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The Wisconsin Insurance Commissioner has set standards for Medicare Select policies. This policy meets 
these standards. It, along with Medicare, may not cover all of your medical costs. You should review carefully 
all policy limitations. For an explanation of these standards and other important information, see “Wisconsin 
Guide to Health Insurance for People with Medicare,” given to you when you applied for this policy. Do not 
buy this policy if you did not get this guide. 

READ THIS PLAN CAREFULLY. Your benefits are subject to certain conditions and terms that are stated 
in the plan. 

YOUR RIGHT TO RETURN THIS POLICY 

Please read this policy right away. If you are not satisfied with it for any reason, you may return it to us within 
30 days. Upon return, the policy is no longer valid. If you return the policy within the 30 days, we will refund 
payments you have made on it. 

GUARANTEED RENEWABLE FOR LIFE - PREMIUM SUBJECT TO CHANGE 

We will renew this plan for as long as you pay the premium on time. It is guaranteed renewable and will 
remain in force as long as none of the events stated in Section 2.8 – Termination of Coverage by the Plan 
(Disenrollment) has occurred. Your benefit plan cannot be cancelled because you have used benefits. Health 
Tradition can only raise your premium if we raise the premium for all plans like yours. Also, each year, your 
premium will change on the first day of the month that follows your birthday. Your premium will not increase 
on the basis of age after age 85. You can end your plan at any time by sending us written notice of 
termination. 

NOTICE OF RIGHT TO FILE A COMPLAINT WITH 
WISCONSIN OFFICE OF THE COMMISSIONER OF INSURANCE 

The Member may resolve a problem by taking the steps outlined in Article VIII. The Member may also 
contact the Office of the Commissioner of Insurance, a state agency that enforces Wisconsin's insurance laws, 
and file a complaint. The Member may contact the Office of the Commissioner of Insurance by writing to 
Office of the Commissioner of Insurance/Complaints Department, P.O. Box 7873, Madison, WI 53707-7873. 
The Member may also contact the Office of the Commissioner of Insurance/Complaints Department by 
calling 800.236.8517 or 608.266.3585 and requesting a complaint form. 

IMPORTANT NOTICE CONCERNING STATEMENTS IN THE 
APPLICATION FOR YOUR INSURANCE 

Please read the copy of the application attached to this Policy. Omissions or misstatements in the application 
could cause an otherwise valid claim to be denied. Carefully check the application and write to Health 
Tradition within 10 days if any information shown on the application is not correct and complete or if any 
requested medical history has not been included. The application is part of an insurance contract. The 
insurance contract was issued on the basis that the answers to all questions and any other material 
information shown on the application are correct and complete. 
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KEEP THIS NOTICE WITH YOUR INSURANCE PAPERS 

PROBLEMS WITH YOUR INSURANCE? 

If you are having problems with your insurance company or agent, do not hesitate to contact the 
insurance company or agent to resolve your problem. 

Health Tradition Health Plan 
Customer Service 
P.O. Box 21171 

Eagan, MN 55121 
877.832.1823 

You can also contact the OFFICE OF THE COMMISSIONER OF INSURANCE, a state agency 
which enforces Wisconsin’s insurance laws, and file a complaint. You can file a complaint 
electronically with the OFFICE OF THE COMISSIONER OF INSURANCE at its website at 
http://oci.wi.gov/, or by contacting: 

Office of the Commissioner of Insurance 
Complaints Department 

P.O. Box 7873 
Madison, WI 53707-7873 

800.236.8517 
608.266.0103 

http://oci.wi.gov/
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INTRODUCTION TO 
Health Tradition 65Plus Premier 

Welcome to 65Plus Premier, a Benefit Plan developed by Health Tradition Health Plan (hereinafter 
referred to as the Plan). 

This Medicare Select Policy and the separate Outline of Coverage describes Covered Services for 
persons who are eligible for and enrolled in 65Plus Premier. It is important that these documents are 
reviewed carefully to understand the benefits available and Member responsibilities under the 
Benefit Plan. Capitalized terms will appear throughout the Benefit Plan. These terms are defined in 
Article I – Definitions. The Medicare Select Policy and Outline of Coverage: 

• Are intended to show the essential features of the coverage provided under the Benefit Plan.

• Replace all Medicare Select Policies, Outlines of Coverage and other materials that may have
been previously issued to 65Plus Premier Members.

Coverage is provided for Covered Services received from In-Network Health Care Providers. A 
Member may receive Covered Services from Out-of-Network Health Care Providers only when 
certain conditions are met or for Emergency Care or Urgent Care. Health Care Providers are not 
employed by the Plan. The Plan provides benefits for Covered Services under the Benefit Plan and 
does not directly provide Health Care Services. 

We look forward to providing health care benefits to you. 

IMPORTANT NOTICES 

Provider Information: Health Tradition Health Plan recommends Members designate a primary care 
provider. You have the right to designate any primary care provider who participates in our network 
and who is available to accept you. For information on how to select a primary care provider and for 
a list of the participating primary care providers, contact Customer Service at 877.832.1823. 

Usual and Customary Charges Disclosure – Generally, Health Tradition Health Plan does not cover 
services provided by Out-of-Network Health Care Providers. However, we will cover them in 
certain, limited circumstances. When we do cover services provided by an Out-of-Network Health 
Care provider, our payment is limited to the Usual and Customary Charges (as defined Article I – 
Definitions of this policy). When payment is limited to the Usual and Customary Charges, coverage 
may be less than the billed charge. Also, amounts that exceed the Usual and Customary Charges are 
excluded from coverage, as described in Article V – Exclusions and Limitations. For more detailed 
information, refer to Article III – Cost Sharing and Access to Health Care or contact the Customer 
Service Department. 

Pre-Existing Conditions: This policy will cover expenses for a pre-existing condition.  We will not 
exclude coverage for any benefits based on a pre-existing condition. 
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MEMBER RIGHTS AND RESPONSIBILITIES 

Health Tradition is committed to maintaining a mutually respectful relationship with Members that promotes 
high quality, cost-effective health care. The Member Rights and Responsibilities listed below set the 
framework for cooperation among Members, Health Care Providers and the Plan. 

Member Rights 

• To choose. Members have the right to choose a personal Health Care Provider from the Plan’s network of
Health Care Providers. The Plan encourages Members to establish a relationship with their personal
Health Care Provider.

• To information. Members have the right to information about the Benefit Plan relating to Covered Services
and excluded health care benefits, available Health Care Providers, preventive care, their illness and its
care, the process to make known a complaint or request and policies/procedures relevant to their care.

• To privacy and confidentiality. Members have the right to privacy and confidentiality of all
communications and records regarding Health Care Services received.

• To participate in their care. Members have the right to be active in decisions about their treatment.
Members have the right to a candid discussion of appropriate or Medically Necessary treatment options
for their condition, regardless of cost of benefit coverage. Members have the right to be informed about
the risks and benefits of treatment and to refuse care.

• To present a complaint/grievance. Members have the right to voice concerns about their care and to
receive a prompt and fair review of any complaints.

• To be treated with respect and dignity. Members have the right to be treated with respect and dignity
regardless of race, age, gender or creed.

Member Responsibilities 

• To know their benefits and responsibilities. Members have a responsibility to understand their health plan
benefits, follow the required procedures, know how to use the Plan’s provider network and ask questions
about things they don’t understand.

• To provide accurate information. Members have a responsibility to provide accurate and complete
information about their health history and eligibility/enrollment. Members have a responsibility to show
their Membership Card each time they receive services and to fulfill any financial obligations they may
incur.

• To participate in their care. Members have a responsibility to participate in their care by asking questions
to understand their illness, following the recommended/agreed upon treatment plan and making healthy
lifestyle choices to try to maintain their health and prevent illness.

• To keep their appointments. Members have a responsibility to keep their appointments or to give early
notice if they must cancel. 

• To show consideration and respect. Members have a responsibility to show consideration and respect to
Health Care Providers and staff. 



Introduction 2 IC HT OGC/MC 4076 1020 

Health Tradition           65Plus Premier 

QUALITY MANAGEMENT PROGRAM 

The Plan’s Quality Management Department evaluates and monitors key aspects of services and health care 
provided to Members. The Medical Director directs the Quality Management Department. Various 
committees consisting of Individual Health Care Providers and Plan leadership guide, direct and evaluate 
quality initiatives. Individual Health Care Providers in the Plan’s network are evaluated using nationally 
accepted criteria prior to joining the network and every two years thereafter. 

An assessment of the Service Area and appointment access is conducted annually to ensure an adequate 
number of Health Care Providers are available to members. Member input is collected, evaluated and 
monitored through surveys and complaint tracking. Member quality of care concerns are resolved through 
peer review. 

Health management studies and projects are completed to increase rates of preventive services and improve 
management of acute and chronic diseases. The Quality Management Department is responsible for directing 
the process of improvement efforts. 



Article I-Definitions 3 IC HT OGC/MC 4076 1020 

Health Tradition           65Plus Premier 

ARTICLE I 
DEFINITIONS 

This section defines the terms used in the Benefit Plan. These terms will be capitalized when referring to the 
definitions as described below. There may be other terms defined in specific sections of the Benefit Plan. 

1.1 Ambulance – A specially designed or equipped vehicle used only for transporting the critically ill or 
injured to a health care facility. The ambulance service must meet state and local requirements for 
providing transportation of the Ill or injured. It must be operated by qualified personnel who are 
trained to perform basic life support. 

1.2 Balance Bill – To bill, charge or collect a deposit, remuneration or compensation from; to file or 
threaten to file with a credit reporting agency; or to have any recourse against a Member or any 
person acting on the Member’s behalf for health care costs for which the Member is not liable. The 
prohibition on recovery does not affect the liability of a Member for any Deductibles, Coinsurance, or 
Copayments or for Premiums owed under the Benefit Plan. 

1.3 Benefit Period - The period begins the first time a Member enters a Hospital or Skilled Nursing 
Facility after becoming eligible for Medicare. It ends after a Member has not been Confined in a 
Hospital or Skilled Nursing Facility for 60 consecutive days. The next time a Member is admitted to a 
Hospital or Skilled Nursing Facility after 60 days, a new Benefit Period begins. 

1.4 Benefit Plan – The agreement with the Plan, including the Member enrollment form, Membership 
Card, Medicare Select Policy, Outline of Coverage and any schedules, supplements, exhibits, 
endorsements, attachments, addenda, or amendments. 

1.5 Calendar Year – A one-year period from January 1 – December 31. 

1.6 Coinsurance – The part of the Medicare-Eligible Expense that is remaining after the Deductible for 
Part A and/or Part B is paid. The Coinsurance payment may be a percentage of the approved amount 
for a service (for example, 20%). The Coinsurance may be a dollar amount per day for a Hospital or 
Skilled Nursing Facility stay after the Part A Deductible is paid. The Member is responsible for 
payment of Coinsurance for certain services as specified in Article III – Payment and Cost Sharing 
Information/Access to Health Care, Section 3.2 – Member Costs. 

1.7 Complaint – Any dissatisfaction about the Plan or any In-Network Health Care Provider expressed 
orally by a Member or a Member’s authorized representative to the Plan. If an initial complaint is 
expressed in writing, those written complaints are considered Grievances. 

1.8 Confinement/Confine – A period that starts with the admission of a Member to an Institutional Health 
Care Provider for Covered Services. The Confinement ends with the discharge of the Member from 
the same institution or from another to which the Member may have been transferred for continued 
treatment of the same or related illness or condition. 

1.9 Cosmetic – Services and procedures that improve physical appearance but do not correct or improve a 
physiological function. 

1.10 Coverage Denial Determination – A decision not to pay a member claim for one or more of the 
following: 

(a) Not a covered service
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(b) A determination based on a Preexisting Condition Exclusion

(c) An Experimental Treatment determination

1.11 Covered Services – Medically Necessary Health Care Services described in Article IV–Schedule of 
Benefits for which benefits will be provided, unless limited or excluded by Article III–Payment and 
Cost Sharing Information/Access to Health Care or Article V–Exclusions and Limitations or 
elsewhere in the Benefit Plan. 

1.12 Creditable Coverage – Means with respect to an individual, coverage of the individual provided under 
any of the following: 

(a) A group health plan

(b) Health insurance coverage

(c) Part A or Part B of Medicare

(d) Medicaid

(e) The health care program for active duty military, active duty service families, retirees and
their families, and other beneficiaries (TRICARE) or other coverage provided under United
States Code, title 10, chapter 55

(f) A medical care program of the Indian Health Service or of a tribal organization

(g) A state health benefits risk pool

(h) The Federal Employees Health Benefits Plan or other coverage provided under United States
Code, title 5, chapter 89

(i) A public health plan as defined under Federal regulations, including any plan established or
maintained by a State, the U.S. government or a foreign country

(j) A health benefits plan under section 5(e) of the Peace Corps Act, United States Code, title 22,
section 2504(e)

1.13 Custodial Care – A type of care designed to assist a person to meet the activities of daily living. It 
includes assistance in walking, getting in and out of bed, bathing, dressing, preparation of special 
diets, supervision of medication that is self-administered and care that does not require the continuing 
attention of an Individual Health Care Provider. Custodial Care also includes rest cures and home care 
provided by family members. 

1.14 Deductible – The amount that is due before Medicare begins to pay, either each Benefit Period for 
Part A, or each Calendar Year for Part B. This Benefit Plan covers the Medicare Part A Deductible 
for each Benefit Period. 

1.15 Disposable Supplies – Medical supplies that are Medically Necessary for a specific therapeutic 
purpose in treating an illness or injury and designed for one use only. 

1.16 Durable Medical Equipment – Standard model medical equipment and/or supplies that are Medically 
Necessary, available by prescription for a specific therapeutic purpose in treating an illness or injury 
and designed to be used repeatedly, generally over extended periods of time. 
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1.17 Emergency Care – Health Care Services provided to a Member by a Physician or other Health Care 
Provider in connection with an emergency medical condition. An emergency medical condition is a 
medical condition that manifests itself by acute symptoms of sufficient severity including, but not 
limited to severe pain, to lead a prudent layperson who possesses an average knowledge of health and 
medicine to reasonably conclude that a lack of immediate medical attention will likely result in any of 
the following: 

(a) Serious jeopardy to the Member’s health or, with respect to a pregnant woman, serious
jeopardy to the health of the woman or her unborn child

(b) Serious impairment to the Member’s bodily functions

(c) Serious dysfunction of one or more of the Member’s body organs or parts

Emergency Care does not include routine preventive services, medical exams or routine office visits 
to renew prescriptions. 

1.18 Experimental/Investigational – A treatment, procedure, drug or device that meets any one or more of 
the following criteria: 

(a) The treatment, procedure, drug or device cannot be lawfully marketed without approval of the
U.S. Food and Drug Administration (FDA) and approval for marketing has not been given at
the time the treatment, procedure, drug or device is furnished.

(b) Reliable evidence shows that the treatment, procedure, drug or device is the subject of
ongoing Phase I, II or III clinical trials. (Phase I clinical trials determine the safe dosages of
medication for Phase II trials and define acute effects on normal tissue. Phase II clinical trials
determine clinical response in a defined patient population. If significant activity is observed
in any disease during Phase II, further clinical trials usually study a comparison of the
experimental treatment with the standard treatment in Phase III trials. Phase III trials are
typically quite large and require many patients to determine if a treatment improves outcomes
in a large population of patients.)

(c) Reliable evidence shows that the treatment, procedure, drug or device is under study to
determine its maximum tolerated dose, toxicity, safety or efficacy as compared with the
standard means of treatment or diagnosis.

(d) Reliable evidence shows that the consensus among experts regarding the treatment,
procedure, drug or device is that further studies or clinical trials are necessary to determine its
maximum tolerated dose, toxicity, safety or efficacy as compared with the standard means of
treatment or diagnosis.

Notwithstanding the above, the Plan may determine that a treatment, procedure, drug or device is not 
Experimental/Investigational if it shows sufficient promise. In order to show sufficient promise, the 
Plan must find, on a case-by-case basis, that the treatment, procedure, drug or device meets the 
following criteria: 

(a) Reliable evidence initially suggests a high probability of improved outcomes compared to
standard treatment (e.g., significantly increased life expectancy or significantly improved
function)

(b) Reliable evidence suggests conclusively that beneficial effects outweigh any harmful effects

(c) If applicable, the FDA has indicated that the approval of the drug or device for other
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proposed use is pending and likely to occur in the near future 

Reliable evidence will include only published reports and articles in authorized medical and scientific 
literature that outlines the written protocol or protocols used by the treating facility or by another 
facility studying substantially the same treatment, procedure, drug or device, and that describes among 
its objectives determinations of safety or efficacy in comparison to conventional alternatives or 
toxicity. 

1.19 Genetic Information – With respect to any person, information about such person’s genetic tests, the 
genetic tests of family members of such person and the manifestation of a disease or disorder in 
family members of such person. Such term includes, with respect to any person, any request for, or 
receipt of, genetic services or participation in clinical research that includes genetic services by such 
person or any family member of such person. Any reference to genetic information concerning a 
person or family member of a person who is a pregnant woman includes genetic information of any 
fetus carried by such pregnant woman, or with respect to a person or family member utilizing 
reproductive technology includes genetic information of any embryo legally held by a person or 
family member. The term “genetic information” does not include information about the sex or age of 
any person. The Plan will not request or require any person or a family member of such person to 
undergo a genetic test. The Plan does not request, require or purchase genetic information prior to any 
person’s enrollment in this Benefit Plan in connection with such enrollment or for use in 
underwriting. 

1.20 Grievance – There is no time limit for filing a Grievance or a complaint. A Grievance is: 

(a) Any dispute or dissatisfaction with the Plan that is expressed in writing to the Plan by
the Member or on behalf of a Member including, but not limited to:

(1) Provision of services.

(2) Determination to Reform or Rescind a policy.

(3) Any Coverage Denial Determination.

(4) Claims practices.

(5) A decision regarding a medication or device not covered under a closed Formulary.

(b) Any dispute or dissatisfaction with the Plan expressed orally about a Coverage
Denial Determination relating to a claim involving Urgent Care.

1.21 Health Care Provider – Institutional Health Care Providers or Individual Health Care Providers 
(Practitioners) providing Health Care Services to Members. Each Health Care Provider must be 
licensed, registered or certified by the appropriate state agency where the Health Care Services are 
performed. Where there is no appropriate state agency, the Health Care Provider must be registered or 
certified by the appropriate professional body. Health Care Providers include, but are not limited to, 
those listed below: 

(a) Advanced Practice Registered Nurse – Including, but not limited to, a Clinical Nurse
Specialist (C.N.S.), Certified Registered Nurse Anesthetist (C.R.N.A.), Certified Nurse
Midwife (C.N.M.) and Nurse Practitioner (N.P.).

(b) Ambulatory Surgical Facility – A facility with an organized staff of Physicians that:

(1) Has permanent facilities and equipment for the primary purpose of performing
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surgical procedures on an outpatient basis 

(2) Provides treatment by or under the direct supervision of a Physician or other
Individual Health Care Provider

(3) Does not provide inpatient accommodations

(4) Is not, other than incidentally, a facility used as an office or clinic for the private
practice of a Physician

(c) Certified Mental Health or Chemical Dependency Professional – Including, but not limited to,
a psychiatrist, Licensed Psychologist and Master of Social Work (M.S.W.).

(d) Chiropractor – A Doctor of Chiropractic (D.C.).

(e) Dentist – A Doctor of Dental Surgery (D.D.S.) including, but not limited to, an Oral
Pathologist or Doctor of Dental Medicine (D.M.D.).

(f) Home Health Agency – An organization that primarily provides skilled nursing and other
therapeutic services. 

(g) Hospice – An organization that provides medical, social and psychological services as
palliative treatment for patients with a terminal illness and life expectancy of less than 12
months.

(h) Hospital – An institution engaged in providing inpatient and outpatient diagnostic and
therapeutic services for the diagnosis, treatment and care of sick and injured persons by or
under the direct supervision of Physicians or other Individual Health Care  Providers.

(i) Independent Clinical Laboratory – A medical laboratory providing diagnostic services not
affiliated or associated with a Hospital or Individual Health Care Provider otherwise
providing patient services.

(j) Licensed Psychologist – A psychologist who is eligible for listing in the National Register of
Health Service Providers in Psychology or who is certified by the American Board of
Professional Psychology.

(k) Mental Health or Chemical Dependency Facility – An institution, or a distinct part of an
institution, providing diagnostic and therapeutic services for the inpatient treatment of mental
health or detoxification or rehabilitation treatment for chemical dependency under the direct
supervision of a Physician or other Individual Health Care Provider.

(l) Occupational Therapist.

(m) Ophthalmologist – A Doctor of Ophthalmology (M.D.).

(n) Optometrist – A Doctor of Optometry (O.D.).

(o) Oral Surgeon – A Doctor of Dental Surgery (D.D.S).

(p) Physical Therapist.

(q) Physician – A Doctor of Medicine (M.D.) or a Doctor of Osteopathy (D.O.).

(r) Physician Assistant – A person licensed by the medical examining board to provide medical
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care with Physician supervision and direction (P.A.). 

(s) Podiatrist – A Doctor of Podiatry (D.P.), a Doctor of Surgical Chiropody (D.S.C.), a Doctor
of Podiatric Medicine (D.P.M.) or a Doctor of Surgical Podiatry (D.S.P.).

(t) Radiation Therapist.

(u) Registered Dietitian – (R.D.).

(v) Registered Nurse – (R.N.).

(w) Respiratory Therapist.

(x) Skilled Nursing Facility – An institution or a distinct part of an institution that is licensed or
approved under state or local law, and that is primarily engaged in providing skilled nursing
care and related services as an extended care facility or nursing care facility. The facility must
be approved by the Joint Commission for the Accreditation of Health Care Organizations or
the Bureau of Hospitals of the American Osteopathic Association or as a certified Skilled
Nursing Facility under Medicare or as otherwise determined by the Plan to meet the
reasonable standards applied by any of the aforesaid authorities.

(y) Speech Therapist.

(z) Urgent Care Facility – A clinic, acute care facility or walk-in clinic with Urgent Care hours or
walk-in clinic hours providing treatment for Urgent Care.

1.22 Health Care Services – The provision of medical treatment, Disposable Supplies, Durable Medical 
Equipment, Prosthetics or Prescription Drugs. 

1.23 Illness/Ill – Any sickness or disorder including, but not limited to, pregnancy and related conditions. 

1.24 Immediate Family – The Member’s spouse, children, parents, grandparents, grandchildren, brothers 
and sisters and their spouses. 

1.25 Independent External Review – A process for appealing some coverage denial determinations or 
policy rescissions to another board that is not affiliated with Health Tradition Health Plan or your 
provider of the services in dispute. The Office of the Commissioner of Insurance (OCI) has certified 
several of these external boards known as an Independent Review Organizations. See Article IX of 
this amendment document for more specific details regarding your rights to an Independent External 
Review. 

1.26 Individual Health Care Provider (Practitioner) – Includes, but are not limited to, an Advanced 
Practice Registered Nurse, Certified Mental Health or Chemical Dependency Professional, 
Chiropractor, Dentist, Licensed Psychologist, Occupational Therapist, Ophthalmologist, Optometrist, 
Oral Surgeon, Physical Therapist, Physician, Physician Assistant, Podiatrist, Radiation Therapist, 
Registered Dietitian, Registered Nurse, Respiratory Therapist or Speech Therapist. 

1.27 Injury – Accidental bodily injury sustained by the Member that is the direct result of an accident. The 
injury must be independent of disease or bodily infirmity or any other cause and must occur while 
insurance coverage is in force. Injury will not include an injury with respect to which benefits are 
payable under any workers’ compensation or similar law. Injury will not include an injury sustained 
in the operation of a motor vehicle for which medical benefits are payable under a policy of 
automobile insurance, unless prohibited by law. 
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1.28 In-Network Health Care Provider – Any Institutional Health Care Provider or Individual Health Care 
Provider (Practitioner) that has an agreement with the Plan to provide Health Care Services to the 
Member and to which a Member has direct access without a Referral. 

1.29 Institutional Health Care Provider – Includes, but are not limited to, an Ambulatory Surgical Facility, 
Home Health Agency, Hospice, Hospital, Independent Clinic Laboratory, Mental Health or Chemical 
Dependency Facility, Skilled Nursing Facility or Urgent Care Facility. 

1.30 Intermediate Care – Basic care, usually provided in a Skilled Nursing Facility that is required by a 
person who has a long-term illness or disability that has reached a relatively stable plateau. 

1.31 Intermittent – a medically predictable need for Skilled Care from time to time, at least once every 60 
days. 

1.32 Lifetime Reserve Days – Sixty days that Medicare will pay for when a Member is in a Hospital for 
more than 90 days in a Benefit Period. These 60 reserve days can be used only once during a 
Member’s lifetime. For each Lifetime Reserve Day, Medicare pays all covered costs except for the 
daily Coinsurance amount. 

1.33 Maintenance Treatment – Ongoing therapy delivered after the acute phase of an illness or injury has 
passed. It begins when a Member’s recovery has reached a plateau or improvement in his/her 
condition has slowed or ceased entirely and only minimal rehabilitative gains can be demonstrated. 
The determination of what constitutes Maintenance Treatment is made by the Plan after reviewing a 
Member’s case history or treatment plan submitted by a Health Care Provider. 

1.34 Medically Necessary/Medical Necessity/Medically Necessary Care – Health Care  Services 
determined by the Plan to be appropriate, in terms of type, frequency, level, setting, and duration to 
the Member’s diagnosis or condition, and diagnostic testing and preventive services, that are not 
otherwise excluded under the Benefit Plan. Medically Necessary Care must: 

(a) Be consistent with generally accepted parameters as determined by Health Care  Providers in
the same or similar general specialty that typically manage the condition, procedure or
treatment at issue

(b) Help restore the Member’s health

(c) Prevent deterioration of the Member’s condition

(d) Prevent the reasonably likely onset of a health problem or detect a problem

1.35 Medicare – The Health Insurance for the Aged Act, Title XVIII of the Social Security Amendments 
of 1965 as then constituted or later amended. 

1.36 Medicare-Eligible Expenses – Health care expenses that are covered by Medicare, recognized as 
medically necessary and reasonable by Medicare, and that may or may not be fully reimbursed by 
Medicare. 

1.37 Medicare-Eligible Person – A person who qualifies for Medicare. 

1.38 Medicare Part D – Provides outpatient prescription drug coverage to Medicare beneficiaries who 
enroll in a Medicare Advantage Plan or enroll in a Prescription Drug Plan (PDP) for their prescription 
drug coverage. Medicare Part D is effective January 1, 2006. 
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1.39 Medicare Select Policy – This document. The Medicare Select Policy and Outline of Coverage work 
together and are evidence of coverage for the Member. 

1.40 Member – A person who is properly enrolled for coverage under the Benefit Plan and to whom the 
Benefit Plan is issued. 

1.41 Membership Card – An identification card issued in the Member’s name with the identification 
number of the Member. 

1.42 Out-of-Network Health Care Provider – Any Institutional Health Care  Provider or Individual Health 
Care  Provider (Practitioner) that does not have a contract with the Plan to provide Health Care  
Services to Members. 

1.43 Outline of Coverage – The separate companion document that accompanies this Medicare Select 
Policy. It lists the amounts a Member pays for Covered Services under the Benefit Plan. The 
Medicare Select Policy and Outline of Coverage work together and are evidence of coverage for the 
Member. 

1.44 Part-Time Care – Care that is required less than 8 hours a day or 40 hours a week. 

1.45 Participating Pharmacy – Any pharmacy that has a contract with the Plan through a nationwide 
pharmacy system to provide pharmacy services or supplies to Members. Please call the Customer 
Service Department for the location of the nearest Participating Pharmacy. 

1.46 Plan – Health Tradition Health Plan. 

1.47 Pre-Existing Condition – A condition for which medical advice was given or treatment was 
recommended by or received from a physician within 6 months before the effective date of coverage. 

1.48 Premium – The monthly fee required for coverage under the Benefit Plan. Premiums are set forth on 
the Medicare Select Premium Information form and are based on a Member’s age category. 
Premiums may be amended from time to time as provided in the Benefit Plan. 

1.49 Prescription Drug – Injectable and noninjectable medications that bear the legend "Federal law 
prohibits dispensing without a prescription." This term also includes medicines that contain a legend 
drug that requires compounding by a pharmacist to the order of a Physician or other authorized 
Individual Health Care  Provider and are approved by the U.S. Food and Drug Administration (FDA). 
Prescription Drugs covered under this Benefit Plan include drugs covered by Medicare Part A and 
Medicare Part B that are Medicare-Eligible Expenses. Outpatient Prescription Drugs covered by 
Medicare Part D are excluded. 

1.50 Prior Authorization – The process of receiving written approval from the Plan for certain services or 
products in advance of the service or product being provided. Prior Authorization does not guarantee 
payment of benefits. 

1.51 Prosthetic – A fixed or removable device that replaces all or part of an extremity or body part 
including, but not limited to, such devices as an artificial limb, intraocular lens or breast prosthesis. 

1.52 Routine Patient Care – When administered in connection with a cancer clinical trial, all of the 
following: 

(a) All health care services, items and drugs for the treatment of cancer.

(b) All health care services, items and drugs that are typically provided in health care, including:
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(1) Health care services, items and drugs provided to a patient during the course of
treatment in a cancer clinical trial for a condition or any of its complications; and

(2) That are consistent with the usual and customary standard of care, including the type
and frequency of any diagnostic modality.

(c) Routine Patient Care does not include:

(1) The health care service, item or investigational drug that is the subject of the cancer
clinical trial;

(2) Any health care service, item or drug provided solely to satisfy data collection and
analysis needs that are not used in the direct clinical management of the patient;

(3) An investigational drug or device that has not been approved for market by the
federal Food and Drug Administration;

(4) Transportation, lodging, food or other expenses for the patient or a family member or
companion of the patient that are associated with travel to or from a facility providing
the cancer clinical trial;

(5) Any services, items or drugs provided by the cancer clinical trial sponsors free of
charge for any patient; or

(6) Any services, items or drugs that are eligible for reimbursement by a person other
than the insurer, including the sponsor of the cancer clinical trial.

1.53 Referral – A written form from an In-Network Health Care  Provider requesting a specific scope of 
services to be provided by an Out-of-Network Health Care  Provider. The Plan must approve 
Referrals to Out-of-Network Health Care  Providers before those services are eligible for payment. 

1.54 Rehabilitation Services – Restorative services provided for the purpose of obtaining functional 
improvement toward a Member’s maximum potential ability to perform functional daily living 
activities. 

1.55 Rescission Determination – A decision by the Plan to withdraw coverage back to the initial date of 
coverage, modify the terms of the Benefit Plan or adjust the Premium rate by more than 25% from the 
Premium in effect during the period of contestability. The Plan has the right to rescind your coverage 
for any intentional falsification or misrepresentation on an application or a claim. A modification of 
Premium based on a Member’s age or a rate increase uniformly applied to all Members is not a 
rescission. 

1.56 Respite Care – Care provided to a Member receiving Covered Services for the purpose of giving the 
Member’s uncompensated primary caregivers relief when necessary in order to maintain the Member 
at home. 

1.57 Service Area – The geographic area served by the Plan within which the Plan is authorized to offer a 
Medicare Select Policy. Contact the Plan to determine the precise geographic area served by the Plan. 
The Service Area may change from time to time. 

1.58 Skilled Care – Nursing or Rehabilitation Services requiring the skills of technical or professional 
medical personnel to develop, provide and evaluate the care and assess the Member’s changing 
condition. 
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1.59 Total Disability/Totally Disabled – Inability to engage in any substantial gainful activity by reason of 
any medically determinable physical or mental impairment. Reference: 42 USC section 423(d) and 
section 1382(a)(3). 

1.60 United States/U.S. – All of the United States of America, the District of Columbia, the 
Commonwealth of Puerto Rico, the Virgin Islands (American) and American Samoa. 

1.61 Urgent Care – Medically Necessary Care or treatment for a condition, disease, illness or injury that 
unless provided in less than 15 days –  

(a) Could seriously jeopardize the life or health of the claimant or the ability of the claimant to
regain maximum function

(b) In the opinion of a physician with knowledge of the claimant’s medical condition, would
subject the claimant to severe pain that cannot be adequately managed without the care or
treatment that is the subject of the claim

(c) A physician with knowledge of the Member’s medical condition may determine that a
Member has a condition, disease, illness or injury that requires Urgent Care.

1.62 Usual and Customary Charges – Usual and customary dollar amounts refer to the difference between 
what a provider or facility charges and what the Plan allows as payment for those services. The Plan’s 
allowances are based on a national standard specific to the zip code for the Health Care Provider 
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ARTICLE II  

ELIGIBILITY AND PARTICIPATION 

Eligible persons may apply for enrollment only at the times and under conditions specified in this Article and 
the application. 

2.1 Definitions – For purposes of this Article, the following terms have the meanings given them below. 

(a) Resident of the Service Area – A legal resident of the State of Wisconsin who is physically
present in the Service Area for at least 245 days during each Calendar Year.

(b) Open Enrollment Period - The 6-month period beginning with the first month during which a
person enrolls in Medicare Part B or the beginning of the month in which a person turns age
65. During the Open Enrollment Period, a person will not be required to complete the health
statement in the application, submit to a physical exam or be subject to underwriting.

2.2 Guarantee Issue – The Plan guarantees to issue this Benefit Plan to eligible persons. The Plan will not 
discriminate in the pricing of the Benefit Plan because of health status, claims experience, receipt of 
health care, medical condition or age and will not impose a pre-existing condition exclusion. If a 
Member loses health care coverage under certain circumstances, s/he is guaranteed the right to purchase 
certain Medicare Supplement or Medicare Select Policies. Please contact the Plan for more information. 

2.3 Pre-Existing Condition - A condition for which medical advice was given or treatment was 
recommended by or received from a physician within 6 months before the effective date of coverage. 

2.4 Effective Date of Coverage – This Benefit Plan will become effective as of the date stated in the 
Plan’s letter of acceptance. Coverage is in effect as long as the Member pays the Premium due before 
the end of the grace period. If a Member is confined in a Skilled Nursing Facility or Hospital at the 
time the Benefit Plan is issued, coverage will not take effect until the confinement ends. 

2.5 Renewal Terms – This Benefit Plan is guaranteed renewable for life subject to timely payment of 
Premium. The Member must maintain Medicare coverage. The Plan will not cancel or non-renew the 
Benefit Plan for any reason other than nonpayment of Premium, material misrepresentation or if a 
Member is not a Resident of the Service Area. This Benefit Plan cannot be cancelled or nonrenewed 
because a Member has used benefits or if his/her health gets worse. 

2.6 Suspension of Coverage for Medicaid Entitlement – This Benefit Plan may be suspended when a 
Member is entitled to Medicaid under Title XIX of the Social Security Act. To get this suspension, 
the Member must notify the Plan within 90 days of the entitlement. The Benefit Plan may be 
suspended for a period not to exceed 24 months from the date the Plan was notified. 

If the Member loses Medicaid entitlement, substantially the same coverage under the Benefit Plan will 
be reinstated effective as of the date of loss of entitlement. The Member must notify the Plan within 
90 days of loss of entitlement and pay the Premium for the period effective as of the date of 
termination of the entitlement. 

2.7 Suspension of Coverage for Certain Disabled Beneficiaries – Upon request, this Benefit Plan may be 
indefinitely suspended by a Member entitled to Medicare benefits due to disability who becomes 
covered by a group health plan. If a Member requests that his or her coverage be suspended for this 
reason but later loses group health plan coverage, he or she can request that substantially equal 
coverage under this Benefit Plan be reinstated. Reinstated coverage under this Benefit Plan would be 
effective as of the date the Member lost the group health plan coverage. 

To reinstate this Benefit Plan, the Member must: 
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(a) Provide to us notice of loss of group health plan coverage within 90 days of the date the
Member lost coverage.

(b) Pay the Premium for the period effective as of the date of loss of coverage.

2.8 Midterm Cancellation/Pro Rata Refund of Premium 

(a) A Member may terminate coverage at any time for any reason by giving the Plan written
notice of cancellation. Coverage will end on the date requested or the date the letter is
received, whichever is later.

If a Member terminates coverage under this Benefit Plan and joins a Medicare Advantage
plan, coverage will end on the date the coverage is effective under the Medicare Advantage
plan or the last day of the period for which Premium has been paid, whichever is earlier.

(b) If a Member cancels this Benefit Plan, or if coverage is terminated due to death, the Plan will
issue a pro rata refund of Premium to the Member or the Member’s estate.

2.9 Termination of Coverage by the Plan (Disenrollment) – The Plan has the right to cancel the Benefit 
Plan and disenroll a Member for any of the following reasons: 

(a) The Member fails to pay the Premium within the time periods described in the Benefit Plan

(b) The Member does not maintain Medicare coverage

(c) The Member is no longer a resident of the Service Area

(d) The Member makes a fraudulent statement or omission on the application or health statement
that is discovered by the Plan within two years

(e) Coverage will end on the last day of the period for which Premium has been paid

(f) The Member is required to notify the Plan if s/he moves out of the Service Area

The Member has the right to appeal disenrollment by filing a Grievance in accordance with the 
Grievance procedures outlined in Article VII – Grievance Procedure. In certain circumstances, the 
Member may be eligible for guarantee issue provisions as described in the Guarantee Issue section. 

2.10 Extension of Benefits After Coverage Ends – No coverage shall be provided after the Member’s 
coverage terminates unless a Member is hospitalized on the date of termination or Totally Disabled. If 
a Member is Totally Disabled, the extension of benefits shall end on the earliest of the following: 

(a) The date the Member is no longer Totally Disabled.

(b) The end of 12 consecutive months immediately following the date the Benefit Plan ended (if
a Member was covered for less than 12 months before the Benefit Plan ended, coverage shall
be provided for only the length of time the Member was covered).

The extension of benefits for Total Disability applies only to Covered Services relating to the 
disabling condition(s) existing on the date coverage terminated. This extension of benefits provision 
is in no way affected by a Subscriber’s coverage under Medicare Part D. 

2.11 Benefit Plan Governs – Health Care Providers are not authorized to make determinations about which 
Health Care  Services are covered under the Benefit Plan. As a result, not all services or treatments 
that may be prescribed or recommended by Individual Health Care  Providers are necessarily covered 
under the Benefit Plan. Members may call the Customer Service Department to confirm whether 
certain services are eligible for coverage. 
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ARTICLE III 

PAYMENT AND COST SHARING INFORMATION/
ACCESS TO HEALTH CARE 

3.1 Premium and Payment Information 

(a) Premium Rate

(1) The Premium rate will increase following the birthday that places a Member in a
higher age category. Please refer to the age categories listed on the Medicare Select
Premium Information form. The Premium change will be effective on the first day of
the calendar month following the Member’s birthday.

(2) The Plan can raise the Premium rate only if the Plan raises the Premium for every
Member in an age category. The Plan will not discriminate in the pricing of this
Benefit Plan, including the adjustment of Premium rates for any Member, on the
basis of Genetic Information.

(3) If there is a Premium change, the Plan will notify Members at least 30 days before
the start of the period for which the Premium changed. If the Premium increase is
25% or more, or if there is a change in benefits, the Plan will provide a 60-day notice.

Automatic Benefit Change – The benefits of this Benefit Plan will automatically change to 
reflect changes in Medicare Benefits, Deductibles and Coinsurance. When benefits change, a 
Member’s Premium may change. 

(b) Premium Due Date. Monthly Premium payments are due by the first of the month of
coverage. Monthly automatic bank withdrawals are made on the fifth of the month.

(c) Grace Period. This Benefit Plan has a 31-day grace period. This means that if a payment is not
paid on or before the date it is due, it may be paid during the 31 days following the due date.
During the grace period, the Benefit Plan will stay in force. If the Premium payment is not
postmarked by the end of the grace period, coverage under the Benefit Plan will terminate back
to the last month paid in full.

(d) Reinstatement. Reinstatement is subject to our right to change or terminate this policy form
(See Section – Renewal Terms).  If the Member ends this Benefit Plan by not paying the
Premium, he or she may apply for it to be reinstated.

The following must be true for the Member to be eligible for reinstatement:

1. Coverage must have lapsed due to non-payment of Premium;

2. The Member must apply for reinstatement within one (1) year of the lapse date; and

3. The Member must want to reinstate the same coverage he or she previously had.

The rules for reinstatement are as follows: 

1. You must submit a new application and you may be subject to medical underwriting.
We can approve or decline your application.
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2. If we reinstate your coverage, there are certain services that we will not cover from
the time period between the date the Member’s coverage lapsed and the effective date
of the new policy. These non-covered services include:

a. Any losses resulting from accidents occurring or illness beginning during the
lapse period; and

b. Claims that occur during the lapse period.

3. If we approve your application and reinstate your coverage, the new policy will be
effective on the first day of the month following approval, as long as the Member has
paid the required Premium.

a. Any premium received will be applied to future losses under the new policy.

4. In all other respects, the reinstated or renewed policy will be treated as an
uninterrupted policy subject to any provisions noted on or attached to the reinstated
Benefit Plan.

3.2 Member Costs – Members are responsible for the following: 

(a) Part B Deductible amount

(b) Foreign Travel Emergency. $250 Deductible and 20% Coinsurance. The Benefit Plan covers
up to a lifetime maximum of $50,000 for foreign travel emergency benefits.

(c) Charges for Health Care  Services that are not covered under this Benefit Plan.

(d) Charges for Health Care  Services received by Out-of-Network Health Care  Providers,
except for Emergency Care, Urgent Care received out of the Service Area and Covered
Services with an approved Referral or Prior Authorization from the Plan. Medicare will still
pay its share of approved charges if the Health Care Services received by Out-of-Network
Health Care Providers are Medicare-Eligible Expenses.

3.3 Access to Health Care Providers 

(a) In-Network. Members have direct access to all of the In-Network Health Care Providers.
Refer to the most current Provider Directory before making an appointment or call the Plan
for information regarding In-Network Health Care Providers. Enrolling in the Benefit Plan
does not guarantee that services will be available from a particular Health Care Provider.

(b) Out-of-Network. This Benefit Plan provides coverage for certain services that are not available
from In-Network Health Care Providers. Non-emergency Covered Services from Out-of-
Network Health Care Providers are covered in full only when the following conditions are met:

(1) The Member has obtained a Referral

(2) The Referral was approved by the Plan based on the availability of In-Network Health
Care Providers and Health Care Services for the Covered Services when required
or

(3) The Member obtains Prior Authorization from the Plan for the Health Care Services,
when required. It is the Member’s responsibility to ensure that Prior Authorization
requirements have been met when obtaining Covered Services from an Out-of-
Network Health Care Provider
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A Member will not receive full coverage for services from Out-of-Network Health Care 
Providers unless these conditions are met, except for Urgent Care received outside the 
Service Area, limited coverage for a foreign travel emergency or Emergency Care 
received anywhere. 

(c) Continuity of Care. Under certain circumstances, if a Member’s Physician or specialist
Physician leaves the Plan, the Member may continue to receive care from that Physician.
Please contact the Customer Service Department for more information.

(d) Harmful Use of Providers. If the Plan learns through its own internal review, or through two
or more Health Care Providers who have provided care to a Member, that s/he is receiving
Covered Services or Prescription Drugs in a potentially harmful quantity or manner or with
potentially harmful frequency, the Plan may designate that all future services for the Member
must be provided and coordinated by the following:

(1) A particular In-Network Health Care Provider

(2) A particular Participating Pharmacy

(3) A particular Plan Hospital

Except for Emergency Care, all Covered Services for the Member must then be provided by 
the coordinating In-Network Health Care Provider or with an authorized Referral from this 
Health Care Provider in order to be covered. All prescriptions must be filled at the designated 
Participating Pharmacy and all hospitalizations, except for Emergency Care, shall be in the 
designated Plan Hospital. 

3.4 Referrals and Prior Authorization 

(a) Referrals

(1) In-Network. Members may receive Covered Services from any In-Network Health
Care Provider without a Referral.

(2) Out-of-Network. An In-Network Health Care Provider may provide the Member with
any necessary Referrals to Out-of-Network Health Care Providers. However, the
Referral must be approved by the Plan before the Member receives the Covered
Services listed in the Referral. Benefits for services by the Out-of-Network Health
Care Provider are limited to the type, frequency and duration of the services approved
in the Referral.

(3) Standing Referrals for Specialist Services

In-Network - Members may receive Covered Services from any In-Network Health
Care Provider without a Referral, including specialist services.

Out-of-Network - Under certain circumstances, a Member may require specialty care
from an Out-of-Network Health Care Provider. When this is necessary, the Member’s
In-Network Health Care Provider must submit a referral for specialty care explaining
why the referral is necessary.

(b) Prior Authorization – Certain Covered Services require Prior Authorization.  Prior
Authorization is a written authorization to the Member from the Plan approving coverage of
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certain Covered Services prior to the Member receiving those services.  Prior Authorization 
does not guarantee benefit coverage.  In most cases, the Member’s In-Network Health Care 
Provider will obtain Prior Authorization from the Plan for the Covered Services.  If a 
Member receives Covered Services from an Out-of-Network Health Care Provider, it is the 
Member’s responsibility to obtain Prior Authorization.  

Covered Services requiring Prior Authorization include, but are not limited to, the following: 

In-Network 

(1) Confinement in a Skilled Nursing Facility not participating in Medicare or when
Confinement is not covered by Medicare.

(2) Home health care services if the services are not Medicare-Eligible Expenses.

Failure to obtain Prior Authorization and/or a Referral, when required by the Benefit Plan as 
shown in Article IV – Schedule of Benefits, will result in those not being covered by the Plan. 

Out-of-Network 

(1) Durable Medical Equipment

(2) Home Health Care

(3) Non-Emergency Inpatient Hospitalization

(4) Private duty nursing for inpatient treatment

(5) Certain Mental Health and Chemical Dependency Services

(6) Out-of-Area Services (except for Emergency Care and Urgent Care)

(7) Confinement in a Skilled Nursing Facility not participating in Medicare or when
Confinement is not covered by Medicare

(8) Transplants

All Referrals and Prior Authorization requests must be approved by the Plan before Covered 
Services are provided to the Member. All Referrals and Prior Authorization requests are effective 
as of the date approved by the Plan. 

Failure to obtain Prior Authorization and/or a Referral, when required by the Benefit Plan as shown in 
Article IV-Schedule of Benefits, will result in those services not being covered by the Plan. Coverage 
and payment is subject to all terms and conditions of the Benefit Plan, even when Prior Authorization 
or a Referral is obtained. 

3.5 Medicare-Eligible and Medically Necessary Expenses – Members will receive benefits only when 
services are determined to be Medicare-Eligible Expenses or Medically Necessary. The Plan uses 
certain methods to coordinate and review care and to determine whether services are Medically 
Necessary. The fact that an Individual Health Care Provider has prescribed, ordered, recommended or 
approved a treatment, service or supply or has informed the Member of its availability does not in 
itself make it a Medicare-Eligible Expense or Medically Necessary. The Plan will make the final 
determination of whether a Covered Service is Medically Necessary Care. 
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ARTICLE IV 

SCHEDULE OF BENEFITS 

This Benefit Plan provides coverage for the benefits described in the following Schedule of Benefits. 
Covered Services are limited by any exclusions and limitations described in this Article and Article V- 
Exclusions and Limitations. Covered Services may be subject to specific Referral and Prior Authorization 
requirements. Payment is subject to the terms and conditions of the Benefit Plan. 

This Benefit Plan will pay supplemental benefits only if Covered Services are obtained from In-Network 
Health Care Providers. Health Care Services received by Out-of-Network Health Care Providers are not 
covered under this Benefit Plan except for: 

• Emergency Care

• Urgent Care received out of the Service Area

• Limited coverage for a foreign travel emergency

• Covered Services with an approved Referral or Prior Authorization from the Plan

Medicare will still pay its share of approved charges if the Health Care Services received by Out-of- 
Network Health Care Providers are Medicare-Eligible Expenses.  

Important Information about Referrals and Prior Authorizations 

Referrals – An In-Network Health Care Provider must provide the Member with any necessary Referrals 
to Out-of-Network Health Care Providers. The Referral must be approved by the Plan before the Member 
receives the Covered Services listed in the Referral. Benefits for services by the Out-of-Network Health 
Care Provider are limited to the type, frequency and duration of the services approved in the Referral. 

Prior Authorization – Certain Covered Services require Prior Authorization. Prior Authorization is a 
written authorization to the Member from the Plan approving coverage of certain Covered Services before 
the Member receives those services. Failure to obtain Prior Authorization and/or a Referral, when 
required by the Benefit Plan will result in those services not being covered. 

For Covered Services, this Benefit Plan provides coverage for: 

• Medicare Part Deductible.
• Coinsurance amount the Member must pay under Medicare for Medicare-Eligible Expenses under

Medicare Parts A and B.
• Emergency Care by Out-of-Network Health Care Providers or Urgent Care received out of the

Service Area (limited to the Deductible and Coinsurance up to the actual charge).
• Authorized Referrals to Out-of-Network Health Care Providers (reimbursed the difference between

the Medicare Part B eligible charges and the actual charge).

This Benefit Plan covers all Medicare-Eligible Expenses for covered services listed directly above and 
certain other Health Care Services that are not Medicare covered benefits but are specifically listed as 
covered by the Benefit Plan. This Benefit Plan will not duplicate Medicare benefits. 

Automatic Benefit Change - The benefits of this Benefit Plan will automatically change to reflect 
changes in Medicare Benefits, Deductibles and Coinsurance. When benefits change, a Member’s 
Premium may change. 
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HOSPITAL AND RELATED SERVICES 

4.1 Inpatient Hospital Services – Coverage for inpatient Hospital services is limited to the following: 

• Medicare Part A Deductible (first 60 days) for each Benefit Period.

• Medicare Part A Coinsurance from the 61st to the 90th day for each Benefit Period.

• Medicare Part A Coinsurance for Lifetime Reserve Days.

• Medicare-Eligible Expenses for an additional 365 days when all other Medicare Hospital
inpatient coverage is used up, including Lifetime Reserve Days. This coverage is subject to
the Medicare reimbursement rate and a lifetime maximum benefit. Hospitals are not allowed
to Balance Bill the Member.

(a) Inpatient Hospitalization – Room, board, and general nursing services in a semi-private
room. Expenses for a private room are covered when Medically Necessary and ordered
by the Member’s Individual Health Care Provider.

(b) Blood – (to the extent not covered by Medicare), blood substitute, blood components and
administration of such while received as a Hospital inpatient.

(c) Mental Health and Chemical Dependency Services – Inpatient treatment in a Hospital or
a Mental Health or Chemical Dependency Facility. After Medicare inpatient psychiatric
care benefits have been exhausted, coverage for inpatient treatment in a Mental Health or
Chemical Dependency Facility under this Benefit Plan is limited to 175 days per Member
per lifetime.

(d) Transplants – Services, supplies, inpatient Prescription Drugs, and related aftercare for
transplant procedures approved by Medicare. If the Member is the recipient, the Benefit
Plan covers donor-related services. Prior Authorization is required. Covered Services
must be received at a Plan-approved Institutional Health Care Provider.

(e) Other Covered Services include, but are not limited to, – Inhalation therapy, radiation
therapy, chemotherapy, in-Hospital private duty nursing with Prior Authorization, not
sure about the coverage of an in-hospital private duty nurse and if this is covered
professional administration of Prescription Drugs (excluding medications dispensed by a
Hospital for use after discharge), supplies, use of special medical equipment, renal
dialysis and pathology.

How to Obtain In-Patient Hospital Services 

In-Network. To receive coverage for Covered Hospital Services, Prior Authorization must be obtained 
prior to an admission. For hospitalization following Emergency Care, the member should notify the Plan 
within 72 hours or as soon as medically possible by calling the health plan.  

Out-of-Network. To receive coverage for Covered Hospital Services, the Member must have an approved 
referral and have obtained a Prior Authorization before an admission. For hospitalization following 
Emergency Care, the Member should notify the Plan within 72 hours or as soon as medically possible by 
calling the health plan. 
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4.2 Home Health Care – Home health care is Medically Necessary care under a written home health 
care plan. The following Part-Time Care or Intermittent Skilled Care and therapeutic services are 
provided: 

(a) Skilled Care by or under the supervision of a Registered Nurse.

(b) Physical, respiratory, occupational, or speech therapy.

(c) Medical supplies and home infusion services prescribed by a Physician and laboratory
services by or on behalf of a Hospital, if needed under the home health care plan, to the
extent such items would be covered under the Benefit Plan if the Member had been
hospitalized.

(d) Evaluation of the need for and development of a home health care plan, by a Registered
Nurse, Physician Assistant, Nurse Practitioner, Physical Therapist, Occupational
Therapist or medical social worker. A Physician must request or approve this evaluation.

• Prior Authorization is required if the home health care services are not Medicare-Eligible
Expenses or if the services are provided by an Out-of-Network Health Care Provider.

• A Home Health Agency must provide or coordinate the services.

• Coverage is provided for up to 365 home health care visits per Calendar Year per Member,
including those paid for by Medicare. Each visit by a different type of provider counts as one
visit. Each period of four straight hours in a 24-hour period of health care services counts as
one home care visit. Coverage is provided for only one caregiver at any one time.

• The maximum weekly benefits will not exceed the Usual and Customary weekly cost for
Skilled Care available in a Skilled Nursing Facility as determined by the Plan.

4.3 Hospice and Respite Care – Covered Services are available as long as the Member’s Health Care 
Provider certifies that the Member is terminally ill and the Member signs a statement choosing 
Hospice care instead of other health care services to treat his/her terminal illness. The Member 
must receive services from a Medicare-approved Hospice program. 

4.4 Skilled Nursing Facility Care – Coverage is provided for confinement in a Skilled Nursing 
Facility in semi-private accommodations. Any difference between semi-private and private room 
costs will not be covered unless the private room is required for contagion or immunosuppression. 
Coverage includes Skilled Care and Rehabilitation Services for short-term recuperation. 

(a) Skilled Nursing Care that Qualifies for Medicare Coverage. Covered Services are
provided for Skilled Nursing Care in a Medicare-approved Skilled Nursing Facility,
limited to payment of the Medicare Part A Coinsurance during the 21st to 100th day for
each Benefit Period. The following conditions must be met:

(1) The Member must be admitted within 30 days of discharge following a Hospital
stay of at least 3 days.

(2) The Health Care Services received in the Skilled Nursing Facility must be
Medicare-Eligible Expenses.

When Medicare stops paying benefits, a Member may be eligible for benefits listed in (b) 
directly below. 
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(b) Skilled Nursing Care that Does Not Qualify for Medicare Coverage. This Benefit Plan
will provide coverage for up to 30 days per Calendar Year for confinement in a Skilled
Nursing Facility not participating in Medicare or when confinement is not covered by
Medicare. This coverage is provided in addition to Skilled Nursing Care as described in
(a) directly above. Covered Services must be Medically Necessary as determined by the
Plan. Prior Authorization is required.

PROFESSIONAL/RELATED SERVICES AND OTHER SERVICES 

4.5 Professional Services by Individual Health Care Providers (Practitioners) – For all benefits 
listed in this section 4.5, a Member must first obtain a Plan-approved Referral from an In-
Network Health Care Provider for services from an Out-of-Network Health Care Provider. 

Coverage for outpatient services is limited to the Medicare Part B Coinsurance. 

(a) Inpatient professional services provided by Individual Health Care Providers in a Hospital,
including, but not limited to, surgery, anesthesiology, radiology, laboratory services and
consultation with and treatment by consulting Individual Health Care Providers.

(b) Outpatient surgery completed in an office, at a diagnostic center or Ambulatory Surgical
Facility or at a Hospital on an outpatient basis.

(c) Mental health and substance abuse services – Outpatient services received from Certified
Mental Health or Substance Abuse Professionals, including nonresidential services
provided by a program in an outpatient treatment facility or by a Certified Mental Health
or Chemical Dependency Professional and partial hospitalization.

(d) Office Visits for Illness or Injury - Exams, diagnosis and treatment of an illness or injury,
and genetic testing/counseling. Covered Services including, but not limited to, OB/GYN
services may be received from any In-Network Health Care Provider.

(e) Reconstructive/Cosmetic Surgery or Procedures – Limited to Medicare-Eligible Expenses.

(f) Second Opinion from an In-Network Health Care Provider. Coverage for a second opinion
does not include treatment, laboratory services or procedures. A Member may request a
Referral from the Plan for a second opinion by an Out-of-Network Health Care Provider.

4.6 Ambulance – Emergency and non-emergency Ambulance services are covered; services must be 
approved by Medicare before supplemental benefits are paid by the Plan. 

4.7 Breast Reconstruction – Breast reconstruction of the affected tissue related to a mastectomy. 
Covered Services include coverage for all stages of reconstruction of the breast on which the 
mastectomy has been performed; surgery and reconstruction of the other breast to produce a 
symmetrical appearance, prostheses, mastectomy bras, and physical complications of all stages of 
mastectomies including lymphedemas. 

4.8 Chiropractic Services – Medically Necessary chiropractic services by an in-network Chiropractor. 

4.9 Dental Services – Hospital or Ambulatory Surgical Facility services provided in conjunction with 
dental care including anesthesia for a Member who: 

(a) Has a medical condition that requires hospitalization or general anesthesia for dental care

(b) Has a chronic disability attributable to mental or physical impairment or combination of
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mental and physical impairments, that is likely to continue indefinitely, and results in 
substantial functional limitations in one or more of the following areas of major life 
activity: 

• Self-care

• Receptive and expressive language

• Learning

• Mobility

• Capacity for independent living

• Economic self-sufficiency

4.10 Diabetes – Treatment of diabetes and diabetic self-management education programs, including 
non-prescription equipment and supplies. Coverage is provided for test strips, lancets, blood 
glucose monitors and the installation and use of an insulin infusion pump (limited to one pump 
per Calendar Year). Prior Authorization is required for purchase of an insulin infusion pump. 

Coverage is not provided for any Prescription Drugs covered by Medicare Part D including, but 
not limited to, prescription medication used to treat diabetes, insulin and medical supplies 
associated with the injection of insulin, such as syringes, needles, alcohol swabs and gauze. 

4.11 Durable Medical Equipment, Disposable Supplies, and Prosthetics – Medically Necessary 
Durable Medical Equipment, Disposable Supplies and Prosthetics that are Medicare-Eligible 
Expenses, but only if prescribed by an Individual Health Care Provider. Durable Medical 
Equipment and Prosthetics must be obtained or purchased from an In-Network Health Care 
Provider. Disposable Supplies may be purchased from an In-Network Health Care Provider or 
Out-of-Network Health Care Provider. 

4.12 Emergency Services – A Member may receive Emergency Care at any Hospital without Prior 
Authorization. If the Member is admitted to the Hospital, the Member must notify the Plan within 
72 hours or as soon as medically possible. Prior Authorization is required for any subsequent 
follow-up care by an Out-of-Network Health Care Provider. 

4.13 Kidney Disease – Inpatient Hospital services, outpatient care and home health care treatment of 
kidney disease including dialysis and kidney transplants. If the Member is the recipient, the 
Benefit Plan covers donor-related services that are Medicare-Eligible Expenses. 

4.14 Out-of-Area Services – Health Care Services received outside the Service Area, including 
extended seasonal absences, is limited and subject to the following: 

• Emergency Care or Urgent Care may be received without Prior Authorization.

• A Referral or Prior Authorization is required for all other Covered Services from
an Out-of-Network Health Care Provider.

(a) Foreign Travel Emergency – Medically Necessary ambulance, emergency hospital,
physician and medical care in a foreign country subject to the following limitations:

(1) Coverage is provided only for Medically Necessary ambulance, emergency
hospital, physician and medical care received during the first 60 days of a trip
outside the United States
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(2) Coverage is provided only for Health Care Services that are Medicare-Eligible
Expenses

(3) The Member is required to pay a $250 deductible and 20% Coinsurance

(4) The Benefit Plan covers up to a lifetime maximum of $50,000 for foreign travel
emergency benefits

4.15 Outpatient Diagnostic Tests – Covered Services include, but are not limited to, diagnostic lab 
services and diagnostic imaging including MRIs, CT scans and x-rays that are determined to be 
medically appropriate by a Member’s Individual Health Care Provider and are Medicare-eligible 
expenses. 

4.16 Outpatient Services – Covered Services include, but are not limited to, physician home visits, 
inhalation therapy, radiation therapy, chemotherapy, professional administration of Prescription 
Drugs (excluding medications dispensed by a Hospital for use after discharge), blood (to the 
extent not covered by Medicare), blood substitute, blood components and administration of such, 
use of special medical equipment, renal dialysis, pathology and corneal transplants. 

4.17 Prescription Drugs – This Benefit Plan covers only Prescription Drugs covered by Medicare Part 
A and Medicare Part B. Outpatient Prescription Drugs covered by Medicare Part D are not covered. 

4.18 Preventive Health Services – Covered Services and exams as specified by the U.S. Preventive 
Services Task Force determined to be medically appropriate or medically necessary. Preventive 
Health Care Services must be received from an In-Network Health Care Provider. 

4.19 Rehabilitation Services – Outpatient physical, occupational, speech and Phase II cardiac 
rehabilitation therapy services, when needed because of illness or injury. Services must be 
provided under the direction of an Individual Health Care Provider. A Referral is required for 
Rehabilitation Services provided by an Out-of-Network Health Care Provider. Services must be 
provided by Individual Health Care Providers who are not residing in the Member’s home and/or 
are not related to the Member by blood or marriage. 

4.20 Temporomandibular Disorders (TMJ/TMD) – Diagnostic procedures, surgical and nonsurgical 
treatment (including certain prescribed intraoral splint therapy devices) for the correction of 
TMJ/TMD caused by congenital, developmental or acquired deformity, disease or injury. Coverage 
is limited to procedures or devices used to control or eliminate infection, pain, disease or 
dysfunction and must be Medically Necessary. Coverage of diagnostic procedures and nonsurgical 
treatment is limited to $1,250 per Member per Calendar Year. Treatment for TMJ/TMD does not 
include cosmetic or elective orthodontic care, periodontal care or general dental care. 

4.21 Urgent Care – If a Member is in the Service Area, Urgent Care must be provided by an In- 
Network Health Care Provider at an Urgent Care Facility. If a Member is out of the Service Area 
and cannot safely return, Urgent Care may be received at any Hospital or Urgent Care Facility 
without Prior Authorization. Prior Authorization is required for any subsequent follow-up care by 
an Out-of-Network Health Care Provider. Covered Services include, but are not limited to, 
diagnosis, Health Care Services and office surgery, professional administration of Prescription 
Drugs, medication management, and Disposable Supplies. 

4.22 Vision Care – Routine eye exams (limited to one exam per Calendar Year), standard frames and 
corrective lenses following cataract surgery and other vision services covered under Medicare. 

Preventive health care services received from an  

Out-of-Network Health Care Provider are not covered. 
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ARTICLE V 

EXCLUSIONS AND LIMITATIONS 

The Plan will not provide benefits for the following services, medical procedures, or supplies, regardless of 
Medical Necessity or recommendation by an Individual Health Care Provider. This Benefit Plan covers 
supplemental benefits for Medicare-Eligible Expenses only and certain other Health Care Services that are 
not Medicare covered benefits but are specifically listed as covered by the Benefit Plan. The Member is 
responsible for 100% of the expenses associated with the listed exclusions. The exclusions and limitations 
contained in this Benefit Plan may not be more restrictive than those contained in Medicare. The Plan will 
not impose any exclusion of benefits on the basis of genetic information with regard to any Member. 

5.1 Alternative Therapies 

(a) Acupuncture.

(b) Biofeedback; unless the services are Medicare-Eligible Expenses.

(c) Holistic medicine.

(d) Reflexology.

5.2 Chiropractic Services 

(a) Chiropractic Maintenance Treatment that is not considered to be Medically Necessary or
reasonable under Medicare.

(b) Chiropractic services performed by an Out-of-Network Health Care Provider.

5.3 Dental Services 

(a) Services for routine or preventive dental care, treatment, orthodontics, surgery, or
services performed by Dentists are limited to Medicare-Eligible Expenses.

(b) Services for or related to the fitting or adjustment of dental prostheses, such as partial
plates, bridges and dentures.

5.4 Durable Medical Equipment, Disposable Supplies and Prosthetics 

(a) Coverage is limited to standard equipment only.

(b) Bathroom assistive aids.

(c) Duplicate or similar items.

(d) Common household first-aid items.

(e) Compression gradient stockings except for certain diagnoses.

(f) Items that are of general use for non-therapeutic purposes (such as room humidifiers, air
conditioners, whirlpools, etc.), even if they are used for a medical condition.

(g) Internal or external hearing aids or devices and related fitting or adjustment.
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(h) Home testing and monitoring supplies and devices, including blood pressure monitoring
equipment, unless used in connection with the treatment of diabetes or home renal
dialysis, or as described in Article IV–Schedule of Benefits.

(i) Modifications to a home or vehicle including lifts.

(j) Orthopedic shoes, non-custom shoe inserts or other supportive devices for the feet, unless
the items are Medicare-Eligible Expenses.

(k) Physical fitness equipment or health club memberships, even if used for a medical
condition.

(l) Replacement or repair of Durable Medical Equipment or Prosthetics damaged or
destroyed by Member misuse, abuse, or carelessness, stolen, or lost.

(m) Wigs.

(n) Sharp infectious waste bio-hazard boxes

5.5 Eligibility, Plan or Provider-Related Exclusions 

(a) Charges incurred by the Member as a result of failure to obtain Referrals or Prior
Authorization.

(b) Equipment or supplies the Plan determines are not within the intended scope of coverage
or are otherwise ineligible.

(c) Health Care Services provided before the Member’s coverage is effective.

(d) Health Care Services provided after the Member’s coverage terminates, unless the
Member is hospitalized on the date of termination. Coverage under this Benefit Plan may
be extended for a Member that is Totally Disabled as described in Article II-Eligibility
and Participation.

5.6 Financial Exclusions 

(a) Expenses in excess of Benefit Plan maximums or limitations.

(b) Expenses for preparing medical reports, bills or claim forms, sales tax/mailing/
shipping/special handling expenses, missed appointments or photocopying fees.

(c) Expenses for which the Member has no legal obligation to pay or which are free.

(d) Credit card service fees or interest when the Member has paid a claim and is seeking reimbursement.

5.7 General Exclusions 

(a) Services that are determined to be not Medically Necessary.

(b) Non-authorized Health Care Services received from Out-of-Network Health Care
Providers, except for Emergency Care, Urgent Care and limited coverage for a foreign
travel emergency.

(c) Services provided by any Veteran’s Administration Hospital/Skilled Nursing Facility or
clinic.
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(d) Any services or items Medicare does not cover, unless this Benefit Plan specifically
provides coverage for them.

(e) Services that are deemed unreasonable and unnecessary by Medicare.

(f) Autopsies and related expenses.

(g) Cosmetic surgery, services or Cosmetic items.

(h) Services that are primarily Custodial Care, Intermediate Care or Respite Care (except for
Hospice Respite Care). This includes homemaker, personal care workers, routine nursing
home services and rest cures.

(i) Experimental/Investigative Health Care Services or treatment used primarily for research
are excluded, unless the services are Medicare-Eligible Expenses. This exclusion does not
include Routine Patient Care administered in connection with a cancer clinical trial. If
such services, items or drugs are otherwise covered benefits under this Benefit Plan, they
are also covered if administered in connection with a cancer clinical trial.

(j) Routine foot care for hygienic reasons or for paring/removal of corns, calluses or toenails,
unless the treatment is a Medicare-Eligible Expense.

(k) Illness or injury resulting from committing or attempting a felony or involvement in any
illegal activity.

(l) Massage therapies.

(m) Personal comfort and convenience items.

(n) Smoking cessation inpatient treatment programs for tobacco use and nicotine replacement
products. This includes Nicorette or any other drug containing nicotine used as a smoking
deterrent.

(o) Expenses for or related to travel including, but not limited to, mileage reimbursement,
meals and non-Ambulance, non-emergency transportation for care and any transportation
outside the United States.

(p) Expenses for which the Member is compensated by Medicare.

5.8 Home Health Care 

(a) Limited to 365 home health care visits per Calendar Year, including those paid for by
Medicare.

(b) Home health care services provided by a Member’s Immediate Family or residents in the
Member’s home.

(c) Care designed to assist an individual to meet the activities of daily living.

(d) Administration of home infusion therapy the Member or another caregiver have been
successfully trained to administer; or home infusion services that do not involve direct
Member contact, such as delivery charges and record-keeping.
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5.9 Inpatient Hospitalization 

(a) Extended Hospital stays for reasons other than Medical Necessity.

(b) A continued Hospital stay if a Physician has documented that care could be provided in a
less acute care setting.

(c) Any admission for diagnostic tests that can be performed on an outpatient basis.

5.10 Mental Health and Chemical Dependency Services 

(a) Services and supplies rendered in connection with mental disorders not classified in the
International Classification of Disease (ICD) of the U.S. Department of Health and
Human Services.

(b) Mental health and chemical dependency services for the treatment of mental illnesses that
will not substantially improve beyond the current level of functioning or for conditions
not subject to favorable modification or management according to generally accepted
standard of psychiatric care as determined by the Plan.

5.11 Plan is Not Liable 

(a) Illness or Injury covered by workers’ compensation or other similar legislation.

(b) Illness or Injury caused directly or indirectly by war or an act of war.

(c) Services or benefits that are paid or payable under Medicare or any other governmental
program, except as otherwise provided by law.

(d) Service-related conditions for members or ex-members of the armed forces by any
military or Veterans Hospital, soldier home or any hospital contracted for or operated by
any national government or agency.

(e) Services or hospitalization ordered by a court or other third party, unless Medically
Necessary. These include physical exams or evaluations given primarily at the request of,
for the protection or convenience of or to meet a requirement of third parties.

(f) Services incurred while incarcerated.

5.12 Prescription Drugs 

(a) Outpatient Prescription Drugs covered by Medicare Part D.

(b) Coverage is limited to Prescription Drugs covered by Medicare Part A or Medicare Part
B that are Medicare-Eligible Expenses.

(c) Take-home drugs (medications or drugs dispensed by a Hospital for use after discharge).

5.13 Preventive Health Services 

(a) Preventive health services received from an Out-of-Network Health Care Provider,
including a Veteran’s Administration Hospital or clinic.

(b) Employment-related immunizations, immunizations for foreign travel and immunizations
covered under Medicare Part D including, but not limited to, Shingles vaccine.
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(c) Physical exams for the sole purposes of research, licensure (including, but not limited to,
CDL and FAA flight physicals), employment or insurance.

(d) Educational classes or programs, or other services primarily educational in nature, except
for health education for diabetes and impaired glucose tolerance (IGT). This includes
treatment for personal growth/development or any nonmedical self-care and self-help
training.

5.14 Rehabilitation Services 

(a) Vocational rehabilitation or recreational therapy.

(b) Rehabilitation Services primarily educational in nature.

(c) Phase III and Phase IV cardiac rehabilitation therapies.

5.15 Skilled Nursing Facility 

(a) Custodial Care, Intermediate Care, Maintenance Treatment and Respite Care (except for
Hospice Respite Care).

(b) Any surcharge or bed tax.

(c) Bed hold charges.

(d) Non-Ambulance, non-Emergency transportation for care or social activities.

5.16 Vision Care 

(a) Vision therapy including, but not limited to, corneal refraction therapy (CRT) and
orthoptics (eye exercises).

(b) The purchase, fitting, adjustment or repair of:

• Eyeglass frames or lenses (except following cataract surgery or when Medically
Necessary to restore vision of the natural lens of the eye because of surgical removal
or congenital absence; additional charges for deluxe frames are not covered).

• Contact lenses (except for aphakia and congenital aphakia).

(c) Replacement frames and lenses.

(d) Surgery or implants solely for the correction of visual acuity or refractive errors.

(e) Low vision aids.

(f) Routine eye exams received from an Out-of-Network Health Care Provider.

5.17 Weight Control/Nutrition 

(a) Services for the purpose of weight reduction including, but not limited to, weight
reduction programs, food supplements and weight checks.
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ARTICLE VI 

CLAIMS PROCEDURES 

6.1 Filing Claims – When a Member receives Covered Services from an In-Network Health Care 
Provider, the In-Network Health Care Provider will file claims on behalf of the Member. A Member 
must file his/her claims for services received from Out-of-Network Health Care Providers. 

(a) How to File a Claim – When a Member has a claim for services received from an Out-of-
Network Health Care Provider, s/he should notify the Plan in writing as soon as is reasonably
possible. It is the Member’s responsibility to file the claim; however, the Member may
arrange for the Out-of-Network Health Care Provider to bill the Plan. When the Member files
the claim, the following information must be filed to the Plan:

(1) Itemized bill or insurance claim forms (including, but not limited to, the coding of
service, date of service, name of Health Care Provider, place of service and billed
charges) s/he received from the Out-of-Network Health Care Provider at the time of
service.

(2) Copy of the Medicare Summary Notice (MSN). The Health Care Provider is required
to submit the claim to Medicare for the Member. If the claim is sent to Medicare non-
assigned, the Medicare check will be attached to the MSN. If a Member receives any
checks from Medicare, s/he should endorse the check and make it payable to that
Health Care Provider.

(3) Proof of payment if the Member is requesting reimbursement to be made directly to
him/her.

(b) Time Limit on Filing Claims

(1) The items listed above must be filed to the Plan within 90 days after the date of
receipt of service. If a Member does not file this information within the required 90
days, benefits will still be paid for Covered Services if:

• It was not reasonably possible to give proof within such time

• Proof is furnished as soon as possible and in no event, except in the absence
of legal capacity of the Member, later than fifteen (15) months after the date
of receipt of the service for which the Member is claiming benefits

(2) When the Plan is the secondary payer, the 90-day time limit begins with the date of
notice of payment or rejection by the primary payer.

(c) Content of a Coverage Denial Determination or a Rescission Determination Notice – The
Plan will include the following information in any notice when the notice involves a denial,
reduction or termination of a claim, including any notice of a failure to provide or make
payment (in whole or in part) for a benefit or the Rescission of coverage.

(1) Identification of claim, including date of service, health care provider, amount of
claim (if applicable), diagnosis code (and corresponding meaning) and treatment
code (and corresponding meaning)
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(2) The specific reason (or reasons) for the benefit determination, including the denial
code (and its corresponding meaning)

(3) Reference to the specific plan provisions on which the determination is based

(4) If applicable, a description of any additional information necessary for the Member to
perfect the claim and an explanation of why the information is necessary

(5) A description of the Plan’s Grievance and Independent Review procedures (including
expedited review procedures in the case of a claim involving Urgent Care)

(6) If applicable, notice that the Plan relied on an internal rule, guideline, protocol or
other similar criterion in making the benefit determination and that the Member may
review the internal rule, guideline, protocol or other similar criterion upon request

(c) How to Appeal a Claim Denial. If a claim is denied, the Member may appeal the denial by
filing a Grievance. Please refer to the Article VII-Grievance Procedure for a description of a
Member’s right to file a Grievance.

(d) Claims for a foreign travel emergency, for Emergency Care and any Health Care Services
received outside the United States will not be submitted to or covered by Medicare. It is the
Member’s responsibility to submit the original translated bill to the Plan, along with an
itemized bill and proof of the appropriate exchange rate at the time the services were paid by
the Member. See Article IV-Schedule of Benefits for more information about foreign travel
emergency coverage.

6.2 Time Limits on Starting Lawsuits – A Member may not bring a lawsuit to recover benefits under 
the Benefit Plan until a Member has filed proof of loss and the Plan has paid or denied the claim 
(within 60 days after the Plan receives the claim). A Member must start a lawsuit within three years 
from the date the Member filed proof of covered expenses plus 60 days. 
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ARTICLE VII 

GENERAL PROVISIONS SUBROGATION

7.1 Entire Contract; Changes – This Benefit Plan, with the application and attached papers, is the 
entire contract between the Member and the Plan. No change in this Benefit Plan will be effective 
until approved by one of the Plan’s officers. This approval must be noted on or attached to this 
Benefit Plan. No agent may change this Benefit Plan or waive any of its provisions. 

7.2 Time Limit on Certain Defenses – After two years from this Benefit Plan’s original effective 
date, no misstatements will be used to void this policy or deny a claim beginning after the two-
year period expires. This doesn’t apply to fraudulent misstatements made in the application. 

7.3 Misrepresentation/Right of Rescission – The Plan may terminate coverage if a Member 
performs an act, practice or omission that constitutes fraud or makes an intentional 
misrepresentation of material fact. For example, coverage may be terminated if a Member 
falsifies medical history on the application for coverage, submits fraudulent, altered, or duplicate 
claims for personal gain or allows another party not covered by this Benefit Plan to use his/her 
coverage. 

Within 60 days of acquiring knowledge of potential fraud or material misrepresentation, the Plan 
will notify the Member of the Plan’s intention to rescind coverage or defend against a claim if 
one should arrive. 

If a Member’s coverage is rescinded, s/he will not be eligible for continuation or conversion. 

7.4 Clerical Error – Clerical errors, such as inaccurate transcription of Premiums, effective dates, 
termination dates, or erroneous mailings shall not change the rights or obligations of any party 
under the Benefit Plan and shall not operate to grant additional benefits to Members. 

7.5 Workers’ Compensation Not Affected – The coverage provided under the Benefit Plan does not 
substitute for and does not affect any requirements for coverage by workers’ compensation 
insurance. 

7.6 Reports and Records – Members shall furnish the Plan with all data and proof that the Plan may 
reasonably require with regard to any matters concerning the Benefit Plan. 

If a question or a dispute arises about Covered Services or payment for such services under the 
Benefit Plan, the Plan may reasonably require that a Member be examined, at Plan expense, by an 
Individual Health Care Provider acceptable to the Plan and to the Member. The Plan shall 
continue to cover the Member for such disputed Covered Services (subject to the Plan’s right to 
be reimbursed for expenses, if applicable) beyond the date coverage is scheduled to end according 
to terms of the Benefit Plan until such question or dispute is settled. 

7.7 Payment to Health Care Providers and Assignment of Benefits – When a Member receives 
Covered Services from an In-Network Health Care Provider, the Plan pays the Health Care 
Provider. When a Member receives Covered Services from an Out-of-Network Health Care 
Provider, the Plan pays the Health Care Provider up to the limits specified in the Summary of 
Benefits, excluding any Cost Sharing Amounts, unless the Member provides the Plan with 
satisfactory proof that s/he has already paid the Health Care Provider. A Member’s right to receive 
benefits hereunder is personal to that Member and may not be assigned or be subject to anticipation, 
garnishment, attachment, execution, or levy of any kind or be liable for the debts or obligations of 
a Member except for assignment of the right to receive benefits to a Health Care Provider. 
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7.8 Relationship Between Parties – The relationship between the Plan and In-Network Health Care 
Providers is one of contract between independent contractors. In-Network Health Care Providers 
are not agents or employees of the Plan; nor is the Plan an agent or employees of the In-Network 
Health Care Providers. The relationship between an In-Network Health Care Provider and a 
Member receiving Covered Services is that of Health Care Provider and patient. 

7.9 Choice of Law and Conformity with Statutes – The Plan is designed to comply with the 
applicable provisions of federal and state law. The Plan will be administered, construed and 
enforced according to the laws of the state of Wisconsin and the courts situated in that state. Any 
provisions that are in conflict with the laws of the state of Wisconsin and/or federal law are 
amended to conform to the minimum requirements of those laws. 

7.10 Confidentiality – Information contained in the medical records of Members and information 
received from Health Care Providers or other health professionals related to the Physician-patient 
relationship or Hospital-patient relationship will be kept confidential. Except for use incidental to 
bona fide medical research and education as may be permitted by law, or as is reasonably 
necessary in connection with the administration of the Plan, or in the compiling of statistical data.  
Information contained in the medical records of Members may not be disclosed without the 
consent of the Member. 

7.11 Plan’s Ownership of Data – The medical and claims records, and related data of a Member, 
obtained as a result of a Member’s enrollment pursuant to the Benefit Plan, are the property of the 
Plan. The records and data are confidential. 

7.12 Plan Provisions Binding – The provisions of the Benefit Plan will be binding upon all persons 
entitled to benefits under the Benefit Plan and their respective heirs and legal representatives and 
upon the Plan. 

7.13 Health Care Provider Reimbursement – The Plan uses several different methods for 
reimbursing Health Care Providers for services rendered under the Benefit Plan. The goal of the 
Plan in structuring its Health Care Provider reimbursement is to provide affordable care for 
Members while encouraging best care practices. 

7.14 Non-Discrimination Policy – The Plan will not discriminate against any Member based on race, 
color, religion, national origin, handicap, gender or age. The Plan will not establish rules for 
eligibility based on health status, medical condition, claims experience, receipt of health care, 
medical history, evidence of insurability, genetic information or disability. 

7.15 Amendment – The Plan reserves the right to amend, modify, or terminate all or any portion of 
the coverage under the Benefit Plan at any time on a prospective basis, any such action being 
within its complete and sole discretion. When this happens, the Plan will send Members a new 
Medicare Select Policy or amendment pages that become part of this Medicare Select Policy. 
Amendments originally included with this Medicare Select Policy (if any) are attached and are 
part of this Medicare Select Policy. Future amendments may be sent at a later date and should be 
kept with this Medicare Select Policy. 

7.16 Subrogation and Reimbursement – There may be situations in which a Member has a legal 
right to recover the costs of his/her health care from a third party who may be responsible for the 
illness or injury. For example, if a Member is injured in a store, the owner may be responsible for 
the health care or other expenses for that injury; if a Member is in a motor vehicle accident, 
another driver may be responsible; if a Member becomes sick or injured in the course of his/her 
job, the employer or a workers’ compensation insurer may be responsible for health care or other 
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expenses from the illness or injury. If someone else is held legally responsible or agrees to 
compensate any Member for injuries or illness suffered by a Member, the Plan has the right to 
recover any and all benefits it has paid in connection with those injuries.  

By enrolling and accepting coverage in the Benefit Plan, a Member agrees to the following: 

(a) The entire amount collected by a Member will be considered to be a first recovery of
benefits paid under this Plan regardless of the terms of any award, agreement, regulation,
statute, etc. to the contrary. The fact that only a part of the payment is allocated to
medical, dental or disability expenses does not affect the Plan’s rights to recover all the
benefits paid in connection with the Member’s injury. The Plan shall have a lien and a
security in all such claims.

(b) The Plan will be reimbursed 100% from any and all recovery before any payment of any
existing claims including any claim made by a Member for general damages.

(c) The Plan may collect the proceeds of any settlement or judgment recovered by a Member
or the Member’s legal representative regardless of whether the Member has been fully
compensated.

(d) Every Member has an obligation to cooperate completely with the Plan. The Member
must sign all documents that may be required and take any other action necessary to
secure these Plan rights. Each Member also has an obligation to notify the Plan in writing
immediately any time the Plan may have rights against another person or entity.

(e) If a Member fails to immediately repay amounts owed to the Plan under this provision,
the Plan may withhold future payments from the Plan to satisfy the Member’s obligation.

(f) If a Member voluntarily accepts a lump sum or other settlement from the other party
without the Plan’s consent and this causes the Plan to lose its subrogation rights, the Plan
will have no obligation to pay any past, present or future benefits or expenses relating to
the injury or illness caused by the other party.

Subrogation also applies to coverage under workers’ compensation plans, disability, and lost time 
coverage, other substitute coverage, any other right of recovery or any claim payment received from 
motor vehicle insurance including no-fault insurance. In addition, it applies in the event a Member fails to 
obtain any mandated insurance coverage. The Plan reserves the right to recover expenses incurred on a 
Member’s behalf even if the recovery is made by a family member if that recovery is based on a 
Member’s injuries. At all times the Plan represents itself in subrogation and intervention interests. 
Therefore, no reduction for attorney fees, costs or expenses will be withheld from the Plan recovery. 

The Plan's right to subrogate shall not apply until the Member has been made whole for his/her illness 
or injury. 
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ARTICLE VIII 

GRIEVANCE PROCEDURE 

The Plan welcomes questions or concerns about the administration, claims practices or provision of 
Health Care Services received through the Plan, including privacy practices under 45 CFR, Parts 160-164 
of the Health Insurance Portability Act of 1996 (HIPAA). Anytime the Plan denies a claim or benefit, 
denies a Referral, or initiates disenrollment proceedings, the Plan will inform the Member of his/her right 
to file a Grievance and will provide the Member with a description of the Grievance procedure. All 
Complaints and Grievances will be reviewed according to the procedures described in this Article. 

A Member or a Member’s authorized representative has the right to request and obtain an independent 
review for disputes related to Coverage Denial Determinations or Rescission Determinations. Disputes 
solely related to administrative or eligibility decisions are not eligible for independent review. A Member 
or a Member’s authorized representative must complete this internal Grievance procedure prior to 
requesting an independent review. Members may be entitled to an expedited independent review when 
certain situations apply. Please refer to Article IX - Independent Review. Nothing in this section affects a 
Member’s right to a civil proceeding relating the Plan. 

8.1 Complaints 
Questions or Complaints about benefits and Plan operations can usually be resolved on an 
informal basis. Members are urged to try to resolve the problem by directly contacting the Health 
Care Provider or the Customer Service Department. If the Complaint cannot be resolved 
informally, a Member has the right to file a formal Grievance. 

8.2 Grievance Procedure (Routine) 
(a) How to File a Standard Grievance – Except as provided in paragraph (2) below, a

Member or a Member’s Authorized Representative must write down any concerns and
mail or deliver the written Grievance (in any form) along with copies of any supporting
documents to the Plan at:

(b) 
Mailing 
Address: 

Health Tradition Health Plan 
P.O. Box 21171 
Eagan, MN 55121 

Office 
Address: 

45 Nob Hill Road 
Madison, WI 53713 

If a Member requests information on how to file a Grievance, the Plan will offer a 
form to the Member that will assist in recording the information. There is no time 
limit for filing a Grievance. 

(c) Acknowledgement of Receipt of Grievance. The Plan will send the Member a written
notice of receipt of the Grievance within five (5) business days of the Plan receiving the
Grievance.

(d) Notice of Grievance Committee Hearing. The Member will be notified of his/her right to
appear in person before the Grievance Committee to present written or oral information,
have representation on his/her behalf and question the person or persons responsible for
making the determination that resulted in the Grievance. The notice will inform the
Member in writing of the time and place of the Grievance Committee meeting at least
seven (7) days prior to the meeting.

(e) Grievance Committee. With respect to a Grievance:

(1) The Grievance Committee will not include any person who made the initial benefit
determination or any person who is a subordinate of any person who made the initial
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benefit determination. 

(2) The Grievance Committee will consult a health care professional who has appropriate
training and experience in the field of medicine involved in any medical judgment
upon which the benefit determination is based, in whole or in part, including
determinations relating to medical necessity, medical appropriateness, experimental
treatments and investigational treatments. The health care professional will not be a
person who was involved in the initial benefit determination or a person who was a
subordinate of any person who was involved in the initial benefit determination.

(3) The Plan will provide access to including, upon request, copies of documents, records
and other information relevant to the claim including the claims file and identification
of any medical or vocational expert whose advice the Plan obtained in making the
initial benefit determination.

(4) If the Grievance Committee considers new or additional information in connection
with the Grievance or makes an adverse determination based on a new or additional
rationale, the Committee will provide the information or rationale to the Member as
soon as possible and sufficiently in advance of the date on which the Committee’s
final resolution is due to give the Member a reasonable opportunity to respond prior
to the Committee’s final resolution.

(f) Copy of Member Policy. The Plan will mail or electronically mail to the Member or
Member’s authorized representative, upon written request, a complete copy of the policy
within three (3) business days.

(g) Resolution of Grievance. The Member will be notified of the decision of the Grievance
Committee within thirty (30) calendar days of receipt, and the Member will be informed
of his/her right to an independent review by an independent review organization that has
been certified by the Wisconsin Office of the Commissioner of Insurance. If the Plan is
not able to resolve the Grievance within 30 calendar days, the time period may be
extended an additional 30 calendar days. If an extension is required, the Plan will notify
the Member in writing of the reasons for the extension and when resolution may be
expected. In all cases, the Plan shall provide a resolution to the Grievance within sixty
(60) days of receipt of the Grievance.

8.3 Expedited Grievance Procedure – A Member or a Member’s Authorized Representative may 
request that a Grievance be resolved on an expedited basis for an Urgent Care situation. Grievances 
handled on an expedited basis will be resolved within 72 hours after the Grievance is received. 

8.4 Right to File a Complaint with Wisconsin Office of the Commissioner of Insurance – Members may 
resolve a problem by taking the steps described in the grievance procedure above. He or she may 
also contact the OFFICE OF THE COMMISSIONER OF INSURANCE, a state agency that enforces 
Wisconsin's insurance laws, and file a complaint. Members can file a complaint electronically with 
the OFFICE OF THE COMMISSIONER OF INSURANCE on it’s website at 
ocicomplaints@wisconsin.gov or by writing to:  

Office of the Commissioner of Insurance 
Complaints Department 
P.O. Box 7873 
Madison, WI 53707-7873 

Members can also call 800.236.8517 and request a complaint form. 

mailto:ocicomplaints@wisconsin.gov
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ARTICLE IX 

INDEPENDENT REVIEW PROCEDURE 

The independent review process provides Members with the right to have certain denials for claims or 
services reviewed by an organization that is not associated with the Plan. This organization is called an 
Independent Review Organization (IRO). 

9.1 Right to an Independent Review – A Member or the Member’s authorized representative have 
the right to request and obtain an independent review for disputes related to Coverage Denial 
Determinations or Rescission Determinations. Disputes solely related to administrative or 
eligibility decisions are not eligible for Independent Review. A Member or the Member’s 
authorized representative must complete this internal grievance procedure prior to requesting an 
independent review. Members may be entitled to an expedited independent review when certain 
situations apply, as described in this section. Nothing in this section affects a Member’s right to 
commence a civil proceeding relating to a Coverage Denial Determination. 

9.2 Definitions for Independent Review 

(a) Adverse Determination – A determination by the Plan to which all of the following apply:

(1) The Plan has reviewed a Member’s admission to an Institutional Health Care
Provider, the availability of care, the continued stay or any other treatment for a
Covered Service.

(2) Based on the information provided, the Health Care Services do not meet the Plan’s
requirements for Medical Necessity, appropriateness, health care setting, level of care
or effectiveness.

(3) Based on the information provided, the Plan reduced, denied or terminated the Health
Care Services or payment for the Health Care Services.

(4) The amount of the reduction, cost, or expected cost of the denied or terminated
Health Care Services or payment exceeds, or will exceed, $295 during the course of
the treatment.

An Adverse Determination includes the denial of a Referral request for Health Care 
Services from an Out-of-Network Health Care Provider. The right to independent review 
applies only when a Member feels the Out-of-Network Health Care Provider’s clinical 
expertise may be Medically Necessary for treatment and the expertise is not available 
from an In-Network Health Care Provider. 

(b) Coverage Denial Determination – An Adverse Determination, Experimental Treatment
Determination, a Pre-existing Condition Exclusion Denial Determination, or a Rescission
Determination.

(c) Experimental Treatment Determination – A decision by the Plan to which all of the
following apply: 

(1) The Plan has reviewed the proposed treatment.

(2) Based on the information provided, the Plan has determined the treatment is
Experimental.
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(3) Based on the information provided, the Plan denied the treatment or payment for the
treatment.

(4) The amount of the reduction, cost, or expected cost of the denied or terminated
treatment or payment exceeds, or will exceed $295 during the course of the
treatment.

(d) Pre-existing Condition Exclusion Denial Determination – A decision by or on behalf of
the Plan denying payment or terminating treatment on the basis of a Pre-existing
Condition exclusion.

(e) Rescission Determination – A decision by the Plan to withdraw coverage back to the
initial date of coverage, modify the terms of the Benefit Plan or adjust the Premium rate
by more than 25% from the Premium in effect during the period of contestability. A
modification of Premium based on a Member’s age or a rate increase uniformly applied
to all Members is not a rescission.

9.3 Procedure for Independent Review 

(a) The Member must select an IRO from independent review organizations certified by the
Wisconsin Office of the Commissioner of Insurance (OCI).

(b) The Member must request the independent review in writing. The request must contain:

(1) The Member’s name, address and phone number.

(2) The name of the selected IRO.

(3) If someone else is filing on the Member’s behalf, a statement signed by the Member
authorizing that person to be the Member’s Authorized Representative.

(4) The Member may also include an explanation of why s/he believes that the Health
Care Services should have been covered and any additional documentation or
information that supports the Member’s position.

(c) The Plan will mail or electronically mail to the Member or Member’s Authorized
Representative, upon written request, a complete copy of the policy within three (3)
business days.

(d) The request for an independent review must be sent or delivered to the Plan at the
following address:

Mailing 
Address: 

Health Tradition Health Plan 
P.O. Box 21171 
Eagan, MN 55121 

Office 
Address: 

45 Nob Hill Road 
Madison, WI 53713 

9.4 Time Limit for Requesting an Independent Review – The Member must request the 
independent review within four months of the date of the Coverage Denial Determination, Pre-
existing Condition Exclusion Denial, or Rescission Determination, or from the date of receipt of 
notice of the Grievance Committee decision, whichever is later. 
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9.5 Expedited Independent Review 

(a) Description of Expedited Independent Review Criteria. The Member is not required to
complete the Grievance procedure through the Grievance Committee before requesting
an independent review if either of the following situations apply, as outlined in s. 632.835
(2) (d), Wis. Stats.

(1) The Plan and Member, or the Member’s Authorized Representative, agree to proceed
directly to independent review.

or

(2) The Member needs immediate medical care and the IRO determines the requirement
to complete the entire Grievance procedure before proceeding to independent review
would jeopardize the Member’s life, health or ability to regain maximum function.

(b) How to Request an Expedited Independent Review. The Member must submit the request
for an independent review to the Plan and the selected IRO at the same time, with a
request to bypass the Grievance procedure.

(c) The IRO will review the request and decide if an immediate review is needed.

(1) If the IRO decides an immediate review is needed, it will expedite the review the
dispute.

(2) If the IRO decides that the Member’s health condition does not require immediate
review of his/her dispute, it will notify the Member to first complete the Grievance
procedure.

9.6 Decision of Independent Review Organization 

(a) The decision of the IRO for Coverage Denial Determination is binding on the Plan and
the Member. The decision of the IRO for a Pre-Existing Condition Exclusion Denial
Determination or Rescission

(b) Determination is binding only on the Plan.

9.7 Current List of Certified Independent Review Organizations 

A listing of certified independent review organizations may be obtained by calling the Plan. 
Additional information may also be obtained from the Office of the Commissioner of Insurance 
(OCI) at 800.236.8517 or OCI’s website at www.oci.wi.gov. 

Be sure to select an IRO that has been certified for your type of dispute. Notice that a separate list 
of IROs has been certified for reviewing disputes related to Pre-existing Condition Exclusion 
Denials or Rescission Determinations. 

http://www.oci.wi.gov/
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ARTICLE X 

NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE 
REVIEW IT CAREFULLY 

We are Health Tradition Health Plan (the “Health Plan” or “we”). Under the law we are a separate legal 
entity distinct from your employer that sponsors your health benefit. By law, Health Tradition must 
maintain the confidentiality of medical information. Health Tradition takes precautions both in the use 
and disclosure of information to minimize the risk of inappropriate use or disclosure. Federal law requires 
this Notice outline the practices of Health Tradition Health Plan in handling medical information. The 
same law requires that Wisconsin law be referenced when it would further restrict the use or disclosure of 
information. This Notice reflects the greater privacy protections and rights afforded by the Wisconsin 
patient confidentiality, mental health and HIV testing statutes. When state and federal privacy laws differ, 
and Wisconsin law is more protective of your information or provides you with greater access to your 
information, then state law will override federal law. 

The federal government defines protected health information as any information, whether oral, electronic 
or paper, which is created or received by Health Tradition and relates to a Member’s health care or 
payment for the provision of health care. This includes medical information used to make a decision 
about your health care coverage, as well as your name, address and telephone number. 

Health Tradition’s Legal Duties: 

(a) By law, Health Tradition must keep protected health information private

(b) Health Tradition will follow the rules of its Privacy Notice currently in effect

(c) We are also required to give you this notice about our privacy practices, our legal duties
and your rights concerning your medical information

(d) This notice takes effect April 14, 2003, and will remain in effect until we replace it

We reserve the right to change our privacy practices and the terms of this notice at any time, provided 
such changes are permitted by applicable law. We reserve the right to make the changes in our privacy 
practices and the new terms of our notice effective for all medical information that we maintain, including 
medical information we created or received before we made the changes. Before we make a significant 
change in our privacy practices, we will change this notice and send the new notice available to our health 
plan subscribers at the time of the change. 

You may request a copy of our notice at any time. For more information about our privacy practices, or 
for additional copies of this notice, please contact us using the information listed at the end of this notice. 
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INFORMATION ABOUT THIS NOTICE 

(a) The effective date of this Notice is April 14, 2003

(b) A paper copy of this Notice will be provided upon request

(c) Health Tradition reserves the right to change the terms of this Notice and make the new
Notice provisions effective for all Protected Health Information maintained

(d) When the Notice is revised, it will be available upon request either at Health Tradition
facilities or by mail and will be posted in a clear and prominent location at each physical
service delivery sites

HOW HEALTH TRADITION MAY USE OR DISCLOSE YOUR PROTECTED HEALTH 
INFORMATION 

The following categories describe the ways that Health Tradition may use and disclose your health 
information. For each category of uses and disclosures, we will explain what we mean and present some 
examples. Not every use or disclosure in a category will be listed. However, all the ways we are permitted 
to use and disclose information will fall within one of the categories. 

Treatment 

We may use or disclose your medical information to a physician or other health care provider in order to 
provide treatment to you. 

Payment 

Health Tradition may use or disclose health information to determine eligibility for plan benefits, obtain 
premiums, facilitate payment for the treatment and services received from health care providers, 
determine plan responsibility for benefits, issue explanation of benefits to the person who subscribes to 
the Plan and to coordinate benefits. For example, payment functions may include reviewing the medical 
necessity of health care services, determining whether a particular treatment is experimental or 
investigational, or determining whether a treatment is covered under your plan. We may disclose your 
medical information to a health care provider or entity subject to the federal Privacy Rules, so they can 
obtain payment or engage in these payment activities. We may need your written permission to disclose 
information taken from your mental health treatment records or HIV test results for payment purposes. 

Health Care Operations 

Health Tradition may use and disclose protected health information to carry out necessary insurance-
related activities. For example, such activities may include: 

(a) Underwriting, premium rating and other activities relating to plan coverage

(b) Reviewing the competence or qualifications of health care professionals, evaluating
practitioner and provider performance, conducting training programs, accreditation,
certification, licensing or credentialing activities

(c) Conducting quality assessment and improvement activities; submitting claims for stop-
loss coverage

(d) Conducting or arranging for medical review, legal services, audit services, and fraud and
abuse detection programs
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(e) Business planning and development

(f) Business management and general administration, including management activities
relating to privacy, customer service, resolution of internal grievances and creating de-
identified medical information or a limited data set

We may disclose your medical information to another entity, which has a relationship with you and is 
subject to the federal Privacy Rules, for their health care operations relating to quality assessment and 
improvement activities, reviewing the competence or qualifications of health care professionals or 
detecting or preventing health care fraud and abuse. We may need your written permission to disclose 
medical information or information taken from your mental health treatment records or HIV test results 
for health care operations. 

On Your Authorization 

You may give us written authorization to use your medical information or to disclose it to anyone for any 
purpose. If you give us authorization, you may revoke it in writing at any time. Your revocation will not 
affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us  
written authorization, we cannot use or disclose your medical information for any reason except those 
described in this notice. 

Health-Related Benefits and Services 

Health Tradition may use your medical information to contact you with information about health-related 
benefits and services or about treatment alternatives that may be of interest. With your written permission, 
we may disclose your medical information to a business associate to assist us in these activities. We may 
use or disclose your medical information to encourage you to purchase or use a product or service by 
face-to-face communication or to provide you with promotional gifts. 

Individuals Involved in Care and Notification 

With your written permission, Health Tradition may disclose Protected Health Information to a family 
member or legal representative to the extent necessary to help with the care of or payment for a Health 
Tradition member. 

If a member is accompanied by family or friends while insurance related activities are provided, 
permission to disclose Protected Health Information will be presumed by the health plan unless the 
member states otherwise. Before we disclose your medical information to a person involved in your 
health care or payment for your health care, we will provide you with an opportunity to object to such 
uses or disclosures. 

If you are not present, or in the event of your incapacity or an emergency, we will disclose your medical 
information based on our professional judgment of whether the disclosure would be in your best interest. 

Wisconsin law requires a written authorization to release health information in most situations to family 
members or friends except in the case of an emergency. We may not disclose confidential medical 
information, or any information taken from mental health treatment records or HIV test results in these 
circumstances without your written permission. 

Required By Law 

Health Tradition will use or disclose Protected Health Information when required by federal, state or local 
law. You may be able to opt out of use or disclosure of your medical information for (a) research purposes 
or (b) pursuant to a written request from a government agency, unless law requires the disclosure. 
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We may not disclose HIV test results and certain confidential medical information or mental health 
treatment records for certain of these purposes without your written permission, unless required by law. 

Disaster Relief 

Health Tradition may use or disclose your name and location to a public or private entity 
authorized by law or by its charter to assist in disaster relief efforts. We may not disclose 
confidential medical information (except in response to a written request from a government 
agency) or any information taken from mental health treatment records or HIV test results in these 
circumstances without your written permission. 

To Avert a Serious Threat of Harm 

Health Tradition may use and disclose Protected Health Information to warn of a serious threat to 
the health or safety of a member or the health or safety of the public or another person. 

Organ and Tissue Donation 

Health Tradition may disclose your health information to organizations involved in procuring, 
banking or transplanting organs and tissues, as necessary. 

Military and Veterans 

If a member is a member of the Armed Forces, Health Tradition may release Protected Health 
Information as required by military command authorities. Health Tradition may also release Protected 
Health Information about foreign military personnel to the appropriate foreign military authority. 

Workers’ Compensation 

Health Tradition may disclose Protected Health Information regarding work-related illness or 
injury, including to employers, when a member is pursuing a workers’ compensation claim, as 
authorized by state workers’ compensation laws. 

Public Health Purposes 

Health Tradition may disclose Protected Health Information for public health purposes. 
Release may occur for the following reasons: 

(a) To prevent or control disease or injury

(b) To report births and deaths

(c) To report maltreatment of a child or vulnerable adult, or domestic violence

(d) To report to the federal government adverse reactions to medication or safety problems
with FDA-regulated products 

(e) To notify people of product recalls

HIV Test Results 

Your HIV test results, if any, may be disclosed as set forth in Wisconsin Statutes § 252.15(5)(a). A 
listing of the persons or circumstances set forth in that statute is available on request. 
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Health Oversight Activities 

Health Tradition may disclose Protected Health Information to health oversight agencies where 
authorized by law. Oversight activities might include, for example, licensure, accreditation, audits 
and investigations. 

Lawsuits and Other Judicial Proceedings 

Health Tradition may disclose Protected Health Information in response to a Court or Administrative 
Order. Health Tradition may also disclose Protected Health Information in response to certain types 
of subpoenas, discovery requests or other lawful process. 

Law Enforcement Activities 

Health Tradition may disclose Protected Health Information to law enforcement officials: 

(a) In response to a Court Order, subpoena, warrant or other type of process

(b) To identify a suspect, fugitive or missing person

(c) About the victim of a crime under certain limited circumstances

(d) About a death believed to be a result of criminal conduct

(e) About a crime committed on Health Tradition premises

(f) In emergency circumstances when necessary to maintain safety and security of Health
Tradition personnel and members

(g) To correctional institutions regarding inmates

Coroners, Medical Examiners and Funeral Directors 

Health Tradition may release Protected Health Information to a coroner or medical examiner 
when necessary to identify the deceased or determine the cause of death. Release of information 
to funeral directors may occur when necessary to carry out the function of the funeral director. 

National Security Activities 

Health Tradition may release Protected Health Information to the military and authorized federal 
officials for lawful intelligence, counterintelligence or other national security activities authorized 
by law. 
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MEMBERS’ RIGHTS WITH RESPECT TO PROTECTED HEALTH INFORMATION 

Right to Access 

A Member has the right to look at or get copies of Protected Health Information in Health Tradition’s 
designated record set about that member. You may request that we provide copies in a format other 
than photocopies, although we may not be able to accommodate those requests. This includes 
membership, medical and claims records used to make decisions about your plan benefits. 

A request to look at and copy must be submitted in writing to Privacy Officer, Health Tradition 
Health Plan, P.O. Box 21171, Eagan, MN 55121. You may obtain a form to request access from the 
Privacy Officer also. If a copy is requested, a fee may be charged to cover expenses associated with 
your request. If you request an alternative format, we will charge a cost-based fee for providing 
your medical information in that format. If you prefer, we will prepare a summary or an explanation 
of your medical information for a fee. Contact us using the information listed at the end of the 
notice for information on our fee structure. 

Health Tradition may deny a request to inspect and copy a designated record set under certain 
limited circumstances. If a Member is denied access to the information, the Member may request a 
review of the denial. Another licensed health care professional within Health Tradition will review 
the request and denial. Health Tradition will comply with the outcome of the review. 

Right to Request Amendment 

A Member has the right to request Protected Health Information, including mental health treatment 
records or information in Health Tradition’s designated record set be amended. A request to amend 
must be submitted in writing to Privacy Officer, Health Tradition Health Plan, P.O. Box 21171, 
Eagan, MN 55121. The request must include a reason to support the amendment. Health Tradition 
may deny a request for amendment based upon any of the following circumstances: 

(a) The request is not in writing or does not include a supporting reason

(b) The information you want to change was not created by Health Tradition, and the person
or entity that created the information remains available to amend the information

(c) The information would not be available for inspection

(d) The information is not part of designated record set

(e) The information in the designated record set is accurate and complete

If we deny your request, we will provide you a written explanation. You may respond with a 
statement of disagreement to be appended to the information you wanted amended. If we accept 
your request to amend the information, we will make reasonable efforts to inform others, including 
people you name, of the amendment and to include the changes in any future disclosures of that 
information. 

Right to Accounting of Disclosure 

A Member has a right to the accounting of disclosures made by Health Tradition or our Business 
Associates of Protected Health Information about that Member. This accounting does not include 
disclosures to carry out payment and health care operations; disclosures authorized by you; and for 
certain other activities; or that occurred prior to April 14, 2003. 
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We will provide you with the date on which we made the disclosure, the name of the person or 
entity to which we disclosed your medical information, a description of the medical information 
we disclosed, the reason for the disclosure and certain other information. 

You also have the right to request a disclosure accounting of all written disclosures of your mental 
health treatment records. 

A request for an accounting must be submitted in writing to Privacy Officer, Health Tradition 
Health Plan, P.O. Box 21171, Eagan, MN 55121. The request must state a time period (no longer 
than six years) and indicate in what form the list should be provided. The first list within a 12-
month period is free. For additional lists, Health Tradition may charge for the costs of providing 
the accounting. Contact us using the information listed at the end of the notice for information on 
our fee structure. 

Right to Request Restrictions 

A Member has a right to request a restriction or limits on the use or disclosure of Protected Health 
Information. Such requests for restriction must be in writing. Health Tradition is not required to 
agree to this request, but if we do, we will abide by our agreement (except in an emergency). Any 
agreement to additional restrictions must be in writing and signed by a person authorized to make 
such an agreement on our behalf. We will not be bound unless our agreement is so memorialized in 
writing. 

Right to Request Confidential Communication 

You have the right to receive your Protected Health Information through a reasonable alternative 
means or at an alternative location. To request confidential communications, you must submit your 
request in writing to Privacy Officer, Health Tradition Health Plan, P.O. Box 21171, Eagan, MN 
55121. We are not required to agree to your request. 

We must accommodate your request if it is reasonable, specifies the alternative means or location, 
and continues to permit us to collect premiums and pay claims under your plan, including issuance of 
explanations of benefits to the subscriber of the Plan. An explanation of benefits issued to the 
subscriber for health care that you received for which you did not request confidential 
communications or about the subscriber or others covered by the Plan may contain sufficient 
information to reveal that you obtained health care for which we paid, even though you requested 
that we communicate with you about that health care in confidence. 

Consent/Authorization 

Except as described above or specifically required or permitted by law, Health Tradition will not use or 
disclose your Protected Health Information without a specific authorization from you or an appropriate 
legal representative. An authorization is your signed, written permission to release Protected Health 
Information. You may be asked to sign the same authorization form periodically as required by state or 
federal law. 

If authorization is provided, it may be revoked in writing at any time. Written revocation of 
authorization must be submitted to Privacy Officer, Health Tradition Health Plan, P.O. Box 21171, 
Eagan, MN 55121. Once authorization is revoked, Health Tradition will no longer use or disclose 
Protected Health Information, except to the extent Health Tradition has already taken action in 
reasonable reliance on it. 
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Complaints 

If you are concerned that we may have violated your privacy rights, or you disagree with a decision 
we made about access to your medical information or in response to a request you made to amend or 
restrict the use or disclosure of your medical information or to have us communicate with you by 
alternative means or at alternative locations, you may complain to us using the contact information 
listed at the end of this notice. 

Complaints or concerns about Health Tradition’s use or disclosure of Protected Health 
Information may be forwarded to Health Tradition. Submit complaints or concerns to Health 
Tradition in writing to: 

Privacy Officer 
Health Tradition Health 
Plan P.O. Box 21171 
Eagan, MN 55121 

877.832.1823 

A member will not be retaliated against specifically for filing a complaint about Health Tradition’s 
privacy practices. Health Tradition reserves the right, however, to take necessary and appropriate 
action to maintain an environment that serves the best interests of its members and staff. If you 
believe your privacy rights have been violated, you may file a complaint with the Secretary of the 
Department of Health and Human Services. We will provide you with the address to file your 
complaint with DHHS. 

For more information about any of Health Tradition’s Privacy Practices, call 877.832.1823. 
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