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Introduction  
 

The University gives you the option to choose a medical plan that works best for you and your eligible  

dependents. You can choose either a Point-of-Service plan or a health maintenance organization (HMO) one 

or more may be available in your area.  

This Point of Service (POS) plan gives you the freedom to seek care from any UnitedHealthcare Network 

provider or facility without a referral. With this plan, you will receive the highest level of benefits when you 

seek care from a UHC Network provider or facility. In addition, you do not have to worry about any claim 

forms for in-network care. You may also choose to seek care outside the UHC Network, without a referral. 

However you should know that care received from a non-UHC network physician, facility or other health care 

professional means a higher deductible and out-of-network expense. If you choose to seek care  

outside the UHC Network, your plan only pays a portion of those charges and it is your responsibility to pay 

the remainder. Reasonable and customary is the typical charge for a specific procedure in a specific 

geographic region. This amount you are required to pay above R&C, which could be significant, does not 

apply to the out-of-pocket maximum.  

You will need to satisfy the requirements described in this summary plan description (SPD) to receive 

NYU POS Advantage Plan coverage.  

This SPD provides a concise overview of medical coverage available for you and your eligible dependents. 

While this SPD contains detailed and important information about your benefit plan, every attempt has been 

made to communicate that information clearly and in easily understandable terms.  

Benefits are determined under the terms of the plan in effect at the time you become eligible for the  

benefits in question. The University reserves the right to suspend, modify, or terminate these benefits at 

any time to the extent permitted by law. This SPD does not constitute a contract of employment or  

guarantee any particular benefit.  

In the event of a discrepancy between this SPD and the plan document, the plan document will govern.  
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Eligibility  
 

Eligible employees  
You are eligible for NYU POS Advantage Plan coverage if you are:  

Å a full-time member of the Administrative and Professional Staff  

 

 

Eligible dependents  
You can cover certain dependents under NYU POS Advantage Plan coverage. Youôre required to provide 

proof of relationship of your dependents if you elect to cover them under the plan. This may include a copy of 

one of the following: marriage certificate, approved NYU Statement of Domestic Partnership form, birth 

certificate that shows the names of both the parent and the child, final adoption papers, legal  

documentation substantiating placement for adoption, a court order (from a court of competent  

jurisdiction) showing legal guardianship, permanent or temporary custody.  

Your eligible dependents are any of the following:  

 

Å your legal spouse  

Å your domestic partner whom you registered with the Benefits Office  

Å your unmarried, dependent child under age 19  

Å your unmarried, dependent child over age 19, up to age 25, if a full-time student at an accredited 

educational institution  

Å your unmarried, dependent child over age 19 if mentally or physically disabled  

Your dependent children include:  

 

Å your natural child  

Å your stepchild  

Å your registered domestic partnerôs child  

Å your legally adopted child (or child placed with you for legal adoption)  

Å a child for whom you have been appointed legal guardian by a court of competent jurisdiction  

Å a child for whom you have been given temporary or permanent custody under an order issued by a 

court of competent jurisdiction  

A newborn child is eligible for coverage at birth. In the case of an adoption, placement for adoption,  

custody or guardianship, a child becomes eligible for coverage when: the child is placed in your home, the 

adoption is final or the date the court awarded permanent or temporary custody or guardianship.  

Å In order to obtain coverage for your new child, you must enroll the child within 31 days of its birth,  

the date the child is placed in your home for adoption, the date the adoption is final, the date that  

you have been appointed legal guardian or the date you were awarded permanent or temporary  

custody.  

In the case of temporary custody, you will be required to submit either another order which extends the  

period of temporary custody or an order of permanent custody in order for the childôs coverage to remain  

in effect.  

If both you and your spouse or registered domestic partner work for NYU and are eligible for a medical 

plan through NYU, only you or your spouse or partner can cover your child as a dependent under one  

plan. Both of you cannot cover your child at the same time. Also, your child has to meet the eligibility  

requirements.  

If both you and your spouse or registered domestic partner work for NYU, you can cover your spouse or 



 

 

partner as a dependent under your plan, or your spouse or partner can elect separate employee  

coverage. You or your spouse or partner cannot be covered as both an employee and as a dependent  

under the plan.  

Qualified Medical Child Support Order (QMCSO)  

You or your dependents can obtain a description of procedures for Qualified Medical Support Order 

determinations at no charge from the NYU Benefits Office.  

 

Enrollment  
 

Enrolling in the plan  
If you are a newly hired employee or you move into a benefits eligible position, you have 31 days from your 

date of hire or the date you move into the benefits eligible position to enroll in NYU POS Advantage Plan 

coverage, unless you elect to waive coverage on your enrollment form. If you do not complete an  

enrollment form, you will receive default individual medical coverage in the POS Advantage plan.  

When coverage begins  
Once enrolled, you and your eligible dependentsô NYU POS Advantage Plan coverage will become 

effective on your date of hire or the date you move into the benefits eligible position.  

If you have a qualifying status change and become eligible for coverage during the plan year, your NYU 

POS Advantage Plan coverage will start on the date of the event.  

If you are not actively at work on the date coverage is to begin, you and your eligible dependentsô  

coverage will start on the date you begin work. If you are hospitalized on the date coverage is to begin, 

your coverage will start when you begin work. If your dependent is hospitalized on the date coverage is 

supposed to begin, the coverage for that dependent will start when your coverage takes effect.  

Making changes  
You may change NYU POS Advantage Plan coverage during the year if you have a qualifying status 

change; otherwise, you may only make changes during open enrollment.  

Changes in election  
If you have a qualifying status change, you can change your existing NYU medical plan or enroll in 

coverage for the first time if you previously waived coverage. A change in election due to a qualifying 

status change must be consistent with the qualifying status change. You must make changes to your 

coverage within 31 days of your qualifying status change. The following is a list of events that are 

considered to be a qualifying status change:  

 

Å your marital status changes (or you register or revoke a domestic partnership)  

Å you increase or decrease your number of dependents (birth, death, adoption or placement for 

adoption, guardianship, permanent or temporary custody)  

Å your dependent child is no longer eligible for coverage according to the terms of the plan(s) 

(exceeds age 19 or 25 if a full-time student or marries)  

Å a court decree that orders you must provide health coverage for your dependent  

Å your or your dependentôs work site changes  

Å your or your dependentôs residence changes  

Å your dependentôs Medicare/Medicaid eligibility status changes  

Å your spouseôs/partnerôs employerôs plan has a different plan year and open enrollment period than 

NYUôs  

Å coverage under your spouseôs/partnerôs plan is significantly curtailed or ceases  
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Å your spouseôs/partnerôs employer adds new health plan options  

Å NYU adds new health plan options  

Å you or your spouse/partner commence or return from an FMLA leave  

Changes you make within 31 days of a qualifying status change become effective on the date of the event.  

 

Changes during open enrollment  
You may change your NYU POS Advantage Plan coverage once a year during open enrollment, except as 

provided in the Changes in election  section.  

During the open enrollment period, you may do any of the following:  

 

Å drop your coverage  

Å elect coverage if previously waived  

Å change your coverage level  

All changes in NYU POS Advantage Plan coverage made during open enrollment will become effective on 

the first day of the new plan year .  

Special enrollment rules  
If you are waiving NYU medical coverage for yourself or your dependents (including your spouse) because of 

other health insurance coverage, you may in the future be able to enroll yourself or your dependents in this 

plan, provided that you request enrollment within 31 days after your other coverage ends. In addition, if you 

have a new dependent as a result of marriage, birth, adoption, or placement for adoption,  

guardianship, permanent or temporary custody, you may be able to enroll yourself and your dependents, 

provided that you request enrollment within 31 days after the marriage, birth, adoption, or placement for 

adoption, guardianship, permanent or temporary custody.  

Cost  

You and NYU share the cost of your healthcare. Your cost includes a monthly contribution from your  

paycheck as well as any deductible, copays, and coinsurance amounts that may be required by the plan. 

You should consider these factors when deciding which plan is best for you. An online tool is available on 

the NYU Benefits Resource Center to help you estimate your costs. Click on Health Plan Costs and FSA 

Estimator when you visit the Benefits Resource Center web site.  

Monthly contributions  
You and NYU share the cost of coverage. NYU contributes about 90% of the cost for individual coverage 

and 80% of the cost of dependent coverage (varying the subsidy by salary tier with greater subsidization at 

lower salary levels).  

Pretax salary reduction  
The University pays a portion of your medical coverage. You pay your portion of the cost through pretax 

salary reductions. This means that contributions are taken from your paycheck before applicable federal, 

New York State, and New York City taxes are withheld.  

Base salary  
Your base salary is determined by the monthly pay rate in your primary job and excludes any additional 

compensation. If your monthly base salary changes and causes you to shift into a higher or lower salary tier, 

your monthly contributions will change accordingly. Also, if you are not paid your salary for any month, your 

contribution will be based upon the lowest salary tier for that month and you will be billed.  

Salary tiers  
There are four salary tiers that also determine the amount that you will contribute each month. The  

University contributes a uniform subsidy across all health plans and varies the subsidy by salary tier. The 

lowest salary tier receives the greatest subsidy and the highest salary band receives a lesser subsidy.  

Refer to the Benefits Resource Center for the current salary tiers.  
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Imputed income  
If you elect medical coverage for your domestic partner, there are tax consequences because the Internal 

Revenue Service does not recognize the tax exemption of benefits extended to domestic partners. The non-

tax qualified dependentôs coverage cost is considered imputed income. Imputed income is the amount that is 

included in your taxable gross earnings as a result of covering a domestic partner. Check with the NYU 

Benefits Office for current imputed income values. Taxes on the imputed income amount will be  

withheld from the paycheck in which your benefit reductions are taken.  

Deductible  
The deductible is the amount of money you must pay each plan year for covered medical care before the 

plan begins to pay benefits. You must satisfy an annual deductible for in-network and out-of-network  

expenses. Deductible amounts for in-network and out-of-network are totally separate and any amounts 

applied against one do not apply to the other. The plan has both individual and family deductibles.  

Individual deductible  

The individual deductible applies to each covered person. Once you meet the individual deductible, the plan 

begins paying benefits. The in-network deductible is $300. The out-of-network deductible is $2,500.  

Family deductible  

To meet the family deductible, one family member must meet the individual deductible and the expenses of 

other family members can be combined to meet the balance of the family deductible. The in-network family 

deductible is $600. The out-of-network family deductible is $5,000.  

Copay  
The copay is the flat dollar amount you pay for certain expenses. The plan has a lower copay for services 

received from a primary care physician and a higher copay for services rendered by a specialist. Once you 

pay your copay for a service, the plan pays 100% of the remainder. The copay does not get credited  

toward meeting your annual deductible or out-of-pocket limit. The copays under the NYU POS Advantage 

Plan coverage apply to:  

 

Å emergency room visits (waived if admitted)  

Å in-network allergy testing and treatment  

Å in-network annual OB/GYN exams  

Å in-network chiropractic care  

Å in-network office visits  

Å in-network outpatient mental health and substance abuse care  

Å in-network outpatient short-term physical/occupational/speech therapies  

Å in-network PCP/Specialist visits  

Å in-network routine eye exams  

Å in-network routine hearing exams  

Å in-network routine physical exams  

Å in-network well child care and immunizations  

Coinsurance  
Coinsurance is the percentage of expenses that you are responsible for paying after you meet the  

deductible. If you use a network provider, NYU POS Advantage Plan coverage pays 90% of covered  

expenses (unless a copay applies). If you do not use a network provider, the plan pays 60% of  

Reasonable and Customary charges after you meet the deductible, and you pay the remaining amount.  

Once you reach the annual out-of-pocket limit, the plan pays 100% of covered expenses for the remainder of 

the calendar year.  

 

Penalties  
Pre-certification is required for certain services. For in-network services your physician or facility is  
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required to obtain pre-certification. For out-of-network services you are required to obtain the pre-

certification in order to receive the full benefit amount. If you do not obtain the required pre-

certification a $400 penalty will apply to certain services. Refer to the pre -certification  section for 

more information.   

 
                   Annual out -of -pocket limit  

The annual out-of-pocket limit is the maximum amount you pay for your share of covered expenses each 

year. NYU POS Advantage Plan coverage has different individual and family out-of-pocket limits for in- and 

out-of-network coverage. Once you reach the individual or family out-of-pocket limit, the plan pays 100% of in-

network covered costs and 100% of R&C out-of-network covered costs, for the rest of the calendar year. 

Refer to the Reasonable and customary amounts  section for more information.  

Expenses that count toward your annual out-of-pocket limit include:  

 

Å coinsurance  

Å deductibles  

These expenses do not apply to the out-of-pocket limit:  

 

Å charges that exceed individual benefit maximums  

Å plan penalties  

Å charges when copays apply  

Å prescription drug benefits  

Individual out -of -pocket limit  

The individual out-of-pocket limit applies to each covered person. The in-network out-of-pocket limit is 

$2,000 per year. The out-of-network out-of-pocket limit is $8,000 per year.  

Family out -of -pocket limit  

To meet the family out-of-pocket limit, one family member must satisfy the individual out-of-pocket limit, 

and the expenses of other family members can be combined to satisfy the balance of the family  

out-of-pocket limit. The family out-of-pocket limit is $5,000 for in-network expenses and $15,000 for  

out-of-network expenses.  

Annual benefit maximums and visit limits  
The NYU POS Advantage Plan covers a maximum number of visits per calendar year or per lifetime for 

the following services:  

 

Å acupuncture - 14 sessions per calendar year for out-of-network services  

Å chiropractic care - 38 visits per calendar year (combined for in-network and out-of-network 

services)  

Å home health care - 200 visits per calendar year (combined for in-network and out-of-network 

services)  

Å hospice care - 210 days per lifetime  

Å inpatient mental health and substance abuse - 60 days per calendar year (combined for in-

network and out-of-network services)  

Å outpatient mental health and substance abuse - 30 visits per calendar year (combined for  

in-network and out-of-network services); there is a 730 day lifetime maximum for out-of-network in-

patient stays  

Å speech therapy - 60 outpatient sessions per calendar year (combined for in- and out-of-network  

care).  

Once you receive benefits for the maximum number of visits allowed by the plan in a calendar year, you pay 

100% of the costs of any remaining visits in the calendar year. Visits beyond the calendar year  
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maximum do not go against the planôs deductible or out-of-pocket maximum. You receive a new allowance of 

visits for each new calendar year. 

 

Lifetime maximum benefit  

The lifetime maximum benefit is the limit the plan will pay in each covered personôs lifetime. NYU POS 

Advantage Plan coverage has no lifetime maximum for in-network benefits, but there is a lifetime maximum of 

$1,000,000 for out-of-network benefits.  

                           How the plan works  

In-Network  

Network of doctors and hospitals  
You get the higher level of benefits when you receive care from network providers namely:  

 

Å There is a lower deductible to meet.  

Å You have lower out-of-pocket costs.  

Å You pay a copay each time you visit your Primary Care Physician (PCP) or any other UHC specialist.  

Å In-network providers charge discounted fees for services negotiated with UHC.  

Å The plan pays a greater percentage of coinsurance for covered expense than it does for expenses 

incurred out-of-network.  

Å Pre-certifications are handled by your network provider.  

Å There are no claim forms to file.  

Å The lifetime maximum for in-network care received under the plan is unlimited.  

Locating providers in Un itedHealthcareôs ôChoice Plusô network  

Online  

Before you are enrolled in the plan:  

You can find participating providers by searching UnitedHealthcareôs online provider directory at  

www.uhc.com and click on the ôFind a Physicianô link at the top of the page and click on ôSearch the  

General Physician Directoryô in the middle of the page. The search criteria will require that you select a  

health plan so scroll down to ôUnitedHealthcare Choice Plusô which includes general practitioners, as well as 

specialists and hospitals.  

After you are enrolled in the plan:  

You can locate network providers and access your personalized health care and benefits information 

online at www.myuhc.com. Follow the prompts through the short registration process. Once you log in 

click on the Physicians and Facilities tab at the top of the page and then click on ôFind a Providerô.  

Telephone  

You can call UnitedHealthcareôs Member Services Department at 866-633-2474 to locate a network 

provider.  

Primary care physician  
A primary care physician provides preventive and routine care such as office visits and diagnoses, and  

refers you to specialists and hospitals as needed. A primary care physician can be an internist, a family or 

general practitioner, or a pediatrician for children.  

The NYU POS Advantage Plan is an open access plan and you are not required to designate a primary care 

physician (PCP). You can use the services of any network provider or facility without a referral from a PCP. 

However, there can be advantages to using the services of a network PCP such as:  

Å The network PCP knows your family and medical history, lifestyle and habits; treats you as a 

whole person; diagnoses and treats minor, uncomplicated illnesses and injuries. 
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Å If you wish, the network PCP coordinates your care and acts as an expert guide to the medical 

system.  

Å You will have a lower copay when you see your network PCP than if you see a network specialist.  

Each family member may choose a different physician to be his or her network PCP  

Selecting or changing primary care ph ysicians  
If you and your covered dependents want to locate a primary care physician, you can visit  

UnitedHealthcareôs web site at www.uhc.com or www.myuhc.com or call UHCôs Member Services  

Department. NYUôs Point-of-Service plan uses the ôChoice Plusô Network. There is no need to contact 

UHC when you first select or change a PCP. However, it is a good idea to contact the PCP and confirm 

they are accepting new patients.  

Network of ment al health and substance abuse providers  
To find a network mental health or substance abuse provider, you first have to contact, United Behavioral 

Health, the mental health and substance abuse network under UnitedHealthcare. Before seeking  

treatment, obtain pre-certification by calling UnitedHealthcare at 866-633-2474 and follow the prompt to 

United Behavioral Health. You will speak to a masterôs level clinician who will assess your needs and refer 

you to a local provider who has experience dealing with situations such as yours. Note: All calls to United 

Behavioral Health are confidential.  

If you are using out-of-network mental health or substance abuse providers, you do not have to call United 

Behavioral Health prior to treatment.  

Network of retail and m ail -order pharmacies  
Prescription drug coverage under the plan includes a retail prescription drug program and a mail service 

prescription drug service, both of which are administered by Caremark, Inc. Your prescription benefit is the 

same, regardless of whether your prescription is issued by an in- or out-of network provider. Log on to  

www.caremark.com or call 800-421-5501 to locate a Caremark retail pharmacy or obtain forms for  

Caremarkôs Mail Service pharmacy.  

Out-of -network  
If you choose to receive out-of-network care, you may go to any doctor you choose. For out-of-network  

care:  

 

Å You must meet the annual deductible before the plan starts paying benefits.  

Å You pay a percentage of the reasonable and customary (R&C) cost for care after the deductible is  

met.  

Å You pay the providerôs charges usually at the time of service and then submit a claim form in order to 

be reimbursed.  

Å The plan pays a lower percentage for covered out-of-network expenses than it does for expenses 

incurred in-network.  

Å You must arrange pre-certification for non-emergency hospital stays and certain outpatient  

procedures by calling UnitedHealthcare at 866-633-2474. If you do not call to pre-certify, the plan  

will not cover the first $400 of reasonable and customary expenses you incur.  

Please note: These non-covered amounts will not apply toward your deductible or out-of-pocket  

maximum.  

 

Å For emergency hospital admissions, you or someone on your behalf must call UnitedHealthcare at 

866-633-2474 within 24 hours in order to receive the in-network level of benefits for an emergency  

admission.  
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Out-of -network lifetime maximum  
The maximum dollar amount the New York University Point-of Service Advantage Plan will pay for 

out-of-network care during your lifetime and that of each covered family member is $1,000,000 per 

covered person.  

Out-of -network pregnancy care  
You need to call for pre-certification before the end of your first trimester (12 weeks) of pregnancy so  

UnitedHealthcare can identify whether you will need any special care while hospitalized, for example, if  

you have a high-risk pregnancy. A registered graduate nurse (RN) will certify your admission and any  

special care, if needed. If you are hospitalized before your expected delivery date, you or a family member 

needs to call UnitedHealthcare within 24 hours after delivery at 866-633-2474.  

Reasonable and customary vs. discounted fees  
Discounted fees are lower fees charged for in-network services, which UnitedHealthcare negotiates with 

providers affiliated with its point-of-service network.  

Reasonable and customary (R&C) charges apply to certain services received out-of-network and are  

based on the typical charge made by most providers for similar services or supplies in that particular  

geographic area. If the charge for services or supplies is more than the R&C limit set by the claims  

administrator, you will have to pay your provider the amount of charges above the R&C limit, in addition to 

applicable deductible and coinsurance amounts. Any amounts above R&C do not apply to the planôs  

out-of-pocket maximum.  

When to seek pre -certification  
In general, network providers are responsible for notifying UnitedHealthcare before they provide certain  

services to you. However, you are responsible for notifying UHC for pre-certification of out-of-network care for 

the following conditions:  

 

Å Dental services - accident only  

Å Durable medical equipment over $1,000 - purchase or rental of any single item of durable medical 

equipment that costs more than $1,000 (either purchase price or cumulative rental of a single item)  

Å Emergency health services if you are admitted to a non-network hospital  

Å Home health care  

Å Hospice care  

Å Hospital in-patient stay  

Å Maternity: In-patient stay of a mother and/or the newborn that will be more than:  

Å 48 hours for the mother and newborn child following a normal vaginal delivery or  

Å 96 hours for the mother and newborn child following a cesarean section delivery.  

Å Reconstructive procedures 

Å Skilled nursing facility - elective admissions to a skilled nursing facility or inpatient rehabilitation 

facility  

Å Transplant services - notify UHC as soon as the possibility of a transplant arises (and before the 

time a pre-transplant evaluation is performed at a transplant center)  

Extension of your hospitalization or ongoing medical treatment   
To request an extension of your ongoing treatment or your inpatient hospitalization beyond the length of 

time that was initially approved, you or someone on your behalf should contact UnitedHealthcare at  

866-633-2474.  

If your request for an extension of treatment or hospitalization involves urgent care, the plan will make a 

benefit determination within 72 hours after receipt of your request. For non-urgent treatment which  

requires pre-certification, UnitedHealthcare will notify you within 15 days after the receipt of your claim.  

 

                    

Page 10                                                                                                                                                    



 

 

                   Coverage when you are away from  home  

Coverage when you are traveling  

When you are traveling or temporarily away from home, you can continue to receive care through the 

network. If you have access to the internet you can log on to www.myuhc.com and search for a health 

care provider in your temporary location or you can call member services at 866-633-2474.  

If you receive care from an out-of-network provider you will be covered at the out-of-network benefit level for 

non-emergency care. Emergency coverage is always available as long as you contact the claims  

administrator within 24 hours after receiving treatment.  

Coverage when your child is away at college  

If there is not a network provider within 25 miles of your childôs location, contact the claims administrator 

who will work with you to coordinate care at the in-network level.  

Coverage outside of the United States  

Outside of the United States, the plan will pay at the out-of-network benefit level.  

Covered expenses  

In order for a specific service to be covered under this plan it must be medically necessary for the  

prevention, diagnosis or treatment of your illness or condition. Certain services must be pre-certified.  

In-network participating providers are responsible for obtaining pre-certification. Out-of-network you are 

responsible for obtaining pre-certification.  

Preventive Care  

Physical exams for adults  

Annual routine physical exams for adults are covered by the plan for services provided in-network. 

Out-of-network routine physical exams are not covered by the plan.  

Physical exams for children  

Annual routine physical exams for children are covered by the plan for services provided in-network. 

Out-of-network routine physical exams, immunizations and vaccinations are not covered by the plan.  

Pap smears  

Annual routine Pap smears are covered by the plan when obtained in-network. The plan does not cover 

routine Pap smears if you go out-of-network. If your doctor recommends a non-routine Pap smear as a follow-

up to a medical diagnosis, the plan covers your Pap smear the same as any other laboratory charge.  

Mammograms  

Annual routine mammograms are covered when obtained in-network. Out-of-network you are covered for 

one mammogram per year and you pay the standard coinsurance percentage.  

Prostate specific antigen test - PSA  

Annual routine prostate specific antigen (PSA) tests are covered by the plan when obtained in-network. 

The plan does not cover routine prostate specific antigen (PSA) tests if you go out-of-network. If your 

doctor recommends a non-routine PSA test as a follow-up to a medical diagnosis, the plan covers your 

PSA test the same as any other laboratory expense.  

Routine eye exams  

Routine eye exams are covered when performed by your PCP or a network ophthalmologist as part your 

annual routine physical exam. Out-of-network routine exams are not covered by the plan.  

Page 11                                                                                                                                                       

http://www.myuhc.com/


 

 

 
                      Routine hearing exams  

Routine hearing exams are covered when performed by your PCP as part your annual routine physical 

exam. Out-of-network routine exams are not covered by the plan.  

Specialist care  

Office visits to specialists are covered. A referral from a PCP is not required to seek treatment from a 

specialist.  

Maternity care  

Prenatal visits  

The plan covers prenatal visits.  

Doctorôs delivery charge  

The plan covers charges for delivery of the baby.  

Midwives  

The plan covers the services of midwives.  

Maternity hospital stay  

Hospital stays for maternity are covered for prenatal care; delivery of a child or children; postpartum care 

rendered within 24 hours after the delivery; services of an operating physician for performing an  

obstetrical procedure, related pre-operative and post-operative care, administration of an anesthetic; and 

services of any other physician for administering a general anesthetic.  

Birthing centers  

Birthing center expenses are covered for prenatal care; delivery of a child or children; postpartum care 

rendered within 24 hours after the delivery; services of an operating physician for performing an  

obstetrical procedure, related pre-operative and post-operative care, administration of an anesthetic; and 

services of any other physician for administering a general anesthetic.  

Babyôs first exam  

Babyôs first exam is covered during a newborn childôs initial hospital confinement. Covered expenses  

include hospital services for nursery care; other services and supplies given by the hospital; services of a 

surgeon for circumcision; and physician services.  

Mental health and substance abuse treatment (in - and outpatient)  

Inpatient treatment is covered.  

Outpatient treatment is covered.  

Emergency care  
An emergency is defined as a serious medical condition or symptom (including severe pain) which results 

from an injury, sickness, or mental illness. Generally, the condition arises suddenly and requires immediate 

care and treatment usually within 24 hours of onset to avoid jeopardy of a covered personôs life or health. If 

you are admitted to the hospital, you need to contact Member Services within 24 hours of admittance.  

Examples of conditions that would typically be considered emergencies are chest pain, severe bleeding, 

appendicitis, poisoning, seizures, strokes and loss of consciousness.  

Hospital emergency room  

Emergency care (see above) in a hospital emergency room is covered by the plan. Coverage is the same for 

both in-and out-of-network care. You pay an emergency room copay which will be waived if you are admitted 

to stay overnight. Call Member Services within 24 hours of your admission to the hospital.  
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                      Ambulance  

Ambulance service to transport a person from the place where he or she is injured or stricken by disease to 

the first hospital where treatment is given is covered by the plan. Or, a professional ambulance service, when 

used to transport you to or from a local hospital when ordered by a physician, surgeon, paramedic, or an 

officer of the law, is covered by the plan.  

Inpatient care  

Inpatient hospital s ervices  

Generally, covered hospital expenses include charges for semi-private room and board and other  

medically necessary services and supplies. Room and board charges include all hospital charges for 

services, such as general nursing care, made in connection with room occupancy as well as:  

 

Å anesthetics and oxygen,  

Å blood transfusion equipment and administration of blood or blood derivatives by a hospital 

employee,  

Å diagnostic lab work and x-rays,  

Å dressings and plaster casts,  

Å drugs and medicines,  

Å hemodialysis or peritoneal dialysis for kidney failure,  

Å in-hospital consultation with attending physician,  

Å nurses and physicians services,  

Å sera, biologicals, vaccines, and intravenous preparations,  

Å splints, trusses, braces, and crutches,  

Å surgical supplies,  

Å x-ray, radium, and radioactive isotope therapy, and chemotherapy treatment and associated 

administration equipment and supplies.  

Not included is any charge for daily room and board in a private room over the planôs allowance for a 

semi-private room.  

Surgery  

The services of surgeons, assistant surgeons and anesthesiologists are covered.  

Multiple surgical procedures  

Multiple surgical procedures are covered by the plan. When more than one surgical procedure is  

performed during the same operative session, special payment rules apply. The expense for each surgical 

procedure is considered individually and the plan will pay for each covered procedure as follows: 100% for 

the primary surgical procedure, 50% for the secondary surgical procedure, and 50% for each additional  

surgical procedure.  

Second surgical opinion  

Second surgical opinions are not required by the plan to obtain benefits. The plan covers second surgical 

opinions.  

Reconstructive surgery  

The plan covers reconstructive surgery when the purpose is to improve the function of a part of the body 

that is malformed as a result of a severe birth defect, including harelip, webbed fingers or toes, or a  

malformation as a direct result of disease or surgery. 

Hospice  

Inpatient and outpatient hospice care expenses are covered when provided as part of a hospice care 

program. Covered services include:  

Page 13                                                                                                                                                       



 

 

 

Å Inpatient treatment in a hospice facility, hospital, or convalescent facility that provides room and  

board and other services and supplies for pain control, as well as other acute and chronic symptom 

management;  

Å Bereavement counseling for family members by a licensed clinical social worker (or a licensed 

pastoral counselor, except when administered to a member of his or her congregation).  

Å Charges made by a hospice care agency for: part-time or intermittent nursing care by a registered 

nurse or licensed practical nurse, for up to eight hours in any one day; medical social services  

under the direction of a physician; psychological and dietary counseling; consultation or case  

management services by a physician; physical and occupational therapy; part-time or intermittent 

home health care aide services for up to eight hours in any one day, consisting mainly of caring for the 

person; and medical supplies, drugs, and medicines prescribed by a physician.  

Physical therapy/reh abilitation  

Physical therapy is covered provided there is a specific treatment plan that details the nature and duration of 

the physical therapy and allows for ongoing review to determine the need for further physical therapy  

treatment. The therapist must submit progress reports at the intervals stated in the treatment plan to  

UnitedHealthcare.  

Skilled nursing facility  

The plan covers services received in a convalescent facility.  

Outpatient care  

Outpatient hospital and alternate facility services  

Outpatient hospital and alternate facility services are covered. Generally outpatient hospital and alternate 

facility expenses include charges for services, such as general nursing care and for medically necessary 

services and supplies.  

Surgery  

The services of surgeons, assistant surgeons and anesthesiologists are covered.  

Multiple surgical procedures  

Multiple surgical procedures are covered by the plan. When more than one surgical procedure is  

performed during the same operative session, a special payment rule applies. The expense for each  

surgical procedure is considered individually for each covered procedure as follows: 100% for the primary 

surgical procedure, 50% for the secondary surgical procedure, and 50% for each additional surgical  

procedure.  

Second surgical opinion  

Second surgical opinions are not required by the plan to obtain benefits. The plan covers second surgical 

opinions.  

Home health care  

Home health care is covered if provided through a home health care agency if a covered person is  

confined to his or her home and requires nursing care, therapy, or other services. The covered personôs 

physician must prescribe a home health care plan, and the treatment received must be an alternative to 

care in a hospital or convalescent facility. Each visit by a nurse or therapist, or by a home health aide of up 

to four hours, is considered one visit. Covered home health care expenses include:  

Å Care by a registered nurse, licensed practical nurse, home health aide, nurseôs aide, licensed 

clinical social worker, or therapist employed by a home health care agency;  

Å Home health aide services for patient care;  

Å Medical social services.  
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