
The U.S. Healthcare System: A Comprehensive 
Guide
Navigating the United States medical system can be challenging, especially if you're 
unfamiliar with how it works. This guide provides clear, layman-friendly explanations of 
key topics. Each section below will help you confidently find the care you need and make 
informed decisions about your health.



Overview of the U.S. Healthcare System

The U.S. healthcare system is a mix of private and public elements. Unlike many 
countries, the U.S. does not have a single universal health coverage system for all 
residents. Healthcare services are delivered by a combination of private hospitals and 
clinics, and they are paid for through a blend of government programs, private insurance, 
and out-of-pocket payments. In fact, the U.S. is the only developed nation without 
universal health coverage – a significant portion of the population may be uninsured at 
any given time.

High Costs and High Quality: The U.S. spends more on healthcare per person than any 
other country, yet, unfortunately, this doesn't always translate to better health outcomes 
overall. Medical care in the U.S. can be very expensive if you do not have adequate health 
insurance. On the other hand, those who can access it receive care from some of the 
world's top hospitals and specialists. The country is a leader in medical research and 
technology, home to renowned centers like the Mayo Clinic and Cleveland Clinic, and 
offers cutting-edge treatments. Many Americans benefit from advanced preventive care 
and a wide choice of providers – for example, people with insurance can often choose 
their primary care doctor or specialists, especially if they stay within their insurance 
network.

Role of Insurance: Health insurance is critical in the U.S. system. Most Americans get 
health coverage through either an employer or a government program, and this coverage 
helps pay for doctor visits, hospital stays, medications, and more. Those without 
insurance face the full burden of medical costs, which can be financially devastating. 
Major healthcare reforms, such as the Affordable Care Act (ACA) of 2010, have aimed to 
increase access to insurance and consumer protections. The ACA established an online 
Health Insurance Marketplace (HealthCare.gov) where people can shop for private 
insurance plans, often with income-based subsidies to make them more affordable. It 
also required that insurers cannot deny coverage for pre-existing conditions or set 
lifetime limits on essential benefits. Government programs like Medicare and Medicaid 
provide coverage to eligible groups (which we'll cover below). Despite these programs, 
understanding how to get and use your coverage can be daunting – the following 
sections will break down the essentials.

Types of Health Insurance in the U.S.

There are several types of health insurance coverage available in the United States. The 
kind of insurance you have (or qualify for) will affect how you get healthcare and what 
costs you pay. Here are the main types:



Employer-Sponsored Insurance (Group Plans): Many people get insurance through a 
job. An employer-sponsored plan is a group insurance policy offered to employees 
(and often their families). In fact, employer-sponsored coverage is the most common 
form of health insurance for Americans under 65. Typically, your employer pays part 
of the premium and you pay the rest (often pre-tax from your paycheck). These plans 
may be managed by private insurance companies, but your employer negotiates 
them. If you or a family member works for a medium or large company, chances are 
you can enroll in a health plan through that employer. Tip: If you have a choice of 
plans at work, compare their benefits and costs during your employer’s open 
enrollment period. Employer plans generally require you to use a network of doctors 
and hospitals that the insurance company has contracted with. You can still choose 
your doctors, but you’ll save money by picking in-network providers.
Individual Insurance (ACA Marketplace Plans or Private Plans): If you don't get 
coverage through a job, you can purchase your own insurance. The Affordable Care 
Act set up a Marketplace (HealthCare.gov or a state exchange) where individuals and 
families can buy private health plans. These are sometimes called ACA plans or 
exchange plans. All Marketplace plans must cover a core set of benefits (including 
doctor visits, hospitalization, prescriptions, mental health, maternity, etc.) and cannot 
charge more or deny you for pre-existing conditions. Depending on your income, you 
might get a subsidy (tax credit) to lower your monthly premium on these plans. You 
can enroll during an annual Open Enrollment Period (usually November to mid-
January) or if you have a qualifying life event (Special Enrollment, like losing other 
coverage, moving, or having a baby). Some people also buy individual health plans off 
the Marketplace (directly from an insurance company or through a broker); these 
plans are similar but you won’t get ACA subsidies that way. Whether on or off the 
exchange, individual private plans typically come in different levels (Bronze, Silver, 
Gold, Platinum) that indicate how costs are split between you and the insurer. Bronze 
plans have the lowest premiums but highest out-of-pocket costs, while Platinum have 
the highest premiums but pay more of your costs when you need care. Choose based 
on what you can afford monthly versus how much healthcare you expect to use.
Medicaid: Medicaid is a public insurance program for people with limited income or 
resources. It’s jointly funded by federal and state governments and administered by 
states. It primarily covers low-income individuals, including eligible children, 
pregnant women, parents, seniors, and people with disabilities. Medicaid eligibility 
and benefits vary by state, but under the ACA many states expanded Medicaid to 
cover all adults below a certain income threshold. If you qualify, Medicaid can 
provide comprehensive coverage at little to no cost. For example, routine doctor visits, 
hospital stays, long-term care, and more are covered. People with Medicaid usually 
pay no premiums and only small co-pays, if any. CHIP (Children’s Health Insurance 
Program) is a related program that covers children in families who earn too much for 
Medicaid but not enough to afford private insurance. To see if you qualify for 



Medicaid or CHIP, you can apply through the Marketplace or contact your state 
Medicaid agency. Important: Being on Medicaid does not cost you money in 
premiums; providers are paid by the program. Each state may have its own name for 
Medicaid (e.g., “Medi-Cal” in California or “MassHealth” in Massachusetts). Eligibility 
is based on income and sometimes other factors (like disability status or pregnancy).

Medicare: Medicare is the federal health insurance program mainly for seniors (65 
and older). It also covers some younger people with certain disabilities or serious 
kidney failure. Medicare is run by the federal government (Centers for Medicare & 
Medicaid Services). It’s not based on income – rather, most people become eligible at 
65 if they or their spouse paid Medicare taxes during their working years. Medicare 
has different “Parts”: Part A covers hospital care, Part B covers outpatient care (doctor 
visits, tests, etc.), Part D covers prescription drugs, and Part C (Medicare Advantage) is 
an option to get Parts A and B (and often D) through private insurance plans. 
Traditional Medicare (Parts A & B) covers many services, but you generally still pay 
part of the cost (deductibles and 20% coinsurance). Many seniors buy Medigap 
supplemental insurance or join a Medicare Advantage plan to limit their out-of-
pocket costs. Medicare has its own enrollment periods and rules, and it is separate 
from the Marketplace/ACA plans. If you’re approaching 65, you should learn about 
Medicare enrollment to avoid penalties. Key point: Medicare is an individual benefit 
(not usually family coverage), and it has standardized coverage nationwide – so it 
doesn’t matter which state you live in, the core benefits are the same.



Other Public Programs: There are other specialized government health programs for 
certain groups. For example, TRICARE provides coverage for active-duty military, 
retirees, and military families; the VA (Department of Veterans Affairs) provides care 
for eligible veterans; and the Indian Health Service (IHS) provides health services for 
Native American and Alaska Native peoples. These programs have their own 
eligibility rules and facilities. If you fall into one of these groups, you would use those 
services in addition to or instead of the mainstream insurance options above.
Short-Term and Other Private Plans: Outside of the comprehensive insurance types 
above, there are short-term health plans and other limited benefit plans sold by 
private insurers. These are generally not recommended for long-term coverage – 
they are not required to cover the essential benefits and can exclude pre-existing 
conditions. Use caution with these; they might be a temporary option if you’re 
between jobs, but they offer much less protection and are not guaranteed-renewable.

When choosing a plan type, many people end up with a combination of these over their 
lifetime. For instance, you might start on your parent’s or school’s plan, then get an 
employer plan as an adult, maybe use Medicaid during a period of low income or 
unemployment, and then transition to Medicare at 65. If you have access to multiple 
options (say, a job plan and a spouse’s plan, or Medicaid eligibility and a job plan), 
compare the costs and coverages to decide which to use. Remember that having some 
insurance is extremely important to protect both your health and finances. The next 
section explains how to evaluate and enroll in a plan that fits your needs.

Choosing and Enrolling in a Health Insurance Plan

Selecting a health insurance plan can feel overwhelming, but breaking it down into a few 
key considerations will simplify the process. Whether you’re picking from employer-
based options or buying your own plan, here’s how to choose wisely and get enrolled:



1. Consider Your Health Needs and Budget: Before comparing plans, think about the 
health services you anticipate needing. Do you visit the doctor frequently or take 
prescription medications? Do you have any planned surgeries or chronic conditions? If 
you expect to use a lot of healthcare, a plan with a higher premium but lower out-of-
pocket costs (like a Gold-level plan on the Marketplace or a richer employer plan) may 
save you money in the long run. On the other hand, if you are young and rarely see a 
doctor, a lower-premium, higher-deductible plan might make sense. Always balance the 
monthly premium against potential costs like the deductible and copays/coinsurance 
when you need care. Essentially, plans with cheaper premiums usually make you pay 
more when you actually get sick, and vice versa.

2. Understand Key Insurance Terms (Premiums, Deductibles, etc.): To choose well, you 
need to know the terminology (covered in detail in the next section). In brief: the 
premium is your monthly payment for the plan; the deductible is how much you pay out-
of-pocket for covered services each year before insurance starts paying; copayments are 
flat fees for visits or drugs; coinsurance is a percentage of costs you pay after the 
deductible; and the out-of-pocket maximum is the most you would pay in a year before 
insurance covers 100%. Check each plan’s costs. For example, one plan might have a 
higher premium but a low deductible and small copays, while another has a low 
premium but you must pay the first $5,000 of your care (deductible) yourself. Also note 
the plan’s network type: common types are HMO, PPO, EPO, POS – these determine 
which doctors you can see and whether you need referrals for specialists. An HMO 



usually restricts you to a network and requires a referral from a primary doctor to see a 
specialist, whereas a PPO gives more flexibility to go out-of-network (at higher cost) and 
typically no referrals needed. Make sure you’re comfortable with the plan’s rules.

3. Check That Your Preferred Providers and Medications Are Covered: If you have 
favorite doctors or a preferred clinic, verify that they “accept” the insurance you’re 
considering (i.e., they are in the plan’s network). Using in-network providers saves you 
money. If you have specific prescription medications, look at the plan’s formulary 
(covered drug list) to ensure your meds are included and see what tier or copay applies. 
This is especially important if you require expensive brand-name drugs – different plans 
may cover them differently. Don’t hesitate to call the insurance’s customer service or use 
their online provider search tool to confirm your doctors and hospitals are covered.

4. Take Advantage of Enrollment Periods and Assistance: If you’re getting insurance 
through a job, your employer will have an open enrollment period (often once a year) 
where you can sign up or change plans. If you’re using the ACA Marketplace 
(HealthCare.gov or a state site), open enrollment is usually in the late fall. Outside of 
those times, you can only enroll if you have a qualifying life event (like losing other 
coverage, moving states, getting married, etc.) which grants a Special Enrollment Period. 
Mark these dates on your calendar and don’t miss the deadline. If you find the process 
confusing, help is available – licensed insurance brokers and trained navigators can 
assist you (often for free). The Marketplace website has a “find local help” feature. You can 
also call the Marketplace call center or your state’s insurance department for guidance.

5. Fill Out the Application and Submit Required Documents: Enrolling typically involves 
an application. For job-based insurance, this might be a form where you pick which plan 
you want and list any family members to cover. For Marketplace insurance, you’ll fill out 
an application online or by phone, which will ask for information about your household, 
income, and any current coverage. Based on that, it will tell you if you qualify for 
Medicaid, CHIP, or subsidies for Marketplace plans. Provide accurate information – if 
your income is low, you might be directed to Medicaid or get a significant discount on 
premiums. If you’re eligible for a subsidy, the application can apply it immediately to 
lower your monthly premium. You will need to provide proof of things like income or 
immigration status if requested. Once you choose a plan, you’ll pay the first premium to 
activate it. Tip: If you have a gap between applying and when coverage starts (for 
example, you enroll in November for a plan starting January 1), pay attention to payment 
deadlines so your coverage actually takes effect.

6. Review and Keep Proof of Insurance: After enrollment, you will receive insurance cards 
and plan documents. Review your new member materials. It’s wise to keep a copy of your 
enrollment confirmation and insurance card handy. You’ll need that card when you go to 
the doctor or pharmacy to prove you have coverage. The card will show your policy 
number, group number (if employer plan), and important phone numbers for customer 



service. Don’t be shy about calling your insurer if you have questions about how to use 
your plan – they can explain which services need prior approval, how to find in-network 
providers, etc.

Choosing insurance can be complex, but taking it step by step – understanding your 
needs, knowing the costs and terms, verifying coverage of your doctors/meds, and 
enrolling on time – will set you up with the right protection. If you are ever uninsured, 
remember that you may qualify for Medicaid or a special enrollment to get covered; going 
without any insurance in the U.S. is risky due to the high cost of care. Once you have a 
plan, the next step is using it wisely: the coming sections discuss finding doctors, making 
appointments, and getting the most out of the healthcare system.

Understanding Health Insurance Costs and Terms (Premiums, 
Deductibles, Copays, etc.)

Health insurance comes with its own vocabulary. Understanding these basic terms will 
help you anticipate what you’ll pay and avoid surprises. Here are the key concepts 
explained in plain language:

Premium: This is the amount you pay for your health insurance every month. It’s like 
a subscription fee to have coverage. If you have job-based insurance, your employer 
often deducts your premium share from your paycheck (and they pay the rest). If you 
have a Marketplace or private plan, you might pay the insurer directly each month. 
You pay the premium whether or not you go to the doctor in that month. Keep paying 
your premiums on time, or you could lose coverage. (Think of it like a gym 
membership fee – you pay to have the option to use the gym, even if you don’t go 
that month.)
Deductible: The deductible is the amount you must pay out-of-pocket for covered 
health services before the insurance plan starts paying. For example, if your plan has 
a $2,000 deductible, you’ll pay for the first $2,000 of medical services yourself, and 
after that the insurance kicks in (for the rest of that year). Typically, each new plan 
year, the deductible resets. Some plans have separate deductibles for specific benefits 
(like a separate prescription drug deductible). Importantly, many plans exclude 
certain preventive services from the deductible, meaning the insurer pays for things 
like routine checkups or vaccines even if you haven’t met the deductible. Check your 
plan details: all ACA-compliant plans cover preventive care at 100% without 
applying the deductible. Plans with low premiums usually have higher deductibles, 
and plans with higher premiums usually come with lower deductibles. If you’re 
generally healthy, you might not meet your deductible in a typical year; if you have 
lots of medical expenses, you likely will. Family plans often have an individual 



deductible (per person) and a family deductible (the total amount the family pays 
before everyone is covered).
Copayment (Copay): A copayment is a fixed dollar amount you pay for a specific 
service or prescription, typically after you have met your deductible. For instance, 
your plan might require a $25 copay for each primary care visit or $10 for a generic 
drug. You pay that flat fee at the time of service, and insurance covers the rest of the 
allowed cost. Some plans have copays even before the deductible is met (especially for 
things like doctor visits or drugs); others only apply copays after you pay the 
deductible. Example: You see a specialist with a $40 copay – you’ll pay $40, and 
insurance covers the rest of the visit cost (assuming you’ve fulfilled any deductible 
requirement). Copays are meant to be predictable costs for routine services.
Coinsurance: Coinsurance is a percentage of the cost of a service that you pay, after 
the deductible is met. For example, an 80/20 plan means once you hit your deductible, 
the insurance pays 80% of the covered expenses and you pay 20% (that 20% is the 
coinsurance). If you have a surgery that costs $10,000 and you’ve met your deductible, 
your coinsurance might be 20% = $2,000 (and the insurer pays $8,000). Common 
coinsurance splits are 80/20, 70/30, 50/50, etc. Coinsurance kicks in for services 
where no copay applies. Often expensive items like hospitalizations or ER visits 
involve coinsurance. It’s essentially cost-sharing between you and the insurance. For 
instance, “You pay 20%, we pay 80%.”
Out-of-Pocket Maximum: This is a critical safety net. The out-of-pocket max is the 
most you will pay for covered health services in a plan year, after which the 
insurance company pays 100% of covered costs. If you reach this maximum, you 
won’t have to pay any more copays or coinsurance for the rest of the year. For 
example, if your out-of-pocket limit is $7,000, and you’ve paid that amount in 
deductibles, copays, and coinsurance, then the plan will cover all further covered 
expenses at 100%. Important: Premiums do not count toward this limit, and neither 
do costs for non-covered services or out-of-network charges in many cases. The out-
of-pocket max only applies to covered expenses within the insurance network. Every 
ACA-compliant plan has a capped out-of-pocket maximum (for 2025, it’s around 
$9,450 for an individual Marketplace plan, for example). This provision protects you 
from unlimited costs in a worst-case scenario. Essentially, once you’ve paid up to that 
cap in a given year, you’ll not have to pay further bills for covered services – the plan 
takes over completely.
Networks and Referrals: Health plans usually have a network of doctors, hospitals, 
labs, and pharmacies. In-network providers have contracts with the insurer to charge 
negotiated (discounted) rates. If you go out-of-network, your cost will be much higher 
or not covered at all (depending on the plan type). An HMO (Health Maintenance 
Organization) generally won’t pay anything for out-of-network care (except 
emergencies) and requires you to use a primary care provider (PCP) for referrals to 
specialists. A PPO (Preferred Provider Organization) gives more flexibility: it covers 



out-of-network visits but at a lower rate (you might pay 40% coinsurance vs 20% in-
network, for example) and you typically don’t need referrals. EPO (Exclusive Provider 
Org) is like a stricter PPO – no out-of-network coverage, but no referrals needed in-
network. POS (Point of Service) plans are like HMOs that allow some out-of-network 
coverage with referrals. Always check if a provider is in-network before scheduling 
non-emergency care, to avoid surprise bills. Also, know if your plan needs referrals or 
prior authorizations for certain services (like MRI scans or physical therapy); this will 
be in your plan documents.
Formulary and Tiered Drug Coverage: If your plan includes prescription drug 
coverage (nearly all do), they will have a formulary – a list of covered medications 
divided into “tiers.” For example, Tier 1 might be generic drugs (lowest copay), Tier 2 
preferred brand-name drugs (higher copay), Tier 3 non-preferred brands (even higher 
copay or coinsurance), and so on. Specialty drugs (like advanced biologics) often have 
a coinsurance instead of a flat copay. When your doctor prescribes something, check 
if it’s on your formulary and what it costs. Many plans require prior authorization for 
expensive drugs or will ask you to try cheaper alternatives first (step therapy). Your 
pharmacist or doctor can help navigate this, but being aware prevents surprises at the 
pharmacy counter.

In summary, premiums are your fixed monthly cost, deductibles are what you pay 
upfront each year for care, copays/coinsurance are your share of costs for services, and 
the out-of-pocket max is your yearly spending cap on covered services. By understanding 
these, you can predict your medical expenses. For instance, if you have a $3,000 
deductible and 20% coinsurance with a $6,000 out-of-pocket max, you know that in a 
very bad health year you’d pay at most $6,000 (plus premiums) before insurance covers 
everything. Always review the Summary of Benefits and Coverage (SBC) for any plan – 
it’s a standardized document that outlines these terms for that plan, so you can compare 
plans apples-to-apples.

Finding a Primary Care Doctor or Specialist

A primary care provider (PCP) is usually your first stop for non-emergency health needs. 
This can be a family physician, an internist, a pediatrician (for children), or even a nurse 
practitioner or physician assistant in some cases. Your PCP handles general health issues, 
preventive care, and can refer you to specialists when needed. Developing an ongoing 
relationship with a primary doctor means you have someone who knows your medical 
history and can coordinate your care. Here’s how to find and choose doctors:



1. Determine What Kind of Doctor You Need: For routine care and preventive visits, start 
with a primary care doctor (generalist). If you have a specific condition, you might need a 
specialist – but often your PCP will refer you to one. Common primary care types 
include: Family Medicine (treats all ages, whole family), Internal Medicine (adults only), 
Pediatrics (children), Geriatrics (older adults). Women often use an OB/GYN for women’s 
health needs; some consider that their primary provider for those issues. When choosing 
a PCP, decide which type aligns with your needs (for example, a young single adult might 
pick an Internal Medicine doctor; a family with kids might prefer a Family Medicine 
doctor who can see the whole family). If you already know you need a specialist (like a 
dermatologist for skin issues or an orthopedist for joint pain), you may still want a PCP 
for general care, but you’ll also look for the appropriate specialist.

2. Use Your Insurance Network Directory: Start with your insurance plan’s list of in-
network providers. Most insurers have an online directory – you can search by location, 
specialty, language spoken, gender, etc. Sticking to in-network doctors is important for 
cost savings. If you already have a doctor in mind, you can search for their name to see if 
they accept your insurance. You can also call the insurance customer service number on 
your card and ask for help finding doctors in your area. If you don’t have insurance, you 
can search for community health centers or clinics with sliding fee scales.



3. Ask for Recommendations: Personal recommendations can be very helpful. Ask friends, 
family, neighbors, or coworkers which doctors they like (especially those who have the 
same insurance). You can also ask other healthcare professionals you trust – for example, 
your pharmacist, or if you’re moving, ask your current doctor to recommend a colleague 
in the new area. If you have a particular chronic condition, local patient support groups 
or advocacy organizations might have suggestions for knowledgeable doctors.

4. Evaluate the Doctor’s Credentials and Style: Once you have a few names, do a bit of 
research. Verify their credentials – are they board-certified in their specialty? (Board 
certification means the doctor has completed training and passed an exam in that field.) 
You can often find where they attended school and did their residency (though 
reputation of training is not everything, it’s just info). Check if any patient reviews are 
available online (keeping in mind that online ratings may not always fully reflect quality, 
but can give some insight into issues like wait times or office staff friendliness). Most 
importantly, consider what qualities you want: Do you prefer a doctor who is more warm 
and conversational or one who is straightforward and formal? Do you need someone 
who explains everything in detail or someone who is very efficient? You might not know 
until you meet, but if you have preferences (say, you’d like a doctor of a certain gender or 
who speaks a certain language), that can narrow your search. Many practices have 
websites or profiles where doctors introduce themselves and their philosophy of care.

5. Check Practical Details: Logistics matter. Consider the location of the office (is it 
convenient to your home or work? accessible by public transit if needed?). Look at office 
hours – will you be able to get appointments without missing work or school? Some 
offices have early morning, evening, or weekend hours. Find out which hospital(s) the 
doctor is affiliated with (this matters if you ever need hospital care – you generally want 
your doctor to have admitting privileges at a good local hospital that your insurance 
covers). Also, ensure the office is accepting new patients – not all doctors can take new 
patients, especially popular ones. You can usually find this out in the directory or by 
calling the office. If you have any particular needs (like you prefer a doctor who is 
LGBTQ-friendly or has experience with certain disabilities), you can seek out that 
information too – sometimes reviews or advocacy groups can help identify such 
providers.

6. Make an Introductory Appointment: It’s perfectly acceptable to “interview” a doctor. 
You can schedule a new patient exam or an introductory visit. Note how the office staff 
treats you when scheduling – are they helpful and polite? When you go for the visit, see 
if the environment is clean and comfortable, and whether the staff is friendly. During the 
appointment, pay attention to whether the doctor listens to you, answers your questions 
clearly, and makes you feel at ease. Do they rush you, or do they take time to explain 
things? You should feel respected and not embarrassed to ask questions. If for any reason 
you don’t feel comfortable with that doctor, you can choose someone else next time – you 



are not locked in. Having a good rapport and trust with your PCP is important for long-
term health management.

7. Specialists and Referrals: If you need a specialist, often your primary care doctor can 
recommend one (and in some insurance plans, like HMOs, you must get a referral from 
your PCP before seeing a specialist). For example, if you have a skin issue, your PCP 
might refer you to a dermatologist they trust. If you’re selecting a specialist on your own, 
use similar steps: ensure they are in-network, check their expertise (do they have sub-
specialty training in your condition?), and possibly get recommendations from your PCP 
or other patients. Verify whether you need a referral – if your insurance requires it and 
you see a specialist without one, the insurance might not pay. When you see a specialist, 
they will often send reports back to your PCP to keep everyone in the loop.

8. Don’t Forget About Urgent Care and Clinics: In addition to regular doctors, many 
communities have urgent care clinics or walk-in clinics (e.g., at pharmacies or retail 
stores) for minor illnesses. These can be useful if you need quick care for something not 
serious and your primary doctor isn’t available. It’s still good to have a designated 
primary care doctor for continuity, but urgent cares are a part of the system for after-
hours or immediate needs.

In short, choose a primary care provider as your health "home base." This is the person 
who will get to know you and guide you through the system when you need more 
specialized services. Use your network resources and personal recommendations to find a 
good match, and don’t hesitate to switch if it’s not working out. With a trusted doctor 
identified, you’ll find the rest of the healthcare maze much easier to navigate.

Booking Appointments and What to Expect During a Visit

Once you have an insurance plan and a doctor in mind, the next step is actually getting 
care. Here’s how to book medical appointments and what happens when you go:

Scheduling an Appointment: Most doctor’s offices require you to call ahead or use an 
online portal to schedule visits (few accept walk-ins for primary care). When you call, tell 
them you are a new patient (if you haven’t been there before) and briefly what you need 
(e.g., “I’d like to schedule a routine checkup” or “I have X symptom that I’d like to see the 
doctor about”). Be prepared to provide some information: your name, contact info, date of 
birth, and insurance details. If it’s your first visit, they might ask for your insurance policy 
number or send you forms to fill out in advance. For specialists, they might ask which 
doctor referred you or to send medical records. For urgent issues, mention that – they 
might fit you in sooner or advise if you should go to urgent care/ER instead. Many offices 
today also offer online scheduling via patient portals or websites, which can be 
convenient. If the situation is an emergency (difficulty breathing, chest pain, serious 



injury, etc.), skip scheduling and go to an emergency room or call 911. For non-
emergencies, expect that you might wait days to weeks for an appointment, depending on 
how busy the practice is.

Before the Visit – Prepare Documents and Questions: It’s a good idea to prepare for your 
appointment so you get the most out of the short time with the doctor. Gather any 
relevant medical records you have, especially if you’re seeing a new provider. This could 
include vaccine records, previous test results, or hospital discharge summaries. Also, make 
a list of your current medications (include doses and how often you take them) – 
prescription drugs, over-the-counter meds like pain relievers, and supplements or 
vitamins. Many doctors will ask about medication use, and having an accurate list is 
important for safety. If you have multiple health concerns, write them down in order of 
priority to discuss. It’s easy to forget questions once you’re in the exam room, so having a 
written list ensures you cover what’s worrying you. Also note any allergies you have (to 
medications, foods, etc.) and any symptoms you’re experiencing with details (when they 
started, what makes them better or worse). If it’s a first visit, be ready with your family 
medical history (major illnesses in parents, siblings, etc.) because the doctor will likely ask. 
Finally, bring your insurance card and a photo ID to the appointment, and a form of 
payment (credit card or cash) for any copay. Try to arrive early – usually 15–20 minutes 



early for new patients – because you’ll have to fill out paperwork (contact info, medical 
history, consent forms, etc.) when you arrive.

During Check-In: When you arrive at the clinic, you’ll check in at the reception desk. 
They will take your insurance card to make a copy and have you complete any necessary 
forms if not done already. If your insurance requires a copay for office visits (commonly 
$20–$40 for a primary care visit, depending on your plan), you often pay this at check-in. 
Some offices might collect it at check-out instead. The staff may give you a privacy notice 
(HIPAA form) to inform you of your rights regarding your medical information – you 
typically sign that you received it. Don’t hesitate to ask the front desk if you’re unsure 
what to do or where to wait. They’ll usually direct you to a waiting area.

The Appointment (What to Expect in the Exam Room): A medical appointment often 
begins with a nurse or medical assistant calling you from the waiting room. They will 
take you to an exam room and do some preliminary checks: measuring your vital signs 
such as blood pressure, heart rate, temperature, weight, and maybe oxygen level. They 
might ask the reason for your visit and note your current medications and allergies. This 
is a good time to hand over your medication list or mention any new symptoms. After this 
intake, you’ll wait briefly for the doctor (or nurse practitioner/physician assistant, 
depending on provider) to come in. When the clinician comes, it’s your opportunity to 
discuss your health concerns. Explain your symptoms or questions clearly, including 
when they started and any patterns you’ve noticed. Be honest and thorough – even if 
something feels embarrassing (doctors have likely heard it all). It helps to mention all 
your concerns at the start, so the provider can manage time and prioritize if needed.

The doctor will likely ask you follow-up questions and then perform any relevant 
physical examination. For example, they might listen to your heart and lungs, check your 
ears and throat, press on your abdomen, look at your skin, test your reflexes – it all 
depends on why you’re there. If it’s a full annual physical, expect a head-to-toe check. If 
it’s a specific issue, they’ll focus on that system. Feel free to ask questions during the exam. 
For instance, “Do you hear anything unusual in my lungs?” or “What might be causing 
that pain?” Good doctors appreciate engaged patients. They should also explain what 
they’re doing or finding in simple terms.

After the exam, the provider will discuss their assessment and plan. They might give a 
diagnosis if it’s clear (e.g., sinus infection, eczema, etc.) or say they need further tests. They 
will likely outline next steps: could be ordering lab tests or imaging (bloodwork, X-ray, 
etc.), prescribing medication, referring you to a specialist, or advising home care 
measures. This is a key moment to ask questions to make sure you understand the plan. If 
a test is ordered, ask what it’s for and how/when you’ll get results. If a medication is 
prescribed, make sure you know how to take it, potential side effects, and if it’s okay with 
any other drugs you take. If the doctor recommends any procedure or treatment, they 
should explain the risks and benefits (that’s part of informed consent, a patient right). 



Don’t hesitate to take notes or ask the doctor to slow down if they’re going too fast. You 
can also ask for printed instructions or pamphlets – many offices can provide a summary 
of the visit or educational materials.

Before You Leave – Check-Out: At the end of the visit, the staff may direct you to the 
front desk again to check out. This is where you schedule any follow-up appointments if 
needed. For example, the doctor might want to see you in 2 weeks to follow up, or in 6 
months for a recheck – schedule that now so you don’t forget. If you were given a referral 
to a specialist or an order for a lab test, the office may help coordinate that. They might 
hand you paperwork or fax it to another office. Ensure you know where to go for those 
services (e.g., “Go to XYZ lab for your blood test; no need for appointment” or “Call Dr. 
Smith’s office at 555-1234 to set up the specialist consultation”). Also, this is where any 
remaining payment is handled – if you didn’t pay a copay on arrival, you might pay now. 
They may also validate your parking if applicable. Before leaving, double-check that you 
have everything: your insurance card back, any prescriptions (though nowadays 
prescriptions are often sent electronically to your pharmacy), and any forms or notes the 
doctor gave you.

After the Appointment: Follow the doctor’s instructions. For instance, if they said to take 
medication, start it as prescribed. If they ordered tests, go get them done as soon as you 
can. Most lab or imaging centers will send results back to your doctor. It’s a good practice 
to follow up if you don’t hear results in the promised time. If a week passes and you 
expected a call, feel free to call the office: “Hi, I’m checking on my blood test results.” They 
can often give results over the phone or via a secure patient portal. Many offices use 
electronic portals where you can read your results and even send messages to your 
provider. If your symptoms worsen or you have side effects from a new medication, call 
the office and let them know – they can advise whether to come back in or adjust 
treatment. Always reach out if you are confused about what to do after you get home; it’s 
better to clarify than to guess.

Tips for a Good Doctor Visit: Be open and honest (the doctor can help best when fully 
informed), ask questions (there’s no such thing as a stupid question in healthcare), and 
make sure you understand the next steps (repeat back the plan to the doctor in your own 
words if needed, to confirm you got it right). Also, know your patient rights – you have a 
right to be treated with respect, to ask questions, and to consent or refuse 
recommendations (more on that in the next section). If something is unclear, say “I’m not 
sure I understood – could you explain that again?” Good communication leads to better 
care.

By preparing for appointments and actively participating during the visit, you’ll get more 
effective care and build a good relationship with your healthcare providers. Remember, 
you are the most important member of your healthcare team, and it’s okay to advocate for 
yourself or get a second opinion if needed.



Urgent Care, Emergency Rooms, and Primary Care – Knowing 
Where to Go

Not all healthcare needs are equal. Depending on the situation, you might go to a 
primary care office, an urgent care clinic, or a hospital emergency room (ER). Choosing 
the right level of care saves time, money, and even lives. Here’s how they differ:

Primary Care (Doctor’s Office) – Best for routine care and non-urgent issues. Your 
primary care provider (PCP) should be your first call for things like colds, minor 
infections, managing chronic conditions (diabetes, hypertension), and preventive care 
(annual checkups, vaccinations). They know your history and can monitor long-term 
health. However, primary care offices typically require appointments during business 
hours. If you wake up sick, many PCPs can squeeze you in for a same-day sick visit, 
but if it’s after hours or they’re booked, you might need other options. Primary care is 
generally lower cost (just a copay) and focuses on continuity – building a 
relationship over time. Always try to follow up with your PCP after any urgent or ER 
care to ensure proper follow-up. Use primary care for: things like persistent coughs, 
rashes, mild fevers, medication refills, health advice, and preventive screenings.
Urgent Care Clinics – Best for immediate needs that are not life-threatening. Urgent 
care centers are walk-in clinics (no appointment usually needed) that handle 
problems more urgent than a regular doctor visit but not severe enough for the ER. 



Examples: minor fractures (like a possible broken finger), sprains, cuts that might 
need stitches, ear infections, urinary tract infections, bad sore throat, moderate fever, 
flu symptoms, minor burns, etc. They are often open evenings and weekends when 
regular offices are closed. Urgent cares have doctors or nurse practitioners on-site 
and usually basic lab and X-ray capabilities. Going to urgent care can save you time 
and money compared to the ER for these kinds of issues. For instance, an urgent care 
visit co-pay might be $30–$75, whereas an ER visit might cost a few hundred dollars 
or more. If you have a non-emergency but can’t wait for a regular appointment (or 
don’t have a PCP), urgent care is a great choice. They treat you and often can even set 
broken bones in a splint, give IV fluids for dehydration, or prescribe medications on 
the spot. However, urgent cares are not for true emergencies (they are not equipped 
for major surgical interventions or very serious conditions). Use urgent care for: 
problems like a deep cut (not gushing arterial blood) that might need stitches, a very 
painful ear infection on a weekend, a flu or COVID test and treatment, minor asthma 
flare-up if you have your inhaler, etc. If the urgent care evaluates you and finds 
something more serious, they will direct or transfer you to an ER.
Emergency Room (ER) – Best for serious, possibly life-threatening conditions or 
major injuries. Hospital ERs operate 24/7 and are staffed to handle critical 
conditions: severe chest pain or heart attack symptoms, stroke symptoms (sudden 
weakness or confusion), difficulty breathing or severe asthma attacks, head injuries 
with loss of consciousness, heavy uncontrolled bleeding, major burns, severe 
abdominal pain, suicidal thoughts or severe psychiatric emergencies, and any 
situation where you feel “this is an emergency.” In doubt, it’s safer to go to the ER or 
call 911 (especially for symptoms of heart attack or stroke, since time is critical). ERs 
have advanced diagnostics (CT scans, etc.) and specialists on call to handle anything. 
By law (EMTALA), any ER must evaluate and stabilize you regardless of your ability to 
pay or insurance status. That is a patient right – you won’t be turned away in a true 
emergency. However, ER care is very expensive and not first-come-first-served; they 
triage patients by severity. So if you go to an ER with something minor, you might 
wait hours while more critical patients are treated first. And you’ll likely face a higher 
bill or co-pay (ER visits can cost thousands without insurance, and even with 
insurance you might pay an ER copay plus a coinsurance). So, reserve the ER for 
genuine emergencies. Use the ER for: things like signs of a stroke or heart attack, 
serious accidents (possible broken bones, head trauma), severe pain that started 
suddenly, poisoning, severe allergic reactions (anaphylaxis), high fever in a young 
infant, or anytime you feel that delay could be dangerous to health or limb.

Why Not Always ER? The ER is not a substitute for routine care. It’s really there for 
emergencies. If you use the ER for non-emergencies, you will likely pay a lot more and 
get instructions to follow up with a primary care anyway. Urgent care is a middle ground: 
it’s typically open when PCP offices are closed and can handle a broad range of issues 
quickly. An urgent care can even do things like give IV fluids, provide asthma breathing 



treatments, or set a simple fracture – without the overhead of an ER. Studies show 
choosing urgent care or primary care appropriately can save significant healthcare costs.

Emergencies and Calling 911: If you think a situation is life-threatening or someone’s in 
grave danger (e.g., they’re having severe chest pain, difficulty breathing, serious trauma, or 
they’re unresponsive), call 911. Paramedics can begin treatment on the way to the 
hospital and take you to the nearest appropriate ER. Do not drive yourself in those 
scenarios. For less critical but still urgent issues (like a sprained ankle or a bad cut), you 
can self-transport to an urgent care or ER as appropriate.

Cost Considerations: Urgent care is generally much cheaper than ER for the same 
problem. Many insurance plans have a specific copay for urgent care (e.g., $50) and a 
higher copay for ER (e.g., $250) – and that’s not counting additional bills. If you go to an 
ER and you’re not admitted to the hospital, you might get separate bills: one from the 
hospital, one from the ER doctor group, possibly one for imaging or lab. Urgent care 
usually just has one bill. So it makes sense financially to choose urgent care for non-
emergencies. However, never hesitate to go to the ER or call emergency services if truly 
needed. Money can be figured out later; your life and health are top priority.

Primary Care vs. Urgent Care for Minor Issues: Ideally, if a minor issue arises during 
office hours, call your primary care doctor first. Many PCPs keep a few same-day slots for 
sick visits. They know your history, which helps. But if you can’t get a timely appointment, 
urgent care is a smart backup. After an urgent care visit, inform your PCP or have records 
sent so they are updated on your condition (most urgent cares will ask for your PCP’s info 
to send a report).

Follow-Up: After an ER visit, you should schedule a follow-up with your primary care or 
specialist to ensure the issue is managed. ERs focus on acute treatment, but you need a 
doctor to manage ongoing care. The ER discharge papers often instruct you to see your 
doctor in a certain timeframe.

In summary, think of it like this: Primary care is your go-to for ongoing health needs and 
first point of contact for new issues; Urgent care is your after-hours safety net for pressing 
but not dangerous problems (or when you can’t get a quick doctor’s appointment); 
Emergency rooms are for true emergencies and severe situations. Knowing where to go 
will ensure you get appropriate care without unnecessary cost or delay. When in doubt, 
you can also call your primary care office’s after-hours line – many have nurses on call 
who can advise if you should go to urgent care, ER, or wait to see your doctor. It can save 
you an unnecessary ER trip.

(One more note: if you go to an urgent care and they evaluate you and find out it is more 
serious, they will send you to an ER. Conversely, if you go to an ER with something 
minor, once they determine it’s not serious, you may still end up waiting. So choosing 



right initially is beneficial.) By using each resource appropriately, you’ll get the best 
possible care in the most efficient setting.

Patient Rights and Responsibilities

As a patient in the U.S., you have specific rights that are protected by law or by the policies 
of healthcare facilities. You also have certain responsibilities to participate in your care 
and be considerate of the healthcare process. Understanding these helps you advocate for 
yourself and ensures you receive respectful, ethical treatment.

Patient Rights

When you receive medical care, you are entitled to the following fundamental rights 
(among others):

Respectful, Non-Discriminatory Care: You have the right to be treated with dignity 
and respect at all times, no matter your race, color, religion, sex, national origin, 
disability, or any other characteristic. Discrimination in medical care is not allowed. 
You should also expect care from competent professionals and the right to know the 
names and roles of your caregivers.
Privacy and Confidentiality: Your medical condition and records must be kept private. 
Discussions about your care should be done discreetly. You have a right to 



confidentiality of your medical information. Under the HIPAA law (Health Insurance 
Portability and Accountability Act), you control who can see your health information. 
Providers should not release your records to others (including family) without your 
permission, except as allowed by law. You also have the right to access your own 
medical records and even request corrections to them. In practice, you can ask for 
copies of your test results or entire chart – some providers have you fill a release 
form, but they generally must comply.
Information and Informed Consent: You have the right to receive clear, 
understandable information about your diagnosis, treatment options, and prognosis 
(expected outcome). Doctors should explain things in plain language and answer your 
questions. Informed consent means that before any major treatment or procedure, 
the provider should explain the benefits, risks, and alternatives, and obtain your 
agreement to proceed. You always have the right to refuse a treatment or test, even if 
the doctor recommends it – the provider should tell you the medical consequences of 
refusal but ultimately respect your decision. (One exception: in certain emergency or 
public health situations, some treatments can be given without consent, but those are 
rare and usually when the patient is incapacitated or poses risk to others.)
Emergency Care: If you have an emergency medical condition, you have the right to 
receive stabilizing treatment at any ER, regardless of your insurance or ability to pay. 
This is EMTALA, as mentioned. They must at least evaluate and ensure you are stable; 
they cannot turn you away or delay care while asking for payment.
Pain Management: You have the right to have your pain addressed appropriately. 
While no one can guarantee complete relief, providers should take your pain 
seriously and treat it as needed. Many hospitals include this as part of patient rights 
– that pain will be assessed and managed.
Participating in Care Decisions: You have the right to be involved in all decisions 
about your care. This includes the right to ask for a second opinion from another 
doctor (at your request and expense). It also covers advance directives – you have the 
right to make living wills or assign a medical power of attorney to decide for you if 
you become unable. Healthcare facilities will ask if you have advance directives on 
file.
Safety and Clean Environment: You should receive care in a safe setting, free from 
abuse or harassment. If you are in a hospital or clinic, you can expect reasonable 
safety measures (e.g., infection control, fall precautions if needed, etc.). You also have 
the right to be free from unnecessary restraints unless needed for your safety in some 
circumstances.
Communication Aids: If you do not speak English or have hearing/speech 
impairments, you have the right to an interpreter or alternative communication 
method at no cost, where possible. Hospitals will usually arrange interpreter services 
for non-English speakers or provide sign language interpretation for deaf patients. 



Written materials should be provided in a way you can understand (translated or in 
large print, etc., as needed).
Financial Information: You have the right to know the costs of your treatment and 
receive an explanation of your bill. You can ask for an itemized bill and clarification 
of charges. (Under the No Surprises Act, you’re also entitled to good faith estimates in 
certain situations and protection from certain unexpected out-of-network bills – 
more on that in the billing section.) You also have the right to inquire about financial 
assistance if you have trouble paying (hospitals often have counselors for this).
Grievances and Complaints: If you feel your rights are violated or you received poor 
care, you have the right to complain to the facility (most have a patient relations 
department or patient advocate) without it affecting the care you receive. You can 
also file complaints with state health departments or accreditation organizations if 
needed. Hospitals must have a process for addressing patient grievances.

This is not an exhaustive list – other rights include things like not being experimented 
on without consent, the right to visitors under equal conditions, and not being discharged 
prematurely. But these are the main points. Hospitals often provide a “Patient’s Bill of 
Rights” brochure when you are admitted, which will enumerate these rights. For instance, 
UNC Health’s patient rights include the right to emergency care without unnecessary 
delay, to make informed decisions, to refuse treatment, to have privacy, to receive visitors 
(with any reasonable restrictions explained), and to be discharged to appropriate care.

Patient Responsibilities

Healthcare is a partnership. While providers must respect your rights, you as a patient 
also have responsibilities to help the process go smoothly and to support your own care. 
Key responsibilities include:

Provide Accurate Information: You are responsible for giving correct and complete 
information about your health, medical history, and symptoms. This means telling 
the doctor about past illnesses, hospitalizations, medications, allergies, and anything 
relevant. Don’t withhold information out of embarrassment – it could be important. 
Also, let them know about any changes in your condition or new symptoms promptly.
Ask Questions and Clarify if You Don’t Understand: If you do not understand your 
diagnosis, treatment, or instructions, it’s your responsibility to ask questions until you 
do. The doctors aim to help, but they might not realize you’re confused unless you 
speak up. Never just nod if you’re unsure – say “I’m not sure I follow, could you 
explain it another way?” This helps prevent misunderstandings.
Follow the Care Plan (to the best of your ability): Once you and your provider agree 
on a treatment plan, you are responsible for following it – this includes taking 
medications as prescribed, doing recommended exercises, or preparing for procedures 
as instructed. Of course, if you have trouble following it (side effects from a 
medication, or it’s too costly, etc.), you should inform the provider rather than just 



quitting. If you decide to refuse a part of the plan, you should understand the 
consequences and accept responsibility for that outcome. For example, if you decline 
a flu shot and later get the flu, that was a known risk you took.
Keep Appointments (or Cancel/Reschedule Appropriately): Show up on time for 
scheduled appointments. If you cannot make it, notify the office as far in advance as 
possible. Missed appointments waste resources and delay your care. Repeated no-
shows could even result in a provider dismissing you from their practice (they usually 
warn first). So it’s your duty to either attend or properly cancel appointments.
Treat Healthcare Workers and Other Patients with Respect: You should treat doctors, 
nurses, staff, and fellow patients politely and with respect. This includes respecting 
privacy (don’t snoop on other patients’ information), following facility rules like no 
smoking where prohibited, keeping noise to a minimum (like silencing your 
cellphone in waiting areas), and having only the allowed number of visitors so as not 
to disrupt others. Abusive or violent behavior can result in being removed by security 
– healthcare workers deserve a safe environment too. Also, if you have an infectious 
illness, follow mask or isolation guidelines to protect others.
Follow Facility Rules and Safety Guidelines: Each hospital or clinic has rules for 
safety – like not bringing weapons, following infection control requests (wearing a 
mask if asked during flu/COVID seasons), not using your cell phone in certain areas 
(like near certain medical equipment), etc. If you’re admitted to a hospital, you might 
be asked to remain in your room after certain hours or follow fall precautions (like 
calling for assistance to get out of bed if you’re a fall risk). These rules are for your 
and others’ safety, so you are responsible for cooperating with them.
Financial Responsibilities: You are responsible for paying for the care you receive, to 
the extent of your ability and as agreed by your insurance. This means providing your 
insurance information, understanding your coverage, and paying any co-pays, 
deductibles, or bills promptly. If you anticipate difficulty paying, you should 
communicate that to the billing office and see if you can work out a payment plan or 
apply for financial assistance. Don’t ignore medical bills – hospitals often have 
charity care or payment plans (as we will discuss), but you must engage with them. 
You’re also expected to pay attention to billing statements and alert the provider’s 
office if you spot errors.
Advance Directives and Honesty About Wishes: It’s your responsibility to make your 
healthcare wishes known. If you have certain preferences (like you would not want to 
be put on a ventilator in certain scenarios, or you want a specific person to make 
decisions if you can’t), you should communicate that via advance directives and 
inform your care team. If you have a religious or cultural objection to a treatment 
(like blood transfusions), say so clearly. Providers will respect that, but they need to 
know in advance.

By fulfilling your responsibilities – being honest, engaged, and considerate – you 
contribute to safer and more effective care for yourself. It also helps the healthcare 



system run more smoothly for everyone. Think of it as the counterpart to your rights: with 
the freedom to make informed choices comes the duty to participate and follow through 
as best you can.

Remember: If you ever feel your rights are not being respected (say, a provider is rushing 
and not informing you, or you’re being mistreated), you have avenues to speak up. Ask to 
speak to a patient advocate or a supervisor. Conversely, if you don’t fulfill your 
responsibilities (for example, you repeatedly don’t follow medical advice but expect a 
cure, or you are disruptive), a doctor can ultimately choose to terminate the patient 
relationship (with proper notice and ensuring you have alternatives). It’s a two-way street 
of mutual respect and effort.

In summary, knowing your rights empowers you to insist on things like privacy, 
informed consent, and respectful care. Accepting your responsibilities ensures you do 
your part in the healing process and maintain a productive partnership with your 
healthcare team. Together, these create the best conditions for you to get well and for 
providers to help you safely.

Reading and Managing Medical Bills

Medical bills in the U.S. can be notoriously confusing. They often contain medical codes, 
technical terms, and multiple sections like charges, adjustments, insurance payments, etc. 
It’s important to review your bills carefully and understand what you owe versus what 
your insurance covers. Here’s a guide to reading medical bills and handling them 
without getting overwhelmed:



Source: https://venngage.com/templates/reports/medical-billing-invoice-dc377004-1c2d-
49f2-8ddf-d63f11c8d9c2

1. Understand the Typical Bill Layout: A medical bill from a provider (hospital, clinic, lab, 
etc.) usually includes several key pieces of information:

Patient Information: Your name and address. Always verify this is correct – if it’s not 
you or it’s the wrong date of service, you might have someone else’s bill or an error.
Account Number/Invoice Number: A unique number for that visit or bill. Use this if 
you need to call about the bill or when paying to ensure the payment is applied 
correctly.
Service Dates: The date(s) you received the service. Check that these match when you 
actually visited or had the procedure.
Description of Services: A list of what was done or provided. Unfortunately, these 
descriptions can be vague or coded (e.g., “Laboratory services” or billing codes like CPT 
codes). If you see abbreviations or codes you don’t understand, you have the right to 
ask for an itemized bill with plain language descriptions. For example, it might list 
“Office Visit Level 3,” “Comprehensive Metabolic Panel,” “Chest X-ray 2-view,” etc. – 
verify that you indeed received those services on that date. If something looks 
unfamiliar, call the provider’s billing department for clarification.
Charges (Gross Charges): The full price set by the provider for each service before any 
insurance adjustments. These are often quite high (hospitals might charge $200 for 
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an X-ray that insurance negotiates down to $50, for instance). Don’t panic at the 
charge list total – this is usually not what you pay if you have insurance.
Adjustments/Discounts: If the provider is in-network with your insurance, you’ll 
typically see a line for “adjustment” or “contractual adjustment.” This reflects the 
discount the provider agreed to for your insurer. For example, if the total charge was 
$1,000 but the allowed amount is $600, an adjustment of -$400 will appear. If you’re 
uninsured, some hospitals also give a self-pay discount which might show up here.
Allowed Amount: This is the amount your insurance considers payable for those 
services (after adjustments). It may be labeled as “Insurance Allowed” or similar. If an 
out-of-network provider charged more than what your plan allows, you could be 
balance billed for the difference (though new laws protect from some types of 
balance billing). Ideally, if you stayed in-network, the allowed amount is the max that 
will be split between you and the insurer.
Insurance Payment: How much your insurance paid to the provider for this bill. If 
the bill is recent, it might say “Pending” or “Estimated Insurance Payment” if they 
haven’t paid yet. Once processed, it will list the exact payment. Sometimes it’s $0 if, 
for example, you hadn’t met the deductible or the service isn’t covered.
Patient Responsibility: This is the amount you owe after insurance has done its part. 
It may be broken down by category: e.g., deductible amount, copay, coinsurance. Or it 
might just give one total “Balance Due.” This figure is crucial – it’s what you need to 
pay to settle the bill. Check it against your Explanation of Benefits (EOB) from your 
insurer (more on EOBs below) to ensure it matches what the insurance says you owe.
Due Date and Payment Instructions: Look for when payment is due and how to pay. 
Often, bills are due upon receipt or within 30 days. There’s usually a mailing address 
for checks and/or a website for online payment, and a phone number for the billing 
office. There might also be a detachable slip to mail back with a check. If you can’t 
pay in full by the due date, contact the billing office – most are willing to set up a 
payment plan or at least note your account to prevent it from going to collections 
right away.

2. Don’t Confuse the Bill with the Explanation of Benefits (EOB): If you have insurance, 
every time a claim is processed, your insurance company sends you an Explanation of 
Benefits. The EOB is not a bill – it’s a statement outlining what was billed by the 
provider, what the insurance paid, and what portion (if any) you are responsible to pay. It 
usually arrives before the actual provider’s bill. The EOB will list services and often have 
columns: “Amount Billed,” “Allowed Amount,” “Insurance Paid,” “You Owe.” Use the EOB 
to check against the bill from the doctor/hospital. They should align: the “You Owe” on 
the EOB should match the balance on the bill. If the bill asks for more than what the EOB 
says you owe (and you’re in-network), call both the insurer and provider to figure out the 
discrepancy. Sometimes bills are issued before insurance payments are applied – it may 
resolve in a later statement. But do compare them to avoid overpaying or catching errors. 
For example: Your hospital charged $10,000, insurance allowed $6,000, insurance paid 



$4,800 (after you met your deductible), and your coinsurance is $1,200. The EOB would 
say you owe $1,200. The hospital should then bill you $1,200. If the hospital mistakenly 
billed you the full $5,200 (not accounting for insurance payment), that’s an error to 
correct.

3. Check for Common Billing Errors: Mistakes happen. Maybe you were charged for a 
medication you never received, or you stayed only 2 nights in the hospital but were billed 
for 3. Scrutinize the services listed. If something looks off – duplicate charges, or a test 
you don’t recall – call the provider’s billing department and ask for an itemized bill and 
explanation. Hospitals especially can make coding errors (e.g., coding a simple procedure 
as a more complex one). Politely query any charge you don’t understand. Also, ensure 
insurance was correctly applied. Sometimes a claim might be denied because of a coding 
issue or a need for additional info, but the bill gets sent to you in the meantime. If you see 
that your insurance didn’t pay when you expected it to, call your insurer to ask why. It 
could be a simple fix (like the hospital used the wrong patient ID or the service needed 
pre-authorization). Many times, a quick call can get the claim reprocessed.

4. Know Your Protections (No Surprises Act): As of 2022, federal law protects patients from 
some kinds of surprise medical bills – typically those from out-of-network providers at 
in-network facilities (like an out-of-network anesthesiologist at your in-network hospital) 
or out-of-network emergency care. In those cases, you should not be billed more than the 
normal in-network cost-sharing. If you get a bill that seems like a surprise (for example, 
an out-of-network ER doctor billing you $500 beyond what insurance paid), you can 
dispute it. There’s a government “No Surprises” help desk (1-800-985-3059) and online 
resources to assist. Additionally, if you’re uninsured or not using insurance, you have the 
right to a Good Faith Estimate before getting care, and if the actual bill exceeds that by 
$400 or more, you can dispute the charges.

5. Use Your Explanation of Benefits (EOB) to Double-Check: As mentioned, always wait 
for or refer to your EOB from your insurer. The EOB breaks down what the provider 
billed and what you owe. When the provider’s bill arrives, compare the two. They should 
match on the patient responsibility. The EOB also tells you if some charges were denied 
or not covered and why. If something was denied, you have the right to appeal with your 
insurance if you believe it should be covered. For instance, if your EOB says a certain test 
wasn’t covered because it was deemed “not medically necessary,” you and your doctor 
could provide more info to challenge that decision.

6. If You Can’t Pay the Whole Bill: Medical bills can be big. If you cannot afford the 
amount due, do not ignore the bill. Here’s what to do:

Contact the Provider’s Billing Office: Explain your situation. Most hospitals and many 
clinics have financial assistance programs (also known as charity care) for people 
with limited ability to pay. Nonprofit hospitals are required to offer financial 



assistance to eligible patients who can't afford to pay. You typically need to fill out an 
application, possibly providing proof of income (like tax returns or pay stubs) to see if 
you qualify. If you do, they might reduce your bill or even forgive it entirely, 
depending on your income level and their policy. Even if you don't meet formal 
charity care criteria, simply asking “Can I set up a payment plan?” almost always 
works. They can let you pay in installments – for example, $50 a month on a $600 
bill – often interest-free. Make sure to get confirmation that while on a payment 
plan, your account won’t be sent to collections as long as you’re making payments as 
agreed.
Apply for Assistance Programs: If the bill is large due to lack of insurance, see if you 
now qualify for Medicaid or other programs. Hospitals often have financial 
counselors who can help you check eligibility for public insurance or charity funds.
Negotiating: Sometimes, especially with large hospital bills, you can negotiate for a 
discount if you’re paying cash. It costs them time and money to pursue collections, so 
they may settle for a lower lump-sum amount. Be polite and honest – e.g., “I want to 
pay this, but $5,000 is beyond my means. Is there any way to reduce the amount or 
get a self-pay discount?”. They might knock a percentage off. If you get an offer, get it 
in writing and keep records of any payment agreements.
Don’t Put Medical Bills on High-Interest Credit Cards (if possible): Hospitals usually 
offer zero-interest payment plans. If you can avoid it, don’t pay a huge bill with a 
credit card and then incur 20% interest. Instead, ask the provider for payment 
options. Some may even have hardship programs to reduce the debt.
Communicate in Writing: If you make an arrangement, ask for written confirmation. 
If you mail payments, keep receipts or proof (checks, etc.).

7. Use Resources for Help: If you’re overwhelmed, there are patient advocate 
organizations that can help with billing issues. The Patient Advocate Foundation, for 
example, provides case managers for patients facing large medical bills or insurance 
appeals. Also, consider medical billing advocates – these are professionals (sometimes 
nurses or former billing coders) who, for a fee or a percentage of savings, will review your 
bills for errors and negotiate on your behalf. This can be worth it for very large bills 
(thousands of dollars). Nonprofit credit counselors might also help you manage medical 
debt.

8. Keep Organized Records: Create a file (paper or digital) for each medical event. Keep 
copies of bills, EOBs, correspondence, and notes of phone calls (including dates, who you 
spoke with, and what was said). This helps if there’s a dispute later. For example, if an 
insurance claim is repeatedly billed wrong, having documentation will speed up 
corrections.

9. Don’t Ignore Collections, But Know Your Rights: If a bill does get sent to collections 
(meaning the provider turned it over to a debt collection agency), you still have rights. 



Debt collectors must follow the Fair Debt Collection Practices Act: they can’t harass you or 
call at odd hours, and if you request debt validation, they must provide proof of the debt. 
Medical debts often don’t hit your credit report for 6 months (to allow insurance 
processing time). Recently, credit bureaus have also changed rules so that paid medical 
debts should be removed from reports, and smaller medical debts under a certain amount 
may not appear at all. However, ideally handle it before it gets to that point. If you’re in 
communication with the provider and making good-faith efforts, they often delay 
sending to collections.

10. Use the No Surprises Help Desk and Patient Advocates: If you believe you’re being 
unfairly billed (like a surprise out-of-network bill or an exorbitant charge way above 
market rate), you can contact the No Surprises Act Help Desk at the number provided 
earlier. They can guide you on your rights under the new law. Also, hospital patient 
advocates (internal) can sometimes intervene in billing issues, especially if the bill is 
preventing you from accessing follow-up care. Don’t be afraid to escalate concerns to 
hospital administration if needed.

In a nutshell, treat medical bills like any other important financial document: read them, 
match them with EOBs, question anything that doesn’t make sense, and seek adjustments 
or help if you cannot pay. The system is complicated – even many professionals find it 
confusing – so persistence pays off. And remember, you are not alone: there are resources 
and people that can assist you in deciphering and negotiating bills. By being proactive 
and organized, you can avoid overpaying and manage the costs of your care as effectively 
as possible.

Financial Assistance and Charity Care Programs

Healthcare is expensive, but there are programs and options to help if you can’t afford 
your medical bills. Hospitals (especially nonprofit ones) and many community clinics 
offer financial assistance or charity care, and there are also government and nonprofit 
resources for specific needs. Here’s how to find and use financial help for medical costs:



Hospital Financial Assistance (Charity Care): If you receive care at a nonprofit hospital, by 
law they must have a Financial Assistance Policy (FAP) for patients who cannot pay their 
bills. This is often called charity care. Each hospital’s policy is different, but typically they 
provide free or discounted care to people below certain income levels. For example, a 
hospital might cover 100% of the bill if you earn below 200% of the federal poverty level, 
or give a 50% discount if you earn 200–300% of poverty, etc. These policies should be 
public. You can usually find them on the hospital’s website or by asking the billing 
department. How to apply: Hospitals will require an application – usually a form where 
you provide information about your income, family size, and maybe expenses. You might 
need to attach proof like pay stubs, tax returns, or unemployment benefits letters. Don’t be 
intimidated by the paperwork; financial counselors at the hospital can often help you fill 
it out. It’s worth doing, because if you qualify, your bill could be reduced significantly or 
erased.

Example: John has a $20,000 hospital bill from an emergency surgery and no insurance. 
The hospital’s charity care policy says patients under 250% of poverty get free care. 
John’s income is at 200% of poverty, so he fills out the application and is approved – his 
$20,000 balance is forgiven. If John was at 300% of poverty, maybe the policy would 
cover 50%, leaving him to pay the rest or get on a payment plan for it. Each policy is 
different, so check your hospital’s specifics.



Do this as soon as possible. Some hospitals have application deadlines (e.g., within 240 
days of the first bill). But even if you missed it, still ask – many will work with you. If 
your bill is already in collections, charity care can still sometimes be applied retroactively 
and pull it out of collections. Be sure to pause any bill disputes or collections by notifying 
the hospital or collection agency that you’re seeking financial assistance.

Also note, charity care typically covers medically necessary services (and emergent 
services). It might not cover strictly elective things. But things like emergency care, 
inpatient treatment, medically necessary surgeries, etc., usually qualify.

Government Programs (Medicaid, etc.): If you have low income, always check if you 
qualify for Medicaid in your state. Medicaid can often retroactively cover bills in the 3 
months prior to your application if you were eligible during that time. So, if you get a 
large hospital bill and you have low income, apply for Medicaid right away – it might 
pay that bill fully if you’re approved. Also, for specific situations: if you’re pregnant, 
Medicaid eligibility thresholds are higher in many states (to ensure prenatal care). If 
you’re a parent of small children, children themselves (via CHIP), or have a disability, 
there are Medicaid categories for those too. The hospital’s financial counselor can 
sometimes help screen you for Medicaid – they have incentive to get you on it because 
then the state pays them. Additionally, Medicare has programs for low-income Medicare 
beneficiaries to help pay Medicare premiums and cost-sharing (Medicare Savings 
Programs). For prescription costs, Medicare patients can apply for “Extra Help” (Low-
Income Subsidy).

Disease-Specific Programs and Nonprofits: Depending on your condition, there might be 
nonprofits that offer grants or support. For example, the Leukemia & Lymphoma Society 
has funds to help blood cancer patients with travel or treatment costs. The National 
Kidney Foundation might help with dialysis-related expenses. Organizations like 
CancerCare, HealthWell Foundation, and PAN Foundation provide grants to help 
patients afford medications or insurance co-pays for certain diseases. If you have an 
expensive medication, the drug’s manufacturer often has a Patient Assistance Program 
(PAP) – typically for the uninsured or underinsured – to provide the medication free or 
at low cost. Ask your doctor or pharmacist about these programs or check the 
manufacturer’s website. There are also state or local programs: e.g., some states have 
indigent care programs, or community clinics offer sliding scale payment (you pay what 
you can).

Negotiating Bills: If you don’t qualify for formal charity care but still have a big bill, you 
can negotiate with providers. It helps to research the “fair” cost of a service (websites like 
Healthcare Bluebook or Fair Health can provide estimates of typical costs in your area). 
You can sometimes successfully argue for a reduction if you can demonstrate the billed 
amount is much higher than standard or if you are willing to pay a certain amount 
upfront. Be polite but persistent. Mention if you’ve been a loyal patient or if you have 
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other financial burdens. Many providers would rather get something than send you to 
collections where they might get nothing. Also mention if you’re considering a medical 
billing advocate or legal help – they may prefer to work it out directly.

Payment Plans: Virtually all providers will agree to a payment plan. As noted earlier, if 
you can pay, say, $50 or $100 a month toward a big bill, call and formally set that up with 
the billing office. They often will make it interest-free. Document who you spoke with 
and the agreed terms. If your financial situation worsens, let them know – don’t just stop 
paying. They may adjust the plan.

Community Health Centers: If you need medical care but have limited funds, look for 
Federally Qualified Health Centers (FQHCs) or free clinics in your community. FQHCs 
receive government support and provide care on a sliding fee scale based on income – 
they won’t turn you away for inability to pay. This is more about future healthcare needs, 
but it’s good to know so you can avoid accruing new large bills. Check HRSA’s find a 
health center tool.

Pharmacy and Prescription Help: Prescription costs add up. If you can’t afford your meds, 
talk to your doctor and pharmacist. There may be generic alternatives or different 
therapies. Pharmacies like Walmart or others have $4 generic lists for common drugs. As 
mentioned, pharmaceutical companies have assistance programs for expensive brand-
name drugs; services like NeedyMeds or GoodRx can provide coupons or information on 
discounts. Also, if you’re on Medicare and have high drug costs, see if you qualify for 
Extra Help or if there’s a state pharmaceutical assistance program.

Dental and Vision: These are separate from medical insurance usually, and financial aid 
can be harder to find. However, dental schools or vision/optometry schools often offer 
reduced-cost services done by supervised students. Some nonprofits hold free dental 
clinics occasionally for those in need. Don’t hesitate to seek those if necessary.

Mental Health: Many therapists offer sliding scale fees if you ask. Community mental 
health centers may provide free counseling if you have very low income or are on 
Medicaid. Additionally, organizations like NAMI (National Alliance on Mental Illness) 
can connect you to resources.

How to Apply for Hospital Assistance – Summary: When facing a big hospital bill:

Search “[Hospital Name] financial assistance policy”.
Read the policy to see eligibility criteria (usually based on a percentage of Federal 
Poverty Level or if you have significant medical debt vs income).
Call the hospital’s billing or financial counseling department and say you want to 
apply for financial assistance (they might have a specific office or person for this).
Fill out the application form they provide. Gather required proof (income verification, 
etc.). Submit it by the method they request.
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While it’s in review, inform any collection activity that an application is pending (to 
pause actions).
You’ll get a determination – if approved, they’ll tell you how much of the bill is 
forgiven and what (if anything) remains for you. If denied and you believe you 
qualify, you can appeal or ask for reconsideration, maybe providing additional info 
(like unexpected expenses or updated income if it dropped).
Even if partially approved, the remainder you owe can often still be put on a no-
interest payment plan.

Other Tips: If you have medical debt on your credit report, know that as of July 2022, paid 
medical debt should no longer appear on credit reports. And new, unpaid medical debts 
won’t show up for 12 months, giving you more time to resolve them. Also, those under 
$500 will be excluded from reports. This is a recent change to help consumers. So, if you 
paid a medical collection, ensure it’s removed from your credit history – you might have 
to dispute it with credit bureaus if it’s lingering erroneously.

Finally, do not avoid medical care because of cost without exploring these options. If you 
skip needed treatment due to fear of cost, you might face worse problems (and higher 
costs) later. Always communicate with providers – many doctors will work with you, 
perhaps by choosing less expensive testing first, giving samples of meds, or connecting 
you with social workers. Social workers, especially in hospitals, are great allies; part of 
their job is helping patients manage discharge needs, which includes financial planning 
for treatments. Don’t be afraid to speak up: “I’m worried about how to pay for this.” There 
are often resources available, but you have to ask or they won’t know you need help.

In summary, financial assistance programs exist to catch you when medical expenses 
exceed your ability to pay. Nonprofit hospitals must offer help to those who qualify. There 
are also external charities and funds for specific situations. The key is to be proactive: 
seek information, fill out applications, and communicate with your providers. You may be 
pleasantly surprised at the relief available. Health crises are stressful enough – utilize 
these supports so that a financial crisis doesn’t add to the burden.

Prescription Medications – Getting Your Medicines

If your healthcare provider prescribes medication, you’ll need to know how to get it filled 
and how to manage your prescriptions. Here’s a step-by-step guide to the prescription 
process in the U.S.:



1. The Prescription: After evaluating you, a doctor (or other licensed prescriber like a 
nurse practitioner or physician assistant) may decide you need a medication. In the past, 
they would give you a paper prescription to take to the pharmacy. Nowadays, most 
prescriptions are sent electronically to the pharmacy of your choice. The doctor will ask 
which pharmacy you use – be prepared with the name and location (and phone number 
if it’s a smaller local pharmacy). Common choices are chain pharmacies (CVS, Walgreens, 
Rite Aid, etc.), supermarket or big-box store pharmacies (like Walmart, Costco, Kroger), or 
independent local pharmacies. If the prescription is electronic, you don’t have to carry a 
paper – it will be in the pharmacy’s system by the time you get there (or soon after). For 
controlled substances (like certain pain medications or ADHD medications), some states 
still require a paper script or special e-prescribing process for extra security. The doctor 
will let you know if you need to physically carry something.

If you do get a paper prescription, check that it’s legible and has your name on it, the date, 
the medication and dose, instructions (like “take one tablet twice daily”), quantity to 
dispense, and the prescriber’s signature. Keep it safe; pharmacies need the original (no 
photocopies). Don’t alter anything on it – that’s illegal.

Tell the doctor about other meds you take (including OTC and supplements) before they 
prescribe! This helps avoid drug interactions. Also mention any allergies to medications. 
This is part of being a responsible patient and the doctor’s process.



2. Choosing a Pharmacy: If you have insurance, check which pharmacies are in-network. 
Most plans include the major pharmacy chains. Some insurance (or pharmacy benefit 
managers) have preferred pharmacies or mail-order services where you pay less. You can 
still use a non-preferred pharmacy, but it might cost more. If you’re paying out-of-pocket, 
you can shop around – pharmacy prices for the same drug can vary. For generics, many 
pharmacies have discount programs (some generics as low as $4 for a month’s supply). 
You can transfer prescriptions between pharmacies if needed, so you’re not locked in, but 
it’s easier to pick one and stick with it so all your prescription records are in one place.

3. Filling the Prescription: Once the pharmacy has your prescription (electronically or via 
paper you drop off ), the pharmacist or pharmacy technician will process it. They check 
the medication, dosage, your insurance coverage, and whether a generic version is 
available.

Generic vs Brand: If a generic equivalent exists, pharmacies will usually fill the 
generic unless the doctor wrote “dispense as written” for brand only. Generics are 
FDA-approved copies of brand-name drugs, typically much cheaper, and are 
considered equally effective in most cases. For cost savings, it’s almost always 
preferable to use the generic. If you have any concern, ask the pharmacist. Generics 
saved a lot of money – your insurance co-pay might also be way lower for a generic.
Insurance processing: The pharmacy will run the prescription through your 
insurance. This will calculate what you owe (co-pay or co-insurance). Sometimes an 
insurance will reject or delay a prescription because of requirements like prior 
authorization (PA). That means the insurer wants more info from the doctor about 
why you need that medication (often happens for expensive drugs or ones not usually 
first-line). If that occurs, the pharmacy will notify the prescriber to submit a PA 
request. It can take a couple days to resolve. You can help by calling your doctor’s 
office to ensure they got the notice and will handle it. Alternatively, insurance might 
require you to try a different medication first (step therapy) – if so, your doctor can 
discuss options with you (maybe you try the alternative or they appeal for the 
originally prescribed one).
No insurance or high cost: If you find out the medication is very expensive under 
your plan (or you don’t have coverage for it), ask the pharmacist if there’s a discount 
program or coupon. They can sometimes run a coupon (from sources like GoodRx) 
instead of insurance to lower the price. Pharmacies also may have membership 
savings programs for those paying cash. Additionally, if cost is prohibitive, call the 
doctor – there may be a different medication that’s cheaper or samples they can give 
you to start.

The time it takes to fill can vary. Simple refills or common meds might be ready in 15-20 
minutes. If the pharmacy is busy or the drug needs special ordering, it could be a few 



hours or more. Many pharmacies offer text alerts or apps to notify when your 
prescription is ready.

4. Picking Up the Medication: When you go to the pharmacy counter to get your 
medicine, be prepared to provide your name and date of birth so they can retrieve the 
correct prescription. If it’s a controlled substance or certain states, you might need to 
show a photo ID. The pharmacist or tech will tell you the amount due. This could be your 
insurance co-pay (e.g., $10, $20, $50, etc.), or if you’re uninsured, the full cash price. If 
something seems off (like “that’ll be $250” when you expected $25), double-check if 
insurance was applied or if there was a generic available.

You will often be asked, “Do you have any questions for the pharmacist?” Always feel free 
to ask questions. The pharmacist is an expert on medications. They can explain how to 
take it, what to avoid, and possible side effects. In fact, for many new prescriptions, the 
pharmacist is required to offer counseling. It’s a good idea to listen – they’ll give pointers 
like “Take this with food” or “Finish the entire course even if you feel better” (for 
antibiotics). They can also tell you signs of adverse reactions that mean you should call 
your doctor.

You’ll receive the medication usually in a pill bottle (for tablets/capsules) or box (for 
inhalers, creams) with a pharmacy label on it. The label includes your name, drug name 
(and often description like color/shape for pills), instructions (called the “sig,” e.g., “Take 
one tablet by mouth twice daily”), quantity, refill info, prescribing doctor, pharmacy 
contact, and warnings (like “may cause drowsiness” or “avoid alcohol”). Ensure it matches 
what the doctor told you. If the doctor said one pill a day and label says two, clarify it.

Check the medication name – if you got a generic, the name will be different than the 
brand the doctor might have mentioned. The label might say something like “Lisinopril 
(Generic for Zestril).” If you’re ever unsure if you got the right thing, ask the pharmacist 
to verify. Also, glance inside (for pills) – if it looks different than what you’ve had before 
(for refills), mention it. Different manufacturers have different pill appearances for the 
same drug, so it’s often fine, but always good to confirm.

5. Refills: If your doctor wrote the prescription with refills (e.g., “#30 with 2 refills”), that 
means you can get that medication filled a specified number of additional times without 
a new prescription. The label usually shows how many refills remain and a “do not fill 
before” date if it’s a controlled med with timing restrictions. To get a refill, you typically 
request it from the pharmacy (many have automated phone systems or apps – you enter 
the prescription number). They’ll process it and have it ready, usually within a day. If 
you’re out of refills but still need the medication, you must contact your doctor to send a 
new prescription. Pharmacies often will fax or send an electronic refill request to the 
doctor when you’re on your last refill, but it’s wise to plan ahead – call your doctor a 
week before you run out to avoid gaps. Some maintenance medications can have up to a 



90-day supply per fill (often via mail-order or certain retail pharmacies), which can save 
on co-pays.

6. Mail Order Pharmacies: Many insurance plans encourage mail order for chronic 
medications (like blood pressure, diabetes, etc.). Mail order pharmacies can send a 90-day 
supply to your home, often at a lower cost per month. If you prefer this, ask your doctor to 
write or send a prescription specifically for a 90-day mail order. You’ll need to set up an 
account with the mail pharmacy (like Express Scripts, OptumRx, etc.) and they usually 
have online portals to manage it. One advantage is convenience and sometimes cost 
savings; one disadvantage is you have to plan ahead for shipping time and not all meds 
(especially acute or controlled ones) are suitable for mail.

7. Medication Safety and Tips:

Take exactly as prescribed. Don’t stop early because you feel better (especially 
antibiotics – finish the course to fully clear infection), and don’t adjust doses on your 
own. If you feel the med isn’t working or causing problems, discuss with your doctor.
Watch for side effects. The pharmacy often provides a leaflet with detailed info. 
Common side effects might be listed on the bottle via stickers (like “May cause 
dizziness” – so you’d know not to drive until you see how it affects you). If you 
experience something severe (trouble breathing, swelling, rash all over = possible 
allergic reaction), seek medical help immediately.
Interactions: Ask the pharmacist if the new med interacts with any other drug or 
supplement you take. They usually check this automatically. For example, some drugs 
shouldn’t be taken with grapefruit juice because it affects metabolism. Pharmacists 
will put a warning label for such cases (like “Avoid grapefruit”).
Adherence: If you have trouble remembering to take medicine, consider using a pill 
organizer or setting alarms. If the schedule is complicated (like multiple times a day), 
ask if there's an alternative with simpler dosing – doctors can sometimes prescribe a 
sustained-release version or combine meds.
Never share prescriptions – what’s safe for you could be harmful to someone else.
Dispose of unused meds properly: Don’t flush most meds (a few exceptions). Many 
pharmacies or police stations have “take-back” programs or drop boxes for old meds. 
This is especially important for opioids or other controlled meds to prevent misuse.

8. Special Situations:

Controlled Substances: These are drugs with potential for abuse (like certain 
painkillers, anxiety meds, ADHD stimulants). Laws around them are stricter. For 
instance, they often cannot be refilled – you need a new prescription each time. The 
doctor might only give a 30-day supply with no refills and require a monthly check-
in. When picking up, you’ll definitely need ID, and some states track these in a 



database. Always keep controlled meds secure (e.g., don’t leave your opioid 
prescription where others might access it).
Prior Authorization Required: If your insurer requires PA, stay in contact with doctor 
and pharmacy until resolved. It’s unfortunately common for patients to be stuck 
waiting. If denied, you can appeal or have the doctor choose an alternative.
No Insurance Discount Programs: If you are uninsured, apart from manufacturer 
programs, look into discount cards or apps (GoodRx, SingleCare, etc.). These can 
sometimes give you a much lower price than the pharmacy’s standard cash price. You 
just show the coupon code to the pharmacist.
Importing: Some people, faced with very high costs, import medications from abroad 
(Canada or elsewhere). Technically, the FDA doesn’t allow importing most meds for 
personal use, but it often overlooks a 3-month supply for personal use. However, 
quality and legality can vary, so do this with caution and research (and ideally with 
your doctor’s knowledge). There’s also something called “compassionate use 
importation” for certain cases. But ideally, exhaust domestic assistance options first.
Vaccines and Pharmacies: Note that many vaccines (flu, COVID-19, shingles, etc.) can 
be administered at pharmacies. Often insurance covers them fully as preventive care. 
So your “prescription” for a vaccine might just be the pharmacist giving it to you on 
site; you don’t need a separate doctor visit for many immunizations.

9. Communication: Keep both your doctor and pharmacist in the loop about how you’re 
doing on the medication. Pharmacists, in particular, are very accessible – you can call 
them and say “Hey, this blood pressure pill is making me cough, is that a known side 
effect?” They might say yes (ACE inhibitors cause cough) and then you know to ask your 
doctor about changing to a different class. They can’t change it themselves (without 
doctor’s new prescription), but they can advise whether what you’re experiencing is 
common or if you should talk to the doctor.

Getting prescriptions filled is usually straightforward: pick a convenient pharmacy, bring 
ID and insurance info, and follow the guidance given. By understanding the process and 
asking questions, you ensure you use medications safely and effectively. If costs are an 
issue, remember there are often alternatives or programs to explore – don’t hesitate to 
discuss affordability with your healthcare providers; they often have samples or can 
prescribe cheaper options when available.

Accessing Mental Health Services

Taking care of your mental health is just as important as taking care of your physical 
health. The U.S. healthcare system includes a variety of mental health services, but 
finding the right help can be confusing. Here’s how to navigate mental health care:



1. Types of Mental Health Professionals: There are several kinds of providers:

Psychiatrists: Medical doctors (MD or DO) who specialize in mental illness. They can 
prescribe medications (like antidepressants, anxiety medications, etc.) and sometimes 
provide therapy, though many focus on med management.
Psychologists: Professionals with a PhD or PsyD in psychology. They provide therapy 
(talk therapy) and psychological testing, but generally cannot prescribe medication (in 
most states; a few states allow specially trained psychologists to prescribe in limited 
circumstances).
Therapists/Counselors: This category includes licensed clinical social workers 
(LCSW), licensed professional counselors (LPC), marriage and family therapists 
(LMFT), etc. They provide various forms of counseling and therapy but do not 
prescribe meds.
Psychiatric Nurse Practitioners: Nurses with advanced training (NP) who can 
diagnose and prescribe, similar to psychiatrists, often focusing on medication 
management.
Primary Care Providers: Many family doctors or internists can treat basic mental 
health conditions (like prescribing an antidepressant for mild-moderate depression, 
or anti-anxiety meds). They are a good starting point, especially if wait times for 
specialists are long, but they might refer you to a specialist for more complex issues.
Emergency and Crisis Professionals: In urgent situations (like you’re feeling suicidal), 
there are crisis hotlines (like the 988 Suicide & Crisis Lifeline reachable by dialing 



988), mobile crisis teams in some areas that come to you, and of course ERs where 
psychiatric staff can evaluate in emergencies.

2. Insurance Coverage for Mental Health: Thanks to parity laws and the ACA, mental 
health and substance abuse services are considered essential health benefits, meaning all 
Marketplace and employer plans must cover them comparably to medical/surgical 
benefits. They cannot impose arbitrary limits like “only 2 therapy visits per year” if they 
don’t do similar for physical health visits. So if you have insurance, mental health should 
be covered, though you may have co-pays or need to meet a deductible. Check your plan’s 
network for mental health providers (some plans carve out mental health to a separate 
vendor – e.g., your insurance card might have a mental health phone number).

Many plans now cover teletherapy as well, which can expand your provider choices. Also, 
Medicaid provides mental health services and often has community mental health 
clinics. Medicare covers outpatient therapy (usually 20% coinsurance under Part B) and 
psychiatrist visits, and inpatient psychiatric care (with some limits), as well as partial 
hospitalization programs.

3. Finding a Therapist or Psychiatrist: This can take effort:

Insurance Directory: Start by searching your insurer’s online directory for 
psychologists, therapists, or psychiatrists in-network. You can usually filter by 
location, specialty (e.g., trauma, children, LGBTQ+ issues, etc.), and language.
Primary Care Referral: Ask your doctor – they often know reputable colleagues in 
mental health and can refer you. In some HMOs, you might need a referral from 
your PCP to see a psychiatrist (for insurance to cover it), though for therapy you 
might be able to self-refer.
Employee Assistance Program (EAP): If your employer offers an EAP, it may provide a 
few free counseling sessions and help connect you to longer-term care.
Online Therapy Platforms: Services like BetterHelp, Talkspace, and others offer 
virtual therapy (though be mindful of their costs and whether they accept insurance 
– many are private pay, but some insurance plans have partnerships).
Psychology Today Directory: The Psychology Today website has a widely used 
directory where therapists list their practice info, specialties, whether they take 
insurance, etc. You can filter by your ZIP code and insurance.
Community Clinics: If you are low-income or uninsured, community mental health 
centers provide services often on sliding scale or even free if you qualify. These can 
sometimes have waits, but they are a safety net. Many counties have a local mental 
health department or clinics that receive public funding.
Support Groups: Not a replacement for professional therapy, but organizations like 
NAMI run free support groups for various conditions and family support. Group 
therapy led by a professional might also be an option (and often cheaper per session 
than individual therapy).



4. What to Expect – Therapy: In therapy (counseling sessions), you typically meet once a 
week or every couple weeks for ~50 minutes with your therapist. It’s a conversation 
oriented towards your mental health goals. There are different modalities (like cognitive-
behavioral therapy, CBT, which is common and evidence-based for many issues; or others 
like psychodynamic, dialectical behavior therapy, etc.). Your therapist will choose an 
approach suitable for your condition. You might be given homework (e.g., thought 
journals, practicing coping skills). Therapy is confidential (with a few exceptions like if 
you threaten imminent harm to yourself or others, they may need to break confidentiality 
for safety).

5. What to Expect – Psychiatry (Med Management): If you see a psychiatrist or NP for 
medication, initial evaluation might be longer (maybe an hour to go over history), and 
follow-ups shorter (15-30 minutes) to monitor how the medication is working, adjust 
doses, and manage side effects. They’ll collaborate with any therapist you have (with your 
permission) or with your primary care. Psychiatrists often have long wait times for new 
patients (sometimes months), so in the interim your primary care might start you on 
something and then you transition care once seen.

6. Crisis Situations: If you or someone is in acute crisis (thinking of suicide, or perhaps in 
the midst of a panic attack that feels unmanageable, or psychotic episode), know your 
resources:

Call 988 for 24/7 crisis counseling and connection to local resources.
If someone is actively suicidal with a plan, don’t leave them alone – call 911 or take 
them to an ER. Hospitals can do an emergency psychiatric evaluation and may keep 
someone safe (inpatient psychiatric unit) until they are stable.
Many areas have 24-hour crisis lines (besides 988) or mobile crisis units that can 
come to the person to assess.
Some communities have crisis walk-in clinics or respite centers as an alternative to 
ERs for mental health.
If experiencing substance overdose or severe withdrawal, treat as emergency – 911 
or ER.
The VA has a Veterans Crisis Line (dial 988 then press 1, or text 838255) if you are a 
veteran or concerned about one.

7. Mental Health and Insurance Parity: Legally, insurance can’t put more restrictive rules 
on mental health than physical health. This means if they normally allow unlimited 
doctor visits, they can’t arbitrarily cap therapy at 10 sessions/year (unless similar caps 
exist for something equivalent physically). They also must cover mental health pre-
existing conditions the same as others – no waiting periods or denials. If you run into 
issues where insurance is denying needed mental health care, you can appeal and cite 
parity law. The HHS Office for Civil Rights handles discrimination cases, and you can file 
complaints if you feel your rights to mental health coverage parity are violated.



8. Substance Abuse Treatment: This often overlaps with mental health. There are 
inpatient rehab centers, outpatient programs, support groups like AA/NA, and 
medication-assisted treatments (like methadone or buprenorphine for opioid addiction). 
Many insurance plans cover substance abuse treatment (again, essential benefit). 
SAMHSA (Substance Abuse and Mental Health Services Administration) has a national 
helpline 1-800-662-HELP that can refer you to local treatment options. If someone is 
struggling with addiction, it may be daunting to find help, but start with either a primary 
care doctor (they might know local programs) or directly calling treatment centers (many 
do free assessments).

9. Support Systems: Utilize non-clinical support too. Peer support groups or even trusted 
friends/family can be part of your support network (with your comfort level). But be 
mindful of boundaries – support is great, but for actual treatment of mental health 
conditions, a qualified professional is key.

10. Cost and Sliding Scale: Therapy sessions without insurance can range widely ($60 to 
$200+ per session). If you can’t afford the rates, discuss openly with the therapist – some 
will adjust fees (sliding scale) based on your income. Also, universities often have training 
clinics where graduate student therapists (supervised by licensed clinicians) offer low-
cost counseling. It might be $10-$30 a session, for example. For medications, as 
mentioned in the prescriptions section, most psychiatric meds are available as generics at 
affordable prices. If you’re paying out of pocket, ask your psychiatrist for generics or look 
into patient assistance for expensive brand-only drugs.

11. Breaking Stigma: It’s worth noting that seeking mental health help is normal and 
brave. There’s been a big push to reduce stigma. Public figures and campaigns encourage 
people to treat mental health like any other health issue. So don’t let fear or shame stop 
you from accessing care. Your conversations with mental health professionals are 
confidential and your diagnosis doesn’t have to be known by anyone you don’t want to 
tell (with exceptions like if you use insurance, it goes in your medical record, which is still 
private except as allowed by HIPAA).

12. Maintain Continuity: If you find a therapist or psychiatrist you click with, that 
relationship can be a cornerstone of your well-being. Try to keep appointments regularly. 
If you feel therapy is not helping after a fair trial (say a few months) or you don’t gel with 
the provider, it’s okay to switch. Finding the right fit is important. Many people try a 
couple therapists before finding the one they’re comfortable with. Don’t give up on 
treatment itself if the first provider isn’t a match.

In summary, mental health services are available and covered by insurance as essential 
benefits. Start by deciding if you might benefit from therapy, medication, or both. Use 
your plan’s resources, or community resources, to find a provider. In urgent situations, 
use crisis lines or ERs to stay safe. Mental health issues are common and treatable – 



whether it’s depression, anxiety, trauma, or any other condition, reaching out for help is 
the first step toward feeling better and is very much part of the healthcare system’s scope.

Health Screenings and Preventive Care

“An ounce of prevention is worth a pound of cure” – that’s the idea behind preventive 
healthcare. The U.S. medical system puts a strong emphasis on regular health screenings 
and preventive services to catch problems early or prevent them altogether. Many of these 
services are covered at no cost by insurance thanks to the Affordable Care Act. Let’s break 
down what preventive care entails and what you should consider for yourself:

1. Routine Check-Ups (Well Visits): It’s generally recommended to have a yearly physical 
exam (especially for adults over a certain age, though some providers might say every 2-3 
years if you’re young and healthy). During an annual check-up, your primary care 
provider will review your medical history, ask about any symptoms, do a physical 
examination, and often order routine blood tests (like cholesterol or blood sugar) 
depending on age and risk factors. They’ll also update your vaccinations if needed. These 
wellness visits are typically covered 100% by insurance – meaning no copay or 
deductible applies, as long as the visit is coded as preventive and not primarily for 
managing an illness (if you discuss a particular complaint extensively, it might get coded 
differently, but in practice many doctors still won’t charge extra unless it’s complex). The 
annual exam is a good time to bring up any health questions and plan what screenings 
you need.

2. Immunizations (Vaccines): Vaccines are a vital part of prevention. Children follow a 
schedule of vaccines (for diseases like measles, mumps, polio, etc.), and many are required 
for school. Adults also need certain vaccines:

Annual Flu Shot: Recommended each year for virtually everyone 6 months and older, 
especially important for young kids, pregnant women, older adults, and those with 
chronic conditions.
COVID-19 Vaccine: As of the last couple years, COVID vaccines (and boosters) are 
advised for eligible age groups. These are usually free or fully covered.
Tetanus (Td/Tdap): Everyone should get a Td or Tdap booster every 10 years. Tdap 
(tetanus, diphtheria, pertussis) is given at least once in adulthood (especially if around 
infants, to protect against whooping cough).
Shingles Vaccine: Recommended for adults over 50 (the Shingrix vaccine, two doses) 
to prevent shingles and its complications.
Pneumococcal Vaccines: Recommended for all at 65, and earlier for smokers or those 
with certain health issues (to prevent pneumonia and other pneumococcal disease).
Others based on risk: Hepatitis A or B (if not already immune, many adults under 30 
have had Hep B vaccine as infants now; high-risk individuals should get them too), 



HPV vaccine (to prevent cervical and other cancers – recommended for 
adolescents/young adults up to age 26, now approved up to 45 in some cases), 
Meningococcal vaccine (for teens/college dorm students), etc.
 All Marketplace and most employer plans must cover recommended vaccines 
without cost-sharing when given by an in-network provider. Medicare Part B covers 
some (like flu, pneumonia, COVID) and Part D covers others (like shingles, which you 
would get at pharmacy).

3. Cancer Screenings: Early detection of cancer can save lives. Common screening tests 
include:

Colon Cancer: Screening typically starts at age 45 now (recently lowered from 50) for 
people at average risk. Colonoscopy is the most thorough test (usually every 10 years 
if normal). Other options include stool tests like FIT or Cologuard at more frequent 
intervals. If you have a family history or polyps, you may need earlier or more 
frequent screening. Medicare and all insurance cover colon cancer screening 
(colonoscopy is covered 100% as preventive at age 45+ in network).
Breast Cancer: Mammograms are recommended for women (the exact ages and 
frequency depend on guideline you follow, but generally starting by 50, many start at 
40, and done every 1-2 years). Insurance covers mammography as a preventive 
service for women per guidelines. If you have higher risk (family history, genetic 
factors), doctor might advise earlier or additional MRI.
Cervical Cancer: Pap smear (and HPV test) for women typically every 3 years (or 
every 5 years if doing co-testing with HPV) from age 21 to 65, though guidelines vary 
a bit. This is a routine part of a gynecological exam and is covered without cost 
sharing. The Pap detects precancerous changes on the cervix.
Prostate Cancer: Recommendations are a bit controversial. Generally, men 55-69 can 
consider periodic PSA blood testing after discussing pros/cons with their doctor (some 
start earlier if high risk, like African American men or those with strong family 
history). Over 70 it’s not usually recommended. PSA screening should be an 
individual decision, but if done, insurance often covers it due to preventive services 
guidelines including a discussion. (Medicare covers an annual PSA for men over 50.)
Lung Cancer: For people with heavy smoking history (30 pack-years or more) who are 
between 50-80 and currently smoke or quit within 15 years, annual low-dose CT 
scan is recommended screening. This is a newer preventive service that Medicare and 
ACA plans cover for those who meet criteria.
Skin Cancer: There’s no formal recommended routine screening for everyone via 
dermatology exams, but it’s wise to get skin checks if you have risk factors (like fair 
skin and sun exposure history). Many primary care providers will do a quick skin 
check during physicals if you ask or if they notice something. Any suspicious mole 
should be evaluated.



Other: There’s also screening for other cancers in certain high-risk people (e.g., 
genetic counseling and BRCA testing for breast/ovarian risk if family history strongly 
suggests it – which ACA covers for eligible women as a preventive service).

4. Other Screenings:

Blood Pressure: Everyone should have their blood pressure checked at least once a 
year (more often if high). This is usually done at every doctor’s visit anyway. 
Hypertension is called the “silent killer” because it often has no symptoms but can 
cause heart disease and stroke if untreated, so routine BP checks are essential.
Cholesterol: Guidelines suggest checking cholesterol at least once between ages 9-11 
and once between 17-21 to catch hereditary issues early, then for adults generally 
starting at age 35 for men and 45 for women if no risk factors, or earlier (20+) if you 
have risk factors for heart disease. Many doctors do it more frequently, like every 5 
years in adulthood, or more if levels are abnormal. Lipid panel blood tests are usually 
part of routine bloodwork.
Diabetes: Screening for type 2 diabetes is recommended for adults 35-70 who are 
overweight or obese, and earlier or more often if additional risk factors (like family 
history or gestational diabetes). Often doctors will do an annual fasting glucose or 
A1c if you have any risk factors. ACA plans cover diabetes screening as preventive for 
eligible individuals.
Obesity: Doctors will measure your BMI (weight-to-height ratio) at visits – 
technically that’s a screening for obesity. If BMI is high, they may counsel on diet and 
exercise.
HIV and STIs: Everyone ages 15-65 should be tested for HIV at least once, and others 
outside that range if high risk. It’s covered preventive. Screening for STIs like 
chlamydia, gonorrhea is recommended for sexually active women under 25 (and 
older women if at risk). Syphilis screening is recommended for those at increased risk. 
These tests can often be done via urine or blood or swabs and are covered for 
indicated populations.
Hepatitis C: One-time screening for Hep C is recommended for all adults age 18-79 
at least once (because Hep C can be asymptomatic for years and there are now cures). 
This is now an ACA-covered preventive screening for those ages.
Osteoporosis: Bone density (DEXA) scans are recommended for women starting at 65 
(younger if risk factors) to screen for osteoporosis, and for men at 70 perhaps or 
earlier if risk. Covered by Medicare and ACA plans at those ages.
Depression: Primary care should also screen for depression – often via a simple 
questionnaire during visits. Mental health is part of preventive care now, 
acknowledging mind-body connection. If you see a form with questions about mood, 
sleep, interest in activities, etc., that’s a PHQ-9 or similar depression screening – 
answer honestly, it’s to help catch issues early. Similarly, screening for alcohol misuse 



and substance use is recommended, as well as intimate partner violence screening 
for women of childbearing age.
Eye and Dental: These are somewhat separate. For eyes, even if you don’t have 
specific eye insurance, get your vision checked periodically. Diabetics especially need 
yearly eye exams to check for retinopathy. Children should have vision screenings as 
part of pediatric checkups. For dental, regular checkups every 6 months to a year are 
recommended to prevent cavities and gum disease. Dental insurance (if you have it) 
usually covers cleanings/x-rays 100% up to a certain frequency.

5. Women’s Preventive Services: Apart from cancer screenings, women have some 
additional preventive services:

Contraception: Under the ACA, FDA-approved contraceptives are generally covered 
without copay when prescribed (some exceptions due to employer exemptions, but in 
general, birth control pills, IUDs, etc., are covered). So family planning is considered 
preventive.
Pregnancy-related: Prenatal care visits and screenings (like gestational diabetes 
testing, certain infection screenings, etc.) are covered. There are also screenings for 
postpartum depression, lactation support services, etc., that should be covered.
Well-Woman Visit: This is an annual preventive visit focusing on women’s health 
(might include Pap, breast exam, reproductive planning, etc.). It’s covered each year.
STI counseling: Covered for sexually active women as preventive service.

6. Pediatric Preventive Care: Kids have a schedule of “well-child visits” at specific 
intervals: very frequently in infancy (newborn, 1 month, 2,4,6,9,12 months, etc.), then 
toddler (15,18,24,30 months), then yearly from age 3+. These visits include growth 
tracking, developmental screenings, immunizations, and anticipatory guidance for 
parents. They also include screening tests like newborn metabolic screening, hearing 
tests, vision tests, anemia screening, lead level testing (especially at 1-2 years if risk factors 
or in high exposure areas), autism screening at 18 and 24 months, etc. All these are 
covered by insurance as preventive.

7. Stay In-Network for Free Preventive Services: One caveat – to get the no-cost benefit, 
you typically have to use an in-network provider. If you go out-of-network, the service 
might not be free and you could be charged. So do basic things like ensure the lab doing 
your colonoscopy or the radiology center for your mammogram is in-network.

8. Keep a Personal Preventive Health Checklist: It’s helpful to keep track of when you last 
had each screening:

e.g., Blood pressure – every time at doctor.
Cholesterol – last done 2 years ago? maybe due this year.
Pap smear – done 2 years ago, next due next year.



Mammogram – last year, next this year.
Colonoscopy – not yet (am 40, will plan at 45).
Vaccines – got flu shot this fall; tetanus booster 5 years ago (good for 5 more years); 
due for shingles vaccine next year when I turn 50; COVID booster done recently, etc.
 If your doctor hasn’t mentioned something you think you need, bring it up. For 
example, “Doctor, I’m 50 now, shouldn’t I do a colon cancer screening?”. Sometimes 
these can slip through if you don't see the doctor often or records are scattered. So 
self-advocacy helps. Many practices send reminders (like a postcard when you’re due 
for a mammogram) or have patient portals listing your preventive care status.

9. Workplace Wellness and Screenings: Some employers offer wellness programs or 
screening events (like blood pressure checks or cholesterol screenings on site). Those can 
be convenient, but ensure that any abnormal result is followed up with your doctor. 
These are supplementary, not a replacement for full medical care.

10. Cost-Benefit: Preventive care has huge benefits. Vaccines prevent diseases that could 
be deadly or disabling. Screenings like colonoscopies can actually prevent cancer by 
removing pre-cancerous polyps during the procedure. Pap smears catch lesions before 
they turn into cervical cancer which is then easily treatable. Managing blood pressure 
and cholesterol prevents heart attacks and strokes. It’s far easier and cheaper to manage 
these conditions early than to deal with a crisis later. Insurance covers these because in 
the long run it’s beneficial for everyone’s health and costs. So taking advantage of these 
“free” services is a key part of staying healthy in the U.S. system.

Remember, preventive services are there to keep you healthy. Even if you feel fine, stay on 
top of recommended screenings for your age/gender/risk group – the goal is to catch any 
silent issues early and to maintain health and quality of life as long as possible. It’s one of 
the best things you can do for yourself in the healthcare system.

Telehealth: Getting Medical Care Remotely

Telehealth (or telemedicine) has become increasingly popular and accessible. It allows 
you to consult with healthcare providers from home or anywhere, using your phone, 
computer, or tablet. Here’s what you need to know about telehealth options and how they 
work:



1. What is Telehealth? Telehealth is the use of electronic communications to provide 
health care services without an in-person visit. It can be as simple as a phone call with 
your doctor or as advanced as a live video examination. Telehealth lets you talk to your 
healthcare provider by phone or video chat, send secure messages or emails, and even 
share medical data (like blood pressure readings) remotely. It encompasses:

Video visits (most common – think of Zoom or FaceTime but usually via a secure 
medical platform).
Telephone consultations (audio only).
Remote patient monitoring (devices that send info to your doctor, like a glucose 
monitor or a blood pressure cuff that uploads readings).
E-visits or portal messages (you type out a question or fill a form, and the doctor 
replies electronically).
Specialist consults (for example, your local doctor sends your info to a specialist in 
another city via telehealth).
 Telehealth is not a separate type of care but a mode of delivering care.

2. Benefits of Telehealth: Telehealth offers many advantages:

Convenience: You can see your doctor from your home or workplace, saving travel 
time and time off work.
Access: It enables you to consult specialists far away, or get care if you live in a rural 
area without many providers. It’s also useful if you have mobility issues or lack 



transportation.
Safety (Infection Control): During contagious disease outbreaks (like COVID-19), 
telehealth prevents crowding in clinics and reduces infection risk by keeping mildly 
ill or routine check-ins at home.
Faster appointments: You might get scheduled sooner for a telehealth slot than an in-
person one, and no waiting room delays.
Family inclusion: You can easily include a family member in the virtual visit (like a 
child’s telehealth pediatric visit with a parent at work dialing in, or an adult having a 
caregiver join).
Privacy at times: For mental health or other sensitive consults, some find being at 
home more comfortable than an office.
Continuous monitoring: With connected devices, doctors can monitor chronic 
conditions in real-time (like a cardiologist seeing daily blood pressure logs).
 Telehealth is not suitable for everything (more on that in a bit), but it’s a great tool for 
many scenarios.

3. Getting Started with Telehealth:

Equipment: You’ll need a device (smartphone, tablet, or computer) with a camera and 
microphone for video visits, plus an internet or strong cellular connection. A quiet, 
private space is important too.
Platform: Your provider will typically use a specific telehealth platform (could be 
integrated in their patient portal or a third-party app). Prior to your appointment, 
they’ll give instructions. You might have to download an app or click a link to join the 
virtual “room.”
Test it out: It’s wise to test your camera and mic beforehand. Many platforms have a 
test feature. Wear normal clothing as if going to a doctor office (the provider may 
need to visually inspect things like a rash, so good lighting helps – sit facing a light 
source).
Check-in: Often, there’s a process like an in-person visit – you might need to check in 
online 10-15 minutes early. Some systems have a virtual waiting room. Use that time 
to fill any e-forms (like updating meds list or answering symptom questionnaires).
During the Visit: It works much like an in-person conversation. The provider will ask 
about your concerns, possibly ask you to do certain actions (like “can you press on 
your belly and tell me if it hurts,” or “hold your phone to your throat so I can see you 
swallow,” etc., or even guide you to measure your pulse). For vital signs, if you have a 
home thermometer, blood pressure cuff, scale, etc., have them at hand. They may ask 
for those readings. Be ready to describe symptoms in detail since they can’t physically 
exam you fully. If video, they can see things like if you look ill, skin color, breathing 
effort, etc., which is helpful.
Privacy: Ensure you are in a private setting. If at home, choose a quiet room and shut 
the door. Use headphones if you worry about others overhearing. The telehealth 



platform is secure on the provider’s end (not a public video line – these are typically 
HIPAA-compliant software).
Connectivity: If video lags or drops, don’t panic. Sometimes switching to audio only 
can help if internet is weak. Many providers will call your phone if video fails. For 
best results, use Wi-Fi, and close other programs that might slow your device. Sit as 
close to your router as possible if Wi-Fi is spotty.
Follow-up Plan: The provider will let you know what to do next – maybe they’ll 
prescribe medicine (they can send prescriptions to your pharmacy digitally just like 
an in-person visit), or recommend coming in for tests if needed, or scheduling an in-
person exam if something couldn’t be assessed virtually. You might get after-visit 
summary via the portal.
Payment: Telehealth visits are often billed to insurance similarly to regular visits. 
During the COVID-19 pandemic, many insurers (including Medicare) expanded 
coverage for telehealth. Check with your plan, but by 2025 telehealth is mainstream 
and usually covered. Copays may apply (some plans waived them for telehealth, but 
that can vary). If self-pay, ask about cost beforehand; sometimes tele visits might be 
cheaper.
Additional Tools: Some telehealth visits incorporate tools like screen sharing (provider 
might show you lab results or diagrams), or the ability to send photos via the portal 
(like if you have a rash, a high-res photo uploaded can complement the live video 
which might not be as clear). If instructed, take and send pictures of, say, a skin issue 
or a wound ahead of time.

4. When to Use Telehealth: Telehealth is great for:

Minor illnesses or follow-ups: e.g., discussing a cold, allergies, urinary tract infection 
symptoms (they might send you for a lab test to confirm), follow-up on blood pressure 
meds adjustment, reviewing lab results, mental health counseling sessions (therapy), 
medication check-ins for chronic issues, some post-surgery follow-ups (just wound 
check via video).
Remote therapy/psychiatry: Mental health is very well suited to telehealth. Many 
counselors and psychiatrists continue offering tele-appointments, which patients 
appreciate for convenience and privacy.
Chronic disease management: E.g., a diabetic check-in where you share blood sugar 
logs, or a hypertension visit where you report your home BP readings.
Specialist consults: If you have to travel far to see a specialist, ask if initial consult or 
some follow-ups can be telehealth. Many big hospitals have telehealth outreach so 
you don’t have to drive hours every time.
After-hours care: Some practices or insurance have 24/7 telehealth lines (like Teladoc 
or MDLive) that you can call in the middle of the night if you have an urgent 
question. They can often handle issues or advise if you need ER or can wait.



Pandemic times or immunocompromised patients: If you’re trying to minimize 
exposure (like during COVID surges or if your immunity is low), telehealth reduces 
your risk of catching other illnesses in clinic.

5. When Telehealth Isn’t Enough: There are limits. Emergencies (like chest pain, signs of 
stroke, severe difficulty breathing, serious injuries) require in-person evaluation – call 
911 or go to ER, not telehealth. Physical exams that are needed for a diagnosis (like 
listening to lungs for pneumonia, or feeling an abdomen for appendicitis) can’t be fully 
done remotely. Telehealth docs are trained to recognize when they need to direct you for 
an in-person exam or to the ER. If you have a telehealth visit and the provider says, “I’m 
concerned, please go get examined in person or go to urgent care/ER,” take that seriously. 
Telehealth is also not ideal for issues like severe abdominal pain (where they might need 
imaging or palpation to diagnose). Some things like ear infections or strep throat – 
difficult to confirm without looking in the ear or doing a strep test. However, some 
providers might treat presumed infections based on history and follow-up, especially in 
pandemic times to avoid bringing you in – but there’s a bit of risk in not having exam 
confirmation. Hybrid models exist: e.g., they might order a lab test at a facility near you 
(like a drive-through strep or COVID test) as part of the telehealth workflow.

6. Telehealth and Insurance & Legal Considerations:

State Licensure: In the U.S., medical providers must usually be licensed in the state 
where the patient is located. This got relaxed during COVID for some cross-state care, 
but states are returning to normal licensing rules. If you’re in State A and doing 
telehealth with a doctor in State B, ensure it’s allowed. Many large systems have 
licenses in multiple states. The patient’s location is what matters legally (if you travel 
to another state, technically the provider needs to be licensed there to treat you via 
telehealth). So let your provider know if you’re out-of-state at time of visit. They might 
have to reschedule with someone else if they can’t legally see you due to that.
Coverage: Medicare now covers telehealth for many services (at least through 2024 
and likely permanently for many areas). Private insurers largely do too. If you lack 
insurance, there are direct-to-consumer telehealth services (like apps where you pay 
a flat fee, e.g., $75 for a consult). But check if your region has any free telehealth 
through public health initiatives.
Tech help: If you’re not tech-savvy, let the office know – sometimes a nurse or staff 
can do a test call with you or walk you through the steps. Don’t be embarrassed; many 
patients needed help initially. It’s become simpler with time, and providers have 
gotten used to troubleshooting (“Can’t hear you? Check if mute is on. Can’t see me? 
Might need to enable your camera in settings.”).

7. Telehealth Etiquette: Treat it like a normal appointment. Be on time (connect a few 
minutes early), have your questions or symptoms written down to cover everything, 
minimize distractions (turn off TV, keep pets/kids ideally out of the room unless they are 



part of the visit). Don’t take a telehealth call while driving or in a public space where you 
can’t talk freely. The provider will appreciate you being prepared and in a suitable 
environment. Likewise, expect the provider to maintain professionalism (they should be 
in a private setting too – not driving or multi-tasking; most sit in their office or home 
office with secure connection).

8. Additional Telehealth Tools: Some innovative tools include:

Tele-dermatology: You send high-res photos of a skin issue and a dermatologist 
replies with diagnosis and treatment (sometimes asynchronously, not live).
Remote monitoring devices: If you have, say, a heart condition, you might wear a 
device that transmits your EKG to a monitoring center. Or a diabetic might use a 
continuous glucose monitor that doctor can see data from.
E-Consults: Your primary care might do a “tele-consult” with a specialist – they send 
your info to a specialist electronically and get advice for your case, which can save 
you a specialist visit.
Online portals: Many primary care offices let you message your doctor with 
questions. For minor follow-ups, this can handle issues without a scheduled visit 
(some places might charge for lengthy electronic consults now, but simple questions 
are often free as part of care).

Telehealth is now a normal part of healthcare. It’s convenient, effective for many issues, 
and widely available. Embrace it as another way to see your doctors. It’s not all-or-
nothing; you can do some visits virtually and others in person as appropriate. The key is 
to get the care you need in the most convenient way possible. As technology advances, 
telehealth will likely only get better, possibly incorporating things like at-home diagnostic 
kits. So being comfortable with it now positions you well to take advantage of future 
healthcare innovations.

Key Resources and Government Websites

Navigating the system is easier when you know where to find reliable information and 
assistance. Here’s a list of key resources and official websites that can help you with 
various aspects of the U.S. healthcare system:

HealthCare.gov – The official Health Insurance Marketplace website for ACA plans. 
Here you can learn about health insurance options, enroll in a marketplace plan, and 
find information on subsidies and coverage. It also has explanations of insurance 
terms and rights (in multiple languages). Use this site during open enrollment (or 
special enrollment if you qualify) to sign up for private insurance if you don’t have 
employer coverage or Medicare/Medicaid. (Spanish version available at 
cuidadodesalud.gov.)



Medicare.gov – The official U.S. government site for Medicare. This site lets you learn 
about Medicare eligibility, coverage options (Parts A, B, C, D), compare drug plans or 
Medicare Advantage plans, and even sign up for Medicare when you’re eligible. It 
also has tools like “Find & compare providers” and details on what Medicare covers 
(like a searchable database for specific tests or services). If you’re approaching 65 or 
helping someone on Medicare, this is the go-to resource.
Medicaid.gov – Official information about Medicaid programs. Since Medicaid is 
state-run, this site links to each state’s Medicaid site and provides general 
information on eligibility rules, benefits, and how to apply. It’s useful if you need to 
find your state Medicaid office or understand Medicaid and CHIP (Children’s Health 
Insurance Program) basics. You can also typically apply via your state’s site or 
through HealthCare.gov which will route to state Medicaid if it appears you qualify.
InsureKidsNow.gov – A government resource focused on health insurance for 
children and teens (CHIP) and Medicaid. It helps parents find insurance options for 
their kids and dental providers that accept Medicaid/CHIP in their area.
HHS.gov – The U.S. Department of Health & Human Services website. It’s a broad 
site that includes topics like public health, regulations, and FAQs. For example, it has 
an HHS Answers section (like the Medicare vs Medicaid question we saw). It also 
houses the Office for Civil Rights (where you can file complaints for privacy or 
discrimination issues in healthcare). If you’re curious about federal health policies, 
HHS.gov is the place.
CDC.gov – The Centers for Disease Control and Prevention site. It’s the top source 
for trustworthy information on diseases, conditions, travel health, immunizations 
(schedules, recommendations), and public health updates. If you want to know, for 
example, recommended immunizations or details on a health condition or an 
outbreak, the CDC site is authoritative. It also has a “Find Vaccines” tool and sections 
on healthy living (nutrition, exercise, etc.). For COVID-19 or flu info, CDC is front and 
center.
NIH.gov – The National Institutes of Health. This is more research-oriented, but they 
have health information via MedlinePlus (see below) and various NIH institute pages 
(like cancer (NCI), heart/lung (NHLBI), etc.) which sometimes have patient-friendly 
guides. NIH also runs ClinicalTrials.gov where you can search for clinical studies if 
you’re interested in experimental treatments or volunteering for research.
MedlinePlus.gov – A service of the National Library of Medicine, it’s a fantastic 
consumer health information site. You can search any medical topic (conditions, 
drugs, tests) and get easy-to-read, vetted information and illustrations. It also links to 
reputable external resources and even local healthcare services. MedlinePlus is great 
if you receive a new diagnosis and want to learn more in plain language, or need info 
on a medication or wellness topic.
MentalHealth.gov – An HHS site dedicated to mental health education and 
resources. It provides basic info on mental health, signs of mental illness, how to talk 



about it, and how to get help. It’s more of a general resource site. For finding 
treatment specifically, the next entry is key.
FindTreatment.gov – This is a confidential and anonymous resource finder for 
substance use and mental health treatment facilities. SAMHSA (Substance Abuse & 
Mental Health Services Administration) maintains it. You can enter your ZIP code 
and find nearby clinics for addiction treatment or mental health counseling, filtering 
by type of service, payment accepted, etc. Very helpful if you need professional help 
and don’t know where to start.
SAMHSA’s National Helpline (1-800-662-HELP) – A 24/7 free hotline for treatment 
referral and information on mental health or substance use disorders. This is not 
counseling, but they guide you to services. Also, the 988 Suicide & Crisis Lifeline is 
crucial for immediate mental health crises.
PatientCare/Quality Check by The Joint Commission – If you want to check if a 
hospital is accredited or see its quality metrics, the Joint Commission’s Quality Check 
site lets you search facilities. Not necessary for most, but good to know it exists.
OPM.gov – Federal Employees Health Benefits (FEHB) Program – If you’re a federal 
employee or retiree, OPM’s site provides info on health plan options and a “Patients’ 
Bill of Rights” for FEHB. Also, OPM has a summary of Patients' Bill of Rights that was 
referenced (though the concept is more widely applied now beyond FEHB).
DOL.gov/COBRA – If you lost job-based insurance and need COBRA info, the 
Department of Labor outlines COBRA rights. Additionally, USA.gov has plain-
language articles about COBRA, Medicaid, Medicare, and other health topics with 
links to authoritative sources. In general, USA.gov is a portal to government 
information (we saw an example article on mental health resources there).
Local Health Department Websites – Your state or county health department site can 
tell you about local programs (free vaccines, clinics, health screenings events, etc.). For 
example, they might have info on how to get a COVID vaccine or testing near you, 
WIC nutrition services, or low-cost clinics for STD testing.
211 – Not a website, but a phone resource and associated site (211.org). It’s a free 
referral line for local community services across the U.S. If you dial 2-1-1, you can get 
information on a broad range of services, including medical care, mental health, 
housing, food, etc., available in your area. It’s great for finding free clinics, 
transportation assistance to appointments, or other social support.
Healthcare.gov Rights & Protections – On HealthCare.gov, there’s a section about 
your rights (like the right to appeal insurance decisions, no pre-existing condition 
exclusions, choice of primary care doctor in many plans, etc.). Also, NoSurprises.gov 
(just launched relating to the No Surprises Act) provides info on your rights regarding 
surprise billing and how to get help if you receive a surprise medical bill.
Veterans Affairs (VA) Health – If you’re a veteran, VA.gov/health-care is your portal 
for VA health benefits, facility locators, etc. The VA runs its own medical facilities and 



coverage for eligible vets, so use their resources specifically if that applies. The 
USA.gov mental health article also mentioned veteran-specific support.
Insurance Department of Your State – Every state has a Department of Insurance or 
similar agency. Their websites often have consumer guides to health insurance, and 
some have rate comparison tools or explain how to file a complaint against an 
insurance company if needed. For example, if you believe your insurance isn’t 
covering something it should, your state insurance commissioner’s office can assist.
ClinicalTrials.gov – If interested in experimental treatments or clinical trials, this site 
(run by NIH) lets you search by condition and location for trials recruiting patients. 
It’s more of a research resource but can sometimes be a way to access cutting-edge 
therapies (and often at no cost if you qualify for a trial).

Remember: When searching online for health information or assistance, stick to 
reputable sources like the ones above. These .gov or well-known organizations ensure the 
advice and information are accurate. There is a lot of misinformation on the internet, so 
using these trusted resources is crucial.

After reading this comprehensive guide, you should feel more confident in navigating the 
U.S. medical system. Your health is important – don’t hesitate to use the information and 
resources provided here to get the care you need, when you need it. Here’s to your health 
and peace of mind in the American healthcare journey!


