
treatment compared to the total number of months of active treatment. 

(d)  Active treatment includes procedures undertaken and appliances used with those procedures 
for the purpose of bringing teeth into proper position and alignment. Active treatment does not 
include space maintainers, palate expanders or other devices used to prepare the patient for 
services to position and align teeth.

2. Clear orthodontic appliances are included in orthodontic Benefi ts provided that upon the consulting
Dentist’s review of pretreatment radiographs it is indicated that the patient has full adult dentition.

Clear appliances are subject to all orthodontic limitations and conditions and are subject to review by a
consulting Dentist. The patient is responsible for any difference between the cost of the clear orthodontic
treatment and the cost of conventional orthodontic procedures.

3. The Plan’s payment for orthodontic Benefi ts shall be limited to the lifetime Maximum per patient
specifi ed in the Outline of Benefi ts. The Claims Administrator will make one (1) payment at the start of
treatment for the Plan’s total liability.

4. For Participating Groups with orthodontic Benefi ts, placement of an appliance must take place for the
Claims Administrator to make payment on diagnostic records. Diagnostic casts, photographs and other
diagnostic records are included in the total case fee. If banding does not take place, the Plan has no
liability beyond its share of the allowable fee for a comprehensive oral evaluation.

5. The replacement or repair of an orthodontic appliance is not a covered Benefi t if done by the same
orthodontist who placed the appliance. If performed by an orthodontist who did not originally place the
appliance, payment will be made for one repair per lifetime.

NOTE:        HealthTrust and Delta Dental strongly encourage Predetermination of cases involving 
costly or extensive treatment plans.  Although it is not required, Predetermination helps to avoid any 
potential confusion regarding the Plan’s payment and your fi nancial obligation to the Dentist.
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V. GENERAL EXCLUSIONS AND LIMITATIONS
1.  Unless otherwise specifi ed in the Outline of Benefi ts, the dental Benefi ts provided by the Plan will not include the

following:

(a)  Services for injuries or conditions compensable under workers’ compensation or employer’s liability 
laws.

(b)  Services that are determined by the Claims Administrator to be rendered for cosmetic reasons, such 
as bleaching or whitening of teeth, placement of veneers, correction of congenital malformations, or 
cosmetic surgery.  (This exclusion is not intended to exclude services provided to newborn children for 
congenital defects or birth abnormalities.)

(c)  Services, including but not limited to endodontics and prosthodontics (including restorative crowns and 
onlays), started prior to the date you or your Eligible Dependent became enrolled in the Plan.

(d)  Services not provided by a Dentist, or under the supervision of a Dentist, or that are not within the scope 
of the license of the Dentist or of the license of the person supervised by the Dentist.

(e) Prescription drugs, premedications, the application of anti-microbial agents and/or relative analgesia.

(f)  Charges for: (a) hospitalization; (b) general anesthesia or intravenous sedation for restorative dentistry 
(except as noted in Section IV, Coverage B - Basic Benefi ts); (c) preventive control programs; (d) 
periodontal splinting; (e) myofunctional therapy; (f) treatment of temporomandibular joint (TMJ) 
dysfunction and related diagnostic procedures; (g) equilibration; and (h) gnathological reporting.

(g) Charges for failure to keep a scheduled visit with the Dentist. 

(h)  Charges for completion of forms.  Such charges will not be made to you or your Eligible Dependent by 
Participating Dentists.

(i)  Dental Care which is not necessary and customary, as determined by generally accepted dental practice 
standards.

(j)  Dental Care or supplies which are not within the classifi cation of Benefi ts defi ned in this DPD and 
selected by your employer as specifi ed in the Outline of Benefi ts.

(k)  Appliances, procedures, or restorations for: (i) implant services (unless your employer offers Coverage 
C - Major Benefi ts); (ii) increasing vertical dimension; (iii) analyzing, altering, restoring, or maintaining 
occlusion; (iv) replacing tooth structure lost by attrition or abrasion; (v) correcting congenital or 
developmental malformations; or (vi) esthetic purposes. 

(l)  Payments of Benefi ts incurred by you and/or your Eligible Dependent after the date you become ineligible 
for Benefi ts under the Plan.

(m)  Charges for Dental Care or supplies for which no charge would have been made in the absence of dental 
Benefi ts.

(n)  Charges for Dental Care or supplies received as a result of dental disease, defect, or injury due to an act of 
war, declared or undeclared.

(o)  All services, including evaluations and radiographs, performed for orthodontic purposes where the 
employer does not offer Coverage D - Orthodontic Benefi ts.  If services are rendered they should be done 
so with the agreement of the patient to assume additional cost.

(p) Temporary services.

(q) A consultation unless performed by a practitioner who is not performing further services.

(r) Case presentation and treatment planning. The patient will be responsible for any additional fee.

(s) Athletic mouthguards and occlusal guards (nightguards).

(t) Pulp vitality tests.

(u) Incomplete treatment.
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2.  Unless otherwise specifi ed in the Outline of Benefi ts, the Dental Care Benefi ts provided by the Plan will be lim-
ited as follows:

(a)  Dental Care rendered by other than a Dentist will not be a Benefi t, except that scaling or cleaning of teeth 
and topical application of fl uoride and such other treatment performed by a licensed dental hygienist will 
be a Benefi t, if the treatment is rendered under the supervision and guidance of a Dentist, in accordance 
with generally accepted dental practice standards.

(b)  Optional Dental Care: In all cases in which you or your Eligible Dependent selects more expensive Dental 
Care than is customarily provided, the Plan will pay the Selected Percentage for the Dental Care which is 
customarily provided to restore the tooth to contour and function. You or your Eligible Dependent will be 
responsible for the remainder of the Dentist’s fee.

(c)  Predetermination does not guarantee payment.  Payment is based upon eligibility, Benefi ts selected by 
your employer and allowable charges at the time the Dental Care is rendered. If Coordination of Benefi ts 
is involved, the amount of payment is subject to change dramatically pending payment by the primary 
carrier.

(d)  Services completed or in progress at you or your Eligible Dependent’s date of death will be paid in full to 
the limit of the Plan’s liability.

(e)  When services for Dental Care in progress are interrupted and completed thereafter by another Dentist, 
the Claims Administrator will review the claim to determine the payment, if any, due each Dentist.

(f) Maximum Payment:

(i)  The Maximum amount payable in any Plan Year, or portion thereof, will be limited to the amount 
specifi ed in the Outline of Benefi ts.

(ii)  The Plan’s payment will be reduced by any Deductible as specifi ed in the Outline of Benefi ts.

(g)  Specialized techniques including, but not limited to, precision attachments, implant services (unless your 
employer offers Coverage C - Major Benefi ts), overdentures (and associated procedures), personalizations 
or characterization, are limited. The patient will be responsible for part of or the entire fee for these 
services.

(h)  Diagnostic casts (study models) and/or photographs are not a covered Benefi t under the Plan unless done 
for orthodontic purposes and your employer offers Coverage D - Orthodontic Benefi ts.  The charge for 
such services should be included in the total case fee.

(i)  Benefi ts are paid for amalgam (silver) or resin (white) restorations for treatment of caries. If a tooth can 
be restored with amalgam or resin, use of gold, an inlay, an onlay, or a crown is at the option of the patient 
and the patient will be responsible for any additional fee.

(j)  A claim (or satisfactory written proof acceptable to the Claims Administrator) must be furnished to the 
Claims Administrator at its principal offi ce within twenty-four (24) months from the date the Dentist 
provided Dental Care.  No payment will be made on a claim with dates of service in excess of the twenty-
four (24) month limitation.

(k)  The date of incurred liability refers to the date a service is subject to the applicable Deductible, Co-
payment, Maximum Benefi t, and limitations. The total cost of the service is applied to the Plan Year 
during which the service is incurred, irrespective of the Plan Year in which the service is completed.

The Plan’s date of incurred liability for multiple visit procedures is as follows:

(i)  Restorative Crowns and Onlays – Total cost for crowns and onlays will be incurred on the date 
that the tooth is prepared.

(ii)  Fixed Partial Dentures (abutment crowns and pontics) – The total cost for fi xed partial dentures 
will be incurred on the date that the teeth are prepared to receive said appliance.

(iii)  Removable Complete and Partial Dentures – Total cost for removable complete and partial 
dentures will be incurred on the date that the fi nal impressions are taken for said appliance.
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(iv)  Endodontics – Total cost for endodontic treatment will be incurred when the pulp chamber of the 
tooth is opened.

(v)  Implant Body – Total cost for the implant body, including healing cap, will be incurred on the 
date of surgical placement.

(vi) Implant Prosthetics – Total cost for the prosthetic portion of an implant will be incurred on the 
date the fi nal impression is taken for said appliance. 

(vii)  Orthodontics – Total cost for orthodontic treatment will be incurred on the date the initial bands, 
or a segment thereof, or a device, is placed in the patient’s mouth.

VI. COORDINATION OF BENEFITS (DUAL COVERAGE)
The Coordination of Benefi ts provision is designed to provide maximum Benefi ts coverage, but not to exceed
100% of the total fee for a given service. In the event that any Eligible Person is entitled to benefi ts under any
other dental benefi t program, the following Coordination of Benefi ts provisions will determine the sequence and
the extent of payment of Benefi ts under this Plan.  Such other benefi t programs may include any other group
sponsored dental plan in which the Eligible Person is enrolled.

 When an Eligible Person is covered under another dental benefi t program the following rules will establish the
order of determining liability:

1.  When only one plan has a Coordination of Benefi ts provision, the plan without such provision will
determine its benefi ts fi rst.

2.  The plan covering the Eligible Person solely as an employee will determine its benefi ts before the plan
that covers the Eligible Person solely as a dependent.

3.  The plan covering the Eligible Person solely as a dependent of the parent whose birthday occurs earlier
in a calendar year will determine its benefi ts before the plan covering the Eligible Person solely as a
dependent of the parent whose birthday occurs later in a calendar year (“Birthday Rule”).  A parent’s year
of birth is not relevant.  If both parents have the same birthday (month and day), the benefi ts of the plan
which covered the parent longer are determined before those of the plan that covered the other parent for
a shorter period of time. If the other dental benefi t program does not use the “Birthday Rule” then that
plan’s provisions will determine the order of liability.

4.  Notwithstanding paragraph (3) above, the order of payment for the claims of a Dependent child of
divorced or legally separated parents will be as follows:

(a) the plan of the parent with custody;

(b) the plan of the spouse of the parent with custody (step-parent);

(c) the plan of the parent without custody; or

(d) if the parents have joint custody, paragraph (3) above will apply.
 However, when the parents are divorced or legally separated and there is a court decree which establishes
fi nancial responsibility with respect to the child, the benefi ts of the plan which covers the child as a
dependent of the parent with such fi nancial responsibility will be determined before the benefi ts of any
other plan which covers the child as a dependent.

5.  If paragraphs (1) through (4) above do not establish an order of benefi t determination, the benefi ts of the
plan which has covered the Eligible Person for the longer period of time will be determined fi rst.

6. When this Plan is the fi rst to determine its Benefi ts under paragraph 1 through 5 above, Benefi ts under
this Plan will be paid without regard to coverage under any other plan.  When this Plan is not the fi rst to
determine its Benefi ts and there are remaining expenses of the type allowable, Delta Dental will pay only
the amount by which the Benefi ts under this Plan exceed the amount of benefi ts payable under the other
plan or the amount of such remaining expenses, whichever is less.  In other words, the combined payment
of both plans will not exceed the total cost of the service.
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 The Claims Administrator may use such reasonable efforts as it deems suitable to determine the existence 
of other benefi t programs but will be under no obligation to do so.

 The payment of Benefi ts under this Plan will be affected by the benefi ts that would be payable under 
any and all other plans only to the extent that the Claims Administrator is furnished with information 
relative to such other plans by your employer or an employee of any other insurance company, or other 
organization or person.

7.  For the purposes of determining the applicability and implementing the terms of this SECTION VI or
any provisions of similar purpose of any other plan, the Claims Administrator may, without the consent
of or notice to any person, release to or obtain from any insurance company or such other organization or
person with a legitimate interest in such information, any information with respect to any person which
it deems to be necessary for such purposes. In so acting, the Claims Administrator will comply with
all federal and state law requirements governing disclosures.  Any person claiming Benefi ts under this
Plan will furnish to the Claims Administrator such information as may be necessary to implement this
provision.

8.  Multiple Coverage.  In coordinating benefi ts with any other dental plan, time limitations and frequency
of service limitations will not change.  Coverage for services, when a specifi ed number are provided per
a specifi ed time period, will not be added together to provide more than the number of services specifi ed
per time period under this Plan.  For example, if each plan covers two cleanings in a calendar year, the
combined plans will still only cover two cleanings in any calendar year.  If a cleaning is covered under
this Plan, but has been paid for, whether in full or part, by another plan, the cleaning will count toward the
maximum number of cleanings allowed under this Plan.

VII. GENERAL CLAIMS INQUIRY
After a claim is submitted to and processed by the Claims Administrator (as described in Section III, HOW TO
FILE A CLAIM), you will be sent an Explanation of Benefi ts form.  This notice will explain the Benefi ts that
were paid on your behalf, let you know if any services are denied, and give you the reason(s) for the denial.
If you have any questions regarding your Benefi ts, you may call Northeast Delta Dental for an explanation at
603.223.1234 or 800.832.5700.  You will be connected directly to their Customer Service Department.
The Customer Service Representative will need to know the claim number which is located at the top of your
Explanation of Benefi ts form or, if that information is not available, the Subscriber’s identifi cation number. This
will enable a quick response to your inquiry.

VIII. DISPUTED CLAIMS PROCEDURE
If after you have followed the General Claims Inquiry procedure you disagree with the Benefi t determination,
you may use the Claims Administrator’s Disputed Claims Procedure.  You may request a review of your claim
within six (6) months of the issuing of the Claims Administrator’s original Explanation of Benefi ts.  Your written
request for a review should be personally delivered or mailed certifi ed mail, return receipt requested, to the
Vice President, Professional Relations, Northeast Delta Dental, One Delta Drive, PO Box 2002, Concord, New
Hampshire, 03302-2002.
Your request for a review of your claim should reference the claim(s) in question, your name and address, and the
reasons you think the denial should be evaluated, and any additional materials you wish to present.
The Vice President, Professional Relations, or his designee, may request additional documents as necessary to
make such a review and will promptly review your claim. If the claim is wholly or partially denied, you will be
furnished with a notice of the decision within thirty (30) days after receipt of the disputed claim.  The written
notice will include:
1. the specifi c reason(s) for denial, and
2. specifi c reference to the Plan provision(s) upon which the denial is based.
If your request for review results in an additional payment, it will be made within fi fteen (15) working days of the 
Claims Administrator’s response. 
If you do not receive notice within the thirty-day (30-day) period, the claim is considered denied in order that you 
may proceed to the Disputed Claims Review Procedure. 
If you have any problem securing a review of your claim, contact your employer for assistance. 
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IX. DISPUTED CLAIMS REVIEW PROCEDURE

The Disputed Claims Review Procedure allows you to request a review from the Claims Administrator’s Disputed 
Claims Review Committee after receipt of written notifi cation of the Vice President, Professional Relations’ 
denial of your claim.  The Review Committee is composed of Participating Dentists, non-Dentist members of the 
Board of Directors, and representatives of group purchasers/groups.
You or your duly authorized representative may appeal to the Review Committee by fi ling a request for review 
before the fi nal appeal date set forth in the Vice President, Professional Relations’ notice denying the claim, or, if 
no date is given, within six (6) months of the notice. It is recommended that your written request be sent certifi ed 
mail, return receipt requested, to the Review Committee at the Northeast Delta Dental address noted previously 
but you may also submit your request by standard mail. It must state specifi cally the reasons for requesting 
a review. It should contain issues, comments, and supporting materials stating why you believe the Claims 
Administrator’s response was incorrect. Not later than thirty (30) days after receipt of your request, the Review 
Committee will render its written decision, including specifi c reasons for the decision.
In addition or as an alternative to the written request procedure, you may request a hearing from the Review 
Committee to consider matters raised in your appeal. At the hearing, you are entitled to representation by legal 
counsel or other duly authorized representatives, to request the presence of a stenographer to transcribe the 
hearing, to present evidence, to request the testimony of witnesses and to cross-examine witnesses. You or your 
representative may review the Plan Document and related pertinent documents. The hearing will be scheduled 
with prompt written notice to you not later than thirty (30) days after your request. A decision will be rendered 
not later than thirty (30) days after the hearing. The decision of the Review Committee will be in writing and will 
include specifi c reasons for the decision.
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X. GENERAL PROVISIONS

Notice Of Change of Status 

You must notify HealthTrust, through your employer, of any event causing a change in the status of an Eligible 
Person. Events that can affect status include, but are not limited to, marriage, birth, death, divorce, a change 
in a child’s age or student status, involuntary loss of other dental coverage, etc.  For further details refer to 
ENROLLMENT in Section II of this Dental Plan Description.

Assignment 

Benefi ts of Eligible Persons are personal and cannot be transferred or assigned.

Right of Recovery

In the event Benefi ts are paid under the Plan, the Plan and the Claims Administrator will be subrogated to all of 
the Eligible Person’s rights of recovery against any third person or organization that may be liable. The Eligible 
Person will execute and deliver such documents and do whatever else is necessary to secure such rights.

Doctor-Patient Relationship 

The Eligible Person has the freedom to choose any Dentist.  Dentists rendering service under the Plan are 
independent contractors and will maintain the traditional doctor-patient relationship.  The Dentist will be solely 
responsible to the patient for dental advice and treatment and any resulting liability. 

Loss of Eligibility During Treatment 

If an Eligible Dependent loses eligibility while receiving dental treatment, only covered services received while 
eligible will be considered for payment. 

Maintaining Your Privacy

HealthTrust and Northeast Delta Dental respect and carefully preserve the privacy and confi dentiality of 
Subscribers and their Dependents.  As part of that protection, compliance with all state and federal laws regarding 
privacy of personal and health information is maintained.  For a copy of either HealthTrust’s or Northeast Delta 
Dental’s Notice of Privacy Practices, that describe in detail their respective privacy practices or, if you have any 
questions about the privacy of your health information, please contact:

Privacy Offi cer Privacy Offi cer
HealthTrust Northeast Delta Dental
25 Triangle Park Drive  One Delta Drive
PO Box 617 PO Box 2002
Concord, NH  03302-0617 Concord, NH  03302-2002
800.527.5001 800.537.1715

Non-ERISA Governmental Plan

The Plan is a governmental plan established and maintained by your employer and HealthTrust, and as such is 
exempt from the provisions of the Employee Retirement and Income Security Act of 1974 (ERISA).

Waiver of Rights

On occasion, HealthTrust may, at its option, choose not to enforce all the terms and conditions of the Plan; 
however, HealthTrust does not thereby waive or give up any rights to enforce any term or condition in the future.  
No agent of HealthTrust or Northeast Delta Dental has the right to change or waive any of the provisions of the 
Plan without the approval of an authorized representative of HealthTrust.
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Applicable Law

The Plan, the Plan Document and this Dental Plan Description shall be construed and enforced according to the 
applicable laws of the State of New Hampshire, except as the same may be superseded by applicable federal law.

Amendment and Termination

HealthTrust may, at its sole discretion at any time, amend or modify the Plan through a written amendment signed 
by a duly authorized representative of HealthTrust.  Upon the signing of any such amendment, it will become 
effective in accordance with its terms as to you and all other Eligible Persons.  No person or entity has any 
authority to make any oral changes or oral amendments to the Plan. HealthTrust reserves the right to terminate the 
Plan at any time by giving advance notice of at least thirty (30) days to your employer.
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XI. Frequently Asked Questions

1. May I choose any Dentist?

Yes. You are free to choose any Dentist as defi ned in Section I, Defi nitions.

2. Will Delta Dental make payment directly to the Dentist or will I receive payment?

If the Dentist is participating, Delta Dental will make payment directly to the Dentist. If the Dentist does
not participate, payment for services rendered will be made directly to you unless the state in which the
services are rendered requires that payment be sent to the Dentist.

3. What difference does it make if I go to a Participating Dentist or a Non-Participating Dentist?

The Plan does not restrict you from visiting any Dentist. However, if you go to a Participating Dentist
reimbursement may result in lower out-of-pocket expense for you.  Delta Dental will pay the Participating
Dentist the applicable Selected Percentage of the allowable fee (as such fees are fi led with and/or
accepted by Northeast Delta Dental or another Delta Dental company), or the actual submitted charge,
whichever is less. Such payment, together with your Co-payment, will satisfy in full the claim of the
Participating Dentist for the Dental Care provided.

If you are treated by a Non-Participating Dentist, Delta Dental will make payment directly to you on
the basis of the Dentist’s fee up to the maximum amount allowed for Non-Participating Dentists unless
the state in which the services are rendered requires that payment be sent to the Dentist.  You will be
responsible for paying the Dentist both any payment you receive from Delta Dental and any remaining
balance due.

4. When does my Dental coverage begin?

Refer to the Probationary Period in the Outline of Benefi ts. Only dental services received after you
become eligible will be covered.

5. How much of the dental bill do I pay?

You are responsible for the amount shown on your Explanation of Benefi ts form that will include any
charges for optional treatment or specifi c exclusions of your program. Your Dentist may request your
Copayment, Deductible, and payment for non-covered services at the time services are rendered.

6. Am I covered for all dental services?

Not necessarily. Your coverage is described in this document and in the Outline of Benefi ts. Covered
benefi ts are governed by the Exclusions, Limitations, and Delta Dental’s current Processing Policies.

7. What if my spouse is covered by another dental plan?

You may be entitled to as much as (but not more than) 100% of your Dentist’s charges for covered
benefi ts.  It is important that you inform your Dentist of any dual coverage so that the proper claim fi ling
procedures may be followed and that you get the maximum benefi t from your dental program.

8. Is it necessary for me to have my Dentist get a Predetermination for my dental services?

HealthTrust and Delta Dental strongly encourage Predetermination of cases involving costly or extensive
treatment plans. Although it is not required, Predetermination helps avoid any potential confusion
regarding the Plan’s payment and your fi nancial obligation to your Dentist.
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HealthTrust
PO Box 617 • 25 Triangle Park Drive • Concord, NH 03302-0617

Toll-Free: 800.527.5001 • Phone: 603.226.2861 • Fax: 603.226.2988
www.healthtrustnh.org

Northeast Delta Dental
One Delta Dental • P.O. Box 2002 • Concord, NH 03302-2002

Customer Service: 800.832.5700 • 603.223.1234
TTY/Hearing Impaired Access Number: 800.332.5905

www.nedelta.com
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2014 Medicare ME $5 (30)

Part A & B Coverage Harvard Pilgrim

In-Patient Hospital (Including Day Surgery) ** Covered Under Part A

  Day 1-60
100% after Medicare Part A Deductible* 

($1,216 per benefit period)

  Day 61-90
100% after Medicare Part A Coinsurance 

($304 per day)

Skilled Nursing (SNF) Covered Under Part A; 100 day max/benefit period

  Days 1-20 100% after a minimum 3-day inpatient hospital stay

  Days 21-100 100% after SNF Coinsurance ($152 per day)

Outpatient Hospital
80% after MedicarePart B Deductible 

($147/cy); varies by service
100%

Emergency Room
80% after Medicare Part B Deductible 

($147/cy); varies by service
$30 copay

Ambulance Services 80% after Medicare Part B Deductible and Coinsurance 100%

MRI/CT Scans
80% after Medicare Part B Deductible 

($147/cy); varies by service
100%

Preventive Care 100% 100%

Physician Services/Office Visit*** 80% after Medicare Part B Deductible $5 Copay

Physical/Speech/Occupational Therapy
80% after Medicare Part B Deductible       

($147/cy) and Coinsurance varies by service
$5 copay

Chiropractic Care
80% after Medicare Part B Deductible       

($147/cy) and Coinsurance varies by service
$5 copay

Allergy Injections
80% after Medicare Part B Deductible       

($147/cy) and Coinsurance varies by service
$5 copay

Routine Annual Eye Exam
80% after Medicare Part B Deductible       

($147/cy) and Coinsurance varies by service

$5 copay;       

Discounts for Frames/lenses

Home Health Care Covered Under Part A 100% 100%

Durable Medical Equipment (DME)****
80% after Medicare Part B Deductible       

($147/cy) and Coinsurance; varies by service
100%

Inpatient Mental Health 100% after Part A Deductible 100%; 60 days max

Outpatient Mental Health
80% after Medicare Part B Deductible       

($147/cy) and Coinsurance varies by service
$5 copay; 24 visits max

Inpatient Substance Abuse 100% after Part A Deductible 100% 30 day max

Outpatient Substance Abuse
80% after Medicare Part B Deductible       

($147/cy) and Coinsurance varies by service
$5 copay; $500 max/cy

Prescription Drugs Not Covered $0/$25/$40

Mail Order Drugs Not Covered $0/$25/$40

Deductible: Individual* Part A and Part B Deductibles Apply None

Maximum Out of Pocket: Individual Part A and Part B Deductibles/Coinsurance + Rx Cost Copays

Maximum Lifetime Benefit Unlimited Unlimited

cy = calendar year                           max=maximum

This is only a summary of benefits, please consult appropriate Schedule of Benefits for more information.

*This deductible doe not include carryover provision.

** An additional 60 "Lifetime Reserve" days are available to each enrolled member who exceeds the 90 day maximum per benefit period.

2014 Medicare coinsurance for this benefit is $608 per day.

***Medicare covers a yearly "Wellness" visit and a one-time "Welcome to Medicare" preventive visit.

****Durable Medical Equipment includes: certain medical equipment like a walker, wheelchair or hospital bed ordered by your doctor.

A benefit Period begins the first day of hospitalization and ends after you haven't received any inpatient hospital care for 60 consecutive days.

NOTE: Medicare Parts A & B is a calendar year plan.  Rates and benefits are subject to change on the first of each year.  

The plan year for Medicare Enhance coincides with your employer group's renewal. Jan-14

100%

100%
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1. Alexandria, Town of

2. Amherst, Town of

3. Berlin School District

4. Bethlehem, Town of

5. Berlin, City of

6. Boscawen, Town of

7. Carroll County

8. Colebrook, Town of

9. Coos County

10. Grantham, Town of

11. Hillsborough County

12. Jefferson, Town of

13. Keene, City of

14. Laconia, City of

15. Lancaster, Town of

16. Monroe, Town of

17. North Country
Education Services 

18. New Ipswich, Town of

19. Rindge, Town of

20. SAU 70– Hanover

21. SAU 9– Conway

22. Sullivan County

23. Tilton-Northfield Fire
and EMS 

24. Tuftonboro, Town of

25. Wakefield, Town of

26. Warner, Town of

27. Whitefield, Town of

Member Groups as of April 2014 
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NH SCHOOL HEALTH CARE COALITION – SCHOOLCARE MEMBERS

2014-2015 

SCHOOL DISTRICTS 

SAU # Group Name SAU # Group Name 

06 

SAU 6 Office 

Cornish  

Unity  

53 

SAU 53 Office 

Allenstown 

Chichester 

Deerfield 

Epsom 

Pembroke  

08 Concord 56 

SAU 56 Office 

Rollinsford 

Somersworth 

11 Dover 59 Winnisquam Regional  

12 Londonderry 61 Farmington 

13 

SAU 13 Office 

Freedom  

Madison 

Tamworth  

62 Mascoma Valley Regional 

15 

SAU 15 Office 

Auburn 

Candia 

Hooksett 

63 Wilton-Lyndeborough Cooperative 

16 Kensington 64 

SAU 64 Office 

Milton  

Wakefield  

17 Sanborn Regional 65 Kearsarge Regional 

23 

SAU 23 Office  

Bath  

Haverhill Cooperative 

Piermont 

Warren  

68 Lincoln-Woodstock Cooperative 

27 Litchfield 71 Goshen-Lempster 

30 Laconia 72 Alton 

31 Newmarket 74 Barrington 

32 Plainfield 76 Lyme 

33 Raymond 80 Shaker Regional 

36 White Mountains Regional 81 Hudson 

40 Milford 82 Chester 

46 

SAU 46 Office  

Andover  

Merrimack Valley Regional 

87 Mascenic 

47 Jaffrey-Rindge Cooperative 88 Lebanon 

49 Governor Wentworth Regional 89 Mason 
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N/A Prospect Mountain High School N/A NH School Administrators’ Assn 

MUNICIPALITIES 

Town of Albany Town of Northfield 

Town of Andover Town of Peterborough 

Town of Auburn Town of Pittsburg 

Town of Bennington Town of Plainfield 

Town of Canaan Town of Raymond 

Town of Durham Town of Tamworth  

Town of Gilmanton Town of Temple 

Town of Greenfield Town of Wolfeboro   

Town of Henniker   City of Portsmouth 

Town of Jaffrey Newmarket Housing Authority 

Town of Lyndeborough Portsmouth Housing Authority 

Town of Milton Tamworth Community Nurse Association  

Town of Mont Vernon Youth Assistance Program 

Town of New Durham 
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City of Concord, NH 

Beneflex Program: 

A Range of Options 

  Plan Year 2013-2014 

      (July 1, 2013-June 30, 2014) 
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General Information on the Flexible Benefits Plan 

Name of Plans 
City of Concord, NH Flexible Benefit Plan 

City of Concord, NH Health Care Flexible Spending Account Plan 

City of Concord, NH Dependent Care Flexible Spending Account Plan 

Plan Sponsor and Administrator: 
City of Concord 

City Hall 

41 Green Street 

Concord, New Hampshire 03301 

603-225-8535 

Employer Identification Number: 
02-6000177 

Plan Numbers: 
501 Flexible Benefit Plan 

502 Health Care Flexible Spending Account Plan 

503 Dependent Care Flexible Spending Account Plan 

Type of Plan: 
The Flexible Benefit Plan is a cafeteria plan under Section 125 of the Internal 

Revenue Code, allowing a choice between cash and certain qualified benefits. 

Plan Effective Date: 
August 1, 1989 

Plan Year 
The Plan year is from July 1 to June 30. 

Administration: 
Medical, dental, life and disability benefits are provided through insurance contracts, and administered 

by the insurer.  Health and Dependent Care Flexible Spending Account benefits are currently 

administered by Benefit Strategies.   

For questions or service of legal process contact: 
Jennifer Johnston 

Director of Human Resources and Labor Relations 

Human Resources Department 

City of Concord, NH 

603-225-8535 

Please submit Health or Dependent Care Flexible Spending Account claims to: 
Benefit Strategies, LLC 

PO Box 1300 

Manchester, NH 03105-1300  
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Why Beneflex? 
For many years, the City of Concord, as well as most other employers, designed benefit programs to 

meet the needs of the average employee.  But times and lifestyles have changed.  There is no “typical” 

City of Concord employee.  Just as individuals differ in terms of capabilities, talents and skills, so are 

they different in terms of age, marital status, number of dependents, financial resources and personal 

goals.  It stands to reason that their benefit needs and interests are also different.  Total compensation 

of employees consists of two parts — direct salary and benefits.  A flexible benefits plan allows 

employees a greater voice in how benefit dollars are spent, and permits them to spend those dollars 

more effectively.  It also allows them the opportunity to design a benefit package that best meets their 

individual needs and budgets. 

Advantages 
Beneflex provides several key advantages over traditional benefit programs.  You, the employee, make 

your own choices and you have a greater variety of benefit options from which to choose.  The City 

provides benefit dollars, subject to City Council appropriation, for use in purchasing benefits.  The 

primary purpose of the Beneflex Program is to provide employees with a full range of benefit options.   

Beneflex is designed to attract, retain and secure qualified employees.  Cash payments to employees 

for opting out of coverage is considered incidental to this intent and is only permitted when employees 

have adequate coverage elsewhere.   

Under the Beneflex Program, you may find that you wish to: 

• Keep the same benefit package you have previously selected.

• Select a reduced cost health benefit and have more cash as compensation.

• Buy more benefits and reduce your cash compensation to pay for them; in most cases, additional

benefits can be purchased with pre-tax dollars which means your dollars go further in buying the 

benefits you want. 

Salary Redirection 
If you purchase additional benefits, salary redirection is a way in which you can make these purchases 

with pre-tax dollars.  Currently allowable under federal law, salary redirection means that the portion 

of your salary directed toward the purchase of most benefits is not included in your taxable income.  

Let’s assume that you need to purchase a pair of eyeglasses that cost $300.  If you use after-tax dollars, 

and you are in a 15% Federal Income Tax bracket, you would have to earn $368 to pay for your 

glasses (if you earn $368, $68 is taken out for Federal Income and Social Security taxes leaving you 

$300 to spend on your eyeglasses).  With salary redirection, on a pre-tax basis using a Flexible 

Spending Account, you can buy the pair of eyeglasses for $300, and all you need to earn to pay for the 

glasses is $300, rather than $368, saving you $68.  

You may want to direct a portion of your salary to purchase dental benefits or additional life insurance 

as well as dependent care services or health care services not covered by insurance. Salary redirection 

offers distinct tax advantages to you.  It helps your dollars go further because it lets you use pre-tax, 

rather than after-tax dollars to purchase the additional benefits you desire. 

Your pre-tax redirection salary contributions toward benefit purchases are made in equal amounts each 

week for 48 weeks each year. 
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Redirected Dollars: Social Security and State Retirement 
With salary redirection, dollars used to pay for most benefit costs are not subject to Social Security tax 

either.  You do not pay Social Security tax on dollars you redirect to these benefit costs.  However, this 

means that over time your earnings used to calculate your Social Security benefit will be less, and 

some day your Social Security benefit will probably be slightly reduced.  There’s no effect on your 

eligibility to receive Social Security benefits, but the Social Security benefit will be based on 

somewhat lower lifetime earnings.  All employee contributions to Beneflex are treated as earnable 

compensation for NH Retirement System purposes. 

Annual Leave Exchange 
Employees may exercise the option of trading their future annual leave accruals in exchange for 

additional dollars.  The maximum amount of annual leave time which may be exchanged shall be 

limited to 80 hours of future annual leave accruals unless otherwise noted in your collective bargaining 

agreement.  Your annual leave balance immediately preceding the exchange must be at least 40 hours.  

The number of dollars earned by selecting this option will vary based upon your wage rate and amount 

of leave exchanged at the time of enrollment.  Annual leave exchanged during open enrollment will be 

divided equally over each of the next 12 months.  Annual leave is not adjusted during the plan year to 

reflect changes to compensation rates.  The exchange of future annual leave accruals is also subject to 

NH Retirement System contributions and reporting.  Once annual leave is exchanged, it cannot be 

credited back to you, for any reason. 

A Range of Benefits 
The City of Concord is offering you benefit choices in each of the following areas: 

• Health Care

• Dental Care

• Life Insurance

• Accident and Sickness Plan

• Flexible Spending Accounts

Plan Year 
Along with this booklet, full time employees will receive a Point Sheet, which indicates the total 

dollars or “points”, provided by the City of Concord and the benefit options.  The points provided to 

employees are based on Federal eligibility guidelines.  The two exceptions to the Federal eligibility 

guidelines fall under NH RSA 457-A and Healthcare Reform.  

NH RSA 457-A defines marriage as the legally recognized union of two people regardless of gender. 

Healthcare Reform requires employers offering dependent coverage to cover adult children between 

the ages of 19-26.   

You will receive a confirmation statement based on your benefit selections which must be signed and 

returned to the Human Resources Department by the date specified.  The confirmation statement not 

only confirms your benefit elections but it also authorizes the City to deduct benefit premiums from 

your paycheck.  In addition, it is also used to validate your point eligibility. If the confirmation 

statement is not received by the date indicated, we will assume you have approved your benefits and 

any costs as indicated on the election form. 
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The total dollars or “points” provided to you are determined by collective bargaining agreements or 

city council appropriation.  Plan costs in excess of what the City provides will be deducted from your 

pay.  

You will select benefit options on a Plan Year basis.  The choices you make will remain in effect for 

the Plan Year unless you experience a qualifying change in status event during the Plan Year.  Most 

qualifying change in status events are effective on the day of the event.  However, any applicable 

payroll adjustments will begin the first of the month following the event.  The City operates on a July 1 

through June 30 fiscal year and Plan Year. 

Qualifying Change in Status Events 
A qualifying change in status event is defined as a: 

Change in employee’s legal marital status; 

Change in number of dependents; 

Change in employment status of employee or spouse; 

Dependent satisfying or ceasing to satisfy dependent eligibility requirements; 

Change in place of residence;  

Adoption placement; 

Loss of Medicaid Coverage Eligibility; and 

Loss of Children’s Health Insurance Program (CHIP) coverage 

You are responsible to notify the Human Resources Department within 30 days of any such status 

change.  The only exception to this is in the event that you lose coverage under the Children’s Health 

Insurance Program (CHIP) or Medicaid.  In the event of a loss in CHIP or Medicaid coverage, you 

have 60 days to notify the Human Resources Department of the status change.  If you fail to notify the 

Human Resources Department, you will be required to pay the City the premium cost differential. 

Eligibility 
All full-time City of Concord employees are eligible for participation in the City’s Beneflex programs 

commencing the first day of the month following 30 days of employment.  Permanent part-time 

employees are eligible to participate in the City’s Health and Dental program at their own expense and 

receive Short Term and Long Term Disability at the City’s expense.   

Situations that could result in no longer being eligible for participation in Beneflex or a reduction in 

plan benefits include: termination of employment, retirement, leave of absence, reduction in hours, or 

any of the qualifying change in status events described above.  Each individual benefit plan has its own 

requirements described in its specific plan document. 

If you lose coverage, you may be able to obtain coverage through COBRA.  Details regarding COBRA 

are provided in individual plan certificates.   
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Retirement Health Coverage 
State law stipulates that most retirees are eligible for enrollment in the City’s group health plan.  The 

plan selected at the last open enrollment will be the plan in effect upon retirement.  Retirees are 

eligible for annual open enrollment, typically held during the month of June.  Open enrollment is the 

time each year when retirees have the opportunity to make changes to their benefit selections.  It is the 

retiree’s and/or employee’s responsibility to notify the City of any desired changes. 

Please note special circumstances may exist for the City Premium Benefit Subsidy for health 

insurance.  Contact the Human Resources Department prior to enrollment if you are considering 

retirement during the next plan year.  

Health Care  
The City of Concord offers a competitive benefits package (Beneflex) to its Full Time and Permanent 

Part Time employees.  Currently there are 3 different health plans offered to most employees (and 4 

different health plans offered to CFOA employees).  These plans are insured by Harvard Pilgrim Heath 

Care and employees are given the option of choosing between the separate plans. 

How To Select Your Health Plan 
Selecting a less expensive health insurance option or a lower level of coverage is referred to as 

OPTING DOWN. If you, your spouse, your dependent children up to age 19, or dependent children 

who are full time students aged 19-25 have insurance coverage through another family member’s 

employer-sponsored group plan, you have the option of “OPTING OUT” of health insurance.  By 

OPTING OUT, you will be allowed to keep a portion of the premium savings as cash or for purchase 

of other benefits through the various plan options.  You must provide proof of insurance (such as a 

copy of the plan ID card) which shows the name of the employer, the insurance company, and the 

group and certificate number of the coverage.  Since health insurance is one of the most costly 

benefits, you will want to choose your coverage carefully.  Also, please remember that it is your 

responsibility to keep the Human Resources Department informed of any changes in the number of 

your dependents.   

Healthcare Reform requires employers to cover dependent children up to age 26.  Points will be 

provided to cover adult dependent children up to age 26 as required by Healthcare Reform.  However, 

Healthcare Reform does not require employers to provide additional dollars or points to you if your 

adult child does not participate in the City’s insurance. Therefore, you would not qualify for opting out 

premium savings for that adult child.  

NOTE: Please refer to the health insurance schedules of benefits, plan descriptions, and the benefit 

summary sheet that follows for additional details. 
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Wellflex Program  
The City of Concord recognizes that staying well involves more than just being covered by a medical 

plan.  That’s why we are pleased to partner with our insurers to offer a wellness program — known as 

Wellflex — to all full-time employees and City-insured spouses.  Together, we’re working toward 

healthy living. 

How the Plan Works 
Wellflex encourages you to participate in wellness activities by offering wellpoints for developing 

healthy habits.  You can then use your wellpoints to help offset your share of health insurance 

premiums. 

You can earn wellpoints by participating in: 

• Beneflex/Wellflex education sessions

• Health Care Consumerism Education Sessions (every other year)

• Health Risk Appraisals (alternate every other year)

• Health education programs

• Physical exercise activities

• On-site health screenings

Wellpoints earned the previous Beneflex year will be awarded during the City’s open enrollment 

period, typically held during the month of May.  If you do not need the additional Wellpoints to 

purchase health insurance, they may be used for other aspects of the Beneflex program. 

Research has clearly shown that promoting health and fitness at the workplace and at home helps 

employees reduce the rate of premium increases and related health insurance costs, improve overall  

health, reduce stress levels, and become wiser health care consumers.  The potential value of wellness 

programs to employers is just as impressive, with results such as reduced absenteeism, lower health 

care costs, improved employee morale, reduced employee turnover, better customer service, and 

enhanced employee recruitment.  It is a win-win situation for everyone! 

Funding for the City’s Wellflex Program as described in this document is subject to annual 

appropriation by City Council. 

Dental Care 
The dental plan being offered emphasizes reimbursement for preventive dental care.  The purpose of 

the plan is to make it easier for you and your family to receive regular dental treatment, thereby 

encouraging good oral health.  You are not required to take dental care coverage. If you select lower 

cost health coverage, you may be able to have dental coverage at little cost.   

Subscribers in the dental plan insured by Cigna Dental may visit the dentist of their choice.  If you 

select a participating dentist, the dental office will most likely bill Cigna Dental (the dental carrier) 

directly and may accept Cigna’s maximum allowance as the fee for your dental procedure.  Even if you 

select a non participating dentist, Cigna has agreed to pay all invoices as billed for the 2013 – 2014 

plan year (subject to the benefits and guidelines). 
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Under the dental care option, when you visit a participating dentist: 

 Coverage A services (diagnostic and preventive) are paid, up to 100% of the maximum

allowance,

 Coverage B services are paid at 60%, and

 Coverage C and D services are paid at 50%.

The four categories of covered services are described below: 

Coverage A Services 

 Diagnostic (evaluations; 2 per policy year; x-rays – full-mouth/ panorex x-rays once in a three-

year period; bitewing x-rays 2 per policy year, x-rays of individual teeth as necessary)

 Preventive (cleanings 2 per policy year; fluoride once per policy year under age19; space

maintainers (no age limit) and sealants for children 1 per tooth every 3 years under 14.

Coverage B Services 

 Restorative (amalgam and composite fillings – anterior teeth only)

 Oral Surgery (surgical and routine extractions)

 Endodontics (root canal therapy)

 Periodontics (treatment of gum disease; periodontal prophylaxis cleaning – see note below)

 Denture Repair (repair of removable denture to its original condition)

 Emergency Palliative Treatment

NOTE: 2 Cleanings are covered per policy year.  This can be routine (Coverage A) or periodontal 

(Coverage B), but not both.  

Coverage C Services 

 Prosthodontics (bridges; partial and complete dentures; rebase and reline dentures; crowns;

onlays; surgical implants)

Coverage D Services 

 Orthodontics (correction of malposed (crooked) teeth for adults and dependent children)

Orthodontic benefits are provided for each eligible subscriber and dependent.  These benefits are not 

subject to a lifetime maximum and may be submitted once per Plan Year as long as the patient is 

eligible and still in active treatment. 

Your Dental Care Option 
Services Benefit 

Coverage A Services Covered at 100% 

Coverage B Services Covered at 60% 

Coverage C Services Covered at 50% 

Coverage D Services Covered at 50% 

Coverage B & C Annual Deductible $50 Individual/$150 Family 

Maximum Annual Benefit Per Person $1,000** 
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** This may be any combination of Coverage A, B, C, and D as indicated above. 

NOTE: The above information is presented in summary form; please refer to the Dental Plan 

Description booklet for complete benefit information. 

Life Insurance 
Providing security for your survivors in the event of your death is an important responsibility.  Most 

people hope to leave behind a positive legacy.  Your benefit program provides a basic amount of life 

insurance protection for all employees (core coverage).  Additional coverage can be selected according 

to your individual financial circumstances, future needs of your survivors, and last wishes. 

These plans include Accidental Death and Dismemberment coverage which increases the benefits you 

would receive in the unfortunate event of an accidental death or dismemberment.  Your life insurance 

benefit is based upon your regular annual base wages at the time of enrollment but claims are paid 

using wages at the time of death.  Premiums on life benefits in excess of $50,000 are subject to Federal 

withholding and FICA tax.  Options under the benefit plan are: 

High Option Mid Option Low Option 

Death 

Benefit 

Equal to 

3 times 

your annual 

salary 

2 times 

your annual 

salary 

1 times 

your annual 

salary up to 

a $150,000 

max 

Shaded block represents core coverage. 

If an employee elects to increase life insurance coverage more than 31 days from date of hire, or if the 

supplemental amount of life insurance elected is $100,000 the life insurance company requires a 

completed evidence of insurability form. 

The insurance company will notify the employee in writing if the increased coverage level has been 

approved or not. The current life insurance company is The Hartford Insurance Company. 

*Benefits are reduced 35 % for employees age 65 and over and an additional 15% at age 70.

Income Protection Plans For Accident and Sickness 
The income protection plan for accident and sickness will pay you a portion of your income if you are 

unable to work due to injury or illness. 

Full Coverage Plan 
The Full Coverage Plan includes three separate and distinct elements: a Sick Leave Account, Short-

Term Disability Income Insurance and Long-Term Disability Income Insurance.  The Short-term 

Disability and Long Term Disability Insurances are insured by The Hartford Insurance Company. 
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Under the Sick Leave Account, non-exempt (hourly), probationary employees accrue .0577 hours of 

sick leave for each regularly scheduled hour of work during the first six months of employment.  After 

six months, the accrual rate is .0308 hours of sick leave for each regularly scheduled hour of work.  

The maximum accrual is 200 hours for full-time employees.  This account is used from the onset of 

sickness or injury for a fourteen (14) calendar day period.  Exempt (salaried) employees accrue no sick 

leave, but are paid their regular salary for approved absences until disability insurance begins.   

Short-Term Disability Insurance provides income continuation for employees from the 15
th

 calendar

day of an absence up to the 105
th

 calendar day of a disability related absence that is not job-

related.  This insurance policy pays 66 2/3% of your regular weekly base gross wages less taxes and 

mandatory deductions (at the rate of pay just prior to the date your disability begins), up to a maximum 

of $1,200 per week.  In addition, for both exempt and non-exempt employees, the City supplements 

Short-Term Disability Insurance payments, for fifteen (15) calendar days of each disability, to 100% of 

current weekly base gross wages for each full year of service to the City completed as of the onset of 

the disability. 

An employee who is receiving Short-Term Disability Insurance and who does not have sufficient 

service time to be eligible for the full service based City supplement, shall be required to apply for 

annual leave through the usual annual leave process to cover time that is not covered by the insurance 

payments.  The Sick Leave Account is used for authorized absences of less than 15 calendar days 

only.  The Sick Leave Account may not be used to supplement Short-Term or Long-Term Disability 

Insurance.  You may be able to use your annual leave account to supplement certain types of leaves of 

absence as defined with the City Procedures for Requesting Leave.  Please check with the Human 

Resources Department if you have questions. 

Employees receiving Worker’s Compensation payments beyond the third consecutive day of disability 

also receive a pay supplement from the City, up to the employee’s base net wage less mandatory 

deductions for taxes and retirement contributions, for a maximum of fifteen (15) weeks. 

The Long-Term Disability Insurance Plan commences after 105 calendar days of disability.  It pays 

you 60% of your regular weekly base wages (just prior to the date disability begins) up to a maximum 

payment of $4,700 per month.  (If you receive benefits on a monthly basis from other group plans, 

such as Workers’ Compensation, Social Security or pension, this plan supplements those benefits up to 

the 60% or $4,700 benefit limit.  However, regardless of other coverage, this plan pays no less than 

$100 monthly.)  The Benefit Duration is the maximum time for which benefits are paid.  Depending on 

the age at which disability occurs, the maximum duration may vary.  

Benefit Duration 
Age Disabled Benefits Payable- 

Elimination period 

less than 180 days 

Prior to Age 63 To Normal Retirement Age or 

48 months if greater 

Age 63 To Normal Retirement Age or 

42 months if greater. 

Age 64 36 months 

Age 65 30 months 
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Age 66 27 months 

Age 67 24 months 

Age 68 21 months 

Age 69 and over 18 months 

If you are entitled to a wage increase while you are out on Short-Term Disability, the increase will be 

reflected in the City supplement only.  The Short-Term Disability insurance administrator will pay 

your regular weekly salary at the time of disability.   

Please refer to the Personnel Rules & Regulations and/or applicable policies for additional information 

and specific procedures. 

Flexible Spending Accounts 
Flexible Spending Accounts (FSAs) offer a tax-effective way for you to pay certain health care and 

dependent care expenses.  When contributing dollars to either or both FSAs, you pay no Federal 

Income or Social Security tax on those dollars.  This can mean significant savings.  In addition, if you 

have selected reduced health benefits, some of your benefit dollars from the City may be left over to 

use in these accounts as well. 

Permanent part-time employees are eligible to participate in Flexible Spending Accounts at their own 

expense. 

Health Care Reimbursement Account 
During the plan year, you can deposit dollars through payroll deduction into your Health Care 

Reimbursement Account.  The maximum annual amount you may contribute is $2,500.  This pre-tax 

money can be used to pay health care expenses not covered or not paid for by your medical or dental 

coverage.   

Below is a list of eligible expenses to consider reserving money for:  

• The deductible or copayment under your health insurance plan

• The percentage of covered expenses your health plan doesn’t pay

• Prescription drug costs, including retail, and mail order co-payments

• Dental expenses, including orthodontia

• Vision expenses, including examinations, eyeglasses (lenses and frames), prescription safety

glasses, contact lenses, solutions and seeing-eye dogs

• LASIK eye surgery

• Fertility treatment expenses

• Insulin

• Weight-loss program (disease specific)

• Stop smoking programs

• Smoking deterrents

• Hearing expenses, including examinations and hearing aids

• Physical examinations (except job-related physicals)

• Psychoanalysis, psychiatric therapy, learning disability counseling by a licensed professional,

inpatient care and treatment (including special schooling, if necessary) for a mental or physical

286



handicap and services provided by a qualified, licensed psychologist, if not paid by your health 

plan 

• Chiropractic expenses

• Acupuncture

• Midwife expenses

• Christian Science practitioner expenses

• Special medical equipment, bought or rented because of a medical problem, such as

wheelchairs, crutches and orthopedic shoes

• Medicine or other drugs prescribed by a doctor and not paid by your health plan such as

vitamins, dietary supplements and birth control items.  NOTE:  vitamins and supplements

require a Physician’s Statement of Medical Necessity.

• Transportation essential to medical care, such as ambulance service

• Other medical expenses qualifying as legitimate deductions as outlined in IRS Publication

#502, not including insurance premiums.

Dependent Care Assistance Account 
You can make deposits to and use your Dependent Care Assistance Account in the same manner as 

your Health Care Reimbursement Account.  For your Dependent Care Assistance Account, the 

dependent must be under age 13 (or incapable of self care) and be claimed as a dependent on your 

income tax return.  You should determine if this is more advantageous than taking the direct IRS Child 

and Dependent Care Tax Credit on the 1040 tax form.  Eligible dependent care expenses include: 

Payments made for services provided in your home as long as services are not provided by 

someone you also claim as a dependent, or your other children under age 19.  Payments made 

for dependent care services outside your home. Day camp programs (provided both parents are 

working). 

*If a dependent care center is used, it must be in compliance with state and local law.

Your maximum contribution to a Dependent Care Reimbursement Account is the lowest of the 

following: 

• $5,000, whether single or married

• $2,500 if married, filing separately, or

The lower of your or your spouse’s earned income. If your spouse is a full time student or is disabled, 

special rules apply. 

Important Considerations 
The IRS allows your employer to offer this tax advantage through the Flexible Spending Accounts, but 

it has also imposed several restrictions.  Each year, you must use all the money set aside in both your 

Dependent Care Reimbursement Account and medical FSA or forfeit the money left over.  Because of 

this restriction, it is very important to plan carefully when you decide how much money you want to 

set aside in each account. 

Generally, amounts should be used for predictable expenses.  For example, working parents with 

children in day care usually can count on a certain level of dependent care expenses; or if you know 
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that you need a new pair of eyeglasses or braces for your child in the coming year, the FSA would be a 

tax-effective way to pay for those expenses. 

You cannot pay for services through an FSA and also take the tax advantage available for those same 

services at income tax time.  In other words, if you pay for medical expenses through a Health Care 

Account, you cannot also itemize those expenses as deductions on your tax return.  If you pay for child 

or dependent care expenses through a Dependent Care Account, you cannot also take the Child and 

Dependent Care Tax Credit for those same expenses, and your maximum allowable expenses for the 

Tax Credit are reduced by the amount you are reimbursed through your FSA. 

You cannot change the amount of your payroll deduction for your FSA after the beginning of the plan 

year except in the event of a qualifying change in status event.  If you terminate your employment with 

the City during the plan year, you may be eligible to continue your participation in a Flexible Spending 

Account through COBRA.  For more information, contact the Human Resources Department.   

Finally, because you reduce your taxable income for FICA purposes by setting aside money in a 

Flexible Spending Account, your Social Security earnings for the year will be reduced.  This may 

reduce your Social Security benefits at some time in the future.  However, the tax savings you receive 

now should more than make up for it. 

Example 
Here is an example of how tax savings through redirected dollars work: Let’s take the case of a 

married employee with one child whose family income totals $40,000 a year.  This employee takes the 

standard deduction and three exemptions and pays $5,500 a year for non-covered and eligible medical 

or dependent care expenses.  Your tax may vary. 

Without FSA* With FSA 

Gross Pay 

Medical FSA Contribution 

Dependent Care Reimbursement Account Contribution 

Taxable Income 

Taxes (Federal Income and FICA)† 

Eligible Expenses (paid after tax) 

Spendable Income 

Tax Savings 

$40,000 

(0) 

$40,000 

($8,225) 

($5,500) 

$26,275 

$0 

$40,000 

($1,500) 

(4,000) 

$34,500 

($6,979) 

(0) 

$27,521 

$1246 

*Flexible Spending Account

†Based on 15% Federal Tax Bracket 
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Receiving a Payment From Your Account 
The Health Care Assistance accounts are prefunded at the beginning of their plan year with their full 

election available to them to use if need be. The Dependent Care Assistance account balances are set 

up to auto-post on the payroll deduction dates. When you have an eligible expense, you can apply for a 

reimbursement from your account. All Flexible Spending Account participants will also enjoy the 

added convenience of Benefit Strategies PINless FlexExpress debit card service at no additional 

charge, which looks and works like a typical debit card simply without the PIN number.  

The FlexExpress debit card provides you with a convenient way to purchase eligible health and 

dependent care expenses. With the Health Care Reimbursement Account, your total annual election is 

immediately available for purchases made with the card. For the Dependent Care Assistance Account, 

the amount available for purchases is only equal to the account balance at the time of the transaction.   

When the FlexExpress debit card is used it will automatically debit the charged amount from the 

available balance. Part of the IRS rules and regulations requires that you keep all documentation 

associated with the use of the FlexExpress debit card. Benefit Strategies may ask that you to send in 

documentation to substantiate a reimbursement to ensure that the service was for an eligible expense 

incurred during the plan year. 

Documentation is not required if the expense equals the copayment amount required by one of the 

City’s health plans for a doctor’s office visit or by the City’s plan for a pharmacy prescription.  Also, if 

a retail store uses an Inventory Information Approval System to verify if a purchased item is on the 

IRS list of eligible expenses (through the item’s SKU number), documentation of that purchase is not 

required.   

If you do not wish to utilize the debit card provided to you, there is a reimbursement request form you 

will need to complete to receive payment from your Flexible Spending Account.  You may obtain the 

form on the City’s Intranet located at www.onconcord.org under City Forms. Benefit strategies also 

has the option to receive reimbursement via check or direct deposit.  The direct deposit form is also 

located on the City’s Intranet located at www.onconcord.org. 

Claim forms and receipts may be submitted to Benefit Strategies on a daily basis.  You will need to 

provide bills or receipts which include date of service, name of service provider, name of patient, 

service provided, and amount requested for reimbursement.  Medical expenses must first be filed with 

your health plan.  A provider’s tax ID# is required only for dependent care claims.  Benefit Strategies 

LLC processes reimbursements twice a week, on Monday’s and Thursday’s. You have 90 days after 

the end of each Plan Year to submit claims incurred during that plan year. 

Health Care Assistance Account claims will be processed twice a week and you will receive a payment 

in the amount of your claim not to exceed the amount of your yearly contribution. 

Your Dependent Care Reimbursement Account claims will be processed twice a week and you will 

receive a payment not to exceed the current balance in your account.  When a claim exceeds your 

account balance, unpaid amounts are carried forward and paid to you weekly as future deposits go into 

your account to cover the expense. 
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Your Flexible Spending Account reimburses you for money paid for certain services.  Benefit 

Strategies will not issue checks to doctors or drug stores, but will reimburse you directly for money 

you have paid.  Benefit Strategies will try to help you use the FSA only for eligible 

expenses.  However, Benefit Strategies and the City bear no responsibility for your taxes.  You remain 

fully accountable to the IRS to prove the eligibility of any expense you submit. 

The FSA offers a tax-effective means for you to save for certain benefit needs.  Remember, there are 

important considerations to keep in mind and you must plan carefully to use this benefit wisely. 

457 Deferred Compensation Plan(s) 
A 457 Deferred Compensation Plan is a supplemental retirement savings program that allows you to 

make contributions on a pre-tax basis.  Federal, and in most cases, state income taxes are deferred until 

your assets are withdrawn, usually during retirement when you may be in a lower tax bracket. 

What are the benefits of participating in a 457 plan? 

 You reduce your current income taxes while investing for retirement.

 Your earnings accumulate tax-deferred.

 You can dollar cost average through convenient payroll deductions.*

 You may be allowed to make additional "catch-up" contributions if you are 50 (or older) or

within three years of your normal retirement age and already contributing the maximum to your

plan.

 If you change jobs, you have the flexibility to move your account into your new Employer's

retirement plan.

 If you retire or leave service early, there is no penalty for withdrawals.

 Supplemental investments are helpful in states, communities and jobs where no contribution is

made to Social Security.

 You can increase, decrease, stop and restart contributions as often as you wish without fees or

penalties.

 You may choose from a wide range of investment options.  There are no restrictions or charges

for reallocating your investment mix and all funds offered through all our 457 plan providers

are no-load (no costs to participants) with the exception of two funds offered through PFPOPE.

 There are no minimum investment requirements.

 Your designated beneficiaries are entitled to receive all remaining funds in your account in the

event of your death.

 You have the most flexible withdrawal payment options available. You determine the payment

schedule that is right for you.

 You control your account even while you are withdrawing assets.

* Dollar cost averaging does not assure profit or protect against loss in a declining market. Since dollar

cost averaging involves continuous investing, regardless of fluctuating prices, investors must consider 

their level of comfort in continuing to invest during a declining market. 
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Keep in Mind: 

There are Internal Revenue Code limits on the amount you may contribute each year. 

There are two "Catch-Up" provisions that allow you to contribute over-and-above the normal annual 

contribution amount. 

If you retire or leave service early, there are no penalties for withdrawals. However, you will pay taxes 

on the amount that you withdraw. 

You are required to begin withdrawing from the account by a certain age.  

457 Roth 
The 457 plan offered by Great West, allows for both pre-tax and Roth 457 contributions. Roth 

contributions are made with after-tax dollars which means you pay fewer taxes at distribution. Roth 

457 contributions reduce your take-home pay because you pay taxes on your Roth 457 contributions 

up front, rather than deferring those taxes until you take a distribution. Your Roth distributions are 

income tax- and penalty-free if you withdraw your Roth contributions and earnings after you have 

reached a qualifying event, have had the account for at least five taxable years and: 

* You are at least 59 1/2 or

* You become disabled; or

* You die (after which your beneficiary (s) will take the withdrawal).

 Roth IRA 
A payroll Roth IRA is a Roth IRA funded through contributions that are made directly from your pay.  

Making regular contributions through payroll deduction is a simple and efficient way of investing for 

your retirement.  

You will not pay any taxes on your investment earnings while they remain in the Roth IRA.  In 

addition,  you will be free of any taxes or penalties on the assets you withdraw from a Roth IRA as 

long as 1) your Roth IRA has met certain five year aging requirements and 2) you have a qualifying 

event (e.g. first time home purchase, age 59 ½ ). This opportunity for lifetime tax-free earnings makes 

a Roth IRA an attractive way to build retirement assets.  Contributions can be withdrawn any time, 

without penalty and tax-free.  There is no minimum distributions from a Roth IRA when you turn age 

70 ½. 

Keep in Mind: 

There are Internal Revenue Code limits on the amount you may contribute each year. 

There is one "Catch-Up" provision with a Roth IRA that allows you to contribute over-and-above the 

normal annual contribution amount. 

Visit http://www.icmarc.org for additional information. 

Severance Payment 
The City provides a severance payment which is based on City years of service and sick leave usage.  

As outlined in the Personnel Rules and Regulations at (34-4-9), eligibility for a severance payment 

shall extend to employees in wage schedules A, B, C, or S, at the time of actual retirement, and who 

retire from the City having completed at least ten (10) years of creditable service within the N.H. 

Retirement System.  The amount to be paid shall be determined by the following formula: 
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Deduct the number of sick leave days used during an employee's last two (2) years of employment 

from the number “30” and apply the balance to the payment formula below.  The base for calculations 

during 2013 shall be one hundred and sixty five dollars ($165).  This base shall be indexed to the 

annual across-the-board wage increases. 

Years of Service Payment Formula 

10 years thru 14 years .25 * Current Base * number of days 

15 years thru 19 years .50 * Current Base * number of days 

20 years thru 24 years .75 * Current Base * number of days 

25 years and over Current Base * number of days 

In no case shall the amount paid per day exceed the employee's standard daily rate.  Consecutive sick 

leave days used involving more than three (3) days shall be computed as single events for purposes of 

calculating this benefit. 

Please refer to the appropriate contract provision when administering this benefit for contractual 

employees who are not a part of Beneflex. 
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HealthTrust is pleased to join with your
employer in offering you a Healthcare 

Flexible Spending Account (Healthcare FSA) 
as a potentially valuable tax-saving benefit under 
your employer’s Flexible Benefits Plan.

This brochure summarizes how this benefit 
works and should help you decide whether to 
participate. The specific terms and conditions of 
the Healthcare FSA benefit are included in the 
Flexible Benefits Plan Document, available from 
your employer.

Authorized by the Internal Revenue Service  
(IRS), a Healthcare FSA allows you to pay for 
qualifying healthcare expenses with pre-tax dollars. 
Contributions to this account are directly deducted 
from your paycheck before federal income or 
Social Security taxes are withheld, and qualifying 
reimbursements are also not taxable to you. 

Using pre-tax dollars to reimburse yourself 
for things like healthcare plan deductibles and 
medical expenses that your healthcare plan does 
not pay can mean significant savings for you!  

How It Works

Once you have met the eligibility requirements  
established by your employer, you have the oppor-
tunity to enroll in the Healthcare FSA. You must 
re-enroll during the open enrollment period prior 
to each plan year in order to continue participat-
ing. Once you choose to enroll, you will need to:

•  Estimate your expected out-of-pocket health-
care expenses for the coming plan year and
review what expenses are eligible for reim-
bursement. A partial list of eligible expenses is
included in the Eligible Expenses section of
this brochure. A detailed list is in the Plan Doc-
ument, available from your employer; the list is
also downloadable from the “Resources” section
of www.healthtrustnh.org.

•  Decide how much you want to contribute to
your account up to your employer’s maximum
contribution limit. The amount you elect to
contribute is deducted from your paycheck in
equal installments throughout the plan year
and deposited in your Healthcare FSA.

•  Keep in mind that, once enrolled in a Healthcare 
FSA, you cannot change your payroll deduction 
amount until the next open enrollment period
except when you experience a change in fam-
ily or employment status like marriage, birth,
death, divorce, taking a paid or unpaid leave
of absence, termination or commencement of
your or your spouse’s employment, or a change
in hours (such as from full-time to part-time).
A more complete list of change-in-status events
and other requirements for mid-year election
changes are included in the Plan Document.

After you incur an eligible expense, you can 
seek reimbursement from your account (see the  
Receiving Reimbursement section of this bro-
chure for more details).

Eligible Expenses

Your Healthcare FSA can only be used to reimburse 
qualifying healthcare expenses incurred during the 
plan year (or during the 2½-month grace period 
immediately following the plan year if elected by 
your employer). A healthcare expense is incurred 
at the time the care or service is furnished and not 
when you are billed, charged for or pay for the 
service. The Plan Document, available from your 
employer, provides an overview of the Healthcare 
FSA and a detailed listing of eligible expenses. 
You can also access a detailed list of eligible 
healthcare expenses in the “Resources” section of 
www.healthtrustnh.org.

To qualify, the expenses must:
•  Be incurred by you (the eligible employee),

your spouse or your eligible dependents.
•  Not otherwise be reimbursed through a group

health plan, other insurance or any other source.
•  Be considered medically necessary, e.g., for

the purpose of treating a medical condition
or illness.

Here is a partial list of expenses eligible for 
reimbursement through a Healthcare FSA:  
• Healthcare plan deductible
•  Percentage of covered expenses that the

healthcare plan does not pay
•  Dental expenses not reimbursed through a

dental plan, including orthodontic expenses

•  Hearing expenses, including examinations and
hearing aids

•  Vision expenses, including examinations, lenses
and frames

• Contact lenses, including solutions
• Chiropractic expenses
• Acupuncture
•  Equipment like wheelchairs, crutches, and

orthopedic shoes required due to a special
medical problem

•  Costs for transportation essential to medical
care, such as ambulance service

•  Weight-loss programs medically prescribed for
treatment of a disease (excluding “diet” foods)

Ineligible Expenses

Below is a partial list of expenses ineligible for 
reimbursement through a Healthcare FSA. The Plan 
Document, available from your employer, provides 
a more detailed list of ineligible expenses. Or, you 
can access a more detailed list from the “Resources” 
section of www.healthtrustnh.org.  

•  Expenses reimbursed or entitled to reimburse-
ment by insurance or other plan coverage

• Expenses not considered medically necessary
• Cosmetic surgery
• Health club dues
•  Items or services utilized for promoting “general”

health, such as vitamins and herbal medications

(continued on reverse side)
PO Box 617 • 25 Triangle Park Drive

Concord, NH 03302-0617

Telephone: 800.527.5001 • Fax: 603.415.3099
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*Healthcare Flexible Spending Account program components are
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*Healthcare Flexible Spending Account program components are
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*Healthcare Flexible Spending Account program components are
subject to change without notice.
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Reimbursement is provided on a weekly basis,  
and the minimum check amount is $20 unless it 
is the last claim of the plan year. Healthcare FSA 
expenses will be reimbursed up to the annual 
election amount. Reimbursement requests are 
limited to expenses incurred during the plan 
year (or during the 2½-month grace period 
immediately following the plan year if elected by 
your employer) and may be submitted for up to 
90 days after the plan year (or grace period) ends.

If you leave employment during a plan year, you  
may have the right to elect to continue your 
Healthcare FSA contributions and have access to  
your Healthcare FSA balances for the remainder 
of that plan year, subject to the requirements and 
limitations set forth under federal COBRA law. 
Please see the Plan Document or contact either your 
employer or HealthTrust for further information.  

Important  
Tax Considerations

You should keep in mind the following tax consid-
erations when deciding whether to participate in 
the Healthcare FSA program:

•  Use-or-lose.  IRS regulations stipulate a “use-
or-lose” rule that requires employees to use
all of their designated Healthcare FSA funds
during the plan year (or during the 2½-month
grace period immediately following the plan
year if elected by your employer), or forfeit
remaining balances.

•  Cannot claim the same expenses as deduc-
tions on your income taxes. You cannot re-
ceive reimbursement for a qualifying expense
through your Healthcare FSA and also deduct
the same expense on your federal income taxes.
We strongly encourage you to speak with your
tax advisor before enrolling in a Healthcare
FSA for tax-related questions or concerns.

•  Reimbursement accounts affect your Social
Security earnings. Because you reduce your tax-
able income by setting aside money in a Health-
care FSA, your Social Security earnings for the
year may be reduced. Over time, this may also
lessen your overall Social Security benefits. How-
ever, the tax savings you will receive now should
compensate for those reductions.

•  Important HSA information. Employees who
are enrolled in a Health Savings Account (HSA)
either through their employer or a spouse’s em-

ployer cannot participate in a traditional Health-
care FSA per IRS regulations. A limited purpose 
FSA may be available; please contact your em-
ployer for further information.

Information About 
Your Account

Your Healthcare FSA information is available to you 
24 hours a day, 7 days a week!  For your convenience:

•  You may access transaction information, account
balances and account history by going to the
“Coverage” section of www.healthtrustnh.org,
click on the “My FSA Account” button and
follow login instructions.

•  Updated account balances are provided with
each reimbursement check.

•  A statement of account balance and transaction
history is provided 90 days prior to the end of
each plan year, or request a statement anytime
by calling HealthTrust at 800.527.5001.

If you have questions about this brochure or your 
Healthcare FSA, please contact your employer 
directly, or HealthTrust at 800.527.5001.

Healthcare Flexible Spending 
Account Worksheet

To estimate how much you should contribute to 
your Healthcare FSA, use the worksheet below. 
You may also want to review related expenses for 
the past several years for you and your covered 
family members.  

Medical deductibles $ _______

Dental deductibles $ _______

Medical copayments $ _______

Dental copayments $ _______

Other dental (orthodontics) $ _______

Vision / hearing care $ _______

Prescription drug copayments $ _______

Prescribed over-the-counter medicines $ _______

Over-the-counter supplies 
and equipment $ _______

1) TOTAL EXPENSES $ _______

2) Maximum Contribution Limit $ _______

3)  Annual Contribution $ _______ 
(amount on line #2 or #3, whichever is less)

4)  Number of Pay Periods per Plan Year   _____

PAY PERIOD DEDUCTION $ _______ 
(divide amount on line #3 by amount on line #4)

Receiving Reimbursement

When you incur an eligible healthcare expense, 
you can apply for a reimbursement from your 
account in one of two ways:

1.  Submit to HealthTrust a Flexible Spending
Account Reimbursement Form obtained from your 
employer or downloaded from the “Resources”
section of www.healthtrustnh.org.

2.  Submit your claim online by going to the
“Coverage” section of www.healthtrustnh.org,
click on the “My FSA Account” button and
follow login instructions provided for entering
required information plus scanning, mailing or
faxing related receipts.

When seeking reimbursement from your account, 
you must provide copies of all related bills, 
receipts, explanation of benefits, or other written 
statements that include a description of the 
service, name of the provider, relationship of the  
person who incurred the expense, the amount 
of expense you have incurred, and the date the 
service was incurred. Please note that cancelled 
checks are not acceptable as proof of your expense. 
Mail or fax this information to:

HealthTrust
Attn: FSA Reimbursement
PO Box 617
Concord, NH 03302-0617
603.415.3099 (fax) 

Incomplete forms may be delayed or returned.

Rev. 08/13

Debit Card Option
If offered by your employer, a debit card 
made available by HealthTrust can be used to 
purchase eligible expenses. A separate brochure 
detailing this option will be provided by your 
employer as needed.

*Healthcare Flexible Spending Account program components are
subject to change without notice.

*Healthcare Flexible Spending Account program components are
subject to change without notice.

*Healthcare Flexible Spending Account program components are
subject to change without notice.

*Healthcare Flexible Spending Account program components are
subject to change without notice.

*Healthcare Flexible Spending Account program components are
subject to change without notice. 294



SUBMITTING 
PAPERWORK

Please clearly mark each receipt 
as “Paper Substantiation for 
Debit Card Purchase” to ensure 
proper processing.

DOCUMENTING CHARGES 
All charges made to the Benny Prepaid Benefits Card 
are only conditionally reimbursed until related receipts 
are received and approved by HealthTrust per In-
ternal Revenue Service (IRS) regulations. Within 14 
days of using the Benny Prepaid Benefits Card to pay 
for an approved FSA expense, you will need to pro-
vide documentation of the expense* to HealthTrust. 
This can be in the form of a bill, receipt of payment 
(from provider or insurer), explanation of benefits or 
written statement from an independent, third party 
noting the service incurred and its expense amount. 

*Documentation is not required if the expense equals the
copayment amount required by 1) your employer’s medical 
plan for a doctor’s office visit, or 2) your employer’s pharmacy 
plan for a prescription. Also, if a retail store uses an Inventory 
Information Approval System to verify if a purchased item is 
on the IRS list of eligible expenses (through the item’s SKU 
number), documentation of that purchase is not required.

REQUIRED RECEIPTS 
All receipts submitted to HealthTrust should include 
the following IRS-required information:

• Name & address of service provider
• Date service & expense were incurred
• Name of person receiving the service
• Detailed description of service provided
• Amount charged for service

Receipts from Benny Prepaid Benefits Card trans-
actions cannot be submitted as substantiation 

The Benny Prepaid Benefits Card 
is a debit card option that is part of the Healthcare 
Flexible Spending Account (FSA) or Dependent 
Care Reimbursement Account being administered 
by HealthTrust on behalf of your employer. If you 
have selected this option, you will receive a Benny 
Prepaid Benefits Card by mail from Evolution 
Benefits—a leading employee benefits technology 
company and HealthTrust’s partner for providing 
convenient, electronic payment solutions. 

Benny is prepaid to provide you with a convenient 
way to purchase eligible health and dependent 
care expenses. With the Healthcare FSA, your 
total annual election is immediately available for 
purchases made with the Card. For the Depen-
dent Care Reimbursement Account, the amount 
available for purchases is only equal to the account 
balance at the time of the transaction.

Please read the fol-
lowing guidelines to 
ensure you benefit 
the most from using 
the Benny Prepaid 
Benefits Card.

because they typically do not include all of the 
required information previously noted. Also, if 
your employer allows over-the-counter items to 
be covered under your FSA plan, receipts must 
include the item’s printed name; handwritten item 
names are not acceptable.

CORRECTIVE MEASURES 
Please know that if receipts are not submitted to 
document your Benny Prepaid Benefits Card charg-
es—or the Card is used incorrectly—HealthTrust 
and your employer are obligated by law to pursue 
one or more of the following corrective measures:

•  Require you to reimburse HealthTrust for the
amount in question

•  Deny reimbursement of subsequently sub-
mitted claims incurred during the same
period of coverage until the payment amount 
is fully recovered

•  Take other action deemed reasonably neces-
sary to recover mistaken payments and ensure
that they do not recur (e.g., by denying access
to the Card use until payment is recovered or
revoking the Card)

If none of these methods succeed in recovering a 
mistaken payment, your employer may either report 
the amount of the mistaken payment to you and the 
IRS as taxable income or treat the amount owed as 
it would any other business debt.

Your FSA receipts for documenting charges can be submitted 
to HealthTrust one of the following ways:

By fax: 603.415.3099 

By mail: HealthTrust
FSA Debit Card Substantiation
PO Box 617
Concord, NH 03302-0617

By email: fsa@healthtrustnh.org

NOTE: This program is subject to change without notice. NOTE: This program is subject to change without notice. 295



INTRODUCING

 THE BENNY™ 
Prepaid Visa® Card

A convenient, Prepaid Benefits Card for  
purchasing qualified health and dependent care

A Flexible Spending Account offering from:

PO Box 617 • 25 Triangle Park Drive
Concord, NH 03302-0617

www.healthtrustnh.org

IMPORTANT TO NOTE
We hope your Benny Prepaid Benefits Card provides 
you with timesaving convenience for making all of your 
FSA purchases. Here are a few important reminders for 
optimal use of your Card:

• You could be charged an annual administrative fee
for use of the Card. This fee, if applicable, will be
deducted from your FSA in one lump sum amount 
during the first month of plan participation. Please 
check with your employer to verify if this is part of
your FSA arrangement.

• As a participant, you will receive two Cards—one
for yourself and one for an eligible dependent.

• The Cards may only be used for the purchase of
qualifying healthcare and/or dependent care expenses 
incurred during the relevant plan year, exclusive of
any grace period. For FSA purposes, an expense is
incurred at the time a service is furnished—not when 
you are billed, charged or pay for the service.

• Using the Card to pay for anything other than
qualifying expenses will result in permanent revocation 
of the Card. You will be responsible for repaying any
ineligible expenses charged to your Card.

• You have the option to pay using a PIN (Personal
Identification Number) at the point of sale in
addition to the signature process. To request a PIN
for your Benny Prepaid Benefits Card:

 – Call 866.898.9795
 – The automated system will prompt you to create

your own self-selected PIN for your Benny 
Prepaid Benefits Card. It is recommended that 
you create a unique PIN that cannot be easily 
guessed by others.

 – Keep your PIN private.

• The Card will be cancelled automatically upon
your termination of employment or ineligibility
for FSA benefits.

• Please notify us immediately if your Card is lost
or stolen or someone has used it without your
permission. A replacement Card fee may apply.

WEBSITE MATERIALS
You can find helpful reimbursement account 
information from the “Resources” section of 
www.healthtrustnh.org or by going to the 
“Coverage” section, click on the “My FSA Ac-
count” button and follow login instructions 
for linking to downloadable forms, a List of  
Eligible/Ineligible Expenses and more.

ADDITIONAL INFORMATION
More information regarding the Benny Prepaid 
Benefits Card is provided on the Flexible Spending 
Account Prepaid Benefits Card Frequently Asked 
Questions handout, which is included in our FSA 
Welcome Kit. You can also download a copy of  
the handout by going to the “Resources” section of 
www.healthtrustnh.org, click on the “Printable 
Forms” button in the left-hand sidebar and visit 
the “Flexible Spending Account” category. For 
additional assistance, contact HealthTrust by 
calling 800.527.5001 (toll-free) or emailing  
fsa@healthtrustnh.org.

NOTE: This program is subject to change without notice.
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Flexible Spending Account 
Administration

Rev. 10/13

◆ No Set-up or Renewal Fees

◆ Plan Document Preparation

◆ Online Account Management

◆ Weekly Reimbursements

◆ Customizable Components

• Prepaid Benefits Card
• Over-the-Counter Reimbursement
• Extended Reimbursement Deadline (Grace Period)

A SERVICE OF HEALTHTRUST

Rates foR JanuaRy 1, 2014 to DecembeR 31, 2014:

$4.75 per employee per month
(Regardless of an employee’s election to participate in Healthcare FSA, Dependent Care 

Reimbursement Account or both)

$6.25 per employee per month with debit card
(Additional fee for prepaid benefits card can be passed onto the employee as an employer option)

For more information, visit the “Flexible Spending Account” section of www.healthtrustnh.org.

PO Box 617 • 25 Triangle Park Drive • Concord, NH 03302-0617
Toll Free: 800.527.5001 • Fax: 603.415.3099 • Email: fsa@healthtrustnh.org • www.healthtrustnh.org

Rates foR July 1, 2014 to June 30, 2015:

$4.75 per employee per month
(Regardless of an employee’s election to participate in Healthcare FSA, Dependent Care 

Reimbursement Account or both)

$6.25 per employee per month with debit card
(Additional fee for prepaid benefits card can be passed onto the employee as an employer option)
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What's New
$2,500 limit on a health flexible spending arrange
ment (FSA). For plan years beginning after December 
31, 2012, a cafeteria plan may not allow an employee to 
request salary reduction contributions for a health FSA in 
excess of $2,500.
Qualified HSA distributions. Beginning in 2012, you 
can no longer make a Qualified HSA distribution. See 
Qualified HSA distributions under Flexible Spending Ar
rangements (FSAs) or Health Reimbursement Arrange
ments (HRAs).

Reminders
Future Developments. For the latest information about 
developments related to Publication 969, such as legisla-
tion enacted after it was published, go to www.IRS.gov/
pub969.
Photographs of missing children. The Internal Reve-
nue Service is a proud partner with the National Center for 
Missing and Exploited Children. Photographs of missing 
children selected by the Center may appear in this publi-
cation on pages that would otherwise be blank. You can 
help bring these children home by looking at the photo-
graphs and calling 1-800-THE-LOST (1-800-843-5678) if 
you recognize a child.

Introduction
Various programs are designed to give individuals tax ad-
vantages to offset health care costs. This publication ex-
plains the following programs.

Health savings accounts (HSAs).
Medical savings accounts (Archer MSAs and Medi-
care Advantage MSAs).

Jan 30, 2013 Appendix 1
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Health flexible spending arrangements (FSAs).
Health reimbursement arrangements (HRAs).

An HSA may receive contributions from an eligible indi-
vidual or any other person, including an employer or a 
family member, on behalf of an eligible individual. Contri-
butions, other than employer contributions, are deductible 
on the eligible individual's return whether or not the indi-
vidual itemizes deductions. Employer contributions are 
not included in income. Distributions from an HSA that are 
used to pay qualified medical expenses are not taxed.

An Archer MSA may receive contributions from an eligi-
ble individual and his or her employer, but not both in the 
same year. Contributions by the individual are deductible 
whether or not the individual itemizes deductions. Em-
ployer contributions are not included in income. Distribu-
tions from an Archer MSA that are used to pay qualified 
medical expenses are not taxed.

A Medicare Advantage MSA is an Archer MSA desig-
nated by Medicare to be used solely to pay the qualified 
medical expenses of the account holder who is enrolled in 
Medicare. Contributions can only be made by Medicare. 
The contributions are not included in your income. Distri-
butions from a Medicare Advantage MSA that are used to 
pay qualified medical expenses are not taxed.

A health FSA may receive contributions from an eligible 
individual. Employers may also contribute. Contributions 
are not includible in income. Reimbursements from an 
FSA that are used to pay qualified medical expenses are 
not taxed.

An HRA must receive contributions from the employer 
only. Employees may not contribute. Contributions are not 
includible in income. Reimbursements from an HRA that 
are used to pay qualified medical expenses are not taxed.
Comments and suggestions. We welcome your com-
ments about this publication and your suggestions for fu-
ture editions.

You can write to us at the following address:
Internal Revenue Service
Individual and Specialty Forms and Publications 
Branch
SE:W:CAR:MP:T:I
1111 Constitution Ave. NW, IR-6526
Washington, DC 20224

We respond to many letters by telephone. Therefore, it 
would be helpful if you would include your daytime phone 
number, including the area code, in your correspondence.

You can email us at taxforms@irs.gov. Please put 
“Publications Comment” on the subject line. You can also 
send us comments from www.irs.gov/formspubs/. Select 
“Comment on Tax Forms and Publications” under “More 
Information.”

Although we cannot respond individually to each com-
ment received, we do appreciate your feedback and will 
consider your comments as we revise our tax products.

Ordering forms and publications. Visit www.irs.gov/
formspubs/ to download forms and publications, call 
1-800-TAX-FORM (1-800-829-3676), or write to the 

address below and receive a response within 10 days af-
ter your request is received.

Internal Revenue Service
1201 N. Mitsubishi Motorway
Bloomington, IL 61705-6613

Tax questions. If you have a tax question, check the 
information available on IRS.gov or call 1-800-829-1040. 
We cannot answer tax questions sent to either of the 
above addresses.

Health Savings Accounts 
(HSAs)
A health savings account (HSA) is a tax-exempt trust or 
custodial account that you set up with a qualified HSA 
trustee to pay or reimburse certain medical expenses you 
incur. You must be an eligible individual to qualify for an 
HSA.

No permission or authorization from the IRS is neces-
sary to establish an HSA. When you set up an HSA, you 
will need to work with a trustee. A qualified HSA trustee 
can be a bank, an insurance company, or anyone already 
approved by the IRS to be a trustee of individual retire-
ment arrangements (IRAs) or Archer MSAs. The HSA can 
be established through a trustee that is different from your 
health plan provider.

Your employer may already have some information on 
HSA trustees in your area.

If you have an Archer MSA, you can generally roll 
it over into an HSA tax free. See Rollovers, later.

What are the benefits of an HSA? You may enjoy sev-
eral benefits from having an HSA.

You can claim a tax deduction for contributions you, or 
someone other than your employer, make to your 
HSA even if you do not itemize your deductions on 
Form 1040.
Contributions to your HSA made by your employer (in-
cluding contributions made through a cafeteria plan) 
may be excluded from your gross income.
The contributions remain in your account from year to 
year until you use them.
The interest or other earnings on the assets in the ac-
count are tax free.
Distributions may be tax free if you pay qualified medi-
cal expenses. See Qualified medical expenses, later.
An HSA is “portable” so it stays with you if you change 
employers or leave the work force.

TIP
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Qualifying for an HSA
To be an eligible individual and qualify for an HSA, you 
must meet the following requirements.

You must be covered under a high deductible health 
plan (HDHP), described later, on the first day of the 
month.
You have no other health coverage except what is 
permitted under Other health coverage, later.
You are not enrolled in Medicare.
You cannot be claimed as a dependent on someone 
else's 2012 tax return.

Under the lastmonth rule, you are considered to 
be an eligible individual for the entire year if you 
are an eligible individual on the first day of the 

last month of your tax year (December 1 for most taxpay
ers).

If you meet these requirements, you are an eligible indi-
vidual even if your spouse has non-HDHP family cover-
age, provided your spouse's coverage does not cover 
you.

If another taxpayer is entitled to claim an exemp
tion for you, you cannot claim a deduction for an 
HSA contribution. This is true even if the other 

person does not actually claim your exemption.
Each spouse who is an eligible individual who 
wants an HSA must open a separate HSA. You 
cannot have a joint HSA.

High deductible health plan (HDHP). An HDHP has:
A higher annual deductible than typical health plans, 
and
A maximum limit on the sum of the annual deductible 
and out-of-pocket medical expenses that you must 
pay for covered expenses. Out-of-pocket expenses 
include copayments and other amounts, but do not in-
clude premiums.

An HDHP may provide preventive care benefits without 
a deductible or with a deductible below the minimum an-
nual deductible. Preventive care includes, but is not limi-
ted to, the following.

1. Periodic health evaluations, including tests and diag-
nostic procedures ordered in connection with routine
examinations, such as annual physicals.

2. Routine prenatal and well-child care.
3. Child and adult immunizations.
4. Tobacco cessation programs.
5. Obesity weight-loss programs.
6. Screening services. This includes screening services

for the following:
a. Cancer.

TIP

CAUTION
!

TIP

b. Heart and vascular diseases.
c. Infectious diseases.
d. Mental health conditions.
e. Substance abuse.
f. Metabolic, nutritional, and endocrine conditions.

g. Musculoskeletal disorders.
h. Obstetric and gynecological conditions.
i. Pediatric conditions.
j. Vision and hearing disorders.

For more information on screening services, see 
Notice 2004-23, 2004-15 I.R.B. 725 available at 
www.irs.gov/irb/200415_IRB/ar10.html.

The following table shows the minimum annual deducti-
ble and maximum annual deductible and other 
out-of-pocket expenses for HDHPs for 2012.

Selfonly coverage Family coverage
Minimum annual 

deductible $1,200  $2,400
Maximum annual 

deductible and
other out-of-pocket 

expenses* $6,050  $12,100

* This limit does not apply to deductibles and expenses for out-of-network 
services if the plan uses a network of providers. Instead, only deductibles 
and out-of-pocket expenses for services within the network should be 
used to figure whether the limit applies.

The following table shows the minimum annual 
deductible and maximum annual deductible and 
other outofpocket expenses for HDHPs for 

2013.

Selfonly coverage Family coverage
Minimum annual 

deductible $1,250  $2,500
Maximum annual 

deductible and
other out-of-pocket 

expenses* $6,250  $12,500

* This limit does not apply to deductibles and expenses for out-of-network 
services if the plan uses a network of providers. Instead, only deductibles 
and out-of-pocket expenses for services within the network should be 
used to figure whether the limit applies.

Self-only HDHP coverage is an HDHP covering only an 
eligible individual. Family HDHP coverage is an HDHP 
covering an eligible individual and at least one other indi-
vidual (whether or not that individual is an eligible individ-
ual).

Example.  An eligible individual and his dependent 
child are covered under an “employee plus one” HDHP of-
fered by the individual's employer. This is family HDHP 
coverage.

Family plans that do not meet the high deductible 
rules. There are some family plans that have deductibles 

TIP
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for both the family as a whole and for individual family 
members. Under these plans, if you meet the individual 
deductible for one family member, you do not have to 
meet the higher annual deductible amount for the family. If 
either the deductible for the family as a whole or the de-
ductible for an individual family member is below the mini-
mum annual deductible for family coverage, the plan does 
not qualify as an HDHP.

Example. You have family health insurance coverage 
in 2012. The annual deductible for the family plan is 
$3,500. This plan also has an individual deductible of 
$1,500 for each family member. The plan does not qualify 
as an HDHP because the deductible for an individual fam-
ily member is below the minimum annual deductible 
($2,400) for family coverage.

Other health coverage. You (and your spouse, if you 
have family coverage) generally cannot have any other 
health coverage that is not an HDHP. However, you can 
still be an eligible individual even if your spouse has 
non-HDHP coverage provided you are not covered by that 
plan.

You can have additional insurance that provides bene-
fits only for the following items.

Liabilities incurred under workers' compensation laws, 
tort liabilities, or liabilities related to ownership or use 
of property.
A specific disease or illness.
A fixed amount per day (or other period) of hospitali-
zation.

You can also have coverage (whether provided through 
insurance or otherwise) for the following items.

Accidents.
Disability.
Dental care.
Vision care.
Long-term care.

Plans in which substantially all of the coverage is 
through the above listed items are not HDHPs.
For example, if your plan provides coverage sub

stantially all of which is for a specific disease or illness, the 
plan is not an HDHP for purposes of establishing an HSA.

Prescription drug plans.  You can have a prescrip-
tion drug plan, either as part of your HDHP or a separate 
plan (or rider), and qualify as an eligible individual if the 
plan does not provide benefits until the minimum annual 
deductible of the HDHP has been met. If you can receive 
benefits before that deductible is met, you are not an eligi-
ble individual.

Other employee health plans.  An employee cov-
ered by an HDHP and a health FSA or an HRA that pays 

CAUTION
!

or reimburses qualified medical expenses generally can-
not make contributions to an HSA. Health FSAs and 
HRAs are discussed later.

However, an employee can make contributions to an 
HSA while covered under an HDHP and one or more of 
the following arrangements.

Limited-purpose health FSA or HRA. These arrange-
ments can pay or reimburse the items listed earlier un-
der Other health coverage, except long-term care. 
Also, these arrangements can pay or reimburse pre-
ventive care expenses because they can be paid with-
out having to satisfy the deductible.
Suspended HRA. Before the beginning of an HRA 
coverage period, you can elect to suspend the HRA. 
The HRA does not pay or reimburse, at any time, the 
medical expenses incurred during the suspension pe-
riod except preventive care and items listed under 
Other health coverage. When the suspension period 
ends, you are no longer eligible to make contributions 
to an HSA.
Post-deductible health FSA or HRA. These arrange-
ments do not pay or reimburse any medical expenses 
incurred before the minimum annual deductible 
amount is met. The deductible for these arrangements 
does not have to be the same as the deductible for the 
HDHP, but benefits may not be provided before the 
minimum annual deductible amount is met.
Retirement HRA. This arrangement pays or reimbur-
ses only those medical expenses incurred after retire-
ment. After retirement you are no longer eligible to 
make contributions to an HSA.

Health FSA – grace period. Coverage during a grace 
period by a general purpose health FSA is allowed if the 
balance in the health FSA at the end of its prior year plan 
is zero. See Flexible Spending Arrangements (FSAs), 
later.

Contributions to an HSA
Any eligible individual can contribute to an HSA. For an 
employee's HSA, the employee, the employee's em-
ployer, or both may contribute to the employee's HSA in 
the same year. For an HSA established by a self-em-
ployed (or unemployed) individual, the individual can con-
tribute. Family members or any other person may also 
make contributions on behalf of an eligible individual.

Contributions to an HSA must be made in cash. Contri-
butions of stock or property are not allowed.

Limit on Contributions
The amount you or any other person can contribute to 
your HSA depends on the type of HDHP coverage you 
have, your age, the date you become an eligible individ-
ual, and the date you cease to be an eligible individual. 
For 2012, if you have self-only HDHP coverage, you can 
contribute up to $3,100. If you have family HDHP cover-
age, you can contribute up to $6,250.

Publication 969 (2012)
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For 2013, if you have selfonly HDHP coverage, 
you can contribute up to $3,250. If you have fam
ily HDHP coverage you can contribute up to 

$6,450.

If you were, or were considered (under the last-month 
rule, discussed later), an eligible individual for the entire 
year and did not change your type of coverage, you can 
contribute the full amount based on your type of coverage. 
However, if you were not an eligible individual for the en-
tire year or changed your coverage during the year, your 
contribution limit is the greater of:

1. The limitation shown on the last line of the Line 3 Limi
tation Chart and Worksheet in the Instructions for
Form 8889, Health Savings Accounts (HSAs), or

2. The maximum annual HSA contribution based on
your HDHP coverage (self-only or family) on the first
day of the last month of your tax year.

If you had family HDHP coverage on the first day 
of the last month of your tax year, your contribu
tion limit for 2012 is $6,250 even if you changed 

coverage during the year.

Lastmonth rule. Under the last-month rule, if you are an 
eligible individual on the first day of the last month of your 
tax year (December 1 for most taxpayers), you are consid-
ered an eligible individual for the entire year. You are trea-
ted as having the same HDHP coverage for the entire 
year as you had on the first day of that last month.

Testing period. If contributions were made to your 
HSA based on you being an eligible individual for the en-
tire year under the last-month rule, you must remain an eli-
gible individual during the testing period. For the 
last-month rule, the testing period begins with the last 
month of your tax year and ends on the last day of the 
12th month following that month. For example, December 
1, 2012, through December 31, 2013.

If you fail to remain an eligible individual during the test-
ing period, other than because of death or becoming disa-
bled, you will have to include in income the total contribu-
tions made to your HSA that would not have been made 
except for the last-month rule. You include this amount in 
your income in the year in which you fail to be an eligible 
individual. This amount is also subject to a 10% additional 
tax. The income and additional tax are shown on Form 
8889, Part III.

Example 1.  Chris, age 53, becomes an eligible indi-
vidual on December 1, 2012. He has family HDHP cover-
age on that date. Under the last-month rule, he contrib-
utes $6,250 to his HSA.

Chris fails to be an eligible individual in June 2013. Be-
cause Chris did not remain an eligible individual during the 
testing period (December 1, 2012, through December 31, 
2013), he must include in his 2013 income the contribu-
tions made in 2012 that would not have been made ex-
cept for the last-month rule. Chris uses the worksheet for 
line 3 in the Form 8889 instructions to determine this 
amount.

TIP

TIP

January . . . . . . . . . . . . . . . . -0-
February . . . . . . . . . . . . . . . . -0-
March . . . . . . . . . . . . . . . . . . -0-
April . . . . . . . . . . . . . . . . . . . -0-
May . . . . . . . . . . . . . . . . . . . -0-
June . . . . . . . . . . . . . . . . . . -0-
July . . . . . . . . . . . . . . . . . . . -0-
August . . . . . . . . . . . . . . . . . -0-
September . . . . . . . . . . . . . . -0-
October . . . . . . . . . . . . . . . . -0-
November . . . . . . . . . . . . . . . -0-
December . . . . . . . . . . . . . . . $6,250.00
Total for all months . . . . . . . . $6,250.00
Limitation. Divide the total by 12 $520.83

Chris would include $5,729.17 ($6,250.00 – $520.83) in 
his gross income on his 2013 tax return. Also, a 10% addi-
tional tax applies to this amount.

Example 2. Erika, age 39, has self-only HDHP cover-
age on January 1, 2012. Erika changes to family HDHP 
coverage on November 1, 2012. Because Erika has family 
HDHP coverage on December 1, 2012, she contributes 
$6,250 for 2012.

Erika fails to be an eligible individual in March 2013. 
Because she did not remain an eligible individual during 
the testing period (December 1, 2012, through December 
31, 2013), she must include in income the contribution 
made that would not have been made except for the 
last-month rule. Erika uses the worksheet for line 3 in the 
Form 8889 instructions to determine this amount.

January . . . . . . . . . . . . . . . . $3,100.00
February . . . . . . . . . . . . . . . . $3,100.00
March . . . . . . . . . . . . . . . . . . $3,100.00
April . . . . . . . . . . . . . . . . . . . $3,100.00
May . . . . . . . . . . . . . . . . . . . $3,100.00
June . . . . . . . . . . . . . . . . . . $3,100.00
July . . . . . . . . . . . . . . . . . . . $3,100.00
August . . . . . . . . . . . . . . . . . $3,100.00
September . . . . . . . . . . . . . . $3,100.00
October . . . . . . . . . . . . . . . . $3,100.00
November . . . . . . . . . . . . . . . $6,250.00
December . . . . . . . . . . . . . . . $6,250.00
Total for all months . . . . . . . . $43,500.00
Limitation. Divide the total by 12 $3,625.00

Erika would include $2,625.00 ($6,250 – $3,625.00) in her 
gross income on her 2013 tax return. Also, a 10% addi-
tional tax applies to this amount.
Additional contribution.  If you are an eligible individual 
who is age 55 or older at the end of your tax year, your 
contribution limit is increased by $1,000. For example, if 
you have self-only coverage, you can contribute up to 
$4,100 (the contribution limit for self-only coverage 
($3,100) plus the additional contribution of $1,000). How-
ever, see Enrolled in Medicare, later.

If you have more than one HSA in 2012, your to
tal contributions to all the HSAs cannot be more 
than the limits discussed earlier.CAUTION

!

Publication 969 (2012)



Page 6 of 22  Fileid: … tions/P969/2012/A/XML/Cycle04/source 14:01 - 30-Jan-2013
The type and rule above prints on all proofs including departmental reproduction proofs. MUST be removed before printing.

Reduction of contribution limit.  You must reduce the 
amount that can be contributed (including any additional 
contribution) to your HSA by the amount of any contribu-
tion made to your Archer MSA (including employer contri-
butions) for the year. A special rule applies to married 
people, discussed next, if each spouse has family cover-
age under an HDHP.

Rules for married people.  If either spouse has fam-
ily HDHP coverage, both spouses are treated as having 
family HDHP coverage. If each spouse has family cover-
age under a separate plan, the contribution limit for 2012 
is $6,250. You must reduce the limit on contributions, be-
fore taking into account any additional contributions, by 
the amount contributed to both spouse's Archer MSAs. Af-
ter that reduction, the contribution limit is split equally be-
tween the spouses unless you agree on a different divi-
sion.

The rules for married people apply only if both 
spouses are eligible individuals.

If both spouses are 55 or older and not enrolled in Med-
icare, each spouse's contribution limit is increased by the 
additional contribution. If both spouses meet the age re-
quirement, the total contributions under family coverage 
cannot be more than $8,250. Each spouse must make the 
additional contribution to his or her own HSA.

Example.  For 2012, Mr. Auburn and his wife are both 
eligible individuals. They each have family coverage un-
der separate HDHPs. Mr. Auburn is 58 years old and Mrs. 
Auburn is 53. Mr. and Mrs. Auburn can split the family 
contribution limit ($6,250) equally or they can agree on a 
different division. If they split it equally, Mr. Auburn can 
contribute $4,125 to an HSA (one-half the maximum con-
tribution for family coverage ($3,125) + $1,000 additional 
contribution) and Mrs. Auburn can contribute $3,125 to an 
HSA.

Employer contributions. You must reduce the 
amount you, or any other person, can contribute to your 
HSA by the amount of any contributions made by your 
employer that are excludable from your income. This in-
cludes amounts contributed to your account by your em-
ployer through a cafeteria plan.

Enrolled in Medicare. Beginning with the first month 
you are enrolled in Medicare, your contribution limit is 
zero.

Example.  You turned age 65 in July 2012 and enrol-
led in Medicare. You had an HDHP with self-only cover-
age and are eligible for an additional contribution of 
$1,000. Your contribution limit is $2,050 ($4,100 × 6 ÷ 12).

Qualified HSA funding distribution. A qualified HSA 
funding distribution may be made from your traditional IRA 
or Roth IRA to your HSA. This distribution cannot be 
made from an ongoing SEP IRA or SIMPLE IRA. For this 
purpose, a SEP IRA or SIMPLE IRA is ongoing if an em-
ployer contribution is made for the plan year ending with 

CAUTION
!

or within your tax year in which the distribution would be 
made.

The maximum qualified HSA funding distribution de-
pends on the HDHP coverage (self-only or family) you 
have on the first day of the month in which the contribution 
is made and your age as of the end of the tax year. The 
distribution must be made directly by the trustee of the 
IRA to the trustee of the HSA. The distribution is not inclu-
ded in your income, is not deductible, and reduces the 
amount that can be contributed to your HSA. The qualified 
HSA funding distribution is shown on Form 8889, Part I, 
line 10 for the year in which the distribution is made.

You can make only one qualified HSA funding distribu-
tion during your lifetime. However, if you make a distribu-
tion during a month when you have self-only HDHP cover-
age, you can make another qualified HSA funding 
distribution in a later month in that tax year if you change 
to family HDHP coverage. The total qualified HSA funding 
distribution cannot be more than the contribution limit for 
family HDHP coverage plus any additional contribution to 
which you are entitled.

Example. In 2012, you are an eligible individual, age 
57, with self-only HDHP coverage. You can make a quali-
fied HSA funding distribution of $4,100 ($3,100 plus 
$1,000 additional contribution).

Funding distribution – testing period. You must re-
main an eligible individual during the testing period. For a 
qualified HSA funding distribution, the testing period be-
gins with the month in which the qualified HSA funding 
distribution is contributed and ends on the last day of the 
12th month following that month. For example, if a quali-
fied HSA funding distribution is contributed to your HSA 
on August 10, 2012, your testing period begins in August 
2012, and ends on August 31, 2013.

If you fail to remain an eligible individual during the test-
ing period, other than because of death or becoming disa-
bled, you will have to include in income the qualified HSA 
funding distribution. You include this amount in income in 
the year in which you fail to be an eligible individual. This 
amount is also subject to a 10% additional tax. The in-
come and the additional tax are shown on Form 8889, 
Part III.

Each qualified HSA funding distribution allowed has its 
own testing period. For example, you are an eligible indi-
vidual, age 45, with self-only HDHP coverage. On June 
18, 2012, you make a qualified HSA funding distribution of 
$3,100. On July 27, 2012, you enroll in family HDHP cov-
erage and on August 17, 2012, you make a qualified HSA 
funding distribution of $3,150. Your testing period for the 
first distribution begins in June 2012 and ends on June 30, 
2013. Your testing period for the second distribution be-
gins in August 2012 and ends on August 31, 2013.

The testing period rule that applies under the 
last-month rule (discussed earlier) does not apply to 
amounts contributed to an HSA through a qualified HSA 
funding distribution. If you remain an eligible individual 
during the entire funding distribution testing period, then 
no amount of that distribution is included in income and 
will not be subject to the additional tax for failing to meet 
the last-month rule testing period.
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Rollovers
A rollover contribution is not included in your income, is 
not deductible, and does not reduce your contribution 
limit.
Archer MSAs and other HSAs. You can roll over 
amounts from Archer MSAs and other HSAs into an HSA. 
You do not have to be an eligible individual to make a roll-
over contribution from your existing HSA to a new HSA. 
Rollover contributions do not need to be in cash. Roll-
overs are not subject to the annual contribution limits.

You must roll over the amount within 60 days after the 
date of receipt. You can make only one rollover contribu-
tion to an HSA during a 1-year period.

Note. If you instruct the trustee of your HSA to transfer 
funds directly to the trustee of another HSA, the transfer is 
not considered a rollover. There is no limit on the number 
of these transfers. Do not include the amount transferred 
in income, deduct it as a contribution, or include it as a 
distribution on Form 8889, line 14a.
Qualified HSA distribution. This is a distribution made 
before January 1, 2012, from a health FSA or an HRA that 
is transferred to your HSA. To be a qualified HSA distribu-
tion certain conditions must be met. See Qualified HSA 
distribution under Flexible Spending Arrangements 
(FSAs) and Health Reimbursement Arrangements 
(HRAs), later.

Testing period. You must remain an eligible individual 
during the testing period. For a qualified HSA distribution, 
the testing period begins with the month in which the 
qualified HSA distribution is contributed and ends on the 
last day of the 12th month following that month. For exam-
ple, if a qualified HSA distribution is contributed to your 
HSA on December 31, 2011, your testing period runs from 
December 2011, through December 31, 2012.

If you fail to remain an eligible individual during the test-
ing period, other than because of death or becoming disa-
bled, you will have to include in income the qualified HSA 
distribution. You include this amount in income in the year 
in which you fail to be an eligible individual. This amount is 
also subject to a 10% additional tax. The income and the 
additional tax are shown on Form 8889, Part III.

When To Contribute
You can make contributions to your HSA for 2012 until 
April 15, 2013. If you fail to be an eligible individual during 
2012, you can still make contributions, up until April 15, 
2013, for the months you were an eligible individual.

Your employer can make contributions to your HSA be-
tween January 1, 2013, and April 15, 2013, that are allo-
cated to 2012. Your employer must notify you and the 
trustee of your HSA that the contribution is for 2012. The 
contribution will be reported on your 2013 Form W-2.

Reporting Contributions on Your Return
Contributions made by your employer are not included in 
your income. Contributions to an employee's account by 
an employer using the amount of an employee's salary re-
duction through a cafeteria plan are treated as employer 
contributions. Generally, you can claim contributions you 
made and contributions made by any other person, other 
than your employer, on your behalf, as an adjustment to 
income.

Contributions by a partnership to a bona fide partner's 
HSA are not contributions by an employer. The contribu-
tions are treated as a distribution of money and are not in-
cluded in the partner's gross income. Contributions by a 
partnership to a partner's HSA for services rendered are 
treated as guaranteed payments that are deductible by 
the partnership and includible in the partner's gross in-
come. In both situations, the partner can deduct the con-
tribution made to the partner's HSA.

Contributions by an S corporation to a 2% share-
holder-employee's HSA for services rendered are treated 
as guaranteed payments and are deductible by the S cor-
poration and includible in the shareholder-employee's 
gross income. The shareholder-employee can deduct the 
contribution made to the shareholder-employee's HSA.
Form 8889.  Report all contributions to your HSA on 
Form 8889 and file it with your Form 1040 or Form 
1040NR. You should include all contributions made for 
2012, including those made by April 15, 2013, that are 
designated for 2012. Contributions made by your em-
ployer and qualified HSA funding distributions are also 
shown on the form.

You should receive Form 5498-SA, HSA, Archer MSA, 
or Medicare Advantage MSA Information, from the trustee 
showing the amount contributed to your HSA during the 
year. Your employer's contributions also will be shown in 
box 12 of Form W-2, Wage and Tax Statement, with code 
W. Follow the instructions for Form 8889. Report your 
HSA deduction on Form 1040 or Form 1040NR, line 25.
Excess contributions. You will have excess contribu-
tions if the contributions to your HSA for the year are 
greater than the limits discussed earlier. Excess contribu-
tions are not deductible. Excess contributions made by 
your employer are included in your gross income. If the 
excess contribution is not included in box 1 of Form W-2, 
you must report the excess as “Other income” on your tax 
return.

Generally, you must pay a 6% excise tax on excess 
contributions. See Form 5329, Additional Taxes on Quali-
fied Plans (including IRAs) and Other Tax-Favored Ac-
counts, to figure the excise tax. The excise tax applies to 
each tax year the excess contribution remains in the ac-
count.
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You may withdraw some or all of the excess contribu-
tions and not pay the excise tax on the amount withdrawn 
if you meet the following conditions.

You withdraw the excess contributions by the due 
date, including extensions, of your tax return for the 
year the contributions were made.
You withdraw any income earned on the withdrawn 
contributions and include the earnings in “Other in-
come” on your tax return for the year you withdraw the 
contributions and earnings.

If you fail to remain an eligible individual during 
any of the testing periods, discussed earlier, the
amount you have to include in income is not an 

excess contribution. If you withdraw any of those 
amounts, the amount is treated the same as any other dis
tribution from an HSA, discussed later.

Deducting an excess contribution in a later year. 
You may be able to deduct excess contributions for previ-
ous years that are still in your HSA. The excess contribu-
tion you can deduct for the current year is the lesser of the 
following two amounts.

Your maximum HSA contribution limit for the year mi-
nus any amounts contributed to your HSA for the year.
The total excess contributions in your HSA at the be-
ginning of the year.

Amounts contributed for the year include contributions 
by you, your employer, and any other person. They also 
include any qualified HSA funding distribution made to 
your HSA. Any excess contribution remaining at the end 
of a tax year is subject to the excise tax. See Form 5329.

Distributions From an HSA
You will generally pay medical expenses during the year 
without being reimbursed by your HDHP until you reach 
the annual deductible for the plan. When you pay medical 
expenses during the year that are not reimbursed by your 
HDHP, you can ask the trustee of your HSA to send you a 
distribution from your HSA.

You can receive tax-free distributions from your HSA to 
pay or be reimbursed for qualified medical expenses you 
incur after you establish the HSA. If you receive distribu-
tions for other reasons, the amount you withdraw will be 
subject to income tax and may be subject to an additional 
20% tax. You do not have to make distributions from your 
HSA each year.

If you are no longer an eligible individual, you can 
still receive taxfree distributions to pay or reim
burse your qualified medical expenses.

Generally, a distribution is money you get from your 
health savings account. Your total distributions include 
amounts paid with a debit card that restricts payments to 
health care and amounts withdrawn from the HSA by 
other individuals that you have designated. The trustee 
will report any distribution to you and the IRS on Form 

CAUTION
!

TIP

1099-SA, Distributions From an HSA, Archer MSA, or 
Medicare Advantage MSA.
Qualified medical expenses.  Qualified medical expen-
ses are those expenses that would generally qualify for 
the medical and dental expenses deduction. These are 
explained in Publication 502, Medical and Dental Expen-
ses.

Also, non-prescription medicines (other than insulin) 
are not considered qualified medical expenses for HSA 
purposes. A medicine or drug will be a qualified medical 
expense for HSA purposes only if the medicine or drug:

1. Requires a prescription,
2. Is available without a prescription (an over-the-coun-

ter medicine or drug) and you get a prescription for it,
or

3. Is insulin.
For HSA purposes, expenses incurred before you es-

tablish your HSA are not qualified medical expenses. 
State law determines when an HSA is established. An 
HSA that is funded by amounts rolled over from an Archer 
MSA or another HSA is established on the date the prior 
account was established.

If, under the last-month rule, you are considered to be 
an eligible individual for the entire year for determining the 
contribution amount, only those expenses incurred after 
you actually establish your HSA are qualified medical ex-
penses.

Qualified medical expenses are those incurred by the 
following persons.

1. You and your spouse.
2. All dependents you claim on your tax return.
3. Any person you could have claimed as a dependent

on your return except that:
a. The person filed a joint return,
b. The person had gross income of $3,800 or more,

or
c. You, or your spouse if filing jointly, could be

claimed as a dependent on someone else's 2012
return.
For this purpose, a child of parents that are di
vorced, separated, or living apart for the last 6 
months of the calendar year is treated as the de

pendent of both parents whether or not the custodial pa
rent releases the claim to the child's exemption.

You cannot deduct qualified medical expenses 
as an itemized deduction on Schedule A (Form
1040) that are equal to the taxfree distribution 

from your HSA.
Insurance premiums. You cannot treat insurance 

premiums as qualified medical expenses unless the pre-
miums are for:

1. Long-term care insurance.

TIP

CAUTION
!
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2. Health care continuation coverage (such as coverage
under COBRA).

3. Health care coverage while receiving unemployment
compensation under federal or state law.

4. Medicare and other health care coverage if you were
65 or older (other than premiums for a Medicare sup-
plemental policy, such as Medigap).

The premiums for long-term care insurance (item (1)) 
that you can treat as qualified medical expenses are sub-
ject to limits based on age and are adjusted annually. See 
Limit on longterm care premiums you can deduct in the 
instructions for Schedule A (Form 1040).

Items (2) and (3) can be for your spouse or a depend-
ent meeting the requirement for that type of coverage. For 
item (4), if you, the account beneficiary, are not 65 or 
older, Medicare premiums for coverage of your spouse or 
a dependent (who is 65 or older) generally are not quali-
fied medical expenses.

Health coverage tax credit.  You cannot claim this 
credit for premiums that you pay with a tax-free distribu-
tion from your HSA. See Publication 502 for more informa-
tion on this credit.
Deemed distributions from HSAs. The following situa-
tions result in deemed taxable distributions from your 
HSA.

You engaged in any transaction prohibited by section 
4975 with respect to any of your HSAs, at any time in 
2012. Your account ceases to be an HSA as of Janu-
ary 1, 2012, and you must include the fair market 
value of all assets in the account as of January 1, 
2012, on Form 8889, line 14a.
You used any portion of any of your HSAs as security 
for a loan at any time in 2012. You must include the 
fair market value of the assets used as security for the 
loan as income on Form 1040 or Form 1040NR, 
line 21.

Examples of prohibited transactions include the direct 
or indirect:

Sale, exchange, or leasing of property between you 
and the HSA,
Lending of money between you and the HSA,
Furnishing goods, services, or facilities between you 
and the HSA, and
Transfer to or use by you, or for your benefit, of any 
assets of the HSA.

Any deemed distribution will not be treated as used to 
pay qualified medical expenses. These distributions are 
included in your income and are subject to the additional 
20% tax, discussed later.

Recordkeeping. You must keep records suffi-
cient to show that:

The distributions were exclusively to pay or reimburse 
qualified medical expenses,

RECORDS

The qualified medical expenses had not been previ-
ously paid or reimbursed from another source, and
The medical expenses had not been taken as an item-
ized deduction in any year.

Do not send these records with your tax return. Keep 
them with your tax records.

Reporting Distributions on Your Return
How you report your distributions depends on whether or 
not you use the distribution for qualified medical expenses 
(defined earlier).

If you use a distribution from your HSA for qualified 
medical expenses, you do not pay tax on the distribu-
tion but you have to report the distribution on Form 
8889. However, the distribution of an excess contribu-
tion taken out after the due date, including extensions, 
of your return is subject to tax even if used for quali-
fied medical expenses. Follow the instructions for the 
form and file it with your Form 1040 or Form 1040NR.
If you do not use a distribution from your HSA for 
qualified medical expenses, you must pay tax on the 
distribution. Report the amount on Form 8889 and file 
it with your Form 1040 or Form 1040NR. If you have a 
taxable HSA distribution, include it in the total on Form 
1040 or Form 1040NR, line 21, and enter “HSA” and 
the amount on the dotted line next to line 21. You may 
have to pay an additional 20% tax on your taxable dis-
tribution.

HSA administration and maintenance fees with
drawn by the trustee are not reported as distribu
tions from the HSA.

Additional tax. There is an additional 20% tax on the 
part of your distributions not used for qualified medical ex-
penses. Figure the tax on Form 8889 and file it with your 
Form 1040 or Form 1040NR. Report the additional tax in 
the total on Form 1040, line 60, or Form 1040NR, line 59, 
and enter “HSA” and the amount on the dotted line next to 
that line.

Exceptions. There is no additional tax on distributions 
made after the date you are disabled, reach age 65, or 
die.

Balance in an HSA
An HSA is generally exempt from tax. You are permitted 
to take a distribution from your HSA at any time; however, 
only those amounts used exclusively to pay for qualified 
medical expenses are tax free. Amounts that remain at 
the end of the year are generally carried over to the next 
year (see Excess contributions, earlier). Earnings on 
amounts in an HSA are not included in your income while 
held in the HSA.

TIP
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Death of HSA Holder
You should choose a beneficiary when you set up your 
HSA. What happens to that HSA when you die depends 
on whom you designate as the beneficiary.
Spouse is the designated beneficiary. If your spouse 
is the designated beneficiary of your HSA, it will be treated 
as your spouse's HSA after your death.
Spouse is not the designated beneficiary. If your 
spouse is not the designated beneficiary of your HSA:

The account stops being an HSA, and
The fair market value of the HSA becomes taxable to 
the beneficiary in the year in which you die.

If your estate is the beneficiary, the value is included on 
your final income tax return.

The amount taxable to a beneficiary other than 
the estate is reduced by any qualified medical ex
penses for the decedent that are paid by the ben

eficiary within 1 year after the date of death.

Filing Form 8889
You must file Form 8889 with your Form 1040 or Form 
1040NR if you (or your spouse, if married filing a joint re-
turn) had any activity in your HSA during the year. You 
must file the form even if only your employer or your spou-
se's employer made contributions to the HSA.

If, during the tax year, you are the beneficiary of two or 
more HSAs or you are a beneficiary of an HSA and you 
have your own HSA, you must complete a separate Form 
8889 for each HSA. Enter “statement” at the top of each 
Form 8889 and complete the form as instructed. Next, 
complete a controlling Form 8889 combining the amounts 
shown on each of the statement Forms 8889. Attach the 
statements to your tax return after the controlling Form 
8889.

Employer Participation
This section contains the rules that employers must follow 
if they decide to make HSAs available to their employees. 
Unlike the previous discussions, “you” refers to the em-
ployer and not to the employee.
Health plan. If you want your employees to be able to 
have an HSA, they must have an HDHP. You can provide 
no additional coverage other than those exceptions listed 
previously under Other health coverage.
Contributions. You can make contributions to your em-
ployees' HSAs. You deduct the contributions on the “Em-
ployee benefit programs” line of your business income tax 
return for the year in which you make the contributions. If 
the contribution is allocated to the prior year, you still de-
duct it in the year in which you made the contribution. If 
you are filing Form 1040, Schedule C, this is Part II, 
line 14.

TIP

For more information on employer contributions, see 
Notice 2008-59, 2008-29 I.R.B. 123, questions 23 through 
27, available at www.irs.gov/irb/200829_IRB/ar11.html.
Comparable contributions. If you decide to make con-
tributions, you must make comparable contributions to all 
comparable participating employees' HSAs. Your contri-
butions are comparable if they are either:

The same amount, or
The same percentage of the annual deductible limit 
under the HDHP covering the employees.

The comparability rules do not apply to contributions 
made through a cafeteria plan.

Comparable participating employees. Comparable 
participating employees:

Are covered by your HDHP and are eligible to estab-
lish an HSA,
Have the same category of coverage (either self-only 
or family coverage), and
Have the same category of employment (part-time, 
full-time, or former employees).

To meet the comparability requirements for eligible em-
ployees who have not established an HSA by December 
31 or have not notified you that they have an HSA, you 
must meet a notice requirement and a contribution re-
quirement.

You will meet the notice requirement if by January 15 of 
the following calendar year you provide a written notice to 
all such employees. The notice must state that each eligi-
ble employee who, by the last day of February, estab-
lishes an HSA and notifies you that they have established 
an HSA will receive a comparable contribution to the HSA 
for the prior year. For a sample of the notice, see Regula-
tion 54.4980G-4 A-14(c). You will meet the contribution 
requirement for these employees if by April 15, 2013, you 
contribute comparable amounts plus reasonable interest 
to the employee's HSA for the prior year.

Note. For purposes of making contributions to HSAs of 
non-highly compensated employees, highly compensated 
employees shall not be treated as comparable participat-
ing employees.
Excise tax. If you made contributions to your employees' 
HSAs that were not comparable, you must pay an excise 
tax of 35% of the amount you contributed.
Employment taxes. Amounts you contribute to your em-
ployees' HSAs are generally not subject to employment 
taxes. You must report the contributions in box 12 of the 
Form W-2 you file for each employee. This includes the 
amounts the employee elected to contribute through a 
cafeteria plan. Enter code “W” in box 12. 
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Medical Savings Accounts 
(MSAs)
Archer MSAs were created to help self-employed individ-
uals and employees of certain small employers meet the 
medical care costs of the account holder, the account 
holder's spouse, or the account holder's dependent(s).

After December 31, 2007, you cannot be treated 
as an eligible individual for Archer MSA purposes 
unless:

1. You were an active participant for any tax year ending
before January 1, 2008, or

2. You became an active participant for a tax year end
ing after December 31, 2007, by reason of coverage
under a high deductible health plan (HDHP) of an
Archer MSA participating employer.

A Medicare Advantage MSA is an Archer MSA desig-
nated by Medicare to be used solely to pay the qualified 
medical expenses of the account holder who is eligible for 
Medicare.

Archer MSAs
An Archer MSA is a tax-exempt trust or custodial account 
that you set up with a U.S. financial institution (such as a 
bank or an insurance company) in which you can save 
money exclusively for future medical expenses.
What are the benefits of an Archer MSA? You may 
enjoy several benefits from having an Archer MSA.

You can claim a tax deduction for contributions you 
make even if you do not itemize your deductions on 
Form 1040 or Form 1040NR.
The interest or other earnings on the assets in your 
Archer MSA are tax free.
Distributions may be tax free if you pay qualified medi-
cal expenses. See Qualified medical expenses, later.
The contributions remain in your Archer MSA from 
year to year until you use them.
An Archer MSA is “portable” so it stays with you if you 
change employers or leave the work force.

Qualifying for an Archer MSA
To qualify for an Archer MSA, you must be either of the 
following.

An employee (or the spouse of an employee) of a 
small employer (defined later) that maintains a 
self-only or family HDHP for you (or your spouse).
A self-employed person (or the spouse of a self-em-
ployed person) who maintains a self-only or family 
HDHP.

CAUTION
!

You can have no other health or Medicare coverage ex-
cept what is permitted under Other health coverage, later. 
You must be an eligible individual on the first day of a 
given month to get an Archer MSA deduction for that 
month.

If another taxpayer is entitled to claim an exemp
tion for you, you cannot claim a deduction for an 
Archer MSA contribution. This is true even if the 

other person does not actually claim your exemption.

Small employer. A small employer is generally an em-
ployer who had an average of 50 or fewer employees dur-
ing either of the last 2 calendar years. The definition of 
small employer is modified for new employers and grow-
ing employers.

Growing employer. A small employer may begin 
HDHPs and Archer MSAs for his or her employees and 
then grow beyond 50 employees. The employer will con-
tinue to meet the requirement for small employers if he or 
she:

Had 50 or fewer employees when the Archer MSAs 
began,
Made a contribution that was excludable or deductible 
as an Archer MSA for the last year he or she had 50 or 
fewer employees, and
Had an average of 200 or fewer employees each year 
after 1996.

Changing employers. If you change employers, your 
Archer MSA moves with you. However, you may not make 
additional contributions unless you are otherwise eligible.
High deductible health plan (HDHP). To be eligible for 
an Archer MSA, you must be covered under an HDHP. An 
HDHP has:

A higher annual deductible than typical health plans, 
and
A maximum limit on the annual out-of-pocket medical 
expenses that you must pay for covered expenses.

Limits. The following table shows the limits for annual 
deductibles and the maximum out-of-pocket expenses for 
HDHPs for 2012.

Selfonly coverage Family coverage
Minimum annual 

deductible $2,100 $4,200
Maximum annual 

deductible $3,150 $6,300
Maximum annual 

out-of-pocket 
expenses $4,200 $7,650

Family plans that do not meet the high deductible 
rules. There are some family plans that have deductibles 
for both the family as a whole and for individual family 
members. Under these plans, if you meet the individual 
deductible for one family member, you do not have to 

CAUTION
!
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meet the higher annual deductible amount for the family. If 
either the deductible for the family as a whole or the de-
ductible for an individual family member is below the mini-
mum annual deductible for family coverage, the plan does 
not qualify as an HDHP.

Example. You have family health insurance coverage 
in 2012. The annual deductible for the family plan is 
$5,500. This plan also has an individual deductible of 
$2,000 for each family member. The plan does not qualify 
as an HDHP because the deductible for an individual fam-
ily member is below the minimum annual deductible 
($4,200) for family coverage.
Other health coverage. You (and your spouse, if you 
have family coverage) generally cannot have any other 
health coverage that is not an HDHP. However, you can 
still be an eligible individual even if your spouse has 
non-HDHP coverage provided you are not covered by that 
plan. However, you can have additional insurance that 
provides benefits only for the following items.

Liabilities incurred under workers' compensation laws, 
torts, or ownership or use of property.
A specific disease or illness.
A fixed amount per day (or other period) of hospitali-
zation.

You can also have coverage (whether provided through 
insurance or otherwise) for the following items.

Accidents.
Disability.
Dental care.
Vision care.
Long-term care.

Contributions to an MSA
Contributions to an Archer MSA must be made in cash. 
You cannot contribute stock or other property to an Archer 
MSA.
Who can contribute to my Archer MSA? If you are an 
employee, your employer may make contributions to your 
Archer MSA. (You do not pay tax on these contributions.) 
If your employer does not make contributions to your 
Archer MSA, or you are self-employed, you can make 
your own contributions to your Archer MSA. Both you and 
your employer cannot make contributions to your Archer 
MSA in the same year. You do not have to make contribu-
tions to your Archer MSA every year.

If your spouse is covered by your HDHP and an 
excludable amount is contributed by your spou
se's employer to an Archer MSA belonging to 

your spouse, you cannot make contributions to your own 
Archer MSA that year.

CAUTION
!

Limits
There are two limits on the amount you or your employer 
can contribute to your Archer MSA:

The annual deductible limit.
An income limit.

Annual deductible limit. You (or your employer) can 
contribute up to 75% of the annual deductible of your 
HDHP (65% if you have a self-only plan) to your Archer 
MSA. You must have the HDHP all year to contribute the 
full amount. If you do not qualify to contribute the full 
amount for the year, determine your annual deductible 
limit by using the worksheet for line 3 in the Instructions for 
Form 8853, Archer MSAs and Long-Term Care Insurance 
Contracts.

Example 1. You have an HDHP for your family all year 
in 2012. The annual deductible is $5,000. You can con-
tribute up to $3,750 ($5,000 × 75%) to your Archer MSA 
for the year.

Example 2. You have an HDHP for your family for the 
entire months of July through December 2012 (6 months). 
The annual deductible is $5,000. You can contribute up to 
$1,875 ($5,000 × 75% ÷ 12 × 6) to your Archer MSA for 
the year.

If you and your spouse each have a family plan, 
you are treated as having family coverage with 
the lower annual deductible of the two health 

plans. The contribution limit is split equally between you 
unless you agree on a different division.

Income limit. You cannot contribute more than you 
earned for the year from the employer through whom you 
have your HDHP.

If you are self-employed, you cannot contribute more 
than your net self-employment income. This is your in-
come from self-employment minus expenses (including 
the deductible part of self-employment tax).

Example 1. Noah Paul earned $25,000 from ABC 
Company in 2012. Through ABC, he had an HDHP for his 
family for the entire year. The annual deductible was 
$5,000. He can contribute up to $3,750 to his Archer MSA 
(75% × $5,000). He can contribute the full amount be-
cause he earned more than $3,750 at ABC.

Example 2. Westley Lawrence is self-employed. He 
had an HDHP for his family for the entire year in 2012. The 
annual deductible was $5,000. Based on the annual de-
ductible, the maximum contribution to his Archer MSA 
would have been $3,750 (75% × $5,000). However, after 
deducting his business expenses, Joe's net self-employ-
ment income is $2,500 for the year. Therefore, he is limi-
ted to a contribution of $2,500.

TIP
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Individuals enrolled in Medicare. Beginning with the 
first month you are enrolled in Medicare, you cannot con-
tribute to an Archer MSA. However, you may be eligible 
for a Medicare Advantage MSA, discussed later.

When To Contribute
You can make contributions to your Archer MSA for 2012 
until April 15, 2013.

Reporting Contributions on Your Return
Report all contributions to your Archer MSA on Form 8853 
and file it with your Form 1040 or Form 1040NR. You 
should include all contributions you, or your employer, 
made for 2012, including those made by April 15, 2013, 
that are designated for 2012. 

You should receive Form 5498-SA, HSA, Archer MSA, 
or Medicare Advantage MSA Information, from the trustee 
showing the amount you (or your employer) contributed 
during the year. Your employer's contributions should be 
shown in box 12 of Form W-2, Wage and Tax Statement, 
with code R. Follow the instructions for Form 8853 and 
complete the worksheet for line 3. Report your Archer 
MSA deduction on Form 1040, line 36, or Form 1040NR, 
line 35.
Excess contributions. You will have excess contribu-
tions if the contributions to your Archer MSA for the year 
are greater than the limits discussed earlier. Excess con-
tributions are not deductible. Excess contributions made 
by your employer are included in your gross income. If the 
excess contribution is not included in box 1 of Form W-2, 
you must report the excess as “Other income” on your tax 
return.

Generally, you must pay a 6% excise tax on excess 
contributions. See Form 5329, Additional Taxes on Quali-
fied Plans (Including IRAs) and Other Tax-Favored Ac-
counts, to figure the excise tax. The excise tax applies to 
each tax year the excess contribution remains in the ac-
count.

You may withdraw some or all of the excess contribu-
tions and not pay the excise tax on the amount withdrawn 
if you meet the following conditions.

You withdraw the excess contributions by the due 
date, including extensions, of your tax return.
You withdraw any income earned on the withdrawn 
contributions and include the earnings in “Other in-
come” on your tax return for the year you withdraw the 
contributions and earnings.

Deducting an excess contribution in a later year. You 
may be able to deduct excess contributions for previous 
years that are still in your Archer MSA. The excess contri-
bution you can deduct in the current year is the lesser of 
the following two amounts.

Your maximum Archer MSA contribution limit for the 
year minus any amounts contributed to your Archer 
MSA for the year.

The total excess contributions in your Archer MSA at 
the beginning of the year.

Any excess contributions remaining at the end of a tax 
year are subject to the excise tax. See Form 5329.

Distributions From an MSA
You will generally pay medical expenses during the year 
without being reimbursed by your HDHP until you reach 
the annual deductible for the plan. When you pay medical 
expenses during the year that are not reimbursed by your 
HDHP, you can ask the trustee of your Archer MSA to 
send you a distribution from your Archer MSA.

You can receive tax-free distributions from your Archer 
MSA to pay for qualified medical expenses (discussed 
later). If you receive distributions for other reasons, the 
amount will be subject to income tax and may be subject 
to an additional 20% tax as well. You do not have to make 
withdrawals from your Archer MSA each year.

If you no longer qualify to make contributions, you 
can still receive taxfree distributions to pay or re
imburse your qualified medical expenses.

A distribution is money you get from your Archer MSA. 
The trustee will report any distribution to you and the IRS 
on Form 1099-SA, Distributions From an HSA, Archer 
MSA, or Medicare Advantage MSA.
Qualified medical expenses.  Qualified medical expen-
ses are those expenses that would generally qualify for 
the medical and dental expenses deduction. These are 
explained in Publication 502, Medical and Dental Expen-
ses.

Also, non-prescription medicines (other than insulin) 
are not considered qualified medical expenses for MSA 
purposes. A medicine or drug will be a qualified medical 
expense for MSA purposes only if the medicine or drug:

1. Requires a prescription,
2. Is available without a prescription (an over-the-coun-

ter medicine or drug) and you get a prescription for it,
or

3. Is insulin.
Qualified medical expenses are those incurred by the 

following persons.
1. You and your spouse.
2. All dependents you claim on your tax return.
3. Any person you could have claimed as a dependent

on your return except that:
a. The person filed a joint return,
b. The person had gross income of $3,800 or more,

or
c. You, or your spouse if filing jointly, could be

claimed as a dependent on someone else's 2012
return.

TIP
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For this purpose, a child of parents that are di
vorced, separated, or living apart for the last 6 
months of the calendar year is treated as the de

pendent of both parents whether or not the custodial pa
rent releases the claim to the child's exemption.

You cannot deduct qualified medical expenses 
as an itemized deduction on Schedule A (Form
1040) that are equal to the taxfree distribution 

from your Archer MSA. This is the amount on line 7 of 
Form 8853.

Special rules for insurance premiums. Generally, 
you cannot treat insurance premiums as qualified medical 
expenses for Archer MSAs. You can, however, treat pre-
miums for long-term care coverage, health care coverage 
while you receive unemployment benefits, or health care 
continuation coverage required under any federal law as 
qualified medical expenses for Archer MSAs.

Health coverage tax credit.  You cannot claim this 
credit for premiums that you pay with a tax-free distribu-
tion from your Archer MSA. See Publication 502 for infor-
mation on this credit.
Deemed distributions from Archer MSAs. The follow-
ing situations result in deemed taxable distributions from 
your Archer MSA.

You engaged in any transaction prohibited by section 
4975 with respect to any of your Archer MSAs at any 
time in 2012. Your account ceases to be an Archer 
MSA as of January 1, 2012, and you must include the 
fair market value of all assets in the account as of Jan-
uary 1, 2012, on line 6a of Form 8853.
You used any portion of any of your Archer MSAs as 
security for a loan at any time in 2012. You must in-
clude the fair market value of the assets used as se-
curity for the loan as income on Form 1040 or Form 
1040NR, line 21.

Examples of prohibited transactions include the direct 
or indirect:

Sale, exchange, or leasing of property between you 
and the Archer MSA,
Lending of money between you and the Archer MSA,
Furnishing goods, services, or facilities between you 
and the Archer MSA, and
Transfer to or use by you, or for your benefit, of any 
assets of the Archer MSA.

Any deemed distribution will not be treated as used to 
pay qualified medical expenses. These distributions are 
included in your income and are subject to the additional 
20% tax, discussed later.

Recordkeeping. You must keep records suffi-
cient to show that:

The distributions were exclusively to pay or reimburse 
qualified medical expenses,

TIP

CAUTION
!

RECORDS

The qualified medical expenses had not been previ-
ously paid or reimbursed from another source, and
The medical expenses had not been taken as an item-
ized deduction in any year.

Do not send these records with your tax return. Keep 
them with your tax records.

Reporting Distributions on Your Return
How you report your distributions depends on whether or 
not you use the distribution for qualified medical expenses 
(defined earlier).

If you use a distribution from your Archer MSA for 
qualified medical expenses, you do not pay tax on the 
distribution but you have to report the distribution on 
Form 8853. Follow the instructions for the form and file 
it with your Form 1040 or Form 1040NR.
If you do not use a distribution from your Archer MSA 
for qualified medical expenses, you must pay tax on 
the distribution. Report the amount on Form 8853 and 
file it with your Form 1040 or Form 1040NR. If you 
have a taxable Archer MSA distribution, include it in 
the total on Form 1040 or Form 1040NR, line 21, and 
enter “MSA” and the amount on the dotted line next to 
line 21. You may have to pay an additional 20% tax, 
discussed later, on your taxable distribution.

If an amount (other than a rollover) is contributed 
to your Archer MSA this year (by you or your em
ployer), you also must report and pay tax on a 

distribution you receive from your Archer MSA this year 
that is used to pay medical expenses of someone who is 
not covered by an HDHP, or is also covered by another 
health plan that is not an HDHP, at the time the expenses 
are incurred.

Rollovers.  Generally, any distribution from an Archer 
MSA that you roll over into another Archer MSA or an 
HSA is not taxable if you complete the rollover within 60 
days. An Archer MSA and an HSA can only receive one 
rollover contribution during a 1-year period. See the Form 
8853 instructions for more information.
Additional tax. There is a 20% additional tax on the part 
of your distributions not used for qualified medical expen-
ses. Figure the tax on Form 8853 and file it with your Form 
1040 or Form 1040NR. Report the additional tax in the to-
tal on Form 1040, line 60, or Form 1040NR, line 59, and 
enter “MSA” and the amount on the dotted line next to that 
line.

Exceptions. There is no additional tax on distributions 
made after the date you are disabled, reach age 65, or 
die.

Balance in an Archer MSA
An Archer MSA is generally exempt from tax. You are per-
mitted to take a distribution from your Archer MSA at any 
time; however, only those amounts used exclusively to 

CAUTION
!
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pay for qualified medical expenses are tax free. Amounts 
that remain at the end of the year are generally carried 
over to the next year (see Excess contributions, earlier). 
Earnings on amounts in an Archer MSA are not included 
in your income while held in the Archer MSA.

Death of the Archer MSA Holder
You should choose a beneficiary when you set up your 
Archer MSA. What happens to that Archer MSA when you 
die depends on whom you designate as the beneficiary.
Spouse is the designated beneficiary. If your spouse 
is the designated beneficiary of your Archer MSA, it will be 
treated as your spouse's Archer MSA after your death.
Spouse is not the designated beneficiary. If your 
spouse is not the designated beneficiary of your Archer 
MSA:

The account stops being an Archer MSA, and
The fair market value of the Archer MSA becomes tax-
able to the beneficiary in the year in which you die.

If your estate is the beneficiary, the fair market value of 
the Archer MSA will be included on your final income tax 
return.

The amount taxable to a beneficiary other than 
the estate is reduced by any qualified medical ex
penses for the decedent that are paid by the ben

eficiary within 1 year after the date of death.

Filing Form 8853
You must file Form 8853 with your Form 1040 or Form 
1040NR if you (or your spouse, if married filing a joint re-
turn) had any activity in your Archer MSA during the year. 
You must file the form even if only your employer or your 
spouse's employer made contributions to the Archer 
MSA.

If, during the tax year, you are the beneficiary of two or 
more Archer MSAs or you are a beneficiary of an Archer 
MSA and you have your own Archer MSA, you must com-
plete a separate Form 8853 for each MSA. Enter “state-
ment” at the top of each Form 8853 and complete the form 
as instructed. Next, complete a controlling Form 8853 
combining the amounts shown on each of the statement 
Forms 8853. Attach the statements to your tax return after 
the controlling Form 8853.

Employer Participation
This section contains the rules that employers must follow 
if they decide to make Archer MSAs available to their em-
ployees. Unlike the previous discussions, “you” refers to 
the employer and not to the employee.
Health plan. If you want your employees to be able to 
have an Archer MSA, you must make an HDHP available 
to them. You can provide no additional coverage other 

TIP

than those exceptions listed previously under Other health 
coverage.
Contributions. You can make contributions to your em-
ployees' Archer MSAs. You deduct the contributions on 
the “Employee benefit programs” line of your business in-
come tax return for the year in which you make the contri-
butions. If you are filing Form 1040, Schedule C, this is 
Part II, line 14.
Comparable contributions. If you decide to make con-
tributions, you must make comparable contributions to all 
comparable participating employees' Archer MSAs. Your 
contributions are comparable if they are either:

The same amount, or
The same percentage of the annual deductible limit 
under the HDHP covering the employees.

Comparable participating employees. Comparable 
participating employees:

Are covered by your HDHP and are eligible to estab-
lish an Archer MSA,
Have the same category of coverage (either self-only 
or family coverage), and
Have the same category of employment (either 
part-time or full-time).

Excise tax. If you made contributions to your employees' 
Archer MSAs that were not comparable, you must pay an 
excise tax of 35% of the amount you contributed.
Employment taxes. Amounts you contribute to your em-
ployees' Archer MSAs are generally not subject to em-
ployment taxes. You must report the contributions in 
box 12 of the Form W-2 you file for each employee. Enter 
code “R” in box 12. 

Medicare Advantage MSAs
A Medicare Advantage MSA is an Archer MSA designa-
ted by Medicare to be used solely to pay the qualified 
medical expenses of the account holder. To be eligible for 
a Medicare Advantage MSA, you must be enrolled in 
Medicare and have a high deductible health plan (HDHP) 
that meets the Medicare guidelines.

A Medicare Advantage MSA is a tax-exempt trust or 
custodial savings account that you set up with a financial 
institution (such as a bank or an insurance company) in 
which the Medicare program can deposit money for quali-
fied medical expenses. The money in your account is not 
taxed if it is used for qualified medical expenses, and it 
may earn interest or dividends.

An HDHP is a special health insurance policy that has a 
high deductible. You choose the policy you want to use as 
part of your Medicare Advantage MSA plan. However, the 
policy must be approved by the Medicare program.

Medicare Advantage MSAs are administered through 
the federal Medicare program. You can get information by 
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calling 1-800-Medicare (1-800-633-4227) or through the 
Internet at www.medicare.gov.

Note. You must file Form 8853, Archer MSAs and 
Long-Term Care Insurance Contracts, with your tax return 
if you have a Medicare Advantage MSA.

Flexible Spending 
Arrangements (FSAs)
A health flexible spending arrangement (FSA) allows em-
ployees to be reimbursed for medical expenses. FSAs are 
usually funded through voluntary salary reduction agree-
ments with your employer. No employment or federal in-
come taxes are deducted from your contribution. The em-
ployer may also contribute.

Note.  Unlike HSAs or Archer MSAs which must be re-
ported on Form 1040 or Form 1040NR, there are no re-
porting requirements for FSAs on your income tax return.

For information on the interaction between a health 
FSA and an HSA, see Other employee health plans under 
Qualifying for an HSA, earlier.
What are the benefits of an FSA? You may enjoy sev-
eral benefits from having an FSA.

Contributions made by your employer can be exclu-
ded from your gross income.
No employment or federal income taxes are deducted 
from the contributions.
Withdrawals may be tax free if you pay qualified medi-
cal expenses. See Qualified medical expenses, later.
You can withdraw funds from the account to pay quali-
fied medical expenses even if you have not yet placed 
the funds in the account.

Qualifying for an FSA
Health FSAs are employer-established benefit plans. 
These may be offered in conjunction with other em-
ployer-provided benefits as part of a cafeteria plan. Em-
ployers have complete flexibility to offer various combina-
tions of benefits in designing their plan. You do not have 
to be covered under any other health care plan to partici-
pate.

Self-employed persons are not eligible for an FSA.
Certain limitations may apply if you are a highly 
compensated participant or a key employee.

Contributions to an FSA
You contribute to your FSA by electing an amount to be 
voluntarily withheld from your pay by your employer. This 
is sometimes called a salary reduction agreement. The 
employer may also contribute to your FSA if specified in 
the plan.

CAUTION
!

You do not pay federal income tax or employment 
taxes on the salary you contribute or the amounts your 
employer contributes to the FSA. However, contributions 
made by your employer to provide coverage for long-term 
care insurance must be included in income.

When To Contribute
At the beginning of the plan year, you must designate how 
much you want to contribute. Then, your employer will de-
duct amounts periodically (generally, every payday) in ac-
cordance with your annual election. You can change or re-
voke your election only if there is a change in your 
employment or family status that is specified by the plan.

Amount of Contribution
There is no limit on the amount of money you or your em-
ployer can contribute to the accounts; however, the plan 
must prescribe either a maximum dollar amount or maxi-
mum percentage of compensation that can be contributed 
to your health FSA.

Generally, contributed amounts that are not spent by 
the end of the plan year are forfeited. See Balance in an 
FSA, later. For this reason, it is important to base your 
contribution on an estimate of the qualifying expenses you 
will have during the year.

Note. For plan years beginning after December 31, 
2012, a cafeteria plan may not allow an employee to re-
quest salary reduction contributions for a health FSA in 
excess of $2,500.

A cafeteria plan offering a health FSA must be amen-
ded to specify the $2,500 limit (or any lower limit set by 
the employer). While cafeteria plans generally must be 
amended on a prospective basis, an amendment that is 
adopted on or before December 31, 2014, may be made 
effective retroactively, provided that in operation the cafe-
teria plan meets the limit for plan years beginning after 
December 31, 2012. A cafeteria plan that does not limit 
health FSA contributions to $2,500 is not a cafeteria plan 
and all benefits offered under the plan are includible in the 
employees' gross income. For more information, see No-
tice 2012-40, 2012-26 I.R.B. 1046, available at 
www.irs.gov/irb/201226_IRB/ar09.html.

Distributions From an FSA
Generally, distributions from a health FSA must be paid 
only to reimburse you for qualified medical expenses you 
incurred during the period of coverage. You must be able 
to receive the maximum amount of reimbursement (the 
amount you have elected to contribute for the year) at any 
time during the coverage period, regardless of the amount 
you have actually contributed. The maximum amount you 
can receive tax free is the total amount you elected to con-
tribute to the health FSA for the year.

You must provide the health FSA with a written state-
ment from an independent third party stating that the med-
ical expense has been incurred and the amount of the 

Publication 969 (2012)

http://www.medicare.gov
http://www.irs.gov/irb/2012-26_IRB/ar09.html


Page 17 of 22  Fileid: … tions/P969/2012/A/XML/Cycle04/source 14:01 - 30-Jan-2013
The type and rule above prints on all proofs including departmental reproduction proofs. MUST be removed before printing.

expense. You must also provide a written statement that 
the expense has not been paid or reimbursed under any 
other health plan coverage. The FSA cannot make ad-
vance reimbursements of future or projected expenses.

Debit cards, credit cards, and stored value cards given 
to you by your employer can be used to reimburse partici-
pants in a health FSA. If the use of these cards meets cer-
tain substantiation methods, you may not have to provide 
additional information to the health FSA. For information 
on these methods, see Revenue Ruling 2003-43 on 
page 935 of Internal Revenue Bulletin (IRB) 2003-21 at 
www.irs.gov/pub/irsirbs/irb0321.pdf, Notice 2006-69, 
2006-31 I.R.B.107 available at www.irs.gov/irb/
200631_IRB/ar10.html, and Notice 2007-2, 2007-2 I.R.B. 
254 available at www.irs.gov/irb/20072_IRB/ar09.html.
Qualified medical expenses. Qualified medical expen-
ses are those specified in the plan that would generally 
qualify for the medical and dental expenses deduction. 
These are explained in Publication 502, Medical and Den-
tal Expenses.

Also, non-prescription medicines (other than insulin) 
are not considered qualified medical expenses for FSA 
purposes. A medicine or drug will be a qualified medical 
expense for FSA purposes only if the medicine or drug:

1. Requires a prescription,
2. Is available without a prescription (an over-the-coun-

ter medicine or drug) and you get a prescription for it,
or

3. Is insulin.
Qualified medical expenses are those incurred by the 

following persons.
1. You and your spouse.
2. All dependents you claim on your tax return.
3. Any person you could have claimed as a dependent

on your return except that:
a. The person filed a joint return,
b. The person had gross income of $3,800 or more,

or
c. You, or your spouse if filing jointly, could be

claimed as a dependent on someone else's 2012
return.

4. Your child under age 27 at the end of your tax year.
You cannot receive distributions from your FSA for the 

following expenses.
Amounts paid for health insurance premiums.
Amounts paid for long-term care coverage or expen-
ses.
Amounts that are covered under another health plan.

If you are covered under both a health FSA and an HRA, 
see Notice 2002-45, Part V, which is on page 93 of IRB 
2002-28 at www.irs.gov/pub/irsirbs/irb0228.pdf.

You cannot deduct qualified medical expenses 
as an itemized deduction on Schedule A (Form
1040) that are equal to the distribution you re

ceive from the FSA.

Qualified HSA distribution. This is a distribution made 
before January 1, 2012, from your health FSA that is 
transferred to your HSA, discussed earlier.

For more information, see Notice 2007-22, 2007-10 
I.R.B. 670 available at www.irs.gov/irb/200710_IRB/
ar10.html.

If you do not remain an eligible individual for HSA pur-
poses during the testing period, the distribution is included 
in your income and is subject to a 10% additional tax. See 
Qualified HSA distribution under Health Savings Accounts 
(HSAs), earlier.
Qualified reservist distribution. A special rule allows 
amounts in a health FSA to be distributed to reservists or-
dered or called to active duty. This rule applies to distribu-
tions made after June 17, 2008, if the plan has been 
amended to allow these distributions. Your employer must 
report the distribution as wages on your Form W-2 for the 
year in which the distribution is made. The distribution is 
subject to employment taxes and is included in your gross 
income.

A qualified reservist distribution is allowed if you were 
(because you were in the reserves) ordered or called to 
active duty for a period of more than 179 days or for an in-
definite period, and the distribution is made during the pe-
riod beginning on the date of the order or call and ending 
on the last date that reimbursements could otherwise be 
made for the plan year that includes the date of the order 
or call.

Balance in an FSA
Flexible spending accounts are “use-it-or-lose-it” plans. 
This means that amounts in the account at the end of the 
plan year cannot be carried over to the next year. How-
ever, the plan can provide for a grace period of up to 21 2

months after the end of the plan year. If there is a grace 
period, any qualified medical expenses incurred in that 
period can be paid from any amounts left in the account at 
the end of the previous year. Your employer is not permit-
ted to refund any part of the balance to you. See Qualified 
HSA distribution and Qualified reservist distribution, ear-
lier.

Employer Participation
For the health FSA to maintain tax-qualified status, em-
ployers must comply with certain requirements that apply 
to cafeteria plans. For example, there are restrictions for 
plans that cover highly compensated employees and key 
employees. The plans must also comply with rules appli-
cable to other accident and health plans. Chapters 1 and 
2 of Publication 15-B, Employer's Tax Guide to Fringe 
Benefits, explain these requirements. 

CAUTION
!
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Health Reimbursement 
Arrangements (HRAs)
A health reimbursement arrangement (HRA) must be fun-
ded solely by an employer. The contribution cannot be 
paid through a voluntary salary reduction agreement on 
the part of an employee. Employees are reimbursed tax 
free for qualified medical expenses up to a maximum dol-
lar amount for a coverage period. An HRA may be offered 
with other health plans, including FSAs.

Note.  Unlike HSAs or Archer MSAs which must be re-
ported on Form 1040 or Form 1040NR, there are no re-
porting requirements for HRAs on your income tax return.

For information on the interaction between an HRA and 
an HSA, see Other employee health plans under Qualify
ing for an HSA, earlier.
What are the benefits of an HRA? You may enjoy sev-
eral benefits from having an HRA.

Contributions made by your employer can be exclu-
ded from your gross income.
Reimbursements may be tax free if you pay qualified 
medical expenses. See Qualified medical expenses, 
later.
Any unused amounts in the HRA can be carried for-
ward for reimbursements in later years.

Qualifying for an HRA
HRAs are employer-established benefit plans. These may 
be offered in conjunction with other employer-provided 
health benefits. Employers have complete flexibility to of-
fer various combinations of benefits in designing their 
plan. You do not have to be covered under any other 
health care plan to participate.

Self-employed persons are not eligible for an HRA.
Certain limitations may apply if you are a highly 
compensated participant.

Contributions to an HRA
HRAs are funded solely through employer contributions 
and may not be funded through employee salary deferrals 
under a cafeteria plan. These contributions are not inclu-
ded in the employee's income. You do not pay federal in-
come taxes or employment taxes on amounts your em-
ployer contributes to the HRA.

Amount of Contribution
There is no limit on the amount of money your employer 
can contribute to the accounts. Additionally, the maximum 
reimbursement amount credited under the HRA in the fu-
ture may be increased or decreased by amounts not 
previously used. See Balance in an HRA, later.

CAUTION
!

Distributions From an HRA
Generally, distributions from an HRA must be paid to re-
imburse you for qualified medical expenses you have in-
curred. The expense must have been incurred on or after 
the date you are enrolled in the HRA.

Debit cards, credit cards, and stored value cards given 
to you by your employer can be used to reimburse partici-
pants in an HRA. If the use of these cards meets certain 
substantiation methods, you may not have to provide ad-
ditional information to the HRA. For information on these 
methods, see Revenue Ruling 2003-43 on page 935 of In-
ternal Revenue Bulletin (IRB) 2003-21 at www.irs.gov/
pub/irsirbs/irb0321.pdf, Notice 2006-69, 2006-31 I.R.B. 
107 available at www.irs.gov/irb/200631_IRB/ar10.html, 
and Notice 2007-2, 2007-2 I.R.B. 254 available at 
www.irs.gov/irb/20072_IRB/ar09.html.

If any distribution is, or can be, made for other than the 
reimbursement of qualified medical expenses, any distri-
bution (including reimbursement of qualified medical ex-
penses) made in the current tax year is included in gross 
income. For example, if an unused reimbursement is pay-
able to you in cash at the end of the year, or upon termina-
tion of your employment, any distribution from the HRA is 
included in your income. This also applies if any unused 
amount upon your death is payable in cash to your benefi-
ciary or estate, or if the HRA provides an option for you to 
transfer any unused reimbursement at the end of the year 
to a retirement plan. However, see Qualified HSA distribu
tion, later.

If the plan permits amounts to be paid as medical bene-
fits to a designated beneficiary (other than the employee's 
spouse or dependents), any distribution from the HRA is 
included in income.

Reimbursements under an HRA can be made to the 
following persons.

1. Current and former employees.
2. Spouses and dependents of those employees.
3. Any person you could have claimed as a dependent

on your return except that:
a. The person filed a joint return,
b. The person had gross income of $3,800 or more,

or
c. You, or your spouse if filing jointly, could be

claimed as a dependent on someone else's 2012
return.

4. Your child under age 27 at the end of your tax year.
5. Spouses and dependents of deceased employees.

For this purpose, a child of parents that are di
vorced, separated, or living apart for the last 6 
months of the calendar year is treated as the de

pendent of both parents whether or not the custodial pa
rent releases the claim to the child's exemption.

TIP
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Qualified medical expenses.  Qualified medical expen-
ses are those specified in the plan that would generally 
qualify for the medical and dental expenses deduction. 
These are explained in Publication 502, Medical and Den-
tal Expenses.

Also, non-prescription medicines (other than insulin) 
are not considered qualified medical expenses for HRA 
purposes. A medicine or drug will be a qualified medical 
expense for HRA purposes only if the medicine or drug:

1. Requires a prescription,
2. Is available without a prescription (an over-the-coun-

ter medicine or drug) and you get a prescription for it,
or

3. Is insulin.
Qualified medical expenses from your HRA include the 

following.
Amounts paid for health insurance premiums.
Amounts paid for long-term care coverage.
Amounts that are not covered under another health 
plan.

If you are covered under both an HRA and a health FSA, 
see Notice 2002-45, Part V, which is on page 93 of IRB 
2002-28 at www.irs.gov/pub/irsirbs/irb0228.pdf.

You cannot deduct qualified medical expenses 
as an itemized deduction on Schedule A (Form 
1040) that are equal to the distribution from the 

HRA.

Qualified HSA distribution. This is a distribution made 
before January 1, 2012, from your HRA that is transferred 
to your HSA, discussed earlier.

For more information, see Notice 2007-22, 2007-10 
I.R.B. 670 available at www.irs.gov/irb/200710_IRB/
ar10.html.

If you do not remain an eligible individual for HSA pur-
poses during the testing period, the distribution is included 
in your income and is subject to a 10% additional tax. See 
Qualified HSA distribution under Health Savings Accounts 
(HSAs), earlier.

Balance in an HRA
Amounts that remain at the end of the year can generally 
be carried over to the next year. Your employer is not per-
mitted to refund any part of the balance to you. These 
amounts may never be used for anything but reimburse-
ments for qualified medical expenses. See Qualified HSA 
distribution, earlier.

Employer Participation
For an HRA to maintain tax-qualified status, employers 
must comply with certain requirements that apply to other 
accident and health plans. Chapters 1 and 2 of Publica-
tion 15-B, Employer's Tax Guide to Fringe Benefits, ex-
plain these requirements. 

CAUTION
!

How To Get Tax Help
You can get help with unresolved tax issues, order free 
publications and forms, ask tax questions, and get infor-
mation from the IRS in several ways. By selecting the 
method that is best for you, you will have quick and easy 
access to tax help.
Free help with your tax return. Free help in preparing 
your return is available nationwide from IRS-certified vol-
unteers. The Volunteer Income Tax Assistance (VITA) 
program is designed to help low-moderate income, eld-
erly, disabled, and limited English proficient taxpayers. 
The Tax Counseling for the Elderly (TCE) program is de-
signed to assist taxpayers age 60 and older with their tax 
returns. Most VITA and TCE sites offer free electronic fil-
ing and all volunteers will let you know about credits and 
deductions you may be entitled to claim. Some VITA and 
TCE sites provide taxpayers the opportunity to prepare 
their return with the assistance of an IRS-certified volun-
teer. To find the nearest VITA or TCE site, visit IRS.gov or 
call 1-800-906-9887 or 1-800-829-1040.

As part of the TCE program, AARP offers the Tax-Aide 
counseling program. To find the nearest AARP Tax-Aide 
site, visit AARP's website at www.aarp.org/money/taxaide 
or call 1-888-227-7669.

For more information on these programs, go to IRS.gov 
and enter “VITA” in the search box.

Internet. You can access the IRS website at 
IRS.gov 24 hours a day, 7 days a week to:

Efile your return. Find out about commercial tax prep-
aration and efile services available free to eligible tax-
payers.
Check the status of your 2012 refund. Go to IRS.gov 
and click on Where’s My Refund. Information about 
your return will generally be available within 24 hours 
after the IRS receives your e-filed return, or 4 weeks 
after you mail your paper return. If you filed Form 8379 
with your return, wait 14 weeks (11 weeks if you filed 
electronically). Have your 2012 tax return handy so 
you can provide your social security number, your fil-
ing status, and the exact whole dollar amount of your 
refund.
Where's My Refund? has a new look this year! The 
tool will include a tracker that displays progress 
through three stages: (1) return received, (2) refund 
approved, and (3) refund sent. Where's My Refund? 
will provide an actual personalized refund date as 
soon as the IRS processes your tax return and appro-
ves your refund. So in a change from previous filing 
seasons, you won't get an estimated refund date right 
away. Where's My Refund? includes information for 
the most recent return filed in the current year and 
does not include information about amended returns.
You can obtain a free transcript online at IRS.gov by 
clicking on Order a Return or Account Transcript 
under “Tools.” For a transcript by phone, call 
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1-800-908-9946 and follow the prompts in the recor-
ded message. You will be prompted to provide your 
SSN or Individual Taxpayer Identification Number 
(ITIN), date of birth, street address and ZIP code.
Download forms, including talking tax forms, instruc-
tions, and publications.
Order IRS products.
Research your tax questions.
Search publications by topic or keyword.
Use the Internal Revenue Code, regulations, or other 
official guidance.
View Internal Revenue Bulletins (IRBs) published in 
the last few years.
Figure your withholding allowances using the IRS 
Withholding Calculator at www.irs.gov/individuals.
Determine if Form 6251 (Alternative Minimum Tax— 
Individuals) must be filed by using our Alternative Min-
imum Tax (AMT) Assistant available at IRS.gov by 
typing Alternative Minimum Tax Assistant in the 
search box.
Sign up to receive local and national tax news by 
email.
Get information on starting and operating a small busi-
ness.

Phone. Many services are available by phone.

Ordering forms, instructions, and publications. Call 
1-800-TAX-FORM (1-800-829-3676) to order cur-
rent-year forms, instructions, and publications, and 
prior-year forms and instructions (limited to 5 years). 
You should receive your order within 10 days.
Asking tax questions. Call the IRS with your tax ques-
tions at 1-800-829-1040.
Solving problems. You can get face-to-face help solv-
ing tax problems most business days in IRS Taxpayer 
Assistance Centers (TAC). An employee can explain 
IRS letters, request adjustments to your account, or 
help you set up a payment plan. Call your local Tax-
payer Assistance Center for an appointment. To find 
the number, go to www.irs.gov/localcontacts or look in 
the phone book under United States Government, In
ternal Revenue Service.
TTY/TDD equipment. If you have access to TTY/TDD 
equipment, call 1-800-829-4059 to ask tax questions 
or to order forms and publications. The TTY/TDD tele-
phone number is for individuals who are deaf, hard of 
hearing, or have a speech disability. These individuals 
can also access the IRS through relay services such 
as the Federal Relay Service at www.gsa.gov/
fedrelay.
TeleTax topics. Call 1-800-829-4477 to listen to 
pre-recorded messages covering various tax topics.

Checking the status of your 2012 refund. To check the 
status of your 2012 refund, call 1-800-829-1954 or 
1-800-829-4477 (automated Where's My Refund? in-
formation 24 hours a day, 7 days a week). Information 
about your return will generally be available within 24 
hours after the IRS receives your e-filed return, or 4 
weeks after you mail your paper return. If you filed 
Form 8379 with your return, wait 14 weeks (11 weeks 
if you filed electronically). Have your 2012 tax return 
handy so you can provide your social security num-
ber, your filing status, and the exact whole dollar 
amount of your refund. Where's My Refund? will pro-
vide an actual personalized refund date as soon as 
the IRS processes your tax return and approves your 
refund. Where's My Refund? includes information for 
the most recent return filed in the current year and 
does not include information about amended returns.

Evaluating the quality of our telephone services. To 
ensure IRS representatives give accurate, courteous, and 
professional answers, we use several methods to evalu-
ate the quality of our telephone services. One method is 
for a second IRS representative to listen in on or record 
random telephone calls. Another is to ask some callers to 
complete a short survey at the end of the call.

Walkin. Some products and services are availa-
ble on a walk-in basis.

Products. You can walk in to some post offices, libra-
ries, and IRS offices to pick up certain forms, instruc-
tions, and publications. Some IRS offices, libraries, 
and city and county government offices have a collec-
tion of products available to photocopy from reprodu-
cible proofs. Also, some IRS offices and libraries have 
the Internal Revenue Code, regulations, Internal Rev-
enue Bulletins, and Cumulative Bulletins available for 
research purposes.
Services. You can walk in to your local TAC most 
business days for personal, face-to-face tax help. An 
employee can explain IRS letters, request adjust-
ments to your tax account, or help you set up a pay-
ment plan. If you need to resolve a tax problem, have 
questions about how the tax law applies to your indi-
vidual tax return, or you are more comfortable talking 
with someone in person, visit your local TAC where 
you can talk with an IRS representative face-to-face. 
No appointment is necessary—just walk in. Before 
visiting, check www.irs.gov/localcontacts for hours of 
operation and services provided. If you have an ongo-
ing, complex tax account problem or a special need, 
such as a disability, an appointment can be requested 
by calling your local TAC. You can leave a message 
and a representative will call you back within 2 busi-
ness days. All other issues will be handled without an 
appointment. To call your local TAC, go to
www.irs.gov/localcontacts or look in the phone book 
under United States Government, Internal Revenue 
Service.
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Mail. You can send your order for forms, instruc-
tions, and publications to the address below. You 
should receive a response within 10 days after 

your request is received.
Internal Revenue Service
1201 N. Mitsubishi Motorway
Bloomington, IL 61705-6613

Taxpayer Advocate Service. The Taxpayer Advocate 
Service (TAS) is your voice at the IRS. Its job is to ensure 
that every taxpayer is treated fairly, and that you know and 
understand your rights. TAS offers free help to guide you 
through the often-confusing process of resolving tax prob-
lems that you haven’t been able to solve on your own. Re-
member, the worst thing you can do is nothing at all.

TAS can help if you can’t resolve your problem with the 
IRS and:

Your problem is causing financial difficulties for you, 
your family, or your business.
You face (or your business is facing) an immediate 
threat of adverse action.
You have tried repeatedly to contact the IRS but no 
one has responded, or the IRS has not responded to 
you by the date promised.

If you qualify for help, they will do everything they can 
to get your problem resolved. You will be assigned to one 
advocate who will be with you at every turn. TAS has offi-
ces in every state, the District of Columbia, and Puerto 
Rico. Although TAS is independent within the IRS, their 
advocates know how to work with the IRS to get your 
problems resolved. And its services are always free.

As a taxpayer, you have rights that the IRS must abide 
by in its dealings with you. The TAS tax toolkit at 
www.TaxpayerAdvocate.irs.gov can help you understand 
these rights.

If you think TAS might be able to help you, call your lo-
cal advocate, whose number is in your phone book and on 
our website at www.irs.gov/advocate. You can also call 
the toll-free number at 1-877-777-4778. Deaf and hard of 
hearing individuals who have access to TTY/TDD equip-
ment can call 1-800-829-4059. These individuals can also 
access the IRS through relay services such as the Federal 
Relay Service at www.gsa.gov/fedrelay.

TAS also handles large-scale or systemic problems 
that affect many taxpayers. If you know of one of these 
broad issues, please report it through the Systemic Advo-
cacy Management System at www.irs.gov/advocate.

Low Income Taxpayer Clinics (LITCs). Low Income 
Taxpayer Clinics (LITCs) are independent from the IRS. 
Some clinics serve individuals whose income is below a 
certain level and who need to resolve a tax problem. 
These clinics provide professional representation before 
the IRS or in court on audits, appeals, tax collection dis-
putes, and other issues for free or for a small fee. Some 
clinics can provide information about taxpayer rights and 
responsibilities in many different languages for individuals 
who speak English as a second language. For more 

information and to find a clinic near you, see the LITC 
page on www.irs.gov/advocate or IRS Publication 4134, 
Low Income Taxpayer Clinic List. This publication is also 
available by calling 1-800-TAX-FORM (1-800-829-3676) 
or at your local IRS office.
Free tax services. Publication 910, IRS Guide to Free 
Tax Services, is your guide to IRS services and resour-
ces. Learn about free tax information from the IRS, includ-
ing publications, services, and education and assistance 
programs. The publication also has an index of over 100 
TeleTax topics (recorded tax information) you can listen to 
on the telephone. The majority of the information and 
services listed in this publication are available to you free 
of charge. If there is a fee associated with a resource or 
service, it is listed in the publication.

Accessible versions of IRS published products are 
available on request in a variety of alternative formats for 
people with disabilities.

DVD for tax products. You can order Publica-
tion 1796, IRS Tax Products DVD, and obtain:

Current-year forms, instructions, and publications.
Prior-year forms, instructions, and publications.
Tax Map: an electronic research tool and finding aid.
Tax law frequently asked questions.
Tax Topics from the IRS telephone response system.
Internal Revenue Code—Title 26 of the U.S. Code.
Links to other Internet-based tax research materials.
Fill-in, print, and save features for most tax forms.
Internal Revenue Bulletins.
Toll-free and email technical support.
Two releases during the year.
– The first release will ship the beginning of January
2013.
– The final release will ship the beginning of March
2013.

Purchase the DVD from National Technical Information 
Service (NTIS) at www.irs.gov/cdorders for $30 (no han-
dling fee) or call 1-877-233-6767 toll free to buy the DVD 
for $30 (plus a $6 handling fee).
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To help us develop a more useful index, please let us know if you have ideas for index entries.
See “Comments and Suggestions” in the “Introduction” for the ways you can reach us.Index 
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What's New
Standard mileage rate. The standard mileage rate al-
lowed for operating expenses for a car when you use it for 
medical reasons is 23 cents per mile. See Transportation 
under What Medical Expenses Are Includible.

Reminders
Future developments. For the latest information about 
developments related to Publication 502, such as legisla-
tion enacted after it was published, go to www.irs.gov/
pub502.
Photographs of missing children. The Internal Reve-
nue Service is a proud partner with the National Center for 
Missing and Exploited Children. Photographs of missing 
children selected by the Center may appear in this publi-
cation on pages that would otherwise be blank. You can 
help bring these children home by looking at the photo-
graphs and calling 1-800-THE-LOST (1-800-843-5678) if 
you recognize a child.
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Introduction
This publication explains the itemized deduction for medi-
cal and dental expenses that you claim on Schedule A 
(Form 1040). It discusses what expenses, and whose ex-
penses, you can and cannot include in figuring the deduc-
tion. It explains how to treat reimbursements and how to 
figure the deduction. It also tells you how to report the de-
duction on your tax return and what to do if you sell medi-
cal property or receive damages for a personal injury.

Medical expenses include dental expenses, and in this 
publication the term “medical expenses” is often used to 
refer to medical and dental expenses.

You can deduct on Schedule A (Form 1040) only the 
part of your medical and dental expenses that is more 
than 7.5% of your adjusted gross income (AGI). If your 
medical and dental expenses are not more than 7.5% of 
your AGI, you cannot claim a deduction.

This publication also explains how to treat impair-
ment-related work expenses, health insurance premiums 
if you are self-employed, and the health coverage tax 
credit that is available to certain individuals.

Pub. 502 covers many common medical expenses but 
not every possible medical expense. If you cannot find the 
expense you are looking for, refer to the definition of medi-
cal expenses under What Are Medical Expenses.

See How To Get Tax Help near the end of this publica-
tion for information about getting publications and forms.
Comments and suggestions. We welcome your com-
ments about this publication and your suggestions for fu-
ture editions.

You can write to us at the following address:
Internal Revenue Service
Individual and Specialty Forms and Publications 
Branch
SE:W:CAR:MP:T:I
1111 Constitution Ave. NW, IR-6526
Washington, DC 20224

We respond to many letters by telephone. Therefore, it 
would be helpful if you would include your daytime phone 
number, including the area code, in your correspondence.

You can email us at taxforms@irs.gov. Please put 
“Publications Comment” on the subject line. You can also 
send us comments from www.irs.gov/formspubs/. Select 
“Comment on Tax Forms and Publications” under “More 
Information.”

Although we cannot respond individually to each com-
ment received, we do appreciate your feedback and will 
consider your comments as we revise our tax products.

Ordering forms and publications. Visit www.irs.gov/
formspubs/ to download forms and publications, call 
1-800-TAX-FORM (1-800-829-3676), or write to the ad-
dress below and receive a response within 10 days after 
your request is received.

Internal Revenue Service
1201 N. Mitsubishi Motorway
Bloomington, IL 61705-6613

Tax questions. If you have a tax question, check the 
information available on IRS.gov or call 1-800-829-1040. 
We cannot answer tax questions sent to either of the 
above addresses.

Useful Items
You may want to see:

Publication
Health Savings Accounts and Other 
Tax-Favored Health Plans

Forms (and Instructions)
U.S. Individual Income Tax Return

Itemized Deductions
Health Coverage Tax Credit

What Are Medical Expenses?
Medical expenses are the costs of diagnosis, cure, mitiga-
tion, treatment, or prevention of disease, and the costs for 
treatments affecting any part or function of the body. 
These expenses include payments for legal medical serv-
ices rendered by physicians, surgeons, dentists, and 
other medical practitioners. They include the costs of 
equipment, supplies, and diagnostic devices needed for 
these purposes.

Medical care expenses must be primarily to alleviate or 
prevent a physical or mental defect or illness. They do not 
include expenses that are merely beneficial to general 
health, such as vitamins or a vacation.

Medical expenses include the premiums you pay for in-
surance that covers the expenses of medical care, and 
the amounts you pay for transportation to get medical 
care. Medical expenses also include amounts paid for 
qualified long-term care services and limited amounts 
paid for any qualified long-term care insurance contract.

What Expenses Can You 
Include This Year?
You can include only the medical and dental expenses 
you paid this year, regardless of when the services were 
provided. (But see Decedent under Whose Medical Ex
penses Can You Include, for an exception.) If you pay 
medical expenses by check, the day you mail or deliver 
the check generally is the date of payment. If you use a 
“pay-by-phone” or “online” account to pay your medical 
expenses, the date reported on the statement of the finan-
cial institution showing when payment was made is the 
date of payment. If you use a credit card, include medical 
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expenses you charge to your credit card in the year the 
charge is made, not when you actually pay the amount 
charged.

If you did not claim a medical or dental expense that 
would have been deductible in an earlier year, you can file 
Form 1040X, Amended U.S. Individual Income Tax Re-
turn, for the year in which you overlooked the expense. Do 
not claim the expense on this year's return. Generally, an 
amended return must be filed within 3 years from the date 
the original return was filed or within 2 years from the time 
the tax was paid, whichever is later.

You cannot include medical expenses that were paid 
by insurance companies or other sources. This is true 
whether the payments were made directly to you, to the 
patient, or to the provider of the medical services.
Separate returns. If you and your spouse live in a non-
community property state and file separate returns, each 
of you can include only the medical expenses each ac-
tually paid. Any medical expenses paid out of a joint 
checking account in which you and your spouse have the 
same interest are considered to have been paid equally 
by each of you, unless you can show otherwise.

Community property states. If you and your spouse 
live in a community property state and file separate re-
turns or are registered domestic partners in Nevada, 
Washington, or California (or a person in California who is 
married to a person of the same sex), any medical expen-
ses paid out of community funds are divided equally. Gen-
erally, each of you should include half the expenses. If 
medical expenses are paid out of the separate funds of 
one individual, only the individual who paid the medical 
expenses can include them. If you live in a community 
property state and are not filing a joint return, see Publica-
tion 555, Community Property. 

How Much of the Expenses 
Can You Deduct?
You can deduct on Schedule A (Form 1040) only the 
amount of your medical and dental expenses that is more 
than 7.5% of your AGI (Form 1040, line 38).

In this publication, the term “7.5% limit” is used to refer 
to 7.5% of your AGI. The phrase “subject to the 7.5% limit” 
is also used. This phrase means that you must subtract 
7.5% (.075) of your AGI from your medical expenses to 
figure your medical expense deduction.

Example. Your AGI is $40,000, 7.5% of which is 
$3,000. You paid medical expenses of $2,500. You can-
not deduct any of your medical expenses because they 
are not more than 7.5% of your AGI.

Whose Medical Expenses
Can You Include?
You can generally include medical expenses you pay for 
yourself, as well as those you pay for someone who was 
your spouse or your dependent either when the services 
were provided or when you paid for them. There are differ-
ent rules for decedents and for individuals who are the 
subject of multiple support agreements. See Support 
claimed under a multiple support agreement, later under 
Qualifying Person.

Yourself
You can include medical expenses that you paid for your-
self.

Spouse
You can include medical expenses you paid for your 
spouse. To include these expenses, you must have been 
married either at the time your spouse received the medi-
cal services or at the time you paid the medical expenses.

Example 1. Mary received medical treatment before 
she married Bill. Bill paid for the treatment after they mar-
ried. Bill can include these expenses in figuring his medi-
cal expense deduction even if Bill and Mary file separate 
returns.

If Mary had paid the expenses, Bill could not include 
Mary's expenses in his separate return. Mary would in-
clude the amounts she paid during the year in her sepa-
rate return. If they filed a joint return, the medical expen-
ses both paid during the year would be used to figure their 
medical expense deduction.

Example 2. This year, John paid medical expenses for 
his wife Louise, who died last year. John married Belle 
this year and they file a joint return. Because John was 
married to Louise when she received the medical serv-
ices, he can include those expenses in figuring his medi-
cal expense deduction for this year.

Dependent
You can include medical expenses you paid for your de-
pendent. For you to include these expenses, the person 
must have been your dependent either at the time the 
medical services were provided or at the time you paid the 
expenses. A person generally qualifies as your dependent 
for purposes of the medical expense deduction if both of 
the following requirements are met.

1. The person was a Qualifying Child (defined later) or a
Qualifying Relative (defined later), and

2. The person was a U.S. citizen or national or a resident
of the United States, Canada, or Mexico. If your quali-
fying child was adopted, see Exception for adopted
child, later.
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You can include medical expenses you paid for an individ-
ual that would have been your dependent except that:

1. He or she received gross income of $3,800 or more in
2012,

2. He or she filed a joint return for 2012, or
3. You, or your spouse if filing jointly, could be claimed

as a dependent on someone else's 2012 return.
Exception for adopted child. If you are a U.S. citizen or 
national and your adopted child lived with you as a mem-
ber of your household for 2012, that child does not have to 
be a U.S. citizen or national, or a resident of the United 
States, Canada, or Mexico.

Qualifying Child
A qualifying child is a child who:

1. Is your son, daughter, stepchild, foster child, brother,
sister, stepbrother, stepsister, half brother, half sister,
or a descendant of any of them (for example, your
grandchild, niece, or nephew),

2. Was:
a. Under age 19 at the end of 2012 and younger than

you (or your spouse, if filing jointly),
b. Under age 24 at the end of 2012, a full-time stu-

dent, and younger than you (or your spouse, if fil-
ing jointly), or

c. Any age and permanently and totally disabled,
3. Lived with you for more than half of 2012,
4. Did not provide over half of his or her own support for

2012, and
5. Did not file a joint return, other than to claim a refund.

Adopted child. A legally adopted child is treated as your 
own child. This child includes a child lawfully placed with 
you for legal adoption.

You can include medical expenses that you paid for a 
child before adoption if the child qualified as your depend-
ent when the medical services were provided or when the 
expenses were paid.

If you pay back an adoption agency or other persons 
for medical expenses they paid under an agreement with 
you, you are treated as having paid those expenses provi-
ded you clearly substantiate that the payment is directly 
attributable to the medical care of the child.

But if you pay the agency or other person for medical 
care that was provided and paid for before adoption nego-
tiations began, you cannot include them as medical ex-
penses.

You may be able to take a credit for other expen
ses related to an adoption. See the Instructions 
for Form 8839, Qualified Adoption Expenses, for 

more information.

Child of divorced or separated parents. For purposes 
of the medical and dental expenses deduction, a child of 

TIP

divorced or separated parents can be treated as a de-
pendent of both parents. Each parent can include the 
medical expenses he or she pays for the child, even if the 
other parent claims the child's dependency exemption, if:

1. The child is in the custody of one or both parents for
more than half the year,

2. The child receives over half of his or her support dur-
ing the year from his or her parents, and

3. The child's parents:
a. Are divorced or legally separated under a decree

of divorce or separate maintenance,
b. Are separated under a written separation agree-

ment, or
c. Live apart at all times during the last 6 months of

the year.
This does not apply if the child's exemption is being 
claimed under a multiple support agreement (discussed 
later).

Qualifying Relative
A qualifying relative is a person:

1. Who is your:
a. Son, daughter, stepchild, or foster child, or a de-

scendant of any of them (for example, your grand-
child),

b. Brother, sister, half brother, half sister, or a son or
daughter of any of them,

c. Father, mother, or an ancestor or sibling of either
of them (for example, your grandmother, grandfa-
ther, aunt, or uncle),

d. Stepbrother, stepsister, stepfather, stepmother,
son-in-law, daughter-in-law, father-in-law,
mother-in-law, brother-in-law, or sister-in-law, or

e. Any other person (other than your spouse) who
lived with you all year as a member of your house-
hold if your relationship did not violate local law,

2. Who was not a qualifying child (see Qualifying Child,
earlier) of any taxpayer for 2012, and

3. For whom you provided over half of the support in
2012. But see Child of divorced or separated parents,
earlier, Support claimed under a multiple support
agreement, next, and Kidnapped child under Qualify
ing Relative in Publication 501, Exemptions, Standard
Deduction, and Filing Information.

Support claimed under a multiple support agree-
ment. If you are considered to have provided more than 
half of a qualifying relative's support under a multiple sup-
port agreement, you can include medical expenses you 
pay for that person. A multiple support agreement is used 
when two or more people provide more than half of a per-
son's support, but no one alone provides more than half.
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Any medical expenses paid by others who joined you in 
the agreement cannot be included as medical expenses 
by anyone. However, you can include the entire unreim-
bursed amount you paid for medical expenses.

Example. You and your three brothers each provide 
one-fourth of your mother's total support. Under a multiple 
support agreement, you treat your mother as your de-
pendent. You paid all of her medical expenses. Your 
brothers repaid you for three-fourths of these expenses. In 
figuring your medical expense deduction, you can include 
only one-fourth of your mother's medical expenses. Your 
brothers cannot include any part of the expenses. How-
ever, if you and your brothers share the nonmedical sup-
port items and you separately pay all of your mother's 
medical expenses, you can include the unreimbursed 
amount you paid for her medical expenses in your medi-
cal expenses.

Decedent
Medical expenses paid before death by the decedent are 
included in figuring any deduction for medical and dental 
expenses on the decedent's final income tax return. This 
includes expenses for the decedent's spouse and de-
pendents as well as for the decedent.

The survivor or personal representative of a decedent 
can choose to treat certain expenses paid by the dece-
dent's estate for the decedent's medical care as paid by 
the decedent at the time the medical services were provi-
ded. The expenses must be paid within the 1-year period 
beginning with the day after the date of death. If you are 
the survivor or personal representative making this 
choice, you must attach a statement to the decedent's 
Form 1040 (or the decedent's amended return, Form 
1040X) saying that the expenses have not been and will 
not be claimed on the estate tax return.

Qualified medical expenses paid before death by 
the decedent are not deductible if paid with a
taxfree distribution from any Archer MSA, Medi

care Advantage MSA, or health savings account.

What if the decedent's return had been filed and the 
medical expenses were not included? Form 1040X 
can be filed for the year or years the expenses are treated 
as paid, unless the period for filing an amended return for 
that year has passed. Generally, an amended return must 
be filed within 3 years of the date the original return was 
filed, or within 2 years from the time the tax was paid, 
whichever date is later.

Example. John properly filed his 2011 income tax re-
turn. He died in 2012 with unpaid medical expenses of 
$1,500 from 2011 and $1,800 in 2012. If the expenses are 
paid within the 1-year period, his survivor or personal rep-
resentative can file an amended return for 2011 claiming a 
deduction based on the $1,500 medical expenses. The 
$1,800 of medical expenses from 2012 can be included 
on the decedent's final return for 2012.

CAUTION
!

What if you pay medical expenses of a deceased 
spouse or dependent? If you paid medical expenses for 
your deceased spouse or dependent, include them as 
medical expenses on your Form 1040 in the year paid, 
whether they are paid before or after the decedent's 
death. The expenses can be included if the person was 
your spouse or dependent either at the time the medical 
services were provided or at the time you paid the expen-
ses.

What Medical Expenses Are 
Includible?
Following is a list of items that you can include in figuring 
your medical expense deduction. The items are listed in 
alphabetical order.

This list does not include all possible medical expen-
ses. To determine if an expense not listed can be included 
in figuring your medical expense deduction, see What Are 
Medical Expenses, earlier.

Abortion
You can include in medical expenses the amount you pay 
for a legal abortion.

Acupuncture
You can include in medical expenses the amount you pay 
for acupuncture.

Alcoholism
You can include in medical expenses amounts you pay for 
an inpatient's treatment at a therapeutic center for alcohol 
addiction. This includes meals and lodging provided by 
the center during treatment.

You can also include in medical expenses amounts you 
pay for transportation to and from Alcoholics Anonymous 
meetings in your community if the attendance is pursuant 
to medical advice that membership in Alcoholics Anony-
mous is necessary for the treatment of a disease involving 
the excessive use of alcoholic liquors.

Ambulance
You can include in medical expenses amounts you pay for 
ambulance service.

Annual Physical Examination
See Physical Examination, later.

Artificial Limb
You can include in medical expenses the amount you pay 
for an artificial limb.
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Artificial Teeth
You can include in medical expenses the amount you pay 
for artificial teeth.

Autoette
See Wheelchair, later.

Bandages
You can include in medical expenses the cost of medical 
supplies such as bandages.

Birth Control Pills
You can include in medical expenses the amount you pay 
for birth control pills prescribed by a doctor.

Body Scan
You can include in medical expenses the cost of an elec-
tronic body scan.

Braille Books and Magazines
You can include in medical expenses the part of the cost 
of Braille books and magazines for use by a visually im-
paired person that is more than the cost of regular printed 
editions.

Breast Pumps and Supplies
You can include in medical expenses the cost of breast 
pumps and supplies that assist lactation.

Breast Reconstruction Surgery
You can include in medical expenses the amounts you 
pay for breast reconstruction surgery, as well as breast 
prosthesis, following a mastectomy for cancer. See Cos
metic Surgery, later.

Capital Expenses
You can include in medical expenses amounts you pay for 
special equipment installed in a home, or for improve-
ments, if their main purpose is medical care for you, your 
spouse, or your dependent. The cost of permanent im-
provements that increase the value of your property may 
be partly included as a medical expense. The cost of the 
improvement is reduced by the increase in the value of 
your property. The difference is a medical expense. If the 
value of your property is not increased by the improve-
ment, the entire cost is included as a medical expense.

Certain improvements made to accommodate a home 
to your disabled condition, or that of your spouse or your 
dependents who live with you, do not usually increase the 
value of the home and the cost can be included in full as 

medical expenses. These improvements include, but are 
not limited to, the following items.

Constructing entrance or exit ramps for your home.
Widening doorways at entrances or exits to your 
home.
Widening or otherwise modifying hallways and interior 
doorways.
Installing railings, support bars, or other modifications 
to bathrooms.
Lowering or modifying kitchen cabinets and equip-
ment.
Moving or modifying electrical outlets and fixtures.
Installing porch lifts and other forms of lifts (but eleva-
tors generally add value to the house).
Modifying fire alarms, smoke detectors, and other 
warning systems.
Modifying stairways.
Adding handrails or grab bars anywhere (whether or 
not in bathrooms).
Modifying hardware on doors.
Modifying areas in front of entrance and exit door-
ways.
Grading the ground to provide access to the resi-
dence.

Only reasonable costs to accommodate a home to a 
disabled condition are considered medical care. Addi-
tional costs for personal motives, such as for architectural 
or aesthetic reasons, are not medical expenses.
Capital expense worksheet. Use Worksheet A to figure 
the amount of your capital expense to include in your 
medical expenses.
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Capital Expense 
Worksheet

Worksheet A.
Keep for Your Records
Instructions: Use this worksheet to figure the amount, if any, of 
your medical expenses due to a home improvement.

1. Enter the amount you paid for the home
improvement . . . . . . . . . . . . . . . . . . . . . . . . . 1.

2. Enter the value of your home
immediately after the
improvement . . . . . . . . . . . . . . 2.

3. Enter the value of your home
immediately before the
improvement . . . . . . . . . . . . . . 3.

4. Subtract line 3 from line 2. This is the
increase in the value of your home due to
the improvement. . . . . . . . . . . . . . . . . . . . . . 4.
• If line 4 is more than or equal to line 1,
you have no medical expenses due to the 
home improvement; stop here.
• If line 4 is less than line 1, go to line 5.

5. Subtract line 4 from line 1. These are your
medical expenses due to the home
improvement. . . . . . . . . . . . . . . . . . . . . . . . . 5.

Example. You have a heart ailment. On your doctor's 
advice, you install an elevator in your home so that you 
will not have to climb stairs. The elevator costs $8,000. An 
appraisal shows that the elevator increases the value of 
your home by $4,400. You figure your medical expense as 
shown in the filled-in example of Worksheet A.

Capital Expense 
Worksheet—Illustrated

Worksheet A. 
Keep for Your Records
Instructions: Use this worksheet to figure the amount, if any, of 
your medical expenses due to a home improvement.

1. Enter the amount you paid for the home
improvement . . . . . . . . . . . . . . . . . . . . . . . . . 1. 8,000

2. Enter the value of your home
immediately after the
improvement . . . . . . . . . . . . . . 2. 124,400

3. Enter the value of your home
immediately before the
improvement . . . . . . . . . . . . . . 3. 120,000

4. Subtract line 3 from line 2. This is the
increase in the value of your home due to
the improvement. . . . . . . . . . . . . . . . . . . . . . 4. 4,400
• If line 4 is more than or equal to line 1,
you have no medical expenses due to the 
home improvement; stop here.
• If line 4 is less than line 1, go to line 5.

5. Subtract line 4 from line 1. These are your
medical expenses due to the home
improvement. . . . . . . . . . . . . . . . . . . . . . . . . 5. 3,600

Operation and upkeep. Amounts you pay for operation 
and upkeep of a capital asset qualify as medical expen-
ses, as long as the main reason for them is medical care. 
This rule applies even if none or only part of the original 
cost of the capital asset qualified as a medical care ex-
pense.

Example. If, in the previous example, the elevator in-
creased the value of your home by $8,000, you would 
have no medical expense for the cost of the elevator. 
However, the cost of electricity to operate the elevator and 
any costs to maintain it are medical expenses as long as 
the medical reason for the elevator exists.
Improvements to property rented by a person with a 
disability. Amounts paid to buy and install special 
plumbing fixtures for a person with a disability, mainly for 
medical reasons, in a rented house are medical expen-
ses.

Example. John has arthritis and a heart condition. He 
cannot climb stairs or get into a bathtub. On his doctor's 
advice, he installs a bathroom with a shower stall on the 
first floor of his two-story rented house. The landlord did 
not pay any of the cost of buying and installing the special 
plumbing and did not lower the rent. John can include in 
medical expenses the entire amount he paid.

Car
You can include in medical expenses the cost of special 
hand controls and other special equipment installed in a 
car for the use of a person with a disability.
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Special design. You can include in medical expenses 
the difference between the cost of a regular car and a car 
specially designed to hold a wheelchair.
Cost of operation. The includible costs of using a car for 
medical reasons are explained under Transportation, 
later.

Chiropractor
You can include in medical expenses fees you pay to a 
chiropractor for medical care.

Christian Science Practitioner
You can include in medical expenses fees you pay to 
Christian Science practitioners for medical care.

Contact Lenses
You can include in medical expenses amounts you pay for 
contact lenses needed for medical reasons. You can also 
include the cost of equipment and materials required for 
using contact lenses, such as saline solution and enzyme 
cleaner. See Eyeglasses and Eye Surgery, later.

Crutches
You can include in medical expenses the amount you pay 
to buy or rent crutches.

Dental Treatment
You can include in medical expenses the amounts you 
pay for the prevention and alleviation of dental disease. 
Preventive treatment includes the services of a dental hy-
gienist or dentist for such procedures as teeth cleaning, 
the application of sealants, and fluoride treatments to pre-
vent tooth decay. Treatment to alleviate dental disease in-
clude services of a dentist for procedures such as X-rays, 
fillings, braces, extractions, dentures, and other dental ail-
ments. But see Teeth Whitening under What Expenses 
Are Not Includible, later.

Diagnostic Devices
You can include in medical expenses the cost of devices 
used in diagnosing and treating illness and disease.

Example. You have diabetes and use a blood sugar 
test kit to monitor your blood sugar level. You can include 
the cost of the blood sugar test kit in your medical expen-
ses.

Disabled Dependent Care Expenses
Some disabled dependent care expenses may qualify as 
either:

Medical expenses, or

Work-related expenses for purposes of taking a credit 
for dependent care. (See Publication 503, Child and 
Dependent Care Expenses.)

You can choose to apply them either way as long as you 
do not use the same expenses to claim both a credit and a 
medical expense deduction.

Drug Addiction
You can include in medical expenses amounts you pay for 
an inpatient's treatment at a therapeutic center for drug 
addiction. This includes meals and lodging at the center 
during treatment.

Drugs
See Medicines, later.

Eye Exam
You can include in medical expenses the amount you pay 
for eye examinations.

Eyeglasses
You can include in medical expenses amounts you pay for 
eyeglasses and contact lenses needed for medical rea-
sons. See Contact Lenses, earlier, for more information.

Eye Surgery
You can include in medical expenses the amount you pay 
for eye surgery to treat defective vision, such as laser eye 
surgery or radial keratotomy.

Fertility Enhancement
You can include in medical expenses the cost of the fol-
lowing procedures to overcome an inability to have chil-
dren.

Procedures such as in vitro fertilization (including tem-
porary storage of eggs or sperm).
Surgery, including an operation to reverse prior sur-
gery that prevented the person operated on from hav-
ing children.

Founder's Fee
See Lifetime Care—Advance Payments, later.

Guide Dog or Other Service Animal
You can include in medical expenses the costs of buying, 
training, and maintaining a guide dog or other service ani-
mal to assist a visually impaired or hearing disabled per-
son, or a person with other physical disabilities. In gen-
eral, this includes any costs, such as food, grooming, and 
veterinary care, incurred in maintaining the health and vi-
tality of the service animal so that it may perform its duties.
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Health Institute
You can include in medical expenses fees you pay for 
treatment at a health institute only if the treatment is pre-
scribed by a physician and the physician issues a state-
ment that the treatment is necessary to alleviate a physi-
cal or mental defect or illness of the individual receiving 
the treatment.

Health Maintenance
Organization (HMO)
You can include in medical expenses amounts you pay to 
entitle you, your spouse, or a dependent to receive medi-
cal care from an HMO. These amounts are treated as 
medical insurance premiums. See Insurance Premiums, 
later.

Hearing Aids
You can include in medical expenses the cost of a hearing 
aid and batteries, repairs, and maintenance needed to op-
erate it.

Home Care
See Nursing Services, later.

Home Improvements
See Capital Expenses, earlier.

Hospital Services
You can include in medical expenses amounts you pay for 
the cost of inpatient care at a hospital or similar institution 
if a principal reason for being there is to receive medical 
care. This includes amounts paid for meals and lodging. 
Also see Lodging, later.

Insurance Premiums
You can include in medical expenses insurance premiums 
you pay for policies that cover medical care. Medical care 
policies can provide payment for treatment that includes:

Hospitalization, surgical services, X-rays,
Prescription drugs and insulin,
Dental care,
Replacement of lost or damaged contact lenses, and
Long-term care (subject to additional limitations). See 
Qualified LongTerm Care Insurance Contracts under 
LongTerm Care, later.

If you have a policy that provides payments for other 
than medical care, you can include the premiums for the 
medical care part of the policy if the charge for the medi-
cal part is reasonable. The cost of the medical part must 

be separately stated in the insurance contract or given to 
you in a separate statement.
Health coverage tax credit. If, during 2012, you were 
an eligible trade adjustment assistance (TAA) recipient, 
alternative TAA (ATAA) recipient, reemployment TAA 
(RTAA) recipient, or Pension Benefit Guaranty Corpora-
tion (PBGC) pension recipient, you must complete Form 
8885 before completing Schedule A, line 1. When figuring 
the amount of insurance premiums you can deduct on 
Schedule A, do not include:

Any amounts you included on Form 8885, line 4,
Any qualified health insurance premiums you paid to 
“U.S. Treasury–HCTC,” or
Any health coverage tax credit advance payments 
shown in box 1 of Form 1099-H.

Employer-Sponsored Health Insurance Plan
Do not include in your medical and dental expenses any 
insurance premiums paid by an employer-sponsored 
health insurance plan unless the premiums are included in 
box 1 of your Form W-2, Wage and Tax Statement. Also, 
do not include any other medical and dental expenses 
paid by the plan unless the amount paid is included in 
box 1 of your Form W-2.

Example. You are a federal employee participating in 
the premium conversion plan of the Federal Employee 
Health Benefits (FEHB) program. Your share of the FEHB 
premium is paid by making a pre-tax reduction in your sal-
ary. Because you are an employee whose insurance pre-
miums are paid with money that is never included in your 
gross income, you cannot deduct the premiums paid with 
that money.
Long-term care services. Contributions made by your 
employer to provide coverage for qualified long-term care 
services under a flexible spending or similar arrangement 
must be included in your income. This amount will be re-
ported as wages in box 1 of your Form W-2.
Retired public safety officers.  If you are a retired pub-
lic safety officer, do not include as medical expenses any 
health or long-term care insurance premiums that you 
elected to have paid with tax-free distributions from a re-
tirement plan. This applies only to distributions that would 
otherwise be included in income.
Health reimbursement arrangement (HRA). If you 
have medical expenses that are reimbursed by a health 
reimbursement arrangement, you cannot include those 
expenses in your medical expenses. This is because an 
HRA is funded solely by the employer.

Medicare A
If you are covered under social security (or if you are a 
government employee who paid Medicare tax), you are 
enrolled in Medicare A. The payroll tax paid for Medicare 
A is not a medical expense.
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If you are not covered under social security (or were not 
a government employee who paid Medicare tax), you can 
voluntarily enroll in Medicare A. In this situation you can 
include the premiums you paid for Medicare A as a medi-
cal expense.

Medicare B
Medicare B is a supplemental medical insurance. Premi-
ums you pay for Medicare B are a medical expense. 
Check the information you received from the Social Se-
curity Administration to find out your premium.

Medicare D
Medicare D is a voluntary prescription drug insurance pro-
gram for persons with Medicare A or B. You can include 
as a medical expense premiums you pay for Medicare D.

Prepaid Insurance Premiums
Premiums you pay before you are age 65 for insurance for 
medical care for yourself, your spouse, or your depend-
ents after you reach age 65 are medical care expenses in 
the year paid if they are:

1. Payable in equal yearly installments or more often,
and

2. Payable for at least 10 years, or until you reach age
65 (but not for less than 5 years).

Unused Sick Leave Used To Pay Premiums
You must include in gross income cash payments you re-
ceive at the time of retirement for unused sick leave. You 
also must include in gross income the value of unused 
sick leave that, at your option, your employer applies to 
the cost of your continuing participation in your employer's 
health plan after you retire. You can include this cost of 
continuing participation in the health plan as a medical ex-
pense.

If you participate in a health plan where your employer 
automatically applies the value of unused sick leave to the 
cost of your continuing participation in the health plan 
(and you do not have the option to receive cash), do not 
include the value of the unused sick leave in gross in-
come. You cannot include this cost of continuing partici-
pation in that health plan as a medical expense.

Insurance Premiums You Cannot Include
You cannot include premiums you pay for:

Life insurance policies,
Policies providing payment for loss of earnings,
Policies for loss of life, limb, sight, etc.,
Policies that pay you a guaranteed amount each week 
for a stated number of weeks if you are hospitalized 
for sickness or injury,

The part of your car insurance that provides medical 
insurance coverage for all persons injured in or by 
your car because the part of the premium providing in-
surance for you, your spouse, and your dependents is 
not stated separately from the part of the premium 
providing insurance for medical care for others, or
Health or long-term care insurance if you elected to 
pay these premiums with tax-free distributions from a 
retirement plan made directly to the insurance pro-
vider and these distributions would otherwise have 
been included in income.

Taxes imposed by any governmental unit, such as Medi-
care taxes, are not insurance premiums.
Coverage for nondependents. Generally, you cannot 
deduct any additional premium you pay as the result of in-
cluding on your policy someone who is not your spouse or 
dependent, even if that person is your child under age 27. 
However, you can deduct the additional premium if that 
person is:

Your child whom you do not claim as a dependent be-
cause of the rules for children of divorced or separa-
ted parents,
Any person you could have claimed as a dependent 
on your return except that person received $3,800 or 
more of gross income or filed a joint return, or
Any person you could have claimed as a dependent 
except that you, or your spouse if filing jointly, can be 
claimed as a dependent on someone else's 2012 re-
turn.

Also, if you had family coverage when you added this indi-
vidual to your policy and your premiums did not increase, 
you can enter on line 1 the full amount of your medical and 
dental insurance premiums.

Intellectually and Developmentally 
Disabled, Special Home for
You can include in medical expenses the cost of keeping 
a person who is intellectually and developmentally disa-
bled in a special home, not the home of a relative, on the 
recommendation of a psychiatrist to help the person ad-
just from life in a mental hospital to community living.

Laboratory Fees
You can include in medical expenses the amounts you 
pay for laboratory fees that are part of medical care.

Lactation Expenses
See Breast Pumps and Supplies, earlier.

Lead-Based Paint Removal
You can include in medical expenses the cost of removing 
lead-based paints from surfaces in your home to prevent a 
child who has or had lead poisoning from eating the paint. 
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These surfaces must be in poor repair (peeling or crack-
ing) or within the child's reach. The cost of repainting the 
scraped area is not a medical expense.

If, instead of removing the paint, you cover the area 
with wallboard or paneling, treat these items as capital ex-
penses. See Capital Expenses, earlier. Do not include the 
cost of painting the wallboard as a medical expense.

Learning Disability
See Special Education, later.

Legal Fees
You can include in medical expenses legal fees you paid 
that are necessary to authorize treatment for mental ill-
ness. However, you cannot include in medical expenses 
fees for the management of a guardianship estate, fees 
for conducting the affairs of the person being treated, or 
other fees that are not necessary for medical care.

Lifetime Care—Advance Payments
You can include in medical expenses a part of a life-care 
fee or “founder's fee” you pay either monthly or as a lump 
sum under an agreement with a retirement home. The part 
of the payment you include is the amount properly alloca-
ble to medical care. The agreement must require that you 
pay a specific fee as a condition for the home's promise to 
provide lifetime care that includes medical care. You can 
use a statement from the retirement home to prove the 
amount properly allocable to medical care. The statement 
must be based either on the home's prior experience or on 
information from a comparable home.
Dependents with disabilities. You can include in medi-
cal expenses advance payments to a private institution for 
lifetime care, treatment, and training of your physically or 
mentally impaired child upon your death or when you be-
come unable to provide care. The payments must be a 
condition for the institution's future acceptance of your 
child and must not be refundable.
Payments for future medical care. Generally, you can-
not include in medical expenses current payments for 
medical care (including medical insurance) to be provided 
substantially beyond the end of the year. This rule does 
not apply in situations where the future care is purchased 
in connection with obtaining lifetime care of the type de-
scribed earlier.

Lodging
You can include in medical expenses the cost of meals 
and lodging at a hospital or similar institution if a principal 
reason for being there is to receive medical care. See 
Nursing Home, later.

You may be able to include in medical expenses the 
cost of lodging not provided in a hospital or similar institu-
tion. You can include the cost of such lodging while away 
from home if all of the following requirements are met.

1. The lodging is primarily for and essential to medical
care.

2. The medical care is provided by a doctor in a licensed
hospital or in a medical care facility related to, or the
equivalent of, a licensed hospital.

3. The lodging is not lavish or extravagant under the cir-
cumstances.

4. There is no significant element of personal pleasure,
recreation, or vacation in the travel away from home.

The amount you include in medical expenses for lodg-
ing cannot be more than $50 for each night for each per-
son. You can include lodging for a person traveling with 
the person receiving the medical care. For example, if a 
parent is traveling with a sick child, up to $100 per night 
can be included as a medical expense for lodging. Meals 
are not included.

Do not include the cost of lodging while away from 
home for medical treatment if that treatment is not re-
ceived from a doctor in a licensed hospital or in a medical 
care facility related to, or the equivalent of, a licensed hos-
pital or if that lodging is not primarily for or essential to the 
medical care received.

Long-Term Care
You can include in medical expenses amounts paid for 
qualified long-term care services and premiums paid for 
qualified long-term care insurance contracts.

Qualified Long-Term Care Services
Qualified long-term care services are necessary diagnos-
tic, preventive, therapeutic, curing, treating, mitigating, re-
habilitative services, and maintenance and personal care 
services (defined later) that are:

1. Required by a chronically ill individual, and
2. Provided pursuant to a plan of care prescribed by a li-

censed health care practitioner.
Chronically ill individual. An individual is chronically ill 
if, within the previous 12 months, a licensed health care 
practitioner has certified that the individual meets either of 
the following descriptions.

1. He or she is unable to perform at least two activities of
daily living without substantial assistance from an-
other individual for at least 90 days, due to a loss of
functional capacity. Activities of daily living are eating,
toileting, transferring, bathing, dressing, and conti-
nence.

2. He or she requires substantial supervision to be pro-
tected from threats to health and safety due to severe
cognitive impairment.
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Maintenance and personal care services. Mainte-
nance or personal care services is care which has as its 
primary purpose the providing of a chronically ill individual 
with needed assistance with his or her disabilities (includ-
ing protection from threats to health and safety due to se-
vere cognitive impairment).

Qualified Long-Term Care Insurance 
Contracts
A qualified long-term care insurance contract is an insur-
ance contract that provides only coverage of qualified 
long-term care services. The contract must:

1. Be guaranteed renewable,
2. Not provide for a cash surrender value or other money

that can be paid, assigned, pledged, or borrowed,
3. Provide that refunds, other than refunds on the death

of the insured or complete surrender or cancellation
of the contract, and dividends under the contract must
be used only to reduce future premiums or increase
future benefits, and

4. Generally not pay or reimburse expenses incurred for
services or items that would be reimbursed under
Medicare, except where Medicare is a secondary
payer, or the contract makes per diem or other peri-
odic payments without regard to expenses.

The amount of qualified long-term care premiums you 
can include is limited. You can include the following as 
medical expenses on Schedule A (Form 1040).

1. Qualified long-term care premiums up to the amounts
shown below.
a. Age 40 or under – $350.
b. Age 41 to 50 – $660.
c. Age 51 to 60 – $1,310.
d. Age 61 to 70 – $3,500.
e. Age 71 or over – $4,370.

2. Unreimbursed expenses for qualified long-term care
services.

Note. The limit on premiums is for each person.
Also, if you are an eligible retired public safety officer, 

you cannot include premiums for long-term care insurance 
if you elected to pay these premiums with tax-free distribu-
tions from a qualified retirement plan made directly to the 
insurance provider and these distributions would other-
wise have been included in your income.

Meals
You can include in medical expenses the cost of meals at 
a hospital or similar institution if a principal reason for be-
ing there is to get medical care.

You cannot include in medical expenses the cost of 
meals that are not part of inpatient care. Also see 
WeightLoss Program and Nutritional Supplements, later.

Medical Conferences
You can include in medical expenses amounts paid for 
admission and transportation to a medical conference if 
the medical conference concerns the chronic illness of 
yourself, your spouse, or your dependent. The costs of 
the medical conference must be primarily for and neces-
sary to the medical care of you, your spouse, or your de-
pendent. The majority of the time spent at the conference 
must be spent attending sessions on medical information.

The cost of meals and lodging while attending the 
conference is not deductible as a medical ex
pense.

Medical Information Plan
You can include in medical expenses amounts paid to a 
plan that keeps medical information in a computer data 
bank and retrieves and furnishes the information upon re-
quest to an attending physician.

Medicines
You can include in medical expenses amounts you pay for 
prescribed medicines and drugs. A prescribed drug is one 
that requires a prescription by a doctor for its use by an in-
dividual. You can also include amounts you pay for insu-
lin. Except for insulin, you cannot include in medical ex-
penses amounts you pay for a drug that is not prescribed.
Imported medicines and drugs. If you imported medi-
cines or drugs from other countries, see Medicines and 
Drugs From Other Countries, under What Expenses Are 
Not Includible, later.

Nursing Home
You can include in medical expenses the cost of medical 
care in a nursing home, home for the aged, or similar insti-
tution, for yourself, your spouse, or your dependents. This 
includes the cost of meals and lodging in the home if a 
principal reason for being there is to get medical care.

Do not include the cost of meals and lodging if the rea-
son for being in the home is personal. You can, however, 
include in medical expenses the part of the cost that is for 
medical or nursing care.

Nursing Services
You can include in medical expenses wages and other 
amounts you pay for nursing services. The services need 
not be performed by a nurse as long as the services are of 
a kind generally performed by a nurse. This includes serv-
ices connected with caring for the patient's condition, 
such as giving medication or changing dressings, as well 

CAUTION
!
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as bathing and grooming the patient. These services can 
be provided in your home or another care facility.

Generally, only the amount spent for nursing services is 
a medical expense. If the attendant also provides per-
sonal and household services, amounts paid to the at-
tendant must be divided between the time spent perform-
ing household and personal services and the time spent 
for nursing services. For example, because of your medi-
cal condition you pay a visiting nurse $300 per week for 
medical and household services. She spends 10% of her 
time doing household services such as washing dishes 
and laundry. You can include only $270 per week as med-
ical expenses. The $30 (10% × $300) allocated to house-
hold services cannot be included. However, certain main-
tenance or personal care services provided for qualified 
long-term care can be included in medical expenses. See 
Maintenance and personal care services under 
LongTerm Care, earlier. Additionally, certain expenses 
for household services or for the care of a qualifying indi-
vidual incurred to allow you to work may qualify for the 
child and dependent care credit. See Publication 503, 
Child and Dependent Care Expenses.

You can also include in medical expenses part of the 
amount you pay for that attendant's meals. Divide the food 
expense among the household members to find the cost 
of the attendant's food. Then divide that cost in the same 
manner as in the preceding paragraph. If you had to pay 
additional amounts for household upkeep because of the 
attendant, you can include the extra amounts with your 
medical expenses. This includes extra rent or utilities you 
pay because you moved to a larger apartment to provide 
space for the attendant.
Employment taxes. You can include as a medical ex-
pense social security tax, FUTA, Medicare tax, and state 
employment taxes you pay for an attendant who provides 
medical care. If the attendant also provides personal and 
household services, you can include as a medical ex-
pense only the amount of employment taxes paid for med-
ical services as explained earlier. For information on em-
ployment tax responsibilities of household employers, see 
Publication 926, Household Employer's Tax Guide.

Operations
You can include in medical expenses amounts you pay for 
legal operations that are not for unnecessary cosmetic 
surgery. See Cosmetic Surgery under What Expenses 
Are Not Includible, later.

Optometrist
See Eyeglasses, earlier.

Organ Donors
See Transplants, later.

Osteopath
You can include in medical expenses amounts you pay to 
an osteopath for medical care.

Oxygen
You can include in medical expenses amounts you pay for 
oxygen and oxygen equipment to relieve breathing prob-
lems caused by a medical condition.

Physical Examination
You can include in medical expenses the amount you pay 
for an annual physical examination and diagnostic tests 
by a physician. You do not have to be ill at the time of the 
examination.

Example. Beth goes to see Dr. Hayes for her annual 
check-up. Dr. Hayes does a physical examination and has 
some lab tests done. Beth can include the cost of the 
exam and lab tests in her medical expenses, if her insur-
ance does not cover the cost.

Pregnancy Test Kit
You can include in medical expenses the amount you pay 
to purchase a pregnancy test kit to determine if you are 
pregnant.

Prosthesis
See Artificial Limb and Breast Reconstruction Surgery, 
earlier.

Psychiatric Care
You can include in medical expenses amounts you pay for 
psychiatric care. This includes the cost of supporting a 
mentally ill dependent at a specially equipped medical 
center where the dependent receives medical care. See 
Psychoanalysis, next, and Transportation, later.

Psychoanalysis
You can include in medical expenses payments for psy-
choanalysis. However, you cannot include payments for 
psychoanalysis that is part of required training to be a psy-
choanalyst.

Psychologist
You can include in medical expenses amounts you pay to 
a psychologist for medical care.

Special Education
You can include in medical expenses fees you pay on a 
doctor's recommendation for a child's tutoring by a 
teacher who is specially trained and qualified to work with 
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children who have learning disabilities caused by mental 
or physical impairments, including nervous system disor-
ders.

You can include in medical expenses the cost (tuition, 
meals, and lodging) of attending a school that furnishes 
special education to help a child to overcome learning dis-
abilities. A doctor must recommend that the child attend 
the school. Overcoming the learning disabilities must be a 
principal reason for attending the school, and any ordinary 
education received must be incidental to the special edu-
cation provided. Special education includes:

Teaching Braille to a visually impaired person,
Teaching lip reading to a hearing disabled person, or
Giving remedial language training to correct a condi-
tion caused by a birth defect.

You cannot include in medical expenses the cost of 
sending a problem child to a school where the course of 
study and the disciplinary methods have a beneficial ef-
fect on the child's attitude if the availability of medical care 
in the school is not a principal reason for sending the stu-
dent there.

Sterilization
You can include in medical expenses the cost of a legal 
sterilization (a legally performed operation to make a per-
son unable to have children). Also see Vasectomy, later.

Stop-Smoking Programs
You can include in medical expenses amounts you pay for 
a program to stop smoking. However, you cannot include 
in medical expenses amounts you pay for drugs that do 
not require a prescription, such as nicotine gum or 
patches, that are designed to help stop smoking.

Surgery
See Operations, earlier.

Telephone
You can include in medical expenses the cost of special 
telephone equipment that lets a person with a hearing or 
speech disability communicate over a regular telephone. 
This includes teletypewriter (TTY) and telecommunica-
tions device for the deaf (TDD) equipment. You can also 
include the cost of repairing the equipment.

Television
You can include in medical expenses the cost of equip-
ment that displays the audio part of television programs as 
subtitles for persons with a hearing disability. This may be 
the cost of an adapter that attaches to a regular set. It also 
may be the part of the cost of a specially equipped televi-
sion that exceeds the cost of the same model regular 
television set.

Therapy
You can include in medical expenses amounts you pay for 
therapy received as medical treatment.

Transplants
You can include in medical expenses amounts paid for 
medical care you receive because you are a donor or a 
possible donor of a kidney or other organ. This includes 
transportation.

You can include any expenses you pay for the medical 
care of a donor in connection with the donating of an or-
gan. This includes transportation.

Transportation
You can include in medical expenses amounts paid for 
transportation primarily for, and essential to, medical care.
You can include: 

Bus, taxi, train, or plane fares or ambulance service,
Transportation expenses of a parent who must go with 
a child who needs medical care,
Transportation expenses of a nurse or other person 
who can give injections, medications, or other treat-
ment required by a patient who is traveling to get med-
ical care and is unable to travel alone, and
Transportation expenses for regular visits to see a 
mentally ill dependent, if these visits are recommen-
ded as a part of treatment.

Car expenses. You can include out-of-pocket expenses, 
such as the cost of gas and oil, when you use a car for 
medical reasons. You cannot include depreciation, insur-
ance, general repair, or maintenance expenses.

If you do not want to use your actual expenses for 
2012, you can use the standard medical mileage rate of 
23 cents a mile.

You can also include parking fees and tolls. You can 
add these fees and tolls to your medical expenses 
whether you use actual expenses or the standard mileage 
rate.

Example. In 2012, Bill Jones drove 2,800 miles for 
medical reasons. He spent $500 for gas, $30 for oil, and 
$100 for tolls and parking. He wants to figure the amount 
he can include in medical expenses both ways to see 
which gives him the greater deduction.

He figures the actual expenses first. He adds the $500 
for gas, the $30 for oil, and the $100 for tolls and parking 
for a total of $630.

He then figures the standard mileage amount. He multi-
plies 2,800 miles by 23 cents a mile for a total of $644. He 
then adds the $100 tolls and parking for a total of $744.

Bill includes the $744 of car expenses with his other 
medical expenses for the year because the $744 is more 
than the $630 he figured using actual expenses.
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Transportation expenses you cannot include. You 
cannot include in medical expenses the cost of transpor-
tation in the following situations.

Going to and from work, even if your condition re-
quires an unusual means of transportation.
Travel for purely personal reasons to another city for 
an operation or other medical care.
Travel that is merely for the general improvement of 
one's health.
The costs of operating a specially equipped car for 
other than medical reasons.

Trips
You can include in medical expenses amounts you pay for 
transportation to another city if the trip is primarily for, and 
essential to, receiving medical services. You may be able 
to include up to $50 for each night for each person. You 
can include lodging for a person traveling with the person 
receiving the medical care. For example, if a parent is 
traveling with a sick child, up to $100 per night can be in-
cluded as a medical expense for lodging. Meals are not 
included. See Lodging, earlier.

You cannot include in medical expenses a trip or vaca-
tion taken merely for a change in environment, improve-
ment of morale, or general improvement of health, even if 
the trip is made on the advice of a doctor. However, see 
Medical Conferences, earlier.

Tuition
Under special circumstances, you can include charges for 
tuition in medical expenses. See Special Education, ear-
lier.

You can include charges for a health plan included in a 
lump-sum tuition fee if the charges are separately stated 
or can easily be obtained from the school.

Vasectomy
You can include in medical expenses the amount you pay 
for a vasectomy.

Vision Correction Surgery
See Eye Surgery, earlier.

Weight-Loss Program
You can include in medical expenses amounts you pay to 
lose weight if it is a treatment for a specific disease diag-
nosed by a physician (such as obesity, hypertension, or 
heart disease). This includes fees you pay for member-
ship in a weight reduction group as well as fees for attend-
ance at periodic meetings. You cannot include member-
ship dues in a gym, health club, or spa as medical 
expenses, but you can include separate fees charged 
there for weight loss activities.

You cannot include the cost of diet food or beverages 
in medical expenses because the diet food and bever-
ages substitute for what is normally consumed to satisfy 
nutritional needs. You can include the cost of special food 
in medical expenses only if:

1. The food does not satisfy normal nutritional needs,
2. The food alleviates or treats an illness, and
3. The need for the food is substantiated by a physician.

The amount you can include in medical expenses is limi-
ted to the amount by which the cost of the special food ex-
ceeds the cost of a normal diet. See also WeightLoss 
Program under What Expenses Are Not Includible, later.

Wheelchair
You can include in medical expenses amounts you pay for 
an autoette or a wheelchair used mainly for the relief of 
sickness or disability, and not just to provide transporta-
tion to and from work. The cost of operating and maintain-
ing the autoette or wheelchair is also a medical expense.

Wig
You can include in medical expenses the cost of a wig 
purchased upon the advice of a physician for the mental 
health of a patient who has lost all of his or her hair from 
disease.

X-ray 
You can include in medical expenses amounts you pay for 
X-rays for medical reasons.

What Expenses Are Not 
Includible?
Following is a list of some items that you cannot include in 
figuring your medical expense deduction. The items are 
listed in alphabetical order.

Baby Sitting, Childcare, and Nursing 
Services for a Normal, Healthy Baby
You cannot include in medical expenses amounts you pay 
for the care of children, even if the expenses enable you, 
your spouse, or your dependent to get medical or dental 
treatment. Also, any expense allowed as a childcare credit 
cannot be treated as an expense paid for medical care.

Controlled Substances
You cannot include in medical expenses amounts you pay 
for controlled substances (such as marijuana, laetrile, 
etc.). Such substances may be legalized by state law. 
However, they are in violation of federal law and cannot 
be included in medical expenses.
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Cosmetic Surgery
Generally, you cannot include in medical expenses the 
amount you pay for unnecessary cosmetic surgery. This 
includes any procedure that is directed at improving the 
patient's appearance and does not meaningfully promote 
the proper function of the body or prevent or treat illness 
or disease. You generally cannot include in medical ex-
penses the amount you pay for procedures such as face 
lifts, hair transplants, hair removal (electrolysis), and lipo-
suction.

You can include in medical expenses the amount you 
pay for cosmetic surgery if it is necessary to improve a de-
formity arising from, or directly related to, a congenital ab-
normality, a personal injury resulting from an accident or 
trauma, or a disfiguring disease.

Example. An individual undergoes surgery that re-
moves a breast as part of treatment for cancer. She pays 
a surgeon to reconstruct the breast. The surgery to recon-
struct the breast corrects a deformity directly related to the 
disease. The cost of the surgery is includible in her medi-
cal expenses.

Dancing Lessons
You cannot include in medical expenses the cost of danc-
ing lessons, swimming lessons, etc., even if they are rec-
ommended by a doctor, if they are only for the improve-
ment of general health.

Diaper Service
You cannot include in medical expenses the amount you 
pay for diapers or diaper services, unless they are needed 
to relieve the effects of a particular disease.

Electrolysis or Hair Removal
See Cosmetic Surgery, earlier.

Flexible Spending Account
You cannot include in medical expenses amounts for 
which you are fully reimbursed by your flexible spending 
account if you contribute a part of your income on a 
pre-tax basis to pay for the qualified benefit.

Funeral Expenses
You cannot include in medical expenses amounts you pay 
for funerals.

Future Medical Care
Generally, you cannot include in medical expenses cur-
rent payments for medical care (including medical insur-
ance) to be provided substantially beyond the end of the 
year. This rule does not apply in situations where the fu-
ture care is purchased in connection with obtaining 

lifetime care or long-term care of the type described at 
Lifetime Care—Advance Payments or LongTerm Care, 
earlier under What Medical Expenses Are Includible.

Hair Transplant
See Cosmetic Surgery, earlier.

Health Club Dues
You cannot include in medical expenses health club dues 
or amounts paid to improve one's general health or to re-
lieve physical or mental discomfort not related to a partic-
ular medical condition.

You cannot include in medical expenses the cost of 
membership in any club organized for business, pleasure, 
recreation, or other social purpose.

Health Coverage Tax Credit
You cannot include in medical expenses amounts you pay 
for health insurance that you use in figuring your health 
coverage tax credit. For more information, see Health 
Coverage Tax Credit, later.

Health Savings Accounts
You cannot include in medical expenses any payment or 
distribution for medical expenses out of a health savings 
account. Contributions to health savings accounts are de-
ducted separately. See Publication 969.

Household Help
You cannot include in medical expenses the cost of 
household help, even if such help is recommended by a 
doctor. This is a personal expense that is not deductible. 
However, you may be able to include certain expenses 
paid to a person providing nursing-type services. For 
more information, see Nursing Services, earlier under 
What Medical Expenses Are Includible. Also, certain 
maintenance or personal care services provided for quali-
fied long-term care can be included in medical expenses. 
For more information, see LongTerm Care, earlier under 
What Medical Expenses Are Includible.

Illegal Operations and Treatments
You cannot include in medical expenses amounts you pay 
for illegal operations, treatments, or controlled substances 
whether rendered or prescribed by licensed or unlicensed 
practitioners.

Insurance Premiums
See Insurance Premiums under What Medical Expenses 
Are Includible, earlier.
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Maternity Clothes
You cannot include in medical expenses amounts you pay 
for maternity clothes.

Medical Savings Account (MSA)
You cannot include in medical expenses amounts you 
contribute to an Archer MSA. You cannot include expen-
ses you pay for with a tax-free distribution from your 
Archer MSA. You also cannot use other funds equal to the 
amount of the distribution and include the expenses. For 
more information on Archer MSAs, see Publication 969.

Medicines and Drugs From Other 
Countries
In general, you cannot include in your medical expenses 
the cost of a prescribed drug brought in (or ordered ship-
ped) from another country. You can only include the cost 
of a drug that was imported legally. For example, you can 
include the cost of a prescribed drug the Food and Drug 
Administration announces can be legally imported by indi-
viduals.

You can include the cost of a prescribed drug you pur-
chase and consume in another country if the drug is legal 
in both the other country and the United States.

Nonprescription Drugs and Medicines
Except for insulin, you cannot include in medical expen-
ses amounts you pay for a drug that is not prescribed.

Example. Your doctor recommends that you take as-
pirin. Because aspirin is a drug that does not require a 
physician's prescription, you cannot include its cost in 
your medical expenses.

Nutritional Supplements
You cannot include in medical expenses the cost of nutri-
tional supplements, vitamins, herbal supplements, “natu-
ral medicines,” etc. unless they are recommended by a 
medical practitioner as treatment for a specific medical 
condition diagnosed by a physician. Otherwise, these 
items are taken to maintain your ordinary good health, and 
are not for medical care.

Personal Use Items
You cannot include in medical expenses the cost of an 
item ordinarily used for personal, living, or family purposes 
unless it is used primarily to prevent or alleviate a physical 
or mental defect or illness. For example, the cost of a 
toothbrush and toothpaste is a nondeductible personal ex-
pense.

In order to accommodate an individual with a physical 
defect, you may have to purchase an item ordinarily used 
as a personal, living, or family item in a special form. You 

can include the excess of the cost of the item in a special 
form over the cost of the item in normal form as a medical 
expense. (See Braille Books and Magazines under What 
Medical Expenses Are Includible, earlier.)

Swimming Lessons
See Dancing Lessons, earlier.

Teeth Whitening
You cannot include in medical expenses amounts paid to 
whiten teeth. See Cosmetic Surgery, earlier.

Veterinary Fees
You generally cannot include veterinary fees in your medi-
cal expenses, but see Guide Dog or Other Service Animal 
under What Medical Expenses Are Includible, earlier.

Weight-Loss Program
You cannot include in medical expenses the cost of a 
weight-loss program if the purpose of the weight loss is 
the improvement of appearance, general health, or sense 
of well-being. You cannot include amounts you pay to lose 
weight unless the weight loss is a treatment for a specific 
disease diagnosed by a physician (such as obesity, hy-
pertension, or heart disease). If the weight-loss treatment 
is not for a specific disease diagnosed by a physician, you 
cannot include either the fees you pay for membership in 
a weight reduction group or fees for attendance at peri-
odic meetings. Also, you cannot include membership 
dues in a gym, health club, or spa.

You cannot include the cost of diet food or beverages 
in medical expenses because the diet food and bever-
ages substitute for what is normally consumed to satisfy 
nutritional needs.

See WeightLoss Program under What Medical Expen
ses Are Includible, earlier.

How Do You Treat 
Reimbursements?
You can include in medical expenses only those amounts 
paid during the tax year for which you received no insur-
ance or other reimbursement.

Insurance Reimbursement
You must reduce your total medical expenses for the year 
by all reimbursements for medical expenses that you re-
ceive from insurance or other sources during the year. 
This includes payments from Medicare.

Even if a policy provides reimbursement only for certain 
specific medical expenses, you must use amounts you re-
ceive from that policy to reduce your total medical 
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expenses, including those it does not provide reimburse-
ment for.

Example. You have insurance policies that cover your 
hospital and doctors' bills but not your nursing bills. The 
insurance you receive for the hospital and doctors' bills is 
more than their charges. In figuring your medical deduc-
tion, you must reduce the total amount you spent for medi-
cal care by the total amount of insurance you received, 
even if the policies do not cover some of your medical ex-
penses.
Health reimbursement arrangement (HRA). A health 
reimbursement arrangement is an employer-funded plan 
that reimburses employees for medical care expenses 
and allows unused amounts to be carried forward. An 
HRA is funded solely by the employer and the reimburse-
ments for medical expenses, up to a maximum dollar 
amount for a coverage period, are not included in your in-
come.
Other reimbursements. Generally, you do not reduce 
medical expenses by payments you receive for:

Permanent loss or loss of use of a member or function 
of the body (loss of limb, sight, hearing, etc.) or disfig-
urement to the extent the payment is based on the na-
ture of the injury without regard to the amount of time 
lost from work, or
Loss of earnings.

You must, however, reduce your medical expenses by 
any part of these payments that is designated for medical 
costs. See How Do You Figure and Report the Deduction 
on Your Tax Return, later.

For how to treat damages received for personal injury 
or sickness, see Damages for Personal Injuries, later.

What If Your Insurance Reimbursement Is 
More Than Your Medical Expenses?
If you are reimbursed more than your medical expenses, 
you may have to include the excess in income. You may 
want to use Figure 1 to help you decide if any of your re-
imbursement is taxable.

Figure 1.

*See Premiums paid by you and your employer.

Was any part of
your premiums
paid by your
employer?

Were your
employer’s
contributions to
your premiums
included in your
income?

Did you pay any
part of the
premiums?

NONE of the
excess
reimbursement is
taxable.

ALL of the excess
reimbursement is
taxable.

PART of the
excess
reimbursement is
taxable.*

No
�

�

�

Yes

Yes

No

No

Yes

�

�

�

Is Your Excess Medical
Reimbursement Taxable?

Premiums paid by you. If you pay either the entire pre-
mium for your medical insurance or all the costs of a plan 
similar to medical insurance and your insurance payments 
or other reimbursements are more than your total medical 
expenses for the year, you have excess reimbursement. 
Generally, you do not include the excess reimbursement 
in your gross income. However, gross income does in-
clude total payments in excess of $310 a day ($113,460 
for 2012) for qualified long-term care services.
Premiums paid by you and your employer. If both you 
and your employer contribute to your medical insurance 
plan and your employer's contributions are not included in 
your gross income, you must include in your gross income 
the part of your excess reimbursement that is from your 
employer's contribution.

If you are not covered by more than one policy, you can 
figure the amount of the excess reimbursement you must 
include in gross income using Worksheet B. If you are 
covered under more than one policy, see More than one 
policy, later.
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Excess Reimbursement 
Includible in Income 
When You Have Only 
One Policy

Worksheet B.

Keep for Your Records
Instructions: Use this worksheet to figure the amount of excess 
reimbursement you must include in income when both you and your 
employer contributed to your medical insurance and your employer's 
contributions are not included in your gross income.

1. Enter the amount contributed to your
medical insurance for the year by your
employer. . . . . . . . . . . . . . . . . . . . . . . . . 1.

2. Enter the total annual cost of the
policy. . . . . . . . . . . . . . . . . . . . . . . . . . . . 2.

3. Divide line 1 by line 2 . . . . . . . . . . . . . . . 3.
4. Enter the amount of excess

reimbursement. . . . . . . . . . . . . . . . . . . . 4.
5. Multiply line 3 by line 4. This is the

amount of the excess reimburse-
ment you must include as other income
on Form 1040, line 21. . . . . . . . . . . . . . 5.

Example. You are covered by your employer's medi-
cal insurance policy. The annual premium is $2,000. Your 
employer pays $600 of that amount, which is not included 
in your gross income, and the balance of $1,400 is taken 
out of your wages. You receive $500 excess reimburse-
ment for your medical expenses. The part of the excess 
reimbursement you receive under the policy that is from 
your employer's contributions is figured as follows.

Excess Reimbursement 
Includible in Income 
When You Have Only 
One Policy—Illustrated

Worksheet B.

Keep for Your Records
Instructions: Use this worksheet to figure the amount of excess 
reimbursement you must include in income when both you and your 
employer contributed to your medical insurance and your employer's 
contributions are not included in your gross income.

1. Enter the amount contributed to your
medical insurance for the year by your
employer. . . . . . . . . . . . . . . . . . . . . . . . . 1. 600

2. Enter the total annual cost of the
policy. . . . . . . . . . . . . . . . . . . . . . . . . . . . 2. 2,000

3. Divide line 1 by line 2 . . . . . . . . . . . . . . . 3. .30
4. Enter the amount of excess

reimbursement. . . . . . . . . . . . . . . . . . . . 4. 500
5. Multiply line 3 by line 4. This is the

amount of the excess reimbursement
you must include as other income on
Form 1040, line 21. . . . . . . . . . . . . . . . . 5. 150

You must include in your gross income 30% (.30) of 
$500, or $150, of the excess reimbursement you received 
for medical expenses under the policy.
Premiums paid by your employer. If your employer or 
your former employer pays the total cost of your medical 
insurance plan and your employer's contributions are not 
included in your income, you must report all of your ex-
cess reimbursement as other income.
More than one policy. If you are covered under more 
than one policy, the cost of at least one of which is paid by 
both you and your employer, you must first divide the 
medical expenses among the policies to figure the excess 
reimbursement from each policy. Then divide the policy 
costs to figure the part of any excess reimbursement that 
is from your employer's contribution. Any excess reim-
bursement that is due to your employer's contributions is 
includible in your income.

You can figure the part of the excess reimbursement 
that is from your employer's contribution by using Work-
sheet C. Use Worksheet C only if both you and your em-
ployer paid part of the cost of at least one policy. If you 
had more than one policy, but you did not share in the 
cost of at least one policy, do not use Worksheet C.

Excess 
Reimbursement 
Includible in Income 
When You Have More 
Than One Policy

Worksheet C.

Keep for Your Records
Instructions: Use this worksheet to figure the amount of excess 
reimbursement you must include as income on your tax return when 
a) you are reimbursed under two or more health insurance policies, 
b) at least one of which is paid for by both you and your employer, 
and c) your employer's contributions are not included in your gross 
income. If you and your employer did not share in the cost of at least 
one policy, do not use this worksheet.

1. Enter the reimbursement from your
employer's policy. . . . . . . . . . . . . . . . . . . . 1.

2. Enter the reimbursement from your own
policy. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2.

3. Add lines 1 and 2 . . . . . . . . . . . . . . . . . . . . 3.
4. Divide line 1 by line 3. . . . . . . . . . . . . . . . . 4.
5. Enter the total medical expenses you paid

during the year. If this amount is at least as
much as the amount on line 3, stop here
because there is no excess
reimbursement. . . . . . . . . . . . . . . . . . . . . . 5.

6. Multiply line 4 by line 5 . . . . . . . . . . . . . . . 6.
7. Subtract line 6 from line 1 . . . . . . . . . . . . . 7.
8. Enter employer's contribution to the

annual cost of the employer's
policy. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8.
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9. Enter total annual cost of the employer's
policy. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9.

10. Divide line 8 by line 9. This is the
percentage of your total excess
reimbursement you must report as other
income. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10.

11. Multiply line 7 by line 10. This is the
amount of your total excess
reimbursement you must report as other
income on Form 1040, line 21. . . . . . . . . . 11.

Example. You are covered by your employer's health 
insurance policy. The annual premium is $1,200. Your 
employer pays $300 and the balance of $900 is deducted 
from your wages. You also paid the entire premium ($250) 
for a personal health insurance policy.

During the year, you paid medical expenses of $3,600. 
In the same year, you were reimbursed $2,400 under your 
employer's policy and $1,600 under your own personal 
policy. The amount you must report as other income is fig-
ured as follows.

Excess Reimbursement 
Includible in Income When 
You Have More Than One 
Policy—Illustrated

Instructions: Use this worksheet to figure the amount of excess 
reimbursement you must include as income on your tax return when 
a) you are reimbursed under two or more health insurance policies, 
b) at least one of which is paid for by both you and your employer, 
and c) your employer's contributions are not included in your gross 
income. If you and your employer did not share in the cost of at least 
one policy, do not use this worksheet.

1. Enter the reimbursement from your
employer's policy. . . . . . . . . . . . . . . . . . . . . 1. 2,400

2. Enter the reimbursement from your own
policy. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2. 1,600

3. Add lines 1 and 2 . . . . . . . . . . . . . . . . . . . . 3. 4,000
4. Divide line 1 by line 3 . . . . . . . . . . . . . . . . . 4. .60
5. Enter the total medical expenses you paid

during the year. If this amount is at least as
much as the amount on line 3, stop here
because there is no excess
reimbursement. . . . . . . . . . . . . . . . . . . . . . 5. 3,600

6. Multiply line 4 by line 5 . . . . . . . . . . . . . . . 6. 2,160
7. Subtract line 6 from line 1 . . . . . . . . . . . . . 7. 240
8. Enter employer's contribution to the annual

cost of the employer's policy. . . . . . . . . . . 8. 300
9. Enter total annual cost of the employer's

policy. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9. 1,200
10. Divide line 8 by line 9. This is the

percentage of your total excess
reimbursement you must report as other
income. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10. .25

11. Multiply line 7 by line 10. This is the amount
of your total excess reimbursement you
must report as other income on Form 1040,
line 21. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11. 60

What If You Receive Insurance 
Reimbursement in a Later Year?
If you are reimbursed in a later year for medical expenses 
you deducted in an earlier year, you generally must report 
the reimbursement as income up to the amount you previ-
ously deducted as medical expenses.

However, you do not report as income the amount of 
reimbursement you received up to the amount of your 
medical deductions that did not reduce your tax for the 
earlier year.

For more information about the recovery of an amount 
that you claimed as an itemized deduction in an earlier 
year, see Recoveries in Publication 525, Taxable and 
Nontaxable Income.

Worksheet C.
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What If You Are Reimbursed for Medical 
Expenses You Did Not Deduct?
If you did not deduct a medical expense in the year you 
paid it because your medical expenses were not more 
than 7.5% of your AGI, or because you did not itemize de-
ductions, do not include the reimbursement, up to the 
amount of the expense, in income. However, if the reim-
bursement is more than the expense, see What If Your In
surance Reimbursement Is More Than Your Medical Ex
penses, earlier.

Example. Last year, you had $500 of medical expen-
ses. You cannot deduct the $500 because it is less than 
7.5% of your AGI. If, in a later year, you are reimbursed for 
any of the $500 of medical expenses, you do not include 
that amount in your gross income. 

How Do You Figure and Report 
the Deduction on Your Tax 
Return?
Once you have determined which medical expenses you 
can include, figure and report the deduction on your tax 
return.

What Tax Form Do You Use?
You report your medical expense deduction on Sched-
ule A, Form 1040. You cannot claim medical expenses on 
Form 1040A, U.S. Individual Income Tax Return, or Form 
1040EZ, Income Tax Return for Single and Joint Filers 
With No Dependents. An example of a filled-in medical 
and dental expense part of Schedule A is shown.

How Do You Figure Your Deduction?
To figure your medical and dental expense deduction, 
complete lines 1 through 4 of Schedule A, Form 1040, as 
follows:
Line 1. Enter the amount you paid for medical expenses 
after reducing the amount by payments you received from 
insurance and other sources.

Line 2. Enter your AGI from Form 1040, line 38.
Line 3. Multiply the amount on line 2 (AGI) by 7.5% (.075) 
and enter the result.
Line 4. If line 3 is more than line 1, enter -0-. Otherwise, 
subtract the amount on line 3 from the amount on line 1. 
This is your deduction for medical and dental expenses.

Example. Bill and Helen Jones belong to a group 
medical plan and part of their insurance is paid by Bill's 
employer. They file a joint return, and their AGI is $33,004. 
The following list shows the net amounts, after insurance 
reimbursements, that Bill and Helen paid this year for 
medical expenses.

1. For themselves, Bill and Helen paid $375 for prescrip-
tion medicines and drugs, $337 for hospital bills, $439
for doctor bills, $295 for hospitalization insurance,
$380 for medical and surgical insurance, and $33 for
transportation for medical treatment, which totals
$1,859.

2. For Grace Taylor (Helen's dependent mother), they
paid $300 for doctors, $300 for insulin, and $175 for
eyeglasses, which totals $775.

3. For Betty Jones (Bill's dependent sister), they paid
$450 for doctors and $350 for prescription medicines
and drugs, which totals $800.

Bill and Helen add all their medical and dental expen-
ses together ($1,859 + $775 + $800 = $3,434). They fig-
ure their deduction on the medical and dental expenses 
part of Schedule A, Form 1040.

Recordkeeping. For each medical expense, you 
should keep a record of:

The name and address of each person you paid, and
The amount and date of each payment.

You can keep a record like the following.

RECORDS
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Record of medical expenses
Name of 

person paid
Address of 
person paid Amount paid Date paid

Transportation (mileage, 
taxi, etc.)

1.
2.
3.
4.
5.
6.
7.
8.
9.

 You should also keep a statement or itemized invoice 
showing the following.

What medical care was received.
Who received the care.
The nature and purpose of any other medical expen-
ses.
Who the other medical expenses were for.
The amount of the other medical expenses and the 
date of payment.

Do not send these records with your return. 

Sale of Medical Equipment or 
Property
If you deduct the cost of medical equipment or property in 
one year and sell it in a later year, you may have a taxable 
gain. The taxable gain is the amount of the selling price 
that is more than the adjusted basis of the equipment or 
property.

The adjusted basis is the portion of the cost of the 
equipment or property that you could not deduct because 
of the 7.5% limit used to compute the medical deduction. 
Use Worksheet D, later, to figure the adjusted basis of the 
equipment or property.
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Adjusted Basis of 
Medical Equipment or 
Property Sold

Worksheet D.

Keep for Your Records
Instructions: Use this worksheet if you deducted the cost of medical 
equipment or property in one year and sold the equipment or 
property in a later year. This worksheet will give you the adjusted 
basis of the equipment or property you sold.

1. Enter the cost of the equipment or
property. . . . . . . . . . . . . . . . . . . . . . . 1.

2. Enter your total includible medical
expenses for the year you included
the cost in your medical
expenses. . . . . . . . . . . . . . . . . . . . . . 2.

3. Divide line 1 by line 2 . . . . . . . . . . . . 3.
4. Enter 7.5% of your AGI for the year

the cost was included in your
medical expenses ($15,000
x .075). . . . . . . . . . . . . . . . . . . . . . . . 4.

5. Multiply line 3 by line 4. If your
allowable itemized deductions for the
year you purchased the equipment
or property were not more than your
AGI for that year, stop here. This is
the adjusted basis of the equipment
or property. If your allowable
itemized deductions for the year you
purchased the equipment or property
were more than your AGI for that
year, complete lines 6 through
11. . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.

6. Subtract line 5 from line 1 . . . . . . . . 6.
7. Enter your total allowable itemized

deductions for the year the cost was
included in your medical
expenses. . . . . . . . . . . . . . . . . . . . . . 7.

8. Divide line 6 by line 7 . . . . . . . . . . . . 8.
9. Enter your AGI for the year the cost

was included in your medical
expenses. . . . . . . . . . . . . . . . . . . . . . 9.

10. Subtract line 9 from line 7 . . . . . . . . 10.
11. Multiply line 8 by line 10. . . . . . . . . . 11.
12. Add line 5 to line 11. If your allowable

itemized deductions for the year you
purchased the equipment or property
were more than your AGI for that
year, this is the adjusted basis of the
equipment or property. . . . . . . . . . . 12.

Next, use Worksheet E to figure the total gain or loss on 
the sale of the medical equipment or property.

Gain or Loss On the 
Sale of Medical 
Equipment or Property

Worksheet E.

Keep for Your Records
Instructions: Use the following worksheet to figure total gain or 
loss on the sale of medical equipment or property that you 
deducted in an earlier year.

1. Enter the amount that the medical
equipment or property sold for. . . . . . . 1.

2. Enter your selling expenses . . . . . . . . . 2.
3. Subtract line 2 from line 1 . . . . . . . . . . . 3.
4. Enter the adjusted basis of the

equipment or property from Worksheet
D, line 5, or line 12, if
applicable. . . . . . . . . . . . . . . . . . . . . . . . . 4.

5. Subtract line 4 from line 3. This is the
total gain or loss from the sale of the
medical equipment or property. . . . . . 5.

If you have a loss, it is not deductible. If you have a 
gain, it is includible in your income. The part of the gain 
that is a recovery of an amount you previously deducted is 
taxable as ordinary income. Enter it on Form 1040, 
line 21. Any part of the gain that is more than the recovery 
of an amount you previously deducted is taxable as a cap-
ital gain. Enter it on Form 8949, Sales and Other Disposi-
tions of Capital Assets, and Schedule D (Form 1040), 
Capital Gains and Losses.

For more information about the recovery of an amount 
that you claimed as an itemized deduction in an earlier 
year, see Recoveries in Publication 525.

Example. You have a heart condition and difficulty 
breathing. Your doctor prescribed oxygen equipment to 
help you breathe. Last year, you bought the oxygen equip-
ment for $3,000. You itemized deductions and included it 
in your medical expense deduction.

Last year you also paid $10,750 for deductible medical 
services and $6,400 for other itemized deductions. Your 
AGI was $15,000.

Taking into account the 7.5% limit on medical expen-
ses, your allowable itemized deductions totaled $19,025, 
figured as follows:

Oxygen equipment . . . . . . . . . . . . . . . . . . . . . . . . 3,000
Medical services . . . . . . . . . . . . . . . . . . . . . . . . . . 10,750

Total medical expenses . . . . . . . . . . . . . . . . . . . . . 13,750
7.5% of AGI (.075 × $15,000) . . . . . . . . . . . . . . . . . . −1,125

Allowable medical expense deduction . . . . . . . . . . . . 12,625
Other itemized deductions . . . . . . . . . . . . . . . . . . . . 6,400

Allowable itemized deductions . . . . . . . . . . . . . . . . . 19,025
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 You figure your adjusted basis as shown on the filled-in 
Worksheet D.

Adjusted Basis of 
Medical Equipment or 
Property 
Sold—Illustrated

Worksheet D.

Keep for Your Records
Instructions: Use this worksheet if you deducted the cost of medical 
equipment or property in one year and sold the equipment or 
property in a later year. This worksheet will give you the adjusted 
basis of the equipment or property you sold.

1. Enter the cost of the equipment or
property. . . . . . . . . . . . . . . . . . . . . . . 1. 3,000  

2. Enter your total includible medical
expenses for the year you included
the cost in your medical
expenses. . . . . . . . . . . . . . . . . . . . . . 2. 13,750  

3. Divide line 1 by line 2 . . . . . . . . . . . . 3. .218  
4. Enter 7.5% of your AGI for the year

the cost was included in your
medical expenses ($15,000
x .075). . . . . . . . . . . . . . . . . . . . . . . . 4. 1,125  

5. Multiply line 3 by line 4. If your
allowable itemized deductions for
the year you purchased the
equipment or property were not
more than your AGI for that year,
stop here. This is the adjusted basis
of the equipment or property. If your
allowable itemized deductions for
the year you purchased the
equipment or property were more
than your AGI for that year,
complete lines 6 through 11. . . . . . . 5. 245  

6. Subtract line 5 from line 1 . . . . . . . . 6. 2,755  
7. Enter your total allowable itemized

deductions for the year the cost was
included in your medical
expenses. . . . . . . . . . . . . . . . . . . . . . 7. 19,025  

8. Divide line 6 by line 7 . . . . . . . . . . . . 8. .145  
9. Enter your AGI for the year the cost

was included in your medical
expenses. . . . . . . . . . . . . . . . . . . . . . 9. 15,000  

10. Subtract line 9 from line 7 . . . . . . . . 10. 4,025  
11. Multiply line 8 by line 10. . . . . . . . . . 11. 584  
12. Add line 5 to line 11. If your

allowable itemized deductions for
the year you purchased the
equipment or property were more
than your AGI for that year, this is
the adjusted basis of the equipment
or property. . . . . . . . . . . . . . . . . . . . . 12. 829  

This year you sold the oxygen equipment for $2,025 
and you had selling expenses of $25. You must report on 
this year's tax return part of the $2,000 as ordinary in-
come. To compute the part of the sales price that is taxa-
ble, you must determine the gain by subtracting the total 
adjusted basis from the selling price.

Gain or Loss On the 
Sale of Medical 
Equipment or 
Property—Illustrated

Worksheet E. 

Keep for Your Records
Instructions: Use the following worksheet to figure gain or loss 
on the sale of medical equipment or property that you deducted 
in an earlier year.

1. Enter the amount that the medical
equipment or property sold for. . . . . . . 1. 2,025  

2. Enter your selling expenses . . . . . . . . . 2. 25  
3. Subtract line 2 from line 1 . . . . . . . . . . . 3. 2,000
4. Enter the adjusted basis of the

equipment or property from Worksheet
D, line 5, or line 12, if
applicable. . . . . . . . . . . . . . . . . . . . . . . . . 4. 829  

5. Subtract line 4 from line 3. This is the
total gain or loss from the sale of the
medical equipment or property. . . . . .5. 1,171  

Damages for Personal Injuries
If you receive an amount in settlement of a personal injury 
suit, part of that award may be for medical expenses that 
you deducted in an earlier year. If it is, you must include 
that part in your income in the year you receive it to the ex-
tent it reduced your taxable income in the earlier year. See 
What If You Receive Insurance Reimbursement in a Later 
Year, discussed earlier under How Do You Treat Reim
bursements.

Example. You sued this year for injuries you suffered 
in an accident last year. You sought $10,000 for your inju-
ries and did not itemize your damages. Last year, you 
paid $500 for medical expenses for your injuries. You de-
ducted those expenses on last year's tax return. This year 
you settled your lawsuit for $2,000. Your settlement did 
not itemize or allocate the damages. The $2,000 is first 
presumed to be for the medical expenses that you deduc-
ted. The $500 is includible in your income this year be-
cause you deducted the entire $500 as a medical ex-
pense deduction last year.
Future medical expenses. If you receive an amount in 
settlement of a damage suit for personal injuries, part of 
that award may be for future medical expenses. If it is, you 
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must reduce any future medical expenses for these inju-
ries until the amount you received has been completely 
used.

Example. You were injured in an accident. You sued 
and sought a judgment of $50,000 for your injuries. You 
settled the suit for $45,000. The settlement provided that 
$10,000 of the $45,000 was for future medical expenses 
for your injuries. You cannot include the first $10,000 that 
you pay for medical expenses for those injuries.
Workers' compensation. If you received workers' com-
pensation and you deducted medical expenses related to 
that injury, you must include the workers' compensation in 
income up to the amount you deducted. If you received 
workers' compensation, but did not deduct medical ex-
penses related to that injury, do not include the workers' 
compensation in your income.

Impairment-Related Work 
Expenses
If you are a person with disabilities, you can take a busi-
ness deduction for expenses that are necessary for you to 
be able to work. If you take a business deduction for these 
impairment-related work expenses, they are not subject to 
the 7.5% limit that applies to medical expenses.

You have a disability if you have:
A physical or mental disability (for example, blindness 
or deafness) that functionally limits your being em-
ployed, or
A physical or mental impairment (for example, a sight 
or hearing impairment) that substantially limits one or 
more of your major life activities, such as performing 
manual tasks, walking, speaking, breathing, learning, 
or working.

Impairment-related expenses defined. Impairment-re-
lated expenses are those ordinary and necessary busi-
ness expenses that are:

Necessary for you to do your work satisfactorily,
For goods and services not required or used, other 
than incidentally, in your personal activities, and
Not specifically covered under other income tax laws.

Where to report. If you are self-employed, deduct the 
business expenses on the appropriate form (Schedule C, 
C-EZ, E, or F) used to report your business income and 
expenses.

If you are an employee, complete Form 2106, Em-
ployee Business Expenses, or Form 2106-EZ, Unreim-
bursed Employee Business Expenses. Enter on Sched-
ule A (Form 1040), line 28, that part of the amount on 
Form 2106, line 10, or Form 2106-EZ, line 6, that is rela-
ted to your impairment. Enter the amount that is unrelated 
to your impairment on Schedule A (Form 1040), line 21. 
Your impairment-related work expenses are not subject to 

the 2%-of-adjusted-gross-income limit that applies to 
other employee business expenses.

Example. You are blind. You must use a reader to do 
your work. You use the reader both during your regular 
working hours at your place of work and outside your reg-
ular working hours away from your place of work. The 
reader's services are only for your work. You can deduct 
your expenses for the reader as business expenses.

Health Insurance Costs for 
Self-Employed Persons
If you were self-employed and had a net profit for the year, 
you may be able to deduct, as an adjustment to income, 
amounts paid for medical and qualified long-term care in-
surance on behalf of yourself, your spouse, your depend-
ents, and your children who were under age 27 at the end 
of 2012. For this purpose, you were self-employed if you 
were a general partner (or a limited partner receiving guar-
anteed payments) or you received wages from an S cor-
poration in which you were more than a 2% shareholder. 
The insurance plan must be established under your trade 
or business and the deduction cannot be more than your 
earned income from that trade or business.

You cannot deduct payments for medical insurance for 
any month in which you were eligible to participate in a 
health plan subsidized by your employer, your spouse's 
employer or an employer of your dependent or your child 
under age 27 at the end of 2012. You cannot deduct pay-
ments for a qualified long-term care insurance contract for 
any month in which you were eligible to participate in a 
long-term care insurance plan subsidized by your em-
ployer or your spouse's employer.

If you qualify to take the deduction, use the Self-Em-
ployed Health Insurance Deduction Worksheet in the 
Form 1040 instructions to figure the amount you can de-
duct. But if any of the following applies, do not use that 
worksheet.

You had more than one source of income subject to 
self-employment tax.
You file Form 2555, Foreign Earned Income, or Form 
2555-EZ, Foreign Earned Income Exclusion.
You are using amounts paid for qualified long-term 
care insurance to figure the deduction.

If you cannot use the worksheet in the Form 1040 instruc-
tions, use the worksheet in Publication 535, Business Ex-
penses, to figure your deduction.

If, during 2012, you were an eligible trade adjustment 
assistance (TAA) recipient, alternative TAA (ATAA) recipi-
ent, reemployment TAA (RTAA) recipient, or Pension 
Benefit Guaranty Corporation pension recipient, see the 
instructions for Form 8885 to figure the amount to enter on 
line 1 of the worksheet.
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When figuring the amount you can deduct for insurance 
premiums, do not include amounts paid for health insur-
ance coverage with retirement plan distributions that were 
tax-free because you are a retired public safety officer.
Where to report. You take this deduction on Form 1040, 
line 29. If you itemize your deductions and do not claim 
100% of your self-employed health insurance costs on 
line 29, include any remaining premiums with all other 
medical expenses on Schedule A (Form 1040), subject to 
the 7.5% limit.
Child under age 27. If the insurance policy covers your 
nondependent child who was under age 27 at the end of 
2012, you can claim the premiums for that coverage on 
Form 1040, line 29. If you cannot claim 100% of your 
self-employed health insurance costs on line 29, any ex-
cess amounts attributable to that child are not eligible to 
be claimed on Schedule A (Form 1040).

Generally, family health insurance premiums do not in-
crease if coverage for an additional child is added. If this 
is the situation, no allocation would be necessary. If the 
premiums did increase (such as where coverage was ex-
panded from single to family to add the non-dependent 
child), you can allocate the amount on line 29 to the 
non-dependent child and any excess amounts not attribut-
able to that child would be eligible to be claimed on 
Schedule A.

Example 1. Naomi is self-employed in 2012 and has 
self-only coverage for health insurance. Her premium for 
that coverage was $5,000 for the year. She changes to 
family coverage only to add her 26-year-old nondepend-
ent child to the plan. Her health insurance premium in-
creases to $10,000 for the year. After completing the 
Self-Employed Health Insurance Deduction Worksheet for 
Form 1040, line 29, she can only deduct $4,000 on 
line 29. The $4,000 is allocable to the nondependent 
child. On Schedule A, she can only claim the $5,000 allo-
cable to her coverage. She cannot claim the $1,000 ex-
cess premiums allocable to the nondependent child.

Example 2. The facts are the same as in Example 1, 
except that Naomi had family coverage when she added 
her 26-year-old nondependent child to the policy. There 
was no increase in the $10,000 premium. In this case, she 
could claim $4,000 on line 29 and $6,000 on Schedule A.
More information. For more information, see Publication 
535.

COBRA Premium Assistance
The Consolidated Omnibus Budget Reconciliation Act of 
1985 (COBRA) provides that if you were covered under a 
group health plan and you would lose coverage because 
of a qualifying event, you should be allowed an opportu-
nity to elect COBRA continuation health coverage under 
the plan. If there was no available election, your employer 

or the plan was subject to an excise tax. You can be re-
quired to pay the full premium for the COBRA continuation 
coverage.

If you are an assistance eligible individual, you pay 
35% of the premium otherwise payable for this coverage 
and are treated as having paid the full premium. You are 
an assistance eligible individual if:

You are a qualified beneficiary as a result of an invol-
untary termination that occurred during the period be-
ginning on September 1, 2008, and ending on May 
31, 2010, or had a reduction of hours during that pe-
riod, which was followed by a termination of your em-
ployment that occurred after March 1, 2010, and be-
fore June 1, 2010,
You are eligible for COBRA continuation coverage re-
lated to the qualifying event occurring during the pe-
riod beginning on September 1, 2008, and
You elect the coverage.

A qualified beneficiary is generally any individual who is 
covered under a group health plan on the day before the 
involuntary termination. This includes the covered em-
ployee, the employee’s spouse, and the employee’s de-
pendent.

The premium assistance (the 65% reduction of the pre-
mium) applies to the first period of coverage beginning af-
ter February 16, 2009. The reduction applies until the ear-
liest of:

1. The first date the assistance eligible individual be-
comes eligible for other group health plan coverage or
Medicare coverage,

2. The date that is 15 months after the first day of the
first month for which the reduced premium applies to
the individual, or

3. The date the individual ceases to be eligible for CO-
BRA continuation coverage.

The premium assistance is not included in your gross 
income. However, if your modified adjusted gross income 
(AGI) is more than $125,000 ($250,000 if married filing 
jointly) but not more than $145,000 ($290,000 if married 
filing jointly), your income tax for the year is increased by 
a percentage of the premium assistance. Use Worksheet 
F to figure the amount you must include as tax on your re-
turn. If your modified AGI is more than $145,000 
($290,000 if married filing jointly), your income tax for the 
tax year is increased by the total premium assistance. In-
clude the increase in your income tax on Form 1040, 
line 60, or Form 1040NR, line 59. On the dotted line next 
to that line, enter the amount of the tax and identify it as 
“COBRA.”
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Recapture of COBRA 
Premium Assistance 
for Higher Income 
Taxpayers

Worksheet F. 

Keep for Your Records
Instructions: Use the following worksheet to figure the taxable 
portion of your COBRA premium if your modified AGI (line 3 
below) is more than $125,000 ($250,000 if married filing jointly) 
but less than $145,000 ($290,000 if married filing jointly). 

1. Enter your AGI (Form 1040, line 38 or
Form 1040NR, line 36) . . . . . . . . . . . . . 1.

2. Enter the total of any amounts from
Form 2555, lines 45 and 50; Form
2555-EZ, line 18; and Form 4563,
line 15, and any exclusion of income
from American Samoa and Puerto
Rico . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2.

3. Modified AGI. Add lines 1 and 2 . . . . . . 3.
4. Enter $125,000 ($250,000 if married

filing jointly) . . . . . . . . . . . . . . . . . . . . . . . 4.
5. Subtract line 4 from line 3 . . . . . . . . . . . 5.
6. Enter $20,000 ($40,000 if married filing

jointly) . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6.
7. Divide line 5 by line 6. Enter the result

as a decimal (rounded to at least 3
places) . . . . . . . . . . . . . . . . . . . . . . . . . . . 7. . 

8. Enter the amount of the COBRA
premium assistance* you received in
2012 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8.

9. Multiply line 8 by line 7. Enter result
here and include it on Form 1040,
line 60 or Form 1040NR, line 59. On
the dotted line next to that line, enter
the amount shown on line 9 and
identify it as “COBRA.” . . . . . . . . . . . . . . 9.

*Contact your former employer or health insurance plan to
obtain the total premium assistance, if unknown.

You may elect to permanently waive the right to the 
premium assistance. You will not receive the premium as-
sistance and you will not have to include the assistance in 
your income tax if your modified AGI is more than 
$125,000 ($250,000 if married filing jointly). To make this 
election, give a signed and dated notification (include a 
reference to “permanent waiver”) to the person to whom 
premiums are payable.

You will not qualify for the health coverage tax credit 
(discussed next) for any month for which you receive pre-
mium assistance.

For more information see Notice 2009-27, available at 
www.irs.gov/irb/200916_irb/ar09.

Health Coverage Tax Credit
If you paid the premiums for qualified health insurance 
coverage, you may be able to claim the health coverage 
tax credit (HCTC). If you are eligible, you can get monthly 
HCTC (advance payments), a yearly HCTC, or a combi-
nation of these methods (see How To Take the Credit, 
later). The HCTC is 72.5% of the payments made in 2012.
More information. For a complete discussion of the 
HCTC, visit IRS.gov and enter “HCTC” in the search box. 
Also, see Form 8885.

Who Can Take This Credit?
You can take this credit for any month in which all of the 
following were true on the first day of the month.

1. You were an eligible:
a. Trade adjustment assistance (TAA) recipient,
b. Alternative TAA recipient,
c. Reemployment TAA recipient,
d. Pension Benefit Guaranty Corporation (PBGC)

pension payee, or
e. You were a qualifying family member of an individ-

ual described in a, b, c, or d when he or she enrol-
led in Medicare, died, or got divorced. See Family
members in certain life events (enrollment in Medi
care, death, or divorce), later.

2. You paid the premium for qualified health insurance
coverage for yourself or a qualifying family member.
See Qualified Health Insurance, later.

3. You were not imprisoned under federal, state, or local
authority.

4. You did not have other specified coverage. See Other
Specified Coverage, later.

If you were an eligible individual described in 1a, 1b, 1c, 
or 1d, your state’s workforce agency (unemployment of-
fice) or the PBGC will notify the HCTC Program that you 
may be eligible for the credit. When notified, the HCTC 
Program will mail you an HCTC Eligibility Kit. If you have 
not received the Eligibility Kit, you may not be an eligible 
individual and not qualify for the credit. If you believe you 
are eligible for the HCTC and have not received an Eligi-
bility Kit, go to IRS.gov and enter “HCTC” in the search 
box for information on how to contact the HCTC Program.

It can take the state or PBGC time to notify the 
HCTC Program about the event. You should
make the full premium payments to your health 

plan until you are enrolled in the HCTC Program. You may 
be able to claim the yearly HCTC for these premiums 
when you file your tax return.

CAUTION
!
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No credit if dependent of another taxpayer. You can-
not take this credit if you can be claimed as a dependent 
on someone else's tax return.

Qualifying Family Member
You can include the premiums you pay for qualified health 
insurance for qualifying family members in figuring your 
credit. A qualifying family member is:

Your spouse (but see Both spouses eligible below), or
Anyone whom you can claim as a dependent on your 
tax return. (For children whose parents are divorced, 
see Children of divorced or separated parents, later.)

However, anyone who has other specified coverage (de-
fined later) is not a qualifying family member.
Both spouses eligible. Your spouse is not treated as a 
qualifying family member if all of the following are true.

You are married at the end of the year.
You and your spouse are both eligible recipients dur-
ing the year.
You file separate tax returns.

Married and living apart. For purposes of this credit, 
you are not considered married on the last day of the year 
if all of the following apply.

You file a separate return.
Your home is the home for more than half the year of a 
dependent under age 13 or a dependent who is physi-
cally or mentally not able to care for himself or herself.
You pay more than half the cost of keeping up your 
home for the year.
Your spouse does not live in your home for the last 6 
months of the year.

Legally separated. You are not considered married if 
you are legally separated from your spouse under a de-
cree of divorce or separate maintenance.

Children of divorced or separated parents. Under the 
rules for medical expenses, a child of divorced or separa-
ted parents can be treated as a dependent of both parents 
if certain requirements are met. See Qualifying Child un-
der Whose Medical Expenses Can You Include, earlier. 
However, for purposes of the HCTC, only the custodial 
parent can treat the child as a qualifying family member, 
even if the other parent can claim the child as a depend-
ent. The custodial parent is the parent having custody for 
the greater portion of the tax year.
Family members in certain life events (enrollment in 
Medicare, death, or divorce). Qualifying family mem-
bers (spouses and dependents) are considered recipients 
and are eligible to receive the HCTC in the event that the 
TAA, ATAA, RTAA recipient or PBGC payee enrolls in 
Medicare, dies, or gets divorced. Qualifying family mem-
bers can receive the tax credit for up to 24 months from 

the month of the event, or until January 1, 2014, which-
ever comes first. Eligible taxpayers who plan to claim this 
credit because of these life events must call the HCTC 
Program prior to filing Form 8885 to ensure the form is 
processed correctly. See Statequalified health insurance, 
later, for the phone number.

Qualified Health Insurance
The following health insurance qualifies for the credit.

COBRA continuation coverage. (This is coverage that 
employers with 20 or more employees must offer to 
employees or former employees and their beneficia-
ries who have lost coverage because of certain 
events.) See the caution below.
Coverage under a group health plan that is available 
through the employment of your spouse. (But see 
Other Specified Coverage, later.)
Coverage under a non-group (individual) health insur-
ance plan, if the first day of your coverage started at 
least 30 days before you left your job that qualified you 
for TAA, ATAA, RTAA, or PBGC benefits, or the date 
of Medicare enrollment, death of or divorce from the 
original TAA recipient or PBGC payee that provided 
you with extended eligibility as a qualified family mem-
ber. Individual health insurance does not include any 
insurance connected with a group health plan of fed-
eral or state based health insurance coverage.

COBRA continuation coverage allows individuals 
who had lost their jobs to receive a reduction in
health insurance premiums. You do not qualify 

for the HCTC for any month that you received a reduction 
in premium.

Voluntary Employee's Beneficiary Association 
(VEBA) A health plan purchased through a VEBA that 
was established through the bankruptcy of your former 
employer.
State-qualified health insurance. Certain state quali-
fied health insurance can qualify for a credit. To find out 
which plans are qualified for your state, you can:

Visit IRS.gov, and type “hctc” in the search box, and 
then, click on HCTC: List of StateQualified Health 
Plans, or
You can call 1-866-628-4282 (tollfree) (or TTY/TDD 
1-866-626-4282).

Nonqualified Health Insurance
The following health insurance does not qualify for the 
credit.

1. Medicare supplemental (Medigap) insurance, Tricare
supplemental insurance, or similar supplemental in-
surance to an employer-sponsored group health plan.

2. Any insurance if substantially all of the coverage is:
a. Coverage for on-site medical clinics,

CAUTION
!
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b. Hospital indemnity or other fixed indemnity insur-
ance,

c. Accident or disability income insurance (or a com-
bination of the two),

d. Liability insurance,
e. A supplement to liability insurance,
f. Workers' compensation or similar insurance,

g. Automobile medical payment insurance,
h. Credit-only insurance,
i. Limited scope dental or vision benefits,
j. Benefits for long-term care, nursing home care,

home health care, community-based care (or any
combination), or

k. Coverage for only a specified disease or illness.
3. Coverage under a flexible spending or similar ar-

rangement.
Insurance that covers other individuals. If you have 
qualified health insurance that covers anyone besides 
yourself and your qualifying family member(s) (defined 
earlier), you may not be able to take into account all of 
your payments. You cannot treat an amount as paid for in-
surance for yourself and qualifying family members unless 
all of the following requirements are met.

The charge for insurance for yourself and qualifying 
family members is either separately stated in the con-
tract or furnished to you by the insurance company in 
a separate statement.
The amount you paid for insurance for yourself and 
qualifying family members is not more than the charge 
that is stated in the contract or furnished by the insur-
ance company.
The amount stated in the contract or furnished by the 
insurance company is not unreasonably large in rela-
tion to the total charges under the contract.

Eligible Coverage Month
Eligibility for the credit is determined on a monthly basis. 
An eligible coverage month is any month in which, as of 
the first day of the month, you:

1. Are an eligible recipient or a qualified family member
in certain life events (defined earlier),

2. Are covered by qualified health insurance (defined
earlier) that you pay for,

3. Do not have other specified coverage (defined later),
and

4. Are not imprisoned under federal, state, or local au-
thority.

If you file a joint return, only one spouse has to satisfy 
the requirements.

COBRA premium assistance. An individual who re-
ceives COBRA premium assistance (discussed earlier) for 
a month is disqualified from receiving the HCTC for that 
month.

Other Specified Coverage
Even if you or your qualifying family member are other-
wise eligible, you or your qualifying family member are not 
eligible for the credit for a month if, as of the first day of the 
month, you or your qualifying family member have other 
specified coverage. Other specified coverage is coverage 
under the following.

1. Any insurance which constitutes medical care (unless
substantially all of that insurance is for benefits listed
earlier under (1) or (2) under Nonqualified Health In
surance) if at least 50% of the cost of the coverage is
paid by an employer (or former employer) of you or
your spouse.

2. Any of the following government health programs:
a. Medicare Part A, B, or C,
b. Medicaid, or the Children's Health Insurance Pro-

gram (CHIP),
c. The Federal Employees Health Benefit Program

(FEHBP), or
d. Tricare, the medical and dental care program for

members and certain former members of the uni-
formed services and their dependents.

Benefits from the Veterans Administration. Entitle-
ment to or receipt of benefits from the Veterans Adminis-
tration is not other specified coverage.

How To Take the Credit
If you claim this credit, you cannot take the same expen-
ses that you use to figure your HCTC into account in de-
termining your:

Medical and dental expenses on Schedule A (Form 
1040), or
Self-employed health insurance deduction.

You cannot use payments you made with funds from 
the following accounts to figure the credit:

Health Savings Accounts (HSAs), or
Archer Medical Savings Accounts (MSAs).

Yearly HCTC
The HCTC is 72.5% for payments made in 2012. To claim 
the yearly HCTC, complete Form 8885, and attach it to 
your Form 1040, Form 1040NR, U.S. Nonresident Alien 
Income Tax Return; Form 1040-SS, U.S. Self-Employ-
ment Tax Return; or Form 1040-PR, Planilla para la De-
claración de la Contribución Federal sobre al Trabajo por 
Cuenta Propia. You cannot claim the credit on Form 
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1040A, Form 1040EZ, or Form 1040NR-EZ, U.S. Income 
Tax Return for Certain Nonresident Aliens With No De-
pendents.

You may claim the yearly HCTC if you were an eligible 
recipient and:

Did not receive monthly HCTC (advanced payments), 
or
Received advanced payments and also made eligible 
payments directly to your health plan.

Required documents. You must attach to your tax re-
turn the documents listed in the Form 8885 instructions.

If you efile, you must attach a copy of Form 8885 and 
the required documents to Form 8453, U.S. Individual In-
come Tax Transmittal for an IRS efile Return. Mail Form 
8453 and the attachments to the address shown in the 
Form 8453 instructions.
Refundable credit.  The HCTC is refundable. You can 
claim the full credit even if you do not owe any taxes or 
earn any income. To get the credit, you must:

1. Qualify for the credit, and
2. File a tax return, even if you:

a. Do not owe any tax,
b. Did not earn enough money to file a return, or
c. Did not have income taxes withheld from your pay.

Monthly HCTC
Under monthly HCTC (advance payments), you only pay 
part of the premium for health insurance and the HCTC 
Program pays the rest of the premium. The part paid by 
the HCTC Program is your monthly HCTC.

You pay your part of the premium to the HCTC Pro-
gram. The program adds the advance payment and pays 
the total premium to your health plan.

If you want to receive the monthly HCTC, you must fill 
out the registration form and send it and any supporting 
documents to the HCTC Program. Once you are enrolled 
in the HCTC Program, you will receive a monthly invoice 
stating the amount you must pay to the program and the 
due date.

If you receive a monthly HCTC, you will get Form 
1099-H, Health Coverage Tax Credit (HCTC) Advance 
Payments. The form shows you the total of your advance 
payments and for which months payments were made (in-
cluding months for which reimbursement credits were 
paid to you). You cannot claim the yearly HCTC for any 
month for which you received a monthly HCTC.

How To Get Tax Help
You can get help with unresolved tax issues, order free 
publications and forms, ask tax questions, and get 

information from the IRS in several ways. By selecting the 
method that is best for you, you will have quick and easy 
access to tax help.
Free help with your tax return. Free help in preparing 
your return is available nationwide from IRS-certified vol-
unteers. The Volunteer Income Tax Assistance (VITA) 
program is designed to help low-moderate income, eld-
erly, disabled, and limited English proficient taxpayers. 
The Tax Counseling for the Elderly (TCE) program is de-
signed to assist taxpayers age 60 and older with their tax 
returns. Most VITA and TCE sites offer free electronic fil-
ing and all volunteers will let you know about credits and 
deductions you may be entitled to claim. Some VITA and 
TCE sites provide taxpayers the opportunity to prepare 
their return with the assistance of an IRS-certified volun-
teer. To find the nearest VITA or TCE site, visit IRS.gov or 
call 1-800-906-9887 or 1-800-829-1040.

As part of the TCE program, AARP offers the Tax-Aide 
counseling program. To find the nearest AARP Tax-Aide 
site, visit AARP's website at www.aarp.org/money/taxaide 
or call 1-888-227-7669.

For more information on these programs, go to IRS.gov 
and enter “VITA” in the search box.

Internet. You can access the IRS website at 
IRS.gov 24 hours a day, 7 days a week to:

Efile your return. Find out about commercial tax prep-
aration and efile services available free to eligible tax-
payers.
Check the status of your 2012 refund. Go to IRS.gov 
and click on Where’s My Refund. Information about 
your return will generally be available within 24 hours 
after the IRS receives your e-filed return, or 4 weeks 
after you mail your paper return. If you filed Form 8379 
with your return, wait 14 weeks (11 weeks if you filed 
electronically). Have your 2012 tax return handy so 
you can provide your social security number, your fil-
ing status, and the exact whole dollar amount of your 
refund.
Where's My Refund? has a new look this year! The 
tool will include a tracker that displays progress 
through three stages: (1) return received, (2) refund 
approved, and (3) refund sent. Where's My Refund? 
will provide an actual personalized refund date as 
soon as the IRS processes your tax return and appro-
ves your refund. So in a change from previous filing 
seasons, you won't get an estimated refund date right 
away. Where's My Refund? includes information for 
the most recent return filed in the current year and 
does not include information about amended returns.
You can obtain a free transcript online at IRS.gov by 
clicking on Order a Return or Account Transcript un-
der “Tools.” For a transcript by phone, call 
1-800-908-9946 and follow the prompts in the recor-
ded message. You will be prompted to provide your 
SSN or Individual Taxpayer Identification Number 
(ITIN), date of birth, street address and ZIP code.
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Download forms, including talking tax forms, instruc-
tions, and publications.
Order IRS products.
Research your tax questions.
Search publications by topic or keyword.
Use the Internal Revenue Code, regulations, or other 
official guidance.
View Internal Revenue Bulletins (IRBs) published in 
the last few years.
Figure your withholding allowances using the IRS 
Withholding Calculator at www.irs.gov/individuals.
Determine if Form 6251 (Alternative Minimum Tax— 
Individuals), must be filed by using our Alternative 
Minimum Tax (AMT) Assistant available at IRS.gov by 
typing Alternative Minimum Tax Assistant in the 
search box.
Sign up to receive local and national tax news by 
email.
Get information on starting and operating a small busi-
ness.

Phone. Many services are available by phone.

Ordering forms, instructions, and publications. Call 
1-800-TAX-FORM (1-800-829-3676) to order cur-
rent-year forms, instructions, and publications, and 
prior-year forms and instructions (limited to 5 years). 
You should receive your order within 10 days.
Asking tax questions. Call the IRS with your tax ques-
tions at 1-800-829-1040.
Solving problems. You can get face-to-face help solv-
ing tax problems most business days in IRS Taxpayer 
Assistance Centers (TAC). An employee can explain 
IRS letters, request adjustments to your account, or 
help you set up a payment plan. Call your local Tax-
payer Assistance Center for an appointment. To find 
the number, go to www.irs.gov/localcontacts or look in 
the phone book under United States Government, In
ternal Revenue Service.
TTY/TDD equipment. If you have access to TTY/TDD 
equipment, call 1-800-829-4059 to ask tax questions 
or to order forms and publications. The TTY/TDD tele-
phone number is for individuals who are deaf, hard of 
hearing, or have a speech disability. These individuals 
can also access the IRS through relay services such 
as the Federal Relay Service at www.gsa.gov/
fedrelay.
TeleTax topics. Call 1-800-829-4477 to listen to 
pre-recorded messages covering various tax topics.
Checking the status of your 2012 refund. To check the 
status of your 2012 refund, call 1-800-829-1954 or 
1-800-829-4477 (automated Where's My Refund? in-
formation 24 hours a day, 7 days a week). Information 

about your return will generally be available within 24 
hours after the IRS receives your e-filed return, or 4 
weeks after you mail your paper return. If you filed 
Form 8379 with your return, wait 14 weeks (11 weeks 
if you filed electronically). Have your 2012 tax return 
handy so you can provide your social security num-
ber, your filing status, and the exact whole dollar 
amount of your refund. Where's My Refund? will pro-
vide an actual personalized refund date as soon as 
the IRS processes your tax return and approves your 
refund. Where's My Refund? includes information for 
the most recent return filed in the current year and 
does not include information about amended returns.

Evaluating the quality of our telephone services. To 
ensure IRS representatives give accurate, courteous, and 
professional answers, we use several methods to evalu-
ate the quality of our telephone services. One method is 
for a second IRS representative to listen in on or record 
random telephone calls. Another is to ask some callers to 
complete a short survey at the end of the call.

Walk-in. Some products and services are availa-
ble on a walk-in basis.

Products. You can walk in to some post offices, libra-
ries, and IRS offices to pick up certain forms, instruc-
tions, and publications. Some IRS offices, libraries, 
and city and county government offices have a collec-
tion of products available to photocopy from reprodu-
cible proofs. Also, some IRS offices and libraries have 
the Internal Revenue Code, regulations, Internal Rev-
enue Bulletins, and Cumulative Bulletins available for 
research purposes.
Services. You can walk in to your local TAC most 
business days for personal, face-to-face tax help. An 
employee can explain IRS letters, request adjust-
ments to your tax account, or help you set up a pay-
ment plan. If you need to resolve a tax problem, have 
questions about how the tax law applies to your indi-
vidual tax return, or you are more comfortable talking 
with someone in person, visit your local TAC where 
you can talk with an IRS representative face-to-face. 
No appointment is necessary—just walk in. Before 
visiting, check www.irs.gov/localcontacts for hours of 
operation and services provided. If you have an ongo-
ing, complex tax account problem or a special need, 
such as a disability, an appointment can be requested 
by calling your local TAC. You can leave a message 
and a representative will call you back within 2 busi-
ness days. All other issues will be handled without an 
appointment. To call your local TAC, go to
www.irs.gov/localcontacts or look in the phone book 
under United States Government, Internal Revenue 
Service.
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Mail. You can send your order for forms, instruc-
tions, and publications to the address below. You 
should receive a response within 10 days after 

your request is received.
Internal Revenue Service
1201 N. Mitsubishi Motorway
Bloomington, IL 61705-6613

Taxpayer Advocate Service. The Taxpayer Advocate 
Service (TAS) is your voice at the IRS. Its job is to ensure 
that every taxpayer is treated fairly, and that you know and 
understand your rights. TAS offers free help to guide you 
through the often-confusing process of resolving tax prob-
lems that you haven’t been able to solve on your own. Re-
member, the worst thing you can do is nothing at all.

TAS can help if you can’t resolve your problem with the 
IRS and:

Your problem is causing financial difficulties for you, 
your family, or your business.
You face (or your business is facing) an immediate 
threat of adverse action.
You have tried repeatedly to contact the IRS but no 
one has responded, or the IRS has not responded to 
you by the date promised.

If you qualify for help, they will do everything they can 
to get your problem resolved. You will be assigned to one 
advocate who will be with you at every turn. TAS has offi-
ces in every state, the District of Columbia, and Puerto 
Rico. Although TAS is independent within the IRS, their 
advocates know how to work with the IRS to get your 
problems resolved. And its services are always free.

As a taxpayer, you have rights that the IRS must abide 
by in its dealings with you. The TAS tax toolkit at 
www.TaxpayerAdvocate.irs.gov can help you understand 
these rights.

If you think TAS might be able to help you, call your lo-
cal advocate, whose number is in your phone book and on 
our website at www.irs.gov/advocate. You can also call 
the toll-free number at 1-877-777-4778. Deaf and hard of 
hearing individuals who have access to TTY/TDD equip-
ment can call 1-800-829-4059. These individuals can also 
access the IRS through relay services such as the Federal 
Relay Service at www.gsa.gov/fedrelay.

TAS also handles large-scale or systemic problems 
that affect many taxpayers. If you know of one of these 
broad issues, please report it through the Systemic Advo-
cacy Management System at www.irs.gov/advocate.

Low Income Taxpayer Clinics (LITCs). Low Income 
Taxpayer Clinics (LITCs) are independent from the IRS. 
Some clinics serve individuals whose income is below a 
certain level and who need to resolve a tax problem. 
These clinics provide professional representation before 

the IRS or in court on audits, appeals, tax collection dis-
putes, and other issues for free or for a small fee. Some 
clinics can provide information about taxpayer rights and 
responsibilities in many different languages for individuals 
who speak English as a second language. For more infor-
mation and to find a clinic near you, see the LITC page on 
www.irs.gov/advocate or IRS Publication 4134, Low In
come Taxpayer Clinic List. This publication is also availa-
ble by calling 1-800-TAX-FORM (1-800-829-3676) or at 
your local IRS office.
Free tax services. Publication 910, IRS Guide to Free 
Tax Services, is your guide to IRS services and resour-
ces. Learn about free tax information from the IRS, includ-
ing publications, services, and education and assistance 
programs. The publication also has an index of over 100 
TeleTax topics (recorded tax information) you can listen to 
on the telephone. The majority of the information and 
services listed in this publication are available to you free 
of charge. If there is a fee associated with a resource or 
service, it is listed in the publication.

Accessible versions of IRS published products are 
available on request in a variety of alternative formats for 
people with disabilities.

DVD for tax products. You can order Publica-
tion 1796, IRS Tax Products DVD, and obtain:

Current-year forms, instructions, and publications.
Prior-year forms, instructions, and publications.
Tax Map: an electronic research tool and finding aid.
Tax law frequently asked questions.
Tax Topics from the IRS telephone response system.
Internal Revenue Code—Title 26 of the U.S. Code.
Links to other Internet-based tax research materials.
Fill-in, print, and save features for most tax forms.
Internal Revenue Bulletins.
Toll-free and email technical support.
Two releases during the year.
– The first release will ship the beginning of January
2013.
– The final release will ship the beginning of March
2013.

Purchase the DVD from National Technical Information 
Service (NTIS) at www.irs.gov/cdorders for $30 (no han-
dling fee) or call 1-877-233-6767 toll free to buy the DVD 
for $30 (plus a $6 handling fee).
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To help us develop a more useful index, please let us know if you have ideas for index entries.
See “Comments and Suggestions” in the “Introduction” for the ways you can reach us.Index 
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Deductible amount . . . . . . . . . . . . . . . . . . . . 3
Deductible expenses . . . . . . . . . . . . 3, 15
Definition of medical expenses:

Doctor . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . 2
Physician . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

Dental treatment . . . . . . . . . . . . . . . . . . . . . . . 8
Artificial teeth . . . . . . . . . . . . . . . . . . . . . . . . . . 6
Teeth whitening . . . . . . . . . . . . . . . . . . . . . 17

Dentures . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6
Dependent's medical expenses:

Adopted child . . . . . . . . . . . . . . . . . . . . . . . . . 4
Multiple support agreement . . . . . . . . 4
Qualifying child . . . . . . . . . . . . . . . . . . . . . . . . 3
Qualifying relative . . . . . . . . . . . . . . . . . . . . 3

Dependents:
Disabled dependent care . . . . . . 8, 11

Diagnostic devices . . . . . . . . . . . . . . . . . . . . 8
Diaper services . . . . . . . . . . . . . . . . . . . . . . . 16
Disabilities, persons with:

Dependent care expenses . . . . 8, 11
Improvements to rented 

property . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7
Special education . . . . . . . . . . . . . . . . . . 13

Divorced taxpayers:
Medical expenses of child . . . . . . . . . . 4

Drug addiction . . . . . . . . . . . . . . . . . . . . . . . . . . 8
Drugs (See Medicines)
Dues:

Health club . . . . . . . . . . . . . . . . . . . . . . . . . . . 16

E
Education, special . . . . . . . . . . . . . . . . . . . 13
Electrolysis . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16
Employer-sponsored health 

insurance plans . . . . . . . . . . .. . . . . . . . . . . 9
Employment taxes . . . . . . . . . . . . . . . . . . . 13
Equipment (See Medical equipment 

or property)
Excluded expenses:

Insurance premiums . . . . . . . .. . . . . . . . 10
Eyeglasses . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . 8

Eye surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8

F
Fertility enhancement:

Eggs, temporary storage of . . . . . . . . 8
Fertility . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8
In vitro fertilization . . . . . . . . . . . . . . . . . . . . 8

Figuring the deduction . . . . . . . . 21, 22
Final return for decedent:

Medical expenses paid . . . . . . . . . . . . . . 5
Flexible spending account . . . . . . . . 16
Food (See Weight-loss programs)
Form 1040:
Form 1040, Schedule A:

Impairment-related work 
expenses . . . . . . . . . . . . . . . . . . . . . . . . . 25

Medical and dental 
expenses . . . . . . . . . . . . . . . . . . . . . . 2, 21

Self-employed persons, health 
insurance costs . . . . . . . . . . . . . . . . . . 25

Form 1040, Schedule C:
Impairment-related work 

expenses . . . . . . . . . . . . . . . . . . . . . . . . . 25
Form 1040, Schedule C-EZ:

Impairment-related work 
expenses . . . . . . . . . . . . . . . . . . . . . . . . . 25

Form 1040, Schedule E:
Impairment-related work 

expenses . . . . . . . . . . . . . . . . . . . . . . . . . 25
Form 1040, Schedule F:

Impairment-related work 
expenses . . . . . . . . . . . . . . . . . . . . . . . . . 25

Health coverage tax credit . . . . . . . . 29
Self-employed persons, health 

insurance costs . . . . . . . . . . . . . . . . . . 25
Form 1040NR:

Health coverage tax credit . . . . . . . . 29
Form 1040X:

Amended return . . . . . . . . . . . . . . . . . . . . . . 3
Deceased taxpayer . . . . . . . . . . . . . . . . . . 5

Form 1099-H:
Self-employed persons, health 

insurance costs . . . . . . . . . . . . . . . . . . 25
Form 2106:

Impairment-related work 
expenses . . . . . . . . . . . . . . . . . . . . . . . . . 25

Form 2106-EZ:
Impairment-related work 

expenses . . . . . . . . . . . . . . . . . . . . . . . . . 25
Form 2555:

Self-employed persons, health 
insurance costs . . . . . . . . . . . . . . . . . . 25

Form 2555-EZ:
Self-employed persons, health 

insurance costs . . . . . . . . . . . . . . . . . . 25
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Form 8453:
Health coverage tax credit . . . . . . . . 29

Form 8885:
Health coverage tax credit . . . . . . . . 29
Self-employed persons, health 

insurance costs . . . . . . . . . . . . . . . . . . 25
Founder's fee (See Lifetime care, 

advance payments)
Free tax services . . . . . . . . . . . . . . . . . . . . . 30
Funeral expenses . . . . . . . . . . . . . . . . . . . . 16
Future medical care . . . . . . . . . . . . 11, 16

G
Glasses . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8
Guide dog or other animal . . . . . . . . . . 8

H
Hair:

Removal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16
Transplants . . . . . . . . . . . . . . . . . . . . . . . . . . 16
Wigs . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15

Health club dues . . . . . . . . . . .. . . . . . . . . . . 16
Health coverage tax credit . . . . . . . . 16
Health Coverage Tax Credit:

Advanced payments . . . . . . . . . . . . . . . 30
Alternative TAA recipient . . . . . . . . . 27
Alternative TAA recipient . . . . . . . . . 27
Archer MSAs . . . . . . . . . . . . . . . . . . . . . . . . 29
Both spouses eligible . . . . . . . . . . . . . . 28
Children of divorced 

parents . . . . . . . . . . . . . . . . . . . . . . . 27, 28
Eligible coverage month . . . . . . . . . . 29
Insurance that covers other 

individuals . . . . . . . . . . . . . . . . . . . . . . . . 29
Legally separated . . . . . . . . . . . . . . . . . . 28
Married persons filing separate 

returns . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 28
Monthly HCTC . . . . . . . . . . . . . . . . . . . . . . 30
Nonqualified health 

insurance . . . . . . . . . . . . .. . . . . . . . . . . . . 28
Other specified coverage:

Benefits from the Veterans 
Administration . . . . . . . . . . . . . . . . 29

PBGC pension payee . . . . . . . . . . . . . 27
Pension Benefit Guaranty 

Corporation (PBGC) 
recipient . . . . . . . . . . . . . . . . . . . . . . . . . . . 27

Qualified health insurance . . . . . . . . 28
Qualifying family member . . . . . . . . . 28
Reimbursement credit . . . . . . . . . . . . . 30
Reporting . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 29
State-qualified health 

insurance . . . . . . . . . . . . .. . . . . . . . . . . . . 28
TAA recipient . . . . . . . . . . . . . . . . . . . . . . . . 27
TAA recipient . . . . . . . . . . . . . . . . . . . . . . . . 27
Yearly HCTC . . . . . . . . . . . . . . . . . . . . . . . . 29

Health institutes . . . . . . . . . . . . . . . . . . . . . . . . 9
Health insurance:

Credit (See Health coverage tax 
credit)

Employer-sponsored plan . . . . . . . . . . 9
Premiums:

Deductible . . . . . . . . . . . . . . . . . . . . . . . . . . 9
Nondeductible . . . . . . . . . . . . . . . . . . . 10
Paid by employer . . . . . . . . . . . . . . . 19
Paid by employer and you . . . . 18
Paid by you . . . . . . . . . . . . . . . . . . . . . . . 18
Prepaid . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10
Unused sick leave used to 

pay . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10
Reimbursements (See Reimbursem

ents)
Self-employed persons . . . . . . . . . . . 25

Health maintenance organizations 
(HMOs) . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . 9

Health reimbursement 
arrangements (HRAs) . . . . . . . . . . . 18

Health savings accounts (HSAs):
Payments from . . . . . . . . . . . . . . . . . . . . . . 16

Hearing aids . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9
Hearing-impaired persons:

Guide dog or other animal for . . . . . . 8
Help (See Tax help)
HMOs (Health maintenance 

organizations) . . . . . . . . . . . . . . . . . . . . . . . 9
Home care (See Nursing services)
Home improvements (See Capital 

expenses:)
Hospital services . . . . . . . . . . . . . . . . . . . . . . . 9
Hotels . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11
Household help . . . . . . . . . . . . . . . . . . . . . . . 16
HRAs (Health reimbursement 

arrangements) . . . . . . . . . . . . . . . . . . . . . 18

I
Illegal operations and

treatments . . . . . . . . . . . . . . . . . . . . . . . . . . 16
Illegal substances . . . . . . . . . . . . . . . . . . . 15
Impairment-related work 

expenses . . . . . . . . . . . . . . . . . . . . . . . . . . . . 25
Reporting of . . . . . . . . . . . . . . . . . . . . . . . . . 25

Insulin . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17
Insurance (See Health insurance)
Intellectually and developmentally 

disabled persons:
Mentally retarded . . . . . . . . . . . . . . . . . . . 10
Special homes for . . . . . . . . . . . . . . . . . . 10

L
Laboratory fees . . . . . . . . . . . . . . . . . . . . . . . 10
Lactation expenses (See Breast 

pumps and supplies)
Laser eye surgery . . . . . . . . . . . . . . . . . . . . . . 8
Lead-based paint removal . . . . . . . . 10
Learning disabilities . . . . . . . . . . . . . . . . 13
Legal fees . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11
Lessons, dancing and 

swimming . . . . . . . . . . . . . .. . . . . . . . . . . . . . 16
Lifetime care:

Advance payments for . . . . . . . . . . . . 11

Lodging (See also Trips) . . . . . . . 11, 15
Long-term care . . . . . . . . . . . . . . . . . . . . . . . 11

Chronically ill individuals . . . . . . . . . . 11
Maintenance and personal care 

services . . . . . . . . . . . . . .. . . . . . . . . . . . . . 12
Qualified insurance contracts . . . . 12
Qualified services . . . . . . . . . . . . . . . . . . 11

M
Maintenance and personal care 

services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12
Maternity clothes . . . . . . . . . . . . . . . . . . . . . 17
Meals (See also Weight-loss 

programs) . . . . . . . . . . . . . . . . . . . . . . . 12, 15
Medical conferences . . . . . . . . . . . . . . . . 12
Medical equipment or property:

Adjusted basis (Worksheet 
D) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 23

Gain or loss (Worksheet E) . . . . . . . 24
Sale of . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 22

Medical expense records . . . . . . . . . . 21
Medical information plans . . . . . . . . 12
Medical savings accounts 

(MSAs) . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . 17
Medicare:

Medicare A, deductible 
expense . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . 9

Medicare B, deductible 
expense . . . . . . . . . . . . . . . . . . . . . . . . . . . 10

Medicare D, deductible 
expense . . . . . . . . . . . . . . . . . . . . . . . . . . . 10

Medicines . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12
Imported . . . . . . . . . . . . . . . . . . . . . . . . . 12, 17
Nonprescription drugs and 

medicines . . . . . . . . . . . . . . . . . . . . . . . . . 17
Missing children, photographs of in 

IRS publications . . . . . . . . . . . . . . . . . . . . 1
More information (See Tax help)
Multiple support agreement . . . . . . . . 4

N
Nondeductible expenses . . . . . 15, 17
Nonprescription drugs and 

medicines . . . . . . . . . . . . . . . . . . . . . . . . . . . 17
Nursing homes . . . . . . . . . . . . . . . . . . . . . . . 12
Nursing services . . . . . . . . . . . . . . . . 12, 15

Chronically ill individuals . . . . . . . . . . 11
Nutritional supplements:

Natural medicines . . . . . . . . . . . . . . . . . . 17

O
Operations . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . 13

Cosmetic surgery . . . . . . . . . . . . . . . . . . . 16
Eye surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8
Illegal operations and 

treatments . . . . . . . . . . . . . . . . . . . . . . . . 16
Optometrist . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13
Optometrist services . . . . . . . . . . . . . . . . . 8
Organ donors . . . . . . . . . . . . . . . . . . . . . . . . . 14
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Osteopath . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . 13
Oxygen . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13

P
Paint removal, for lead-based . . . . 10
Parking fees and tolls . . . . . . . . . . . . . . 14
Personal injury damages . . . . . . . . . . 24
Personal use items . . . . . . . . . . . . . . . . . . 17
Photographs of missing children in 

IRS publications . . . . . . . . . . . . . . . . . . . . 1
Physical examination . . . . . . . . . . . . . . . 13
Physical therapy . . . . . . . . . . . . . . . . . . . . . 14
Plastic surgery . . . . . . . . . . . . . . . . . . . . . . . . 16
Pregnancy test kit . . . . . . . . . . . . . . . . . . . 13
Premiums (See Health insurance)
Prepaid insurance premiums . . . . 10
Prosthesis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5
Psychiatric care . . . . . . . . . . . . . . . . . . . . . . 13
Psychoanalysis . . . . . . . . . . . . . . . . . . . . . . . 13
Psychologists . . . . . . . . . . . . . . . . . . . . . . . . . 13
Publications (See Tax help)

R
Radial keratotomy . . . . . . . . . . . . . . . . . . . . . 8
Recordkeeping . . . . . . . . . . . . . . . . . . . . . . . 21
Rehabilitation facilities . . . . . . . . . . . . . 12
Reimbursements . . . . . . . . . . . . . . . . 17, 21

Excess includible in income:
More than one policy (Worksheet 

C) . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . 20
One policy (Worksheet B) . . . . . 19

Excess may be taxable (Figure 
1) . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . 18

Health Reimbursement 
Arrangement (HRA) . . . . . . . . . . . . 18

Insurance . . . . . . . . . . . . . . . . . . . . . . . . 17, 18
Medical expenses not 

deducted . . . . . . . . . . . . . . . . . . . . . . . . . . 20
More than one policy . . . . . . . . . . . . . . 19
Received in later year . . . . . . . . . . . . . 21

Rental property:
Improvements to . . . . . . . . . . . . . . . . . . . . . . 7

Reporting:
Health coverage tax credit . . . . . . . . 29
Impairment-related work 

expenses . . . . . . . . . . . . . . . . . . . . . . . . . 25
Medical and dental expenses . . . 21
Medical deduction (See Form 1040, 

Schedule A)
Self-employed persons, health 

insurance costs . . . . . . . . . . . . . . . . . . 25

S
Sale of medical equipment or 

property . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 22
Adjusted basis (Worksheet 

D) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 23

Gain or loss (Worksheet E) . . . . . . . 24
Schedules (See Form 1040)
Seeing-eye dogs . . . . . . . . . . . . . . . . . . . . . . . 8
Self-employed persons:

Health coverage tax credit . . . . . . . . 29
Health insurance costs . . . . . . . . . . . . 25

Senior housing . . . . . . . . . . . . . . . . . . . . . . . 12
Separated taxpayers:

Health coverage tax credit . . . . . . . . 28
Medical expenses of child . . . . . . . . . . 4

Separate returns:
Community property states . . . . . . . . . 3
Medical and dental expenses . . . . . 3

Service animals . . . . . . . . . . . . . . . . . . . . . . . . 8
Sick leave:

Used to pay health insurance 
premiums . . . . . . . . . . . . .. . . . . . . . . . . . . 10

Special education . . . . . . . . . . . . . . . . . . . . 13
Spouse's medical expenses . . . . . . . . 3

Deceased spouse . . . . . . . . . . . . . . . . . . . . 5
Sterilization . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14
Stop-smoking programs . . . . . . . . . . . 14
Surgery (See Operations)
Swimming lessons . . . . . . . . . . . . . . . . . . 16

T
Tables and figures:

Medical equipment or property:
Adjusted basis (Worksheet 

D) . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . 23
Gain or loss (Worksheet E) . .. . 24

Reimbursements, excess includible 
in income:
More than one policy (Worksheet 

C) . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . 20
One policy (Worksheet B) . . . . . 19

Reimbursements, excess may be 
taxable (Figure 1) . . . . . . . .. . . . . . . . 18

Tax help . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 30
Taxpayer Advocate . . . . . . . . . . . . . . . . . . 32
Teeth:

Artificial . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6
Dental treatment . . . . . . . . . . . . . . . . . . . . . . 8
Whitening . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17

Telephone . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14
Television . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14
Therapy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14
Transplants . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14
Travel and transportation 

expenses . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14
Car expenses . . . . . . . . . . . . . . . . . . . . . . . 14
Includible expenses . . . . . . . . . . . 14, 15
Parking fees and tolls . . . . . . . . . . . . . . 14

Trips . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15
TTY/TDD information . . . . . . . . . . . . . . . 30
Tuition . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . 15

V
Vasectomy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15
Veterinary fees . . . . . . . . . . . . . . . . . . . . . . . . 17
Vision correction surgery . . . . . . . . . . . 8
Visually impaired persons:

Guide dog or other animal for . . . . . . 8
Vitamins or minerals . . . . . . . . . . . . . . . . 17
Voluntary Employee's Beneficiary 

Association (VEBA):
Qualified health insurance . . . . . . . . 28

W
Weight-loss programs . . . . . . . . . 15, 17
What's new:

COBRA continuous coverage . . . . . 1
Health coverage tax credit . . . . . . . . . . 1
Standard medical mileage rate . . . . 1

Wheelchairs . . . . . . . . . . . . . . . . . . . . . . . . . . . 15
Wigs . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15
Workers' compensation . . . . . . . . . . . 25
Work expenses:

Disabled dependent care . . . . . .. . . . . . 8
Impairment-related . . . . . . . . . . . . . . . . . 25

Worksheets:
Capital expenses (Worksheet 

A) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7
Medical equipment or property:

Adjusted basis (Worksheet 
D) . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . 23

Gain or loss (Worksheet E) . .. . 24
Reimbursements, excess includible 

in income:
More than one policy (Worksheet 

C) . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . 20
One policy (Worksheet B) . . . . . 19

X
X-rays . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15
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Appendix 3



Benefit Strategies, LLC was founded in February 1989 to provide high quality employee benefit 

consulting and administration services at a fair price.  In the ensuing years, Benefit Strategies has 

successfully grown to be regarded among the finest employee benefit consulting and administration 

firms in New England.  

What sets Benefit Strategies apart? 

 All Benefit Strategies’ clients are assigned a dedicated Implementation Specialist for successful

on‐boarding and a dedicated Account Manager who is able to handle all services

 We have direct carrier feed integration with 7 New England carriers (and more to come!)

 Benefit Strategies takes data integrity and security seriously:

 2013 SSAE16 compliant (SAS70 compliant since 2005) 

 A CISSP auditor has rendered a positive CISSP opinion after evaluation of Benefit 
Strategies’ security protocols 

 WISP/ MA 201 CMR 17.00 compliant  

 All employees are HIPAA trained and certified upon hire 

 We hold the Certified HSA Administrator designation

 Our investment in technology allows us to monitor how we are meeting our plan administration

and customer satisfaction goals

Benefit Strategies services a broad geographical client base and is dedicated to providing superior 

service at a fair and reasonable price.  We provide timely and accurate benefit plan reporting with 

prompt responses to our clients’ telephone/e‐mail inquiries and service requests. 

Our success is driven from the expertise of our professional staff.  We have assembled a team of 

professionals whose combination of academic and “real world” experience can be invaluable to 

employers.  Their expertise in related disciplines has earned them insight into the benefit needs of both 

growing and mature companies.  This unique combination of credentials and broad based experience 

allows Benefit Strategies to operate with a confidence and credibility unmatched by any other 

consulting/administration firm our size.   

We encourage you to meet our staff and ask our clients about the unique Benefit Strategies approach.  

It will become clear that we differ from other benefit consulting and administration firms in the quality 

of our staff, the extent of our resources, and our overall commitment to thoroughness, creativity, 

responsiveness, and customer satisfaction. 



Flexible Spending Account Fee Schedule 

Full Flex Plan Includes: 
 Premium Conversion Plan, Health Care Reimbursement Accounts & Dependent Care Reimbursement

Accounts 

First Year 
Subsequent Years at 

Renewal 

Plan Installation and 
Renewal Services: 

 $500.00  $500.00  

 Flexible benefit plan design and implementation
 Customized electronic enrollment forms and employee communication materials
 Informational employee meetings
 Resolution and plan documents (sample for attorney review)
 Summary Plan Description for employees

Non‐discrimination Testing: 
(upon request) 

 $400.00  $400.00  

Claims Administration Fee*:   $4.75 per Account per Month  $4.75 per Account per Month  

*A health care reimbursement
account and a dependent care 
reimbursement account are

considered two separate accounts. 

$75.00 per Month Minimum   $75.00 per Month Minimum 

Benny Cards: 
(Debit cards arrive in sets of 2 and 
accounts are charged annually) 

Initial Set of Cards:  
$5.00 

Additional or Replacement Set: 
$5.00 

Employees who choose to sign up for the Benny Card(s) will have this charge deducted as an eligible 
pre‐tax expense from their Flexible Spending Account annually. Some employers choose to pay for 

the card fees as an added benefit for their employees. 

Custom mailings and services may result in additional fees beyond the fees listed above. 

Please note: 
 Domestic partners are not eligible for their partners FSA plan.
 Legally married same‐sex spouses are eligible for their partner’s FSA plan.



Health Reimbursement Arrangement Fee Schedule 

First Year 
Subsequent Years at 

Renewal 
Plan Installation and 
Renewal Services: 

 $400.00 ($350 if taken with FSA)  $400.00  ($350 if taken with FSA) 

 Flexible benefit plan design and implementation
 Informational employee meetings
 Plan consent forms
 Adoption agreement and plan documents (sample for attorney review)
 Summary Plan Description for employees

Non‐Discrimination 
Testing: 

(upon request) 

 $400.00  $400.00  

Claims Administration 
Fee*: 

*This is an estimate until
the plan design is finalized 

 $4.00 per Account per Month 

$75.00 per Month Minimum 

$4.00 per Account per Month  

$75.00 per Month Minimum 

Please note: 
 Domestic partners are not eligible for their partner’s HRA plan.
 Legally married same‐sex spouses are eligible for their partner’s HRA plan.

HRA AUTOMATIC REIMBURSEMENT METHOD 

Along with the claims reimbursement methods listed in this proposal, Benefit Strategies has an automatic 
reimbursement option via claims feeds from seven New England carriers.  This allows for processing of HRA 
reimbursements without the participant having to submit any documentation. Clients may choose to set the HRA 
up with either direct reimbursement to the participant or to the provider*. 

Our current claims feed relationships are with: 

 Anthem BCBS New Hampshire

 Anthem BCBS Maine

 Blue Cross Blue Shield Massachusetts

 Blue Cross Blue Shield Rhode Island

 Harvard Pilgrim Health Care

 Neighborhood Health Plan

 Tufts Health Plan

*If you choose the Provider Pay option, please be aware that the Massachusetts Health Safety Net Surcharge
applies. When payments are made to Massachusetts hospitals and ambulatory surgical centers, a 1.87% tax is 
levied. Benefit Strategies will bill clients for the tax and then remit payment directly to the Massachusetts Division 
of Health Care.  



Flexible Benefit Plans 
In the past two decades, the workforce has undergone dramatic changes.  More and more families have two full‐time 
workers, both receiving similar packages of benefits from their employers.  The traditional benefit plan design limits 
employees to participating in an employer determined medical and possible dental, life and/or disability insurance plan, and 
generally provides nothing for the employee who, having coverage through his or her spouse, chooses not to participate.  In 
addition, employees have out‐of‐pocket expenses associated with co‐pays, deductibles, plan limits and non‐covered services 
and products.  These traditional benefit packages often fall short of meeting today’s employees’ needs.    

A solution to meeting budgetary constraints, employee needs, and future long range benefit planning is the creative use of a 
Section 125 Flexible Plan.  Section 125 Plan, Flexible Benefit Plan and Cafeteria Plan are synonymous names of the plans.  This 
may range in complexity from a simple plan offering a choice between a single benefit and cash, to a highly structured plan 
offering choices from a wide menu of benefits.    

Following are some typical Flexible Benefit Plan designs: 

 Premium Conversion Plan – Pre‐tax treatment of employee insurance premium contributions

 Flexible Spending Accounts – Pre‐tax treatment of employee’s out‐of‐pocket medical and dependent care expenses

 Full Cafeteria Plan – Employees allocate flexible employer contributions toward a menu of benefit options, buying
the benefits they need most

Plan Tax Savings 
Assumptions: 

 Employee earns $30,000 per year

 Has $1,200 annual Medical Insurance Expense

 Has $500 annual expense for out‐of‐pocket medical care (RX, co‐pays, glasses, etc.)

 Has $5,000 annual expense for Dependent Care Assistance

Without Section 125  With Section 125 
Gross Salary $30,000  $30,000 

Annual Medical Premium Contribution $0.00  ‐$1,200 
Annual Health Care Reimbursement Account Contribution $0.00  ‐$500 
Annual Dependent Care Assistance Account Contribution $0.00  ‐$5,000 

Total Pre‐Tax Deduction $0.00  $6,700 
Taxable Salary $30,000  $23,300 

Federal Income Tax (15%) ‐$4,500  ‐$3,495 
FICA (7.65%) ‐$2,295  ‐$1,782 

State Income Tax (5%) ‐$1,500  ‐$1,165 
Total Taxes Paid $8,295  $6,442 

Net Salary $21,705  $16,858 
Expenses (Post Tax) ‐$1200 & ‐$500 & ‐$5,000  $0.00 

Take Home Pay $15,005  $16,858 

Net Savings $0.00  $1,853 



Flexible Benefit Plan Requirements 
Employers sponsoring Section 125 plans, no matter how simple, must comply with federal requirements outlined in the  

Internal Revenue Code.   These requirements include but are not limited to the following: 

Plan Must Benefit “Employees” Only – Partners in a Partnership, owners of a S‐Corporations, or partners of an LLC may sponsor a 
Section 125, but cannot participate in the plan themselves, since they are not considered “employees.” Owners of a C‐Corporation 
may participate in the plan, subject to non‐discrimination rules. 

Non‐Discrimination Testing – Plans must be scrutinized to ensure that they do not violate any non‐discrimination rules nor unfairly 
benefit key or highly compensated employees.  Testing is provided for an additional fee. 

Written Plan Document – The document puts in writing the operational aspects of the plan, including eligibility rules, election 
procedures, benefits available, the Plan Year on which the plan runs, how contributions are made, and how claims are paid.  Plan 
Documents must be updated if employers amend the plan, or if the IRS issues new regulations. 

Summary Plan Description – The Summary Plan Description (SPD) is an overview of the complete plan document that is written in 
easy to read format.  You are required to distribute the SPD to all employees and new hires to help explain the program.  The SPD 
must be kept up‐to‐date with employer changes and current IRS regulations.    

Open Enrollment Process – Employees must make their elections to the plan in writing or via an Online Enrollment platform.  Each 
year, plan changes must be reviewed and appropriate new forms and communication materials must be developed.  Important: 
Employees must make their elections carefully and conservatively; they cannot be changed during the plan year.  Additionally, the 
use‐it or lose‐it rule says money unclaimed from the accounts at the end of the plan year (or the Grace Period*, if selected) is 
forfeited by employees and returned to the employer to offset their administrative costs. 

Flexible Benefit Plan Spending Account Claims Administration – Reimbursement accounts must be established for all eligible 
employees.  Contributions to and claims paid from the account must be accurately recorded.  Claims for reimbursement of health 
and/or day care expenses must be reviewed for eligibility and paid in a timely manner.  Expenses must be incurred during the plan 
year and cannot be eligible for reimbursement from any other source.  Expenses are eligible for reimbursement during the plan 
year, which may include a 2.5 month extension period to incur claims.  If all funds are not claimed by the end of the plan year (plus a 
90‐day grace period) they will be forfeited.    

Important Notes: 
 Health Care Reimbursement Account – The “Uniform Reimbursement” rule requires that the full amount of an employee’s

annual Health Care Spending election (less previously paid amounts) be available for reimbursement on the first day of the
plan year.  This can be a liability to the Employer if an employee terminates employment before contributing their full
elections.

 Dependent Care Assistance Account – Day care expenses reimbursed under this plan are ineligible for deduction on the
employee’s individual tax return.  Further, the employee will be required to supply the Tax ID or Social Security Number of
the day care provider to the IRS.

 Federal Limit On Employer Contributions to Health Care Reimbursement Account – For plan years starting on
September 13, 2013 and later, employer contributions are limited to $500 per Health Care Reimbursement
account.

 Federal Regulations State Health Care Reimbursement Accounts Can Only Be Offered To Employees Who Are Also

Offered Group Medical Plan – For plan years starting on September 13, 2013 and later.

*The Grace Period is an optional extension of the Plan Year, essentially giving the participants 14.5 months to incur claims.  The
Grace Period runs concurrently with the 90‐day run‐out to submit claims for reimbursement.



Health Reimbursement Arrangement 
A solution to meeting today’s budgetary constraints, employee needs, and future long range benefit planning is a Health 
Reimbursement Arrangement (HRA).  Under this strategy, the employer couples a high deductible health insurance plan with an 
employer‐funded reimbursement account. 

An employer may purchase a high deductible plan (such as $1,000 or $1,500 deductible) from their insurance carrier and then cede 
funds toward the deductible down to a range the employees are used to paying (such as $500 or $750 deductible).  Premium 
savings realized by the employer may be as much as 20‐50%, leaving funds available to meet deductible expenses as needed.   

Benefit Strategies, LLC offers a unique service to administer claims to the level the employer chooses to reimburse.  Employers 
choose the level of benefits they wish, while working to control their monthly premium costs.  This can be done using practically any 
health insurance carrier.  With proper plan design, employers have managed to improve cash flow by maintaining control for the 
reserve portion of their group health insurance premium.   

The HRA Advantage 

Under  Section  105  of  the  Internal  Revenue  Code,  employers may  offer  a  Health  Reimbursement  Arrangement  (HRA)  to  their 
employees as a means of allowing the employer to save money with regard to healthcare plan costs.  This is based on the premise 
that the employer may elect benefit plans with higher deductibles, for example, and redirect the savings they realize to employees 
to help pay for these higher deductibles.  

Employee Advantages: 

 Medical expenses reimbursed through an HRA are excludable from employee’s gross income and are, therefore, not
taxable.

 Employees have an advantage when using an HRA coupled with a high deductible plan. If their total expenses for the year
are less than what the employer contributes to their HRA, the employee is allowed to roll or carry over the remaining funds
to a future year. There is no limit on the amount of money that can be rolled to the next year, nor is there a limit on how
many years a participant may have a rollover.  Employees can also choose not to rollover unused funds.

 HRA’s may cover current employees, their spouses and taxable dependents, former employees (under COBRA) and
dependents, including retirees, if the plan sponsor chooses

 HRA’s are not subject to the timing rules of a Flexible Spending Account and can allow mid‐year enrollments and
reimbursements that cross calendar years or plan years.

Employer Advantages: 

 If the employee spends more than what their employer has allocated, the remaining expenses become out of pocket. This
will help to curtail expenses from an employer’s perspective, as a result of the employee wishing to reduce out of pocket
expenses, and thus put the employee in a position where he/she will be more aware of what is covered under their group
benefits.

 Unlike a Flexible Spending Account, HRA funds do not need to be available in full at the onset of the plan year.

 Plan maximums credited under the HRA may be increased or decreased by the employer as needs change.

 HRA funds must remain with the originating employer and do not follow an employee to new employment.

 The plan design is very flexible and can be customized to meet the employer’s specific needs and requirements.



Health Reimbursement Arrangement Savings 
To illustrate the savings that are available from adding a high deductible insurance plan and Health Reimbursement Arrangements 
to your company’s benefits please see the example below. 

Assumptions:  

 50 single medical participants

 Currently the cost is $300/month for a medical insurance ($3,600 annually) per single participant

 The new high deductible plan has a $1000 and a cost total of $150 a month per single participant

 The HRA contributions will be $500 per employee from the employer

 Employee is responsible for the first $500

 HRA only pays if the employee has deductible expenses

 Based on the average group the employer can anticipate 20% claims utilization. The exposure is the full amount, but based
from the experience approximately 20% will be utilized by participants.

Without HRA With HRA
Annual Medical Insurance Deductible  $0.00  $1,000 

Annual Medical Insurance Premium for Employer 
$180,000  

($300 x 12 months x 
50 participants) 

$90,000  
($150 x 12 months x 50 

participants) 
Annual Medical Premium Savings for Employer  $0.00  $90,000 

HRA Contributions Paid by Employer  $0.00 
$25,000  

($500 x 50 participants) 

20% Anticipated Claims Reimbursement  $0.00 
$5,000  

($25,000 HRA x 20%) 

Annual Employer Savings  $0.00  $85,000 ($90,000‐$5,000) 

 Employee Savings – Participants will save premium dollars since the medical insurance is lower. They will only have an

exposure of $500 of personal funds to meet their deductible. If they don’t use it that is money they will save. If an FSA is
implemented, additional pre‐tax savings can be realized.

 Employer Savings – The savings to the employer is realized by purchased a high deductible insurance plan and coupling

it with an HRA since the premiums are much less expensive.



Plan Design Flexibility 

 The HRA, a defined contribution healthcare plan, does not allow for employee funds.  Funding for the HRA must be made
solely by the employer.

 The employer decides how much money will be available for each employee in an HRA.  The amount is usually the same for
all eligible employees, as non‐discrimination rules apply to an HRA.  The amount may be different, however, depending on
coverage level within the employer’s benefit plans.  An employee with single medical coverage may be eligible for one
amount, while an employee with family coverage may be eligible for a different amount, as specified by the plan.

 The employer decides how to allocate the funds and when to make them available.  All funds can be available from the first
day of the plan or funds can be made available on a per pay period or monthly basis.

 HRAs may pay for expenses including items allowed under Schedule A of an employee’s tax return, such as deductibles,
coinsurance, co‐pays and other cost sharing as defined by you, the employer.

 Employees cannot receive reimbursement for an eligible expense through an HRA and claim it on their tax return.  They are
allowed only one: write off or be reimbursed.

 Employers may offer both an FSA and an HRA simultaneously to their employees.  One plan or the other, not both,
reimburses eligible expenses.  Employers may choose which account should be depleted first.  Employers may also choose
to segregate which types of expenses should be reimbursed by one plan or the other.

 An HRA must be available for COBRA continuation on the same basis as other health plans.

 HRAs may not be tied to any salary reduction or deferred compensation program.

 Employees must have no right or option to receive cash or any other benefit other than reimbursement for medical care
expenses; otherwise the HRA will be disqualified.

 Employers may also allow or not allow rollovers and limit the amounts that can be rolled over from year to year.  If
allowing a rollover, funds carried from one year to the next are added into the plan maximum for the following year.  The
result is an amount available to the employee, which may exceed the designated plan maximum.

Plan Requirements 

ERISA – Plans are subject to ERISA. Form 5500 must be filled when a plan has more than 100 participants at the beginning of the 

plan year. We will provide you reports that will help with the completion of this requirement.  

Plan  Document  –  The  documents  puts  in  writing  the  operational  aspects  of  the  plan,  including  eligibility  rules,  election 

procedures,  benefits  available,  the  Plan  Year  on which  the  plan  runs,  how  contributions  are made,  and  how  claims  are  paid. 
Documents must be updated if employers adopt changes to the plan, or if the IRS issues new regulations. 

Summary Plan Description – The SPD is distributed to employers. It puts the information contained in the Plan Document in 

layman’s language. It, too, must be kept up‐to‐date with employer changes and current IRS regulations. 

Federal Regulations Do Not Permit Standalone HRAs– Effective for plan years beginning September 13, 2013 and later, 

HRAs must be attached to a group health plan. 



Claims Reimbursement Methods (FSA, HRA, Commuter Choice) 

Benefit Strategies offers several easy methods to obtain reimbursement from an account: 

 Benny Card Method – (Note: Benny Card is not recommended for HRAs)

The easiest reimbursement method is to use the Benefit Strategies Benny Card.  The Benny Card looks like a typical credit
or debit card.  However, it is a special card that provides your employees with easy access to their reimbursement accounts
to pay for IRS qualified expenses right at the point‐of‐sale on the date the services are incurred.  The card will be accepted
only at specific providers. For example, with a Health FSA the card will be turned on to work at physician offices, dental
offices, pharmacies, hospitals, chiropractors, optometrists, etc.  If the participant is enrolled in Dependent Care FSA, the
card will be set to work in day care settings and for Commuter Choice, cards will work for parking and transit facilities.
Participants enrolled in one or more FSA and/or Commuter Choice accounts use just one Benny Card; expenses are debited
from the appropriate account based on the type of setting that submitted the transaction.

Once we establish the reimbursement account, the Benny Card will be sent directly to your employees’ homes via US mail.
The employees are responsible for retaining all documentation of the expenses reimbursed via the card.  They may be
requested to submit documentation to Benefit Strategies to substantiate a claim.   Documentation must show: the date the
expense was incurred (not the date paid), the description of the service and/or expense, the name of the vendor and how
much is your responsibility.  The card is to be used only to pay for IRS eligible expenses incurred during the plan year.
Misuse of the card could result in permanent revocation of the card and repayment of ineligible expenses.

To help out with substantiation of debit card transactions for Health FSAs, we use an IIAS (Inventory Information Approval
System).  IIAS is a point‐of‐sale technology used by retailers that accept debit cards issues for use with Health FSAs.  An IIAS
identifies eligible healthcare account purchases by comparing the UPC or SKU number for the items being purchased
against a pre‐established list of eligible medical expenses.  The list is restricted to “eligible medical expenses” as described
in Section 213(d) of the Internal Revenue Code (including eligible non‐prescription (other‐the‐counter) items). By using this
technology the card can be accepted at IIAS compliant drug stores and retail stores.

 Participant Submission Methods – Benefit Strategies processes claims every business day and pays claims twice per

week.  Participants may submit new claims for eligible expenses at any time during the Plan Year and run out period.

Participants submitting claims can choose to be reimbursed by check or direct deposit.  Confirmations are provided for

both forms of payment and will show current transaction as well as available funds in the account.

Online Reimbursement Request – Each participant in the plan will be issued a personal account at www.benstrat.com 

where they can file claims online.  Participants can upload their detailed documentation through the website, or the 

confirmation page and detailed documentation can be sent to Benefit Strategies via secure e‐mail, fax or mail.  

Mobile Application Reimbursement Request – Participants with iPhones, Android phones and tablet devices can 

download our free mobile application to file claims.  Detailed documentation is photographed with the device’s camera 

and uploaded through the mobile application.  

Paper Form Reimbursement Request – Participants can submit a completed paper FSA Reimbursement Request Form 

along with detailed documentation of their expenses to Benefit Strategies.  Forms may be downloaded from Benefit 

Strategies’ website at www.benstrat.com, or may be obtained from Benefit Strategies directly upon request.  Claims are 

accepted via secure e‐mail, fax or mail.   



Claims Funding 
Benefit Strategies, LLC has the ability to provide you numerous funding methodologies giving you flexibility and freedom to continue 
to use a process similar to the one you may already be using to fund your flexible spending plan (FSA) or health reimbursement 
arrangement (HRA).  You may even find one that will be easier to implement with your payroll and accounting areas.       

Benefit Strategies pays claims up front and then settles up after the payments are made. We ask that our clients choose one of the 

below options to ensure sufficient cash flow for claims payment: 

 EFT Debit – Allows Benefit Strategies to directly take the money from your operating (or other designated) account via

an Electronic Funds Transfer for claims paid to participants that week

 Weekly ACH – Allows you to electronically remit your payments to us on a weekly basis for claims paid to participants

that week.

 Claims Paid Invoice – Allows you to receive an invoice for claims paid during the weekly invoicing cycle, with payment

to Benefit Strategies remitted by check within 15 days.

Maintenance Deposit 
The maintenance deposit allows Benefit Strategies to begin funding accounts on the first day of the plan while awaiting your 
payments for the claims incurred.   We will collect the Maintenance Deposit once we receive your signed claims funding agreement 
paperwork and your plan is finalized with enrollments in our system.   

 FSA – The FSA maintenance deposit is a calculation based on the equivalent of 2 weeks’ worth of your participants’ FSA

annual elections.

 Commuter Choice – The Commuter Choice maintenance deposit is a calculation based on the equivalent of 2 weeks’

worth of your participants’ Commuter Choice annual elections.

 HRA – The HRA maintenance deposit is a calculation based on 2 weeks’ worth of the estimated HRA usage.   Estimated

HRA usage is found by taking 40% of the HRA’s maximum exposure.

Benefit Strategies will evaluate the maintenance deposit amount at each renewal period.  Based on the total elections or maximum 
exposure at that time, Benefit Strategies reserves the right to bill for additional funds to bring your maintenance deposit current.  
The maintenance deposit will be maintained on file until such time as you cease to have Benefit Strategies administer these 
accounts for you (much like a security deposit).   

There will be a minimum of $250 billed for maintenance deposits falling below this amount. 



Benefit Strategies Offers Administrators and 
Participants Easy Account Access 

At Any Time! 

Online Access For Administrators and Participants 
Information on the activity, transaction history and balance remaining in your participants’ reimbursement accounts 
may be accessed by logging onto Benefit Strategies’ website www.benstrat.com.  Each participant will receive log on 
instructions for their account after it has been established with Benefit Strategies.  If employees do not have access to 
the internet they may reach one of our customer service representatives via our toll free number Monday through 
Thursday between 8:00 AM and 6:00 PM, and Friday between 8:00 AM and 5:00 PM, ET. 

Mobile Access For Participants 
Participants with iPhones, Android phones and tablet devices can download our free mobile application to access their 
account information on the go.   

Automated Information Center For Participants 
Participants calling our toll free number can access the automated information center at any time. Automated answers 
are available for account balance inquiries, claim disbursement dates, detailed web access instructions, and important 
filling dates.   We have customer service representatives ready to answer any other questions during normal business 
hours.   

WWW.BENSTRAT.COM 

1‐888‐401‐FLEX (3539) 
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Thank you for the opportunity to present you with a proposal for a Health Reimbursement Arrangement

(HRA). Health Reimbursement Arrangements are permissible under Sections 105 and 106 of the Internal

Revenue Code. These plans were developed in response to a need from employers for a self-funding

vehicle to help offset the rising cost of health insurance premiums. 

WHY CHOOSE GDI?

Experience and flexibility distinguish GDI in an era of consumer directed health plans. The shift 

from a traditional health plan is a challenging, but necessary, decision for many employers. GDI’s 

experienced staff works with employers to craft solutions which fit the needs of the organization, and 

this partnership has created customized plans for clients of all sizes. We have provided several scenarios

below which illustrate the experience of our clients.

GDI Health Reimbursement
Arrangement Proposal

Typical Client 50 - 100 $80,000         $8,000 - $25,000 $72,000 - $55,000       10% - 31%

Manufacturing 125 $170,000 $25,000 $145,000 14%

Financial 106 $92,000 $38,000 $54,000 41%

Construction 13 $10,000 $1,000 $9,000 10%

Education 219 $438,000 $10,000 $428,000 .02%

Small Business 6 $3,000 $1,400 $1,600 47%

# of
Employees

Total Group
Benefit

Claims 
Paid

Benefit 
Remaining

% of 
Loss



HRA PLAN DESIGN
Perhaps the most important decision in establishing a Health Reimbursement Arrangement is choosing

the correct plan design. Factors to consider are:

• Assumption of Risk - These plans are a form of self insurance so employers need to decide what

level of risk they are willing to absorb.

• Ease of Administration - The level of complexity in the design can also affect the administration

of the plan.

• Health insurance philosophy - An employer’s long term philosophy may affect the design of the HRA.

• Integration with other tax-favored programs, e.g., Flexible Spending Accounts and/or Health

Savings Accounts

Here is a typical example of the use of an HRA: A client who has been absorbing cost increases for 

the last several years on a benefit rich HMO plan decides to switch to a plan with a $2,500/$5,000 

single/family deductible.  The deductible applies to hospital, out-patient surgical, all laboratory & x-ray

services and chiropractic services. Primary care such as office visits and pharmaceuticals are available 

for relatively low co-payments.  The premium savings for this employer is more than enough to risk 

self-funding one-half of the total deductible (single or family) for each employee enrolled in the plan. 

An HRA plan is established to provide the necessary legal document and tax-free claim reimbursement.

EMPLOYEE EDUCATION
Once a design is chosen, the process moves to the second most important phase: Educating employees.

Employees need to understand four things: 

What does the HRA cover?

What gap does the HRA fill in the health plan?

What documentation will employees receive from the health plan as it relates to claims? 

How do I receive a reimbursement from the HRA?

GDI will conduct an educational meeting via webinar or live presentation, provide employees with HRA

claim kits and will be available for participants’ questions throughout the plan year.. 

“GDI has really gone above and beyond for both the client and the broker numerous times.”

“We are extremely satisfied with the services GDI provides.”
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IMPLEMENTATION & ONGOING SUPPORT

The successful administration of your plan is our goal. The key components to a successful plan are:

• Client set up

You will be required to complete the attached Request for Services which provides us with the

information needed to set up your plan. Your broker and/or GDI Account Executive will be happy to

assist you with completing the worksheet.  In addition, GDI will need a complete Participant Report

and a Summary of Benefits from your health insurance carrier.

• Document preparation

We contract with one of the nation’s leading law firms to draft plan documents and summary plan

descriptions which comply with all IRS regulations governing such plans. We have NEVER had a

client fail an IRS audit of their HRA plan.

• Funding

We have the ability to initiate or receive electronic fund transfers from clients to cover HRA

claim reimbursements.

• Change tools

We provide several tools clients can use to communicate staff additions, terminations or status changes.

Requesting Reimbursement

GDI reimburses participants every week for requests received by noon Tuesday, and we make it EASY,

with options for submitting reimbursements:

• Mail

• Email

Those who have access to scanning technology can scan claim forms and carrier documentation and
send via email.

• Fax

• Payment

We can reimburse participants via check or direct deposit

• Reporting

We can provide custom reports upon your request, or we can schedule them to suit your needs.

• Online Tools

Administrators can sign on to our website at www.gdynamic.com and get answers to frequently
asked questions, request forms, etc.



Requesting Reimbursement cont.

• Plan Intelligence

Much of our success has come from the ability to respond quickly to client needs.  Our goal is to use
current information to anticipate client needs or to adjust our plan designs.

• Claims Management

The review of claim submissions and denials allows us to focus our educational resources toward
areas of need.

• Compliance Support

• Notices

Our Chief Compliance Officer will communicate regulatory changes which may impact your plan.

• Team Support

Your GDI team consists of your Account Executive, Account Coordinator and Chief Compliance
Officer. The team is always available to answer any compliance questions or concerns. This
team is supported by the GDI management team, ensuring you always receive a quick response
to your inquiry.

• Phone Support

Every call to our office Monday through Friday, 8:00 am through 5:00 pm (ET) is answered by a
customer service representative. You and your employees will never be stuck in the voicemail
merry-go-round. Furthermore, we have an on-site Compliance Officer to assist you with challenging
compliance situations.

“The claim submitted was promptly and courteously handled. Thank you. 

Every conversation I have had with your company has been extremely helpful 

and courteous and much appreciated!”
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HRA Administration Services 
Plan Type Descriptions for HRA Plans 
Please note that Group Dynamic Inc. determines the plan type based upon a review of the health 
insurance plans intended for use with the HRA.   The following are for illustrative purposes. 

Plan Type A 

The highest complexity and/or highest expected claim volume, including but not limited to: 

• HSA qualified high deductible health plans (with HSA or not);
• All plans with calendar year deductible accumulation and a contract renewal date that is off-

calendar year.

Plan Type B  

Medium complexity and claim volume, including but not limited to: 

• Non-HSA qualified plan with multiple services applying to deductible and with deductible
accumulation period matching contract renewal date (e.g. calendar year deductible and a
January 1 renewal;

• HRA covers all IRS Code Section 213(d) allowed expenses.

Plan Type C  

Lowest complexity and/or lowest expected claim volume, including but not limited to: 

• Non-HSA qualified plan with reduced number of services applying toward deductible, typically
limited to Inpatient Hospital, Outpatient Surgical, high-cost diagnostics;

• Plans with per-event copayments for hospital and diagnostic services as described above;
• Focused benefit such as Dental and/or Vision Care only



Administration Fee Schedule  
Health Reimbursement Arrangements  

Please note that Group Dynamic Inc. determines the plan type based upon a review of health insurance plans 

intended for use with the HRA. 

Manual Claims 
Participant completes and submits a claim form with substantiation 

Monthly Claim Administration Fee Annual Plan Fee 

Number of 
Covered Employees 

Plan A Plan B Plan C All Plans 

<25 $5.50 $5.00 $4.00 $550 

Discount available 
when multiple 

products are placed 
with GDI 

25-50 $5.25 $4.75 $3.50 

50-100 $5.00 $4.50 $3.25 

101 – 500 $4.75 $4.25 $3.00 

501+ 
Plans in excess of 500 covered employees 
will be reviewed on a case-by-case basis. 

Claim Feeds* 
Claim data is provided by the carrier.  Assumes HRA reimburses Participants**. 

Monthly Claim Administration Fee Annual Plan Fee 

Number of 
Covered Employees 

Plan A Plan B Plan C All Plans 

<25 $4.50 $4.00 $3.00 $550 

Discount available 
when multiple 
products are 

placed with GDI 

25-50 $4.25 $3.75 $2.50 

50-100 $4.00 $3.50 $2.25 

101 – 500 $3.75 $3.25 $2.00 

501+ 
Plans in excess of 500 covered employees 
will be reviewed on a case-by-case basis. 

* Claim Feed Option is available with certain health carriers.  Contact your Territory Manager for details.

** Pay Provider Costs:  Where a Pay Provider option is available, please add $0.25 to each rate category if GDI 
pays the provider rather than the participant.  Note that payment to the provider can only be done in an 
electronic claim feed environment. 



Health Savings Account (HSA) Guide

This account lets you earn valuable tax benefits while helping you save for, and pay for, medical 

expenses. You must be covered by a High Deductible Health Plan (HDHP) in order to take advantage of this smart 

way to manage your health care costs. We’ve created this easy to follow outline of services, fees and policies to help 

you understand how this account works. The TD Bank HSA comes with a free, specially-marked TD Bank HSA Visa® 

Debit Card and HSA checks, free online banking and Live Customer Service 24/7. You may not participate if you are 

covered by another non-high deductible plan or by Medicare. Contributions may be tax-deductible.   

Account opening  
and usage

Minimum deposit needed to open account
$25.00
Minimum opening balance waived when employer will be 
initiating first electronic deposit for Customer. 

Set-up fee $20.00

Monthly maintenance fee $0.00

Minimum daily balance to waive monthly 
maintenance fees

N/A

Pays interest Yes

ATM fees

$0.00
For using TD ATMs in the U.S. and Canada 

$3.00
For each withdrawal, transfer, and balance inquiry conducted  
at a non-TD ATM. The institution that owns the terminal  
(or network) may assess a fee (surcharge) at the time of your 
transaction, including balance inquiries.

Overdraft  
information and 

fees

Overdraft-paid fee $0.00 For each item we pay

Overdraft-return fee (non-sufficient funds) $0.00 For each item we do not pay

Maximum number of overdraft fees  
per Business Day

N/A

Sustained overdraft fee N/A

Overdraft fee threshold N/A

Overdraft options 
for Customers with 
debit or ATM cards

TD Debit Card AdvanceSM

TD Debit Card Advance is not available on Health Savings accounts. This means your account is set up 
to decline any ATM or one-time debit card transactions that may overdraw your account. 
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 Health Savings Account Guide

Additional  
account support

Checks

Money orders $5.00

Official checks (cashier’s check) $8.00

Account Services

Stop payment fee (per item) $30.00

Printed check images with monthly 
paper statement 
(subject to limitations under applicable state laws)

$2.00

Copies

Statements with check copies and /or deposit slips 
only, per statement

$5.00

Deposit reconstruction, per transaction $5.00

Statements with check copies and deposit  
reconstructions, per statement

$25.00

Other

Cashed or deposited item returned (per item)

$15.00
For each item you deposit or cash that is returned unpaid. 
Example: You deposit a check from someone who doesn’t have 
enough money in their account to cover the check. The amount 
of the check will be subtracted from your balance and you will 
be charged the cashed or deposited item return fee.

Distribution restrictions

Distributions not used for qualified medical expenses are 
considered taxable income subject to an additional 20% IRS 
penalty. Distributions may also be made penalty-free upon the 
death or disability of the owner, or upon reaching age 65.

Levy/legal order $125.00

ATM/debit card research (per hour) $25.00

Funds transfer and 
international items

Foreign bank drafts, purchased $25.00

Foreign currency bank notes

$7.50 
Orders of $250 and above

$17.50 
Orders less than $250

Funds transfer

$15.00 
Incoming wire (domestic and international)

$25.00 
Outgoing wire (domestic)

$40.00 
Outgoing wire (international), plus exchange rate, taxes  
and correspondent fee(s)

International collections items,  
plus correspondent fee(s)

$17.50
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Processing  
policies

Posting order
(The order in which withdrawals and deposits are processed)

Transactions are processed at the end of each Business  
Day in the following order; which may not be the order in 
which they occurred:
1. Deposits that have become available to you
2. Pending debit card, ATM or electronic transactions that have

been authorized but not yet paid
3. Outgoing wire transfers, return deposit items and debit

adjustments in highest to lowest dollar order
4. Overdraft fees, other returned item fees and deposit return

fees in highest to lowest dollar order
5.  Checks, debit card and ATM transactions, all other account

fees (except those in #6 below) and all other items in the
highest to lowest dollar order

6. Fees, such as monthly maintenance fees, assessed at the end
of a statement cycle

Funds Availability Policy
(When funds deposited to your account are available)

• Wire	transfers,	electronic	deposits	and	transfers
between accounts
– Immediately

• 	Cash deposits made at any TD Bank Store
– Immediately

• Non-cash deposits made at any TD Bank Store
– The first $100 immediately
– Remainder the next Business Day

• 	Deposits made at TD ATMs (cash or check)
– The first $100 immediately for accounts opened longer

than 90 days
– Remainder the next Business Day

• Deposits made at non-TD ATMs
– Fifth (5th) Business Day after the date of your deposit

• Deposits	made	through	TD	Bank	Mobile	Deposit
– Next Business Day after the date of your deposit

• 	If we further delay the ability to withdraw funds
– We will notify you and funds will generally be available

no later than the seventh (7th) Business Day after the
deposit date.

This represents our general policy. For specific details, please  
see the Funds Availability Policy in the Personal Deposit  
Account Agreement.

Business Day
A “Business Day” is a non-federal holiday weekday. The end of a 
Business Day varies by Store, but it is no earlier than 8pm EST. 

Dispute resolution

If you have questions or would like more information
Please visit any of our Stores or call us at 1-888-751-9000. We will be happy to assist you. In addition, 
the Personal Deposit Account Agreement governs the terms and conditions of personal deposit 
account(s) with us. Please refer to the Agreement for additional account information. 

https://esecure.tdbank.com/net/accountopening/PersonalAcctAgree.pdf


Suncook Valley Combination
Medical Claims All Benefits Rolled up: 
Incurred: February 1, 2013 through January 31, 2014 paid February 1, 2013 through March 31, 2014

Contracts TOTAL Billed 
Month Paid Medical Paid Rx Paid Total Paid Single 2-Person Family Lives Contributions

Feb-13 $62,608 $25,529 $88,137 60 26 57 340 $170,449
Mar-13 $108,534 $24,773 $133,306 58 26 57 338 $176,778
Apr-13 $112,818 $29,932 $142,751 59 25 56 335 $172,065

May-13 $196,323 $38,008 $234,331 61 25 57 340 $172,190
Jun-13 $132,367 $33,406 $165,774 60 26 58 345 $175,802
Jul-13 $85,806 $31,714 $117,520 57 28 57 342 $179,321

Aug-13 $94,339 $29,847 $124,186 58 28 58 347 $176,447
Sep-13 $81,997 $33,732 $115,730 58 28 57 341 $179,249
Oct-13 $115,161 $28,345 $143,506 59 28 55 335 $176,595
Nov-13 $147,300 $26,599 $173,899 61 29 53 333 $169,896
Dec-13 $77,080 $25,439 $102,519 60 29 54 335 $172,659
Jan-14 $103,168 $31,895 $135,062 61 29 51 325 $194,676
Feb-14 $98,288 $98,288
Mar-14 $1,960 $1,960

$1,417,750 $359,219 $1,776,968 712 327 670 4,056 $2,116,128

L/R 84.0%

Medical Claims All Benefits Rolled up: 
Incurred: February 1, 2012 through January 31, 2013 paid February 1, 2012 through March 31, 2013

Contracts TOTAL Billed 
Month Paid Medical Paid Rx Paid Total Paid Single 2-Person Family Lives Contributions

Feb-12 $35,210 $19,697 $54,907 61 33 53 334 $174,096
Mar-12 $87,131 $24,370 $111,501 61 33 53 334 $172,204
Apr-12 $138,383 $35,490 $173,873 62 32 53 333 $172,204

May-12 $95,062 $26,408 $121,470 64 31 52 330 $170,382
Jun-12 $99,959 $29,078 $129,037 63 31 53 333 $170,052
Jul-12 $84,260 $40,174 $124,434 61 30 54 331 $172,258

Aug-12 $95,233 $22,243 $117,476 64 30 56 343 $175,984
Sep-12 $84,088 $28,010 $112,099 64 30 56 343 $175,557
Oct-12 $101,495 $40,976 $142,471 63 30 56 342 $175,557
Nov-12 $91,011 $21,238 $112,250 61 29 57 342 $171,913
Dec-12 $118,123 $23,550 $141,673 61 28 57 340 $179,137
Jan-13 $180,619 $36,501 $217,120 61 26 57 338 $170,585
Feb-13 $123,275 $123,275
Mar-13 $17,640 $17,640

$1,351,489 $347,736 $1,699,224 746 363 657 4,043 $2,079,928

L/R 81.7%
Appendix 6



Suncook Valley Combination

Medical Claims All Benefits Rolled up: 
Incurred: February 1, 2011 through January 31, 2012 paid February 1, 2011 through March 31, 2012

Contracts TOTAL Billed 
Month Paid Medical Paid Rx Paid Total Paid Single 2-Person Family Lives Contributions

Feb-11 $38,919 $23,351 $62,270 65 36 53 342 $164,795
Mar-11 $131,806 $30,851 $162,658 67 36 53 344 $167,268
Apr-11 $137,839 $29,549 $167,388 67 36 53 345 $170,227

May-11 $115,763 $31,794 $147,557 66 36 53 344 $168,184
Jun-11 $73,210 $33,099 $106,309 66 36 53 347 $168,793
Jul-11 $116,940 $20,001 $136,941 66 35 54 348 $166,333

Aug-11 $146,069 $35,066 $181,134 67 34 55 350 $170,627
Sep-11 $96,910 $33,284 $130,194 66 32 55 344 $165,513
Oct-11 $157,032 $29,881 $186,913 65 32 54 339 $164,312
Nov-11 $168,544 $20,460 $189,004 65 32 54 338 $159,659
Dec-11 $100,369 $27,159 $127,528 65 32 55 343 $167,710
Jan-12 $104,785 $35,085 $139,870 62 33 53 335 $173,578
Feb-12 $72,968 $72,968
Mar-12 $8,495 $8,495

$1,469,648 $349,580 $1,819,228 787 410 645 4,119 $2,006,999

L/R 90.6%

Claims in excess of $150,000

Incurred: 2/1/13-1/31/14 paid 2/1/13-3/31/14 Incurred: 2/1/12-1/31/13 paid 2/1/12-3/31/13

Claim Amount Status of Membership Claim Amount Status of Membership

$187,357 ACTIVE $173,707 ACTIVE

Incurred: 2/1/11-1/31/12 paid 2/1/11-3/31/12

Claim Amount Status of Membership

NONE
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