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There may be occasions however, when Members need care from a Non-Participating Provider. This could occur if 
a Member has a complex medical problem that cannot be taken care of by a Participating Provider. If the care You 
or Your Covered Dependent require is not available from Participating Providers contact Us at 844-633-5325 to 
receive the necessary Preauthorization for out-of-network benefits in this situation. 

Participating Providers 

Other than for Emergency Care, Members must choose Participating Providers within the Plan Network for all care. 
The Plan Network consists of Physicians, Specialist Physicians, Hospitals, and other health care facilities to serve 
Members throughout the Network Service Area. Refer to the provider directory or visit Our website at swhp.org to 
make Member selections. The list of Participating Providers may change occasionally, so make sure the providers 
selected are still Participating Providers at the time of service. An updated directory will be available at least annually 
or Members may access Our website at swhp.org for the most current listing to assist in locating a Participating 
Provider. 

If a Member chooses a Participating Provider, the provider will bill Us, not the Member, for care provided. The 
provider has agreed to accept as payment in full the least of: 

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

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

Non-Participating Providers 

Except for Emergency Care, all covered benefits under this Evidence of Coverage must be provided by Participating 
Providers unless a Participating Provider requests a referral to a Non-Participating Provider and the referral receives 
Preauthorization by Our Medical Director.  

If the Member requires a Medically Necessary covered benefit that is not available through a Participating Provider 
and We approve the Member’s Participating Provider’s referral, We will cover the benefit as if it were performed by 
a Participating Provider. The Member will be held harmless for any amounts beyond the Copayment and Deductible 
that the Subscriber would have paid had the Member received benefits from a Participating Provider.  

Upon the request of a Participating Provider, We must approve a referral to a Non-Participating Provider within the 
time appropriate to the circumstances and will not exceed five (5) business days. Additionally, upon the request of 
a Participating Provider, We must provide for a review by a health care provider with expertise in the same specialty 
or a specialty similar to the type of health care provider to whom a referral is requested before We may deny the 
referral. 

If a Non-Participating Provider referral is authorized by Us, care is only permitted to the extent such care is covered 
under this Evidence of Coverage and reimburse the Non-Participating Provider at the Usual and Customary or agreed 
upon rate, except for Copayments and charges for non-covered care.   

In all cases, Medically Necessary Emergency Care received from a Non-Participating Provider will be reimbursed 
according to the terms of this Evidence of Coverage at the Usual and Customary or agreed upon rate, except for 
Copayments, and charges for non-covered care. The Member will be held harmless for any amounts beyond the 
Copayment or other Out of Pocket Expenses that the Subscriber would have paid had the Network included 
Participating Providers from whom the Member could obtain the care.  

https://www.swhp.org/
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In cases involving a non-emergency, the Plan will not cover any expenses associated with Treatments performed or 
prescribed by Non-Participating Providers, either inside or outside of the Service Area, for which We have not 
authorized a Non-Participating Provider referral.  Complications of such non-authorized Treatments will not be 
covered prior to the date We arrange for the Member’s transfer to Participating Provider.    

Each Non-Participating Provider referral is subject to separate review and approval by Us.  For example, an 
authorization for Treatment by a Non-Participating Provider does not also authorize hospitalization in a Hospital 
which is not a Participating Hospital or referral to another Physician by the Non-Participating Provider.   

Some Facility-based providers such as anesthesiologist, pathologist, and radiologists may not be included in the 
Plan’s Network.  In certain circumstances We may authorize the Member to receive Treatment from a Non-
Participating Provider.  The Member will not be responsible for an amount greater than the applicable Copayment 
and Deductible under the Plan on the initial amount determined to be payable by the Plan.  A Member should contact 
the Issuer if the Member receives a balance bill from a Facility-based provider, Non-Participating Facility-based 
provider, or other Health Professional that may balance bill the Member. In order to determine the contract status 
of providers, Members may consult the provider directory on Our website at swhp.org or contact Us at 
844-633-5325. 

Continuity of Care 

Except as specified in the Medical Benefits section of this Evidence of Coverage, if Participating Providers fail to, or 
become unable to, provide the covered benefits which they have agreed to provide, We agree to coordinate through 
Our Medical Director the provision of Medical Benefits to Members. 

If You or Your Covered Dependents are receiving covered benefits from a Participating Provider whose relationship 
with the Issuer as a Participating Provider is terminated by the provider, We will give the Member no less than thirty 
(30) days’ advance notice of the termination after notification from the provider.  However, if a provider is 
terminated for reasons related to imminent harm, We will notify the Member immediately.

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

Refusal to Accept Treatment 

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

https://www.swhp.org/
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nor Our Participating Providers shall have any further responsibility under the Agreement to provide care for the 
condition under Treatment.  

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

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

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

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

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

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

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

procedure to Appeal to an Independent Review Organization. 
 
 

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

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

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

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

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

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

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

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

Internal Appeal of an Adverse Determination 

Our determination that the care the Member requested or received was not Medically Necessary or appropriate or 
was Experimental or Investigational based on Our Utilization Review standards is an Adverse Determination, which 
means the Member’s request for coverage of the care is denied.  Once We have all the information to make a 
decision, Our failure to make a Utilization Review determination within the applicable time frames set forth above 
will be deemed an Adverse Determination subject to an internal Appeal. 

The Member, a person acting on the Member’s behalf, or the Member’s Physician may request an internal Appeal 
of an Adverse Determination to Us orally or in writing in accordance with Our internal Appeal procedures.  Members 
will have one hundred eighty (180) days following receipt of a notification of an Adverse Determination within which 
to Appeal the determination. We will acknowledge the Member’s request for an internal Appeal within five (5) 
working days of receipt. This acknowledgment will, if necessary, inform the Member of any additional information 
needed before a decision can be made. A clinical peer reviewer who is a Physician or a Health Professional in the 
same or similar specialty as the provider, who typically manages the disease or condition at issue and who is not 
subordinate to the clinical peer reviewer who made the initial Adverse Determination will perform the Appeal. 

If the Member’s Appeal is denied, Our notice will include a clean and concise statement of the clinical basis for the 
denial and the Member’s right to seek review of the denial from an Independent Review Organization and the 
procedures for obtaining that review. 

If the Member has a Life-Threatening Disease or Condition or in circumstances involving Prescription Drugs or 
intravenous infusions, the Member has the right to an immediate review by an Independent Review Organization 
and the Member is not required to first request an internal review by Us.  

Adverse Determination Appeal 

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

Expedited Appeal 

An Appeal regarding continued or extended benefits, additional benefits provided in the course of continued 
Treatment, Home Health Care benefits following discharge from an inpatient Hospital admission, benefits in which 
a provider requests an immediate review, or any other urgent matter will be handled on an expedited basis. 

The Member can additionally request an expedited Appeal for the denial of Emergency Care, continued 
hospitalization, Prescription Drugs for which the Member is receiving benefits through the Plan and a step therapy 
exception request. For an expedited Appeal, the Member’s provider will have reasonable access to the clinical peer 
reviewer assigned to the Appeal within one (1) business day of receipt of the request for an Appeal. The Member’s 
provider and a clinical peer reviewer may exchange information by telephone or fax. An expedited Appeal will be 
determined within the earlier of 72 hours of receipt of the Appeal or one (1) business day of receipt of the 
information necessary to conduct the Appeal. 

If a Member has any questions about the Appeals procedures or the review procedure, contact Us at 844-633-5325. 
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Appeal of an Adverse Determination to an Independent Review Organization 
 
An Adverse Determination means a determination by Us or Our designated Utilization Review organization that the 
benefits provided or proposed to be provided are not Medically Necessary or are Experimental or Investigational. 
 
A Final Internal Adverse Determination means an Adverse Determination that has been upheld by Us at the 
completion of Our internal review and Appeal process. This procedure pertains only to Appeals of Adverse 
Determinations. 
 
The Member or an individual acting on the Member’s behalf or the Member’s provider has the right to request an 
immediate review of Our Appeal decision by an IRO by submitting a request to Our HHS administered external review 
contractor, MAXIMUS within four (4) months after receipt of the notice of the determination of the Member’s 
Appeal. There is no cost to the Member for the independent review. 
 
The Member will not be required to exhaust Our Appeal process before requesting an IRO if: 

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

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

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

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

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

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

 
If Members have a health condition or disease for which We operate a case management program, Members may 
be contacted by Us or Our designated case management vendor and offered the opportunity to participate in case 
management. 
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Disease Management Program 
 
We have a disease management program offered to Members at no additional cost.  The program helps Members 
with certain conditions to learn more about how to manage them.  These conditions include: 

• Asthma 
• Coronary Artery Disease 
• Chronic Obstructive Pulmonary Disease 
• Diabetes 
• Heart Failure 

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

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

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

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

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

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

• Thirty-one (31) days after written notice from Us that You failed to pay any Required Payment when due; 
or 
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• In the event of fraud or intentional misrepresentation of material fact by You or Your Covered Dependent 
(except as described under incontestability) or fraud in the use of services and facilities, coverage may be 
terminated retroactively upon thirty (30) days after written notice from Us; or 

• Member ceases to live, work, or reside in the Service Area upon thirty (30) days written notice. Coverage 
for a child who is the subject of a Qualified Medical Support Order cannot be canceled solely because the 
child does not reside, live or work in the Service Area; or 

• Our discontinuance of coverage in the Service Area.  Coverage may be canceled after ninety (90) days 
written notice, in which case We must offer to each Member on a guaranteed issue basis any other health 
care coverage offered by Us in that Service Area.  If We completely withdraw from the market in the Service 
Area, coverage under this Plan may be canceled after one hundred eighty (180) days written notice to the 
state insurance commissioner and the Members, in which case We may not re-enter the market in that 
Service Area for five (5) years beginning on the date of discontinuance of the last coverage not renewed. 

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

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

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

• We terminate the Plan. 

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

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

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

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

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

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

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

provision. 
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Eligibility and Enrollment 

Types of Coverage 

Subscriber  

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

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

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

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

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

• Apply for coverage during the Open Enrollment Period or upon a Triggering Event;  
• Be age 18 or older; and 
• Work, live or reside in the Service Area. 

Eligible Dependent 
 
Dependents must apply for coverage during the Open Enrollment Period or upon a Triggering Event, and be an 
Eligible Dependent as defined in the Definitions section of this Evidence of Coverage. 
For a dependent to be eligible and remain eligible for coverage as a dependent, the Subscriber upon whose 
enrollment the dependent’s eligibility is based must enroll and remain enrolled in the Plan. 
 
Eligible Dependents may reside inside or outside the Service Area. For a child covered under a Qualified Medical 
Support Order who resides outside of the Service Area, We shall not enforce any otherwise applicable provisions 
which deny, limit, or reduce benefits because the child resides outside the Service Area, including, but not limited 
to Emergency Care only while outside the Service Area.  However, We may utilize an alternative delivery system to 
provide alternative coverage.  If the coverage is not identical to coverage under this Evidence of Coverage, it shall 
be at least actuarially equivalent to the coverage We provide to other dependent children under this Evidence of 
Coverage.  Eligible Dependents, not subject to a Qualified Medical Support Order, may be limited to HMO Network 
restrictions. If You have enrolled through the Exchange, You must notify the Exchange within thirty (30) days of your 
intent to add a child subject to a Qualified Medical Support Order. 

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

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

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

Enrollment Periods and Effective Dates of Coverage 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

• At the option of the Exchange, You provide satisfactory documentary evidence to verify Your eligibility for 
an insurance affordability program or enrollment in a QHP through the Exchange following termination of 
Exchange enrollment due to a failure to verify such status within the time period or is under 100 percent of 
the Federal poverty level and did not enroll in coverage while waiting for HHS to verify Your citizenship, 
status as a national, or lawful presence; or 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Premiums 
 
Premiums are due to the Issuer, 1206 West Campus Drive, Temple, Texas 76502 on or before the date indicated in 
the monthly billing statement.  The Subscriber is responsible for remitting all Premiums due under this Evidence of 
Coverage to Us when due.  Only Members for whom the stipulated Premium is received by Us shall be eligible for 
coverage under this Evidence of Coverage.  Premiums are Required Payments. 
 
Payment of Premiums for individual plans are a personal expense to be paid for directly by individual and family plan 
Subscribers using personal funds.  Personal funds do not include payment from a business account for a sole 
proprietorship or Limited Liability Corporation (LLC).  In compliance with federal guidance, the Issuer will accept 
third-party payment for Premium from the following entities: 
 

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

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

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

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

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

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

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

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

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

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

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

• Allergy tests; 
• Allergy serum;  
• Chemotherapy and radiation therapy for cancer; 
• Specialist consultations; 
• Diagnostic procedures including lab and x-ray; 
• Dialysis; 
• Home Health Care;  
• Injections; 
• Newborn hearing screening and necessary diagnostic follow-up care; 
• Office visits; 
• Outpatient surgery; 
• Physical exams for medical or diagnostic purposes; 
• Treatment for diseases of the eye. 
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Office or Clinic Administered Prescription Drugs 
 
Prescription Drugs which do not meet the definition of Specialty Prescription Drugs and which are dispensed and 
administered to a Member in the office of a Participating Provider or in another outpatient setting, will be covered 
as a part of the Member’s Medical Benefit, and no additional Copayments are required for outpatient Prescription 
Drugs so dispensed and administered. These Prescription Drugs may require Preauthorization by Our Medical 
Director in order to be covered as part of the Member’s Medical Benefit.  
 
Specialty Prescription Drugs obtained under the Medical Benefit and administered in the office of a Participating 
Provider or other outpatient setting may be subject to separate Copayments and may not be included in the office 
visit Copayment. 

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

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

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

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

• Treatment and Stabilization of an emergency medical condition; and 

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

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

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

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

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

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

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

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

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

(c) Evidence-informed Preventive Care and screening provided for in the comprehensive guidelines supported 
by the Health Resources and Services Administration (HRSA) for infants, children, and adolescents; and 
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vision training, vision therapy, radial keratotomy (RK), automated lamellar keratoplasty (ALK or LK), astigmatic 
keratotomy (AK), laser vision corrective surgery and photo refractive keratectomy (PRK-laser) are excluded unless 
specifically provided in the Medical Benefits section of this Evidence of Coverage, or provided by a Rider.  
 
Vision Care – Pediatric  

• Routine eye exams do not include professional services for contact lenses;  
• Laser eye surgery (LASIK) is excluded;  
• Any vision service, Treatment or materials not specifically listed as a covered Medical Benefit is excluded;  
• Services and materials not meeting accepted standards of optometric practice are excluded;  
• Telephone consultations are excluded. 

 
War, Insurrection or Riot 
 
Medical Benefits or Pharmacy Benefits provided as a result of any injury or illness caused by any act of declared or 
undeclared war, or Member’s participation in a riot or insurrection are excluded. 

 
If the rendition of a Medical Benefit or Pharmacy Benefit is delayed or rendered impractical due to circumstances 
beyond the reasonable control of the Issuer, such as complete or partial destruction of facilities due to war, riot, or 
civil insurrection; an act of terrorism; labor dispute; government order; national, state or local state of emergency; 
pandemic; or the like, neither We, nor any Participating Provider, Participating Health Professional, nor any Facility  
shall have any liability to Members.  
 
Weight Reduction 
Weight reduction programs, supplements, services, supplies, surgeries including but not limited to Gastric Bypass, 
gastric stapling, Vertical Banding, and gym memberships are excluded, even if the Member has medical condition or 
is prescribed by a Physician or Health Care Professional.
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Claim Filing, Complaints and Appeal Procedures 
 
The Issuer has the authority to review Claims in accordance with the procedures contained herein to determine if 
the Claims are covered by this Evidence of Coverage. 

Claim Filing Procedure 
 
Members will not ordinarily need to pay any provider or Facility for benefits provided under this Evidence of 
Coverage.  However, if a Member receives benefits from facilities which do not routinely contract with Us, for 
example in case of an emergency, Members may be asked to pay that provider or Facility directly. Members are 
entitled to reimbursement for such payment to the extent that those benefits are covered under this Evidence of 
Coverage provided: 

• Members submit written proof of and Claim for payment to Us at Our office; 
• The written proof and Claim for payment are acceptable to Us; 
• We received the written proof and Claim for payment within sixty (60) days of the date the benefits were 

received by the Member; and 
• The Member has complied with the terms of this Evidence of Coverage. 

Failure to File a Claim Within 60-Days 
 
Failure to submit written proof of and Claim of payment within the sixty (60) day period shall not invalidate or reduce 
the Members entitlement to reimbursement provided it was not reasonably possible for the Member to submit such 
proof and Claim within the time allowed and written proof and Claim for payment were filed as soon as reasonably 
possible. 
 
Written proof and Claim for payment submission should consist of itemized receipts containing: 

• Name and address where benefits were received; 
• Date the benefit was provided; 
• Amount paid for the benefit; and 
• Diagnosis for visit. 

 
Claims for reimbursement should be sent to: 

 
Scott and White Health Plan 

Attn:  Claim Department 
1206 West Campus Drive, Temple, TX 76502 

 
In no event will We have any obligation under this Evidence of Coverage if such proof of and Claim for payment is 
not received by Us within one (1) year of the date the benefits were provided to the Member. 

Acknowledgement of Claim 
 
Not later than the fifteenth (15th) day after receipt of Your Claim, We will acknowledge in writing receipt of the Claim; 
begin any investigation of the Claim; and require from the Member any necessary information, statements or forms.  
Additional requests for information may be made during the investigation. 

Acceptance or Rejection of Claim 
 
Not later than the fifteenth (15th) business day after receipt of all requested items and information, We will notify 
the Member in writing of the acceptance or rejection of the Claim and the reason, if rejected; or notify the Member 
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that additional time is needed to process the Claim and state the reason We need additional time.  If additional time 
is needed to decide, We shall accept or reject the Claim no later than the forty-fifth (45th) day after the Member has 
been notified of the need for additional time. 

Payment of Claim 
 
Claims will be paid no later than the fifth (5th) business day after notification of acceptance.   

Payment to Physician or Provider 
 
Payment by Us to the provider or Facility providing the service to the Member shall discharge Our obligation under 
this section. 

Physical Examination or Autopsy 
 
We retain the right and opportunity to: 

• Conduct a physical examination of a Member for whom a Claim is made when and as often as We 
reasonably require during the pendency of the Claim under this Evidence of Coverage; and 

• In the case of a death, may require that an autopsy be conducted, unless the autopsy is prohibited by law. 

Complaint Procedure 
 
We recognize that a Member, Physician, provider, or other person designated to act on behalf of a Member may 
encounter an event in which performance under this Evidence of Coverage does not meet expectations.  It is 
important that such an event be brought to the attention of Issuer.  We are dedicated to addressing problems 
quickly, managing the delivery of benefits effectively, and preventing future Complaints and Appeals.  We will not 
retaliate against a Member because the Member, the Member’s provider, or a person acting on the Member’s behalf 
files a Complaint or appeals a decision made by Us. 
 
We offer Members the opportunity to file a Complaint within one hundred eighty (180) days to dispute the 
benefit/Claim processing.  Members are required to file a Complaint in writing and can call Customer Service to begin 
the process. If Our resolution of the Complaint is unsatisfactory Member, the Member will be afforded the 
opportunity to Appeal that Complaint.  
 
In some cases, We may ask for additional time to process a Member’s Complaint.  If a Member does not wish to 
allow additional time, We will decide a Member’s Complaint based on the information We have.   This may result in 
a denial of a Member’s Complaint.  

 
We will send an acknowledgment letter upon receipt of oral or written Complaints no later than five (5) business 
days after the date of the receipt.  The acknowledgment letter will include a description of Our Complaint procedures 
and time frames.  If the Complaint is received orally, We will also enclose a one-page Complaint form, which must 
be returned for prompt resolution of the Complaint. 
 
We will acknowledge, investigate, and resolve all Complaints within thirty (30) calendar days after the date of receipt 
of the written Complaint or one-page Complaint form.   
 
The Complaint resolution letter will include the specific reason(s) for Our determination.  The response letter will 
also contain a full description of the process for Appeal, including the time frames for the Appeals process and the 
time frames for the final decision on the Appeal. 
 
Complaints concerning an emergency, or a denial of continued hospitalization are resolved no later than one (1) 
business day after We receive the Complaint. 
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Appeal of Complaints 
 
If the Complainant is not satisfied with Our resolution of the Complaint, the Complainant will be given the 
opportunity to appear in person before an Appeal panel at the site of which the Member normally receives benefits 
or at another site agreed to by the Complainant or address a written Appeal to an Appeal panel. 
 
We will send an acknowledgment letter of the receipt of oral or written Appeal from Complainants no later than five 
(5) business days after the date of the receipt of the Appeal.  The acknowledgment letter will include a description 
of Our Appeal procedures and time frames.  If the Appeal is received orally, We will also enclose a one-page Appeal 
form, which must be returned for prompt resolution of the Appeal. 
 
We will appoint members to the Complaint Appeal panel, which shall advise Us on the resolution of the Complaint.  
The Complaint Appeal panel shall be composed of one Issuer staff member, one Participating Provider, and one 
Member.  No member of the Complaint Appeal panel may have been previously involved in the disputed decision.  
The Participating Provider must have experience in the same or similar specialty that typically treats the medical 
condition, performs the procedure or provides the Treatment in the area of care that is in dispute and must be 
independent of any Physician or provider who made any prior determination.  If specialty care is in dispute, the 
Participating Provider serving on the Appeal panel must be a specialist in the field of care to which the Appeal relates. 
The Member may not be an employee of Issuer. 
 
No later than five (5) business days before the scheduled meeting of the panel, unless the Complainant agrees 
otherwise, We will provide to the Complainant or the Complainant’s designated representative: 

• any documentation to be presented to the panel Our staff; 
• the specialization of any Physicians or providers consulted during the investigation; and  
• the name and affiliation of each Issuer representative on the panel. 

 
The Complainant, or designated representative if the Member is a minor or disabled, is entitled to: 

• appear before the Complaint Appeal panel in person or by other appropriate means; 
• present alternative expert testimony; and 
• request the presence of and question any person responsible for making the prior determination that 

resulted in the Appeal. 
 

Notice of the final decision of the Issuer on the Appeal will include a statement of: 
• The specific medical determination; 
• The clinical basis for the Appeal’s denial; 
• The contractual criteria used to reach the final decision; 
• The notice will also include the toll-free telephone number and the address of the Texas Department of 

Insurance. 
 
We will complete the Appeals Process no later than the thirty (30) calendar days after the date of receipt of the 
written request for Appeal or one-page Appeal form. 

Voluntary Binding Arbitration 
 
If the appeal and complaint process has been exhausted, any remaining dispute regarding a claim for damages may 
be submitted to voluntary binding arbitration, if both parties agree. Under this coverage, if binding arbitration is 
agreed to by both parties, the arbitration findings will be final and binding.   
 
Arbitration will be administered by the American Arbitration Association (AAA) in accordance with its Healthcare 
Payor Provider Arbitration Rules and a judgment on the award rendered by the arbitrator(s) may be entered in any 
court having jurisdiction thereof. Claims shall be heard by a single arbitrator. The arbitrator shall have at least 15 
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years of relevant industry experience and will be selected using the AAA list process. The arbitrator shall set a time 
and place for the arbitration hearing and notify each party. The arbitration shall be governed by the laws of the State 
of Texas. The arbitrators shall have no authority to award loss of profit, incidental, consequential, special, indirect, 
punitive or similar damages or any damages not measured by the prevailing party's actual direct damages, and may 
not make any ruling, finding or award that does not conform to the terms and conditions of the Agreement including, 
without limitation, the terms and conditions relating to the exclusion or limitation of damages. All fees and expenses 
of the arbitration shall be borne by the parties equally; except that each party shall bear the expense of its own 
counsel, experts, witnesses, and preparation and presentation of the arbitration matter. Except as may be required 
by law, neither a party nor an arbitrator may disclose the existence, content, or results of any arbitration hereunder 
without the prior written consent of both parties. 
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Medicare and Subrogation 

Medicare 
 
Regardless of any other provisions of the Agreement to the contrary, on and after the first day You or Your Covered 
Dependent become covered under Medicare and in instances where Medicare would be the primary payor of 
benefits, You or Your Covered Dependent shall agree to: 

1. You and Your Covered Dependent shall qualify for, and remain continuously qualified for, coverage under 
Part B of Medicare; and 

2. You shall pay the required Premiums for Medicare coverage; and 
3. You shall cooperate fully in the coordination of Your health care benefits, including coverage under other 

terms of the Agreement, and perform such acts as shall be necessary and desirable to facilitate the 
maximum reimbursement by Medicare, the Issuer, and Participating Providers for the services provided. 

Effect on the Benefits of the Plan 
 
The Issuer will pay the difference between the Allowable Expense and the amount paid by Medicare in accordance 
with the Medicare explanation of medical benefits.  Benefits will be reduced proportionally whenever a reduction is 
required under this provision.  The Issuer will then charge these amounts against any applicable benefit limitations.  

Method of Payment 
 
The Issuer will have the right, exercisable alone in its sole discretions, to pay directly to any organization making such 
other payments any amount it determines to be warranted in order to satisfy the intent of this provision.  Amounts 
so paid will be deemed to be benefits under the Plan.  These payments will fully discharge the Issuer from all further 
liability. 

Subrogation /Lien/Assignment/Reimbursement  
 
If the Plan pays or provides medical benefits for an illness or injury that was caused by an act or omission of any 
person or entity, the Plan will be subrogated to all rights of recovery of a plan participant, to the extent of such 
benefits provided or the reasonable value of services or benefits provided by the Plan.  The Plan, once it has provided 
any benefits, is granted a lien on the proceeds of any payment, settlement, judgment, or other remuneration 
received by the plan participant from any sources, as allowed by law, including but not limited to: 

• a third party or any insurance company on behalf of a third party, including but not limited to premises, 
automobile, homeowners, professional, DRAM shop, or any other applicable liability or excess insurance 
policy whether Premium funded or self-insured;  

• underinsured/uninsured automobile insurance coverage, if You or Your family did not pay the Premium;  
• no fault insurance coverage, such as personal injury or medical payments protection;  
• any award, settlement or benefit paid under any worker’s compensation law, Claim or award; 
• any indemnity agreement or contract;  
• any other payment designated, delineated, earmarked or intended to be paid to a plan participant as 

compensation, restitution, remuneration for injuries sustained or illness suffered as a result of the 
negligence or liability, including contractual, of any individual or entity; 

• any source that reimburses, arranges, or pays for the cost of care. 
 
Regardless of the foregoing, the Plan will comply with the requirements of any applicable state law.  

Right to Recovery 
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The Plan has the right to recover benefits it has paid on the plan participant’s behalf that were: 
• made in error; 
• due to a mistake in fact; 
• incorrectly paid by the Plan during the time period of meeting any Out of Pocket Maximum for the Calendar 

Year. 
 

Benefits paid because the plan participant misrepresented facts are also subject to recovery. 
 
If the Plan provides a benefit for the plan participant that exceeds the amount that should have been paid, the Plan 
will: 

• require that the overpayment be returned when requested, or  
• reduce a future benefit payment for you or your dependent by the amount of the overpayment. 

 
If the Plan incorrectly pays benefits to you or your dependent during the time period of meeting the Out of Pocket 
maximum for the Calendar Year, the Plan will send you or your dependent a monthly statement identifying the 
amount you owe with payment instructions.   The Plan has the right to recover benefits by: 

• submitting a reminder letter to you or a Covered Dependent that details any outstanding balance owed to 
the Plan; and 

• conducting courtesy calls to you or a Covered Dependent to discuss any outstanding balance owed to the 
Plan. 

Assignment 
 
Upon being provided any benefits from the Plan, a plan participant is considered to have assigned his or her rights 
of recovery from any source including those listed herein to the Plan to the extent of the reasonable value of services 
as determined by the Plan or benefits provided by the Plan  
 
No plan participant may assign, waive, compromise or settle any rights or causes of action that he/she or any 
dependent may have against any person or entity who causes an injury or illness, or those listed herein, without the 
express prior written consent of the Plan and/or the Plan administrator.   

Reimbursement  
 
If a plan participant does not reimburse the Plan from any settlement, judgment, insurance proceeds or other source 
of payment, including those identified herein, the Plan is entitled to reduce current or future benefits payable to or 
on behalf of a plan participant until the Plan has been fully reimbursed. 

Plan’s Actions 
 
The Plan in furtherance of the rights obtained herein may take any action it deems necessary to protect its interest, 
which will include, but not be limited to: 

• bring an action on its own behalf, or on the plan participant’s behalf, against the responsible party or his 
insurance company and/or anyone listed herein; and 

• cease paying the plan participant’s benefits until the plan participant provides the Plan Sponsor with the 
documents necessary for the Plan to exercise its rights and privileges.  

Obligations of the Plan Participant to the Plan 
 

• If a plan participant receives services or benefits under the Plan, the plan participant must immediately 
notify the Plan Sponsor of the name of any individual or entity against whom the plan participant might 
have a Claim as a result of illness or injury (including any insurance company that provides coverage for any 
party to the Claim) regardless of whether the plan participant intends to make a Claim. For example, if a 
plan participant is injured in an automobile accident and the person who hit the plan participant was at 
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fault, the person who hit the plan participant is a person whose act or omission has caused the plan 
participant’s illness or injury. 

• A plan participant must also notify any third-party and any other individual or entity acting on behalf of the 
third-party and the plan participant’s own insurance carriers of the Plan’s rights of Subrogation, lien, 
reimbursement and assignment.   

• A plan participant must cooperate with the Plan to provide information about the plan participant’s illness 
or injury including, but not limited to providing information about all anticipated future Treatment related 
to the subject injury or illness. 

• A plan participant authorizes the Plan to pursue, sue, compromise and settle any claim described herein, 
and agrees to execute a medical authorization in furtherance of the plan’s prosecution of its claim.   

• The plan participant agrees to obtain consent of the Plan before settling any Claim or suit or releasing any 
party from liability for the payment of medical expenses resulting from an injury or illness.  The plan 
participant also agrees to refrain from taking any action to prejudice the Plan’s recovery rights. 

• The Plan may designate a person, agency or organization to act for it in matters related to the Plan’s rights 
described herein, and the plan participant agrees to cooperate with such designated person, agency, or 
organization the same as if dealing with the Plan itself.   

Wrongful Death/Survivorship Claims 
 
In the event that the plan participant dies as a result of his/her injuries and a wrongful death or survivorship Claim 
is asserted the plan participant’s obligations become the obligations of the plan participant’s wrongful death 
beneficiaries, heirs and/or estate. 

Death of Plan Participant  
 
Should a plan participant die, all obligations set forth herein shall become the obligations of his/her heirs, survivors 
and/or estate. 

Payment 
 
The plan participant agrees to include the Plan’s name as a co-payee on any and all settlement drafts or payments 
from any source. 
 
The fact that the Plan does not assert or invoke its rights until a time after a plan participant, acting without prior 
written approval of the authorized Plan representative, has made any settlement or other disposition of, or has 
received any proceeds as full or partial satisfaction of, plan participant’s loss recovery rights, shall not relieve the 
plan participant of his/her obligation to reimburse the Plan in the full amount of the Plan’s rights. 

Severability 
 
In the event that any section of these provisions is considered invalid or illegal for any reason, said invalidity or 
illegality shall not affect the remaining sections of the Plan.  The Plan shall be construed and enforced as if such 
invalid or illegal sections had never been inserted in the plan. 
 



SWHP INDV HMO COB 01-2021 76  Coordination of Benefits  
  V1 

Coordination of Benefits 
 
The Coordination of Benefits (COB) provision applies when a person has health care coverage under more than one 
plan. Plan is defined below.  
 
The order of benefit determination rules governs the order in which each plan will pay a Claim for benefits. The plan 
that pays first is called the primary plan. The primary plan must pay benefits in accord with its policy terms without 
regard to the possibility that another plan may cover some expenses. The plan that pays after the primary plan is 
the secondary plan. The secondary plan may reduce the benefits it pays so that payments from all plans’ equal 100 
percent of the total allowable expense.  

Definitions  
 

(a) A “plan” is any of the following that provides benefits or services for medical or dental care or Treatment. 
If separate contracts are used to provide coordinated coverage for members of a group, the separate 
contracts are considered parts of the same plan and there is no COB among those separate contracts. 
  

(1) Plan includes: group, blanket, or franchise accident and health insurance policies, excluding 
disability income protection coverage; individual and group health maintenance organization 
evidences of coverage; individual accident and health insurance policies; individual and group 
preferred provider benefit plans and exclusive provider benefit plans; group insurance contracts, 
individual insurance contracts and subscriber contracts that pay or reimburse for the cost of dental 
care; medical care components of individual and group long-term care contracts; limited benefit 
coverage that is not issued to supplement individual or group in force policies; uninsured 
arrangements of group or group-type coverage; the medical benefits coverage in automobile 
insurance contracts; and Medicare or other governmental benefits, as permitted by law. 
 

(2) Plan does not include: disability income protection coverage; the Texas Health Insurance Pool; 
workers’ compensation insurance coverage; Hospital confinement indemnity coverage or other 
fixed indemnity coverage; specified disease coverage; supplemental benefit coverage; accident 
only coverage; specified accident coverage; school accident-type coverages that cover students 
for accidents only, including athletic injuries, either on a “24-hour” or a “to and from school” basis; 
benefits provided in long-term care insurance contracts for non-medical services, for example, 
personal care, adult day care, homemaker services, assistance with activities of daily living, respite 
care, and Custodial Care or for contracts that pay a fixed daily benefit without regard to expenses 
incurred or the receipt of services; Medicare supplement policies; a state plan under Medicaid; a 
governmental plan that, by law, provides benefits that are in excess of those of any private 
insurance plan; or other nongovernmental plan; or an individual accident and health insurance 
policy that is designed to fully integrate with other policies through a variable Deductible.  

 
Each contract for coverage under (a)(1) or (a)(2) is a separate plan. If a plan has two parts and COB rules apply only 
to one of the two, each of the parts is treated as a separate plan.  
 

(b) “This plan” means, in a COB provision, the part of the contract providing the health care benefits to which 
the COB provision applies, and which may be reduced because of the benefits of other plans. Any other 
part of the contract providing health care benefits is separate from this plan. A contract may apply one COB 
provision to certain benefits, such as dental benefits, coordinating only with like benefits, and may apply 
other separate COB provisions to coordinate other benefits.  
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The order of benefit determination rules determines whether this plan is a primary plan or secondary plan 
when the person has health care coverage under more than one plan. When this plan is primary, it 
determines payment for its benefits first before those of any other plan without considering any other 
plan’s benefits. When this plan is secondary, it determines its benefits after those of another plan and may 
reduce the benefits it pays so that all plan benefits equal 100 percent of the total allowable expense.  

 
(c) “Allowable expense” is a health care expense, including Deductibles, Coinsurance, and Copayments, that is 

covered at least in part by any plan covering the person. When a plan provides benefits in the form of 
services, the reasonable cash value of each service will be considered an allowable expense and a benefit 
paid. An expense that is not covered by any plan covering the person is not an allowable expense. In 
addition, any expense that a health care provider or Physician by law or in accord with a contractual 
agreement is prohibited from charging a Member is not an allowable expense.  
 
The following are examples of expenses that are not allowable expenses:  
 

(1) The difference between the cost of a semi-private Hospital room and a private Hospital room is 
not an allowable expense, unless one of the plans provides coverage for private Hospital room 
expenses.  
 

(2) If a person is covered by two or more plans that do not have negotiated fees and compute their 
benefit payments based on the usual and customary fees, allowed amounts, or relative value 
schedule reimbursement methodology, or other similar reimbursement methodology, any 
amount in excess of the highest reimbursement amount for a specific benefit is not an allowable 
expense.  
 

(3) If a person is covered by two or more plans that provide benefits or services based on negotiated 
fees, an amount in excess of the highest of the negotiated fees is not an allowable expense.  

 
(4) If a person is covered by one plan that does not have negotiated fees and that calculates its 

benefits or services based on usual and customary fees, allowed amounts, relative value schedule 
reimbursement methodology, or other similar reimbursement methodology, and another plan 
that provides its benefits or services based on negotiated fees, the primary plan’s payment 
arrangement must be the allowable expense for all plans. However, if the health care provider or 
Physician has contracted with the secondary plan to provide the benefit or service for a specific 
negotiated fee or payment amount that is different than the primary plan’s payment arrangement 
and if the health care provider’s or Physician’s contract permits, the negotiated fee or payment 
must be the allowable expense used by the secondary plan to determine its benefits. 

  
(5) The amount of any benefit reduction by the primary plan because a Member has failed to comply 

with the plan provisions is not an allowable expense. Examples of these types of plan provisions 
include second surgical opinions, prior authorization of admissions, and preferred health care 
provider and Physician arrangements.  

 
(d) “Allowed amount” is the amount of a billed charge that a carrier determines to be covered for services 

provided by a nonpreferred health care provider or Physician. The Allowed Amount includes both the 
carrier’s payment and any applicable Deductible, Copayment, or Coinsurance amounts for which the 
insured is responsible.  
 

(e) “Closed panel plan” is a plan that provides health care benefits to Members primarily in the form of services 
through a panel of health care providers and Physicians that have contracted with or are employed by the 
plan, and that excludes coverage for services provided by other health care providers and Physicians, except 
in cases of emergency or referral by a panel member.  
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(f) “Custodial parent” is the parent with the right to designate the primary residence of a child by a court order 
under the Texas Family Code or other applicable law, or in the absence of a court order, is the parent with 
whom the child resides more than one-half of the Year, excluding any temporary visitation.  

Order of Benefit Determination Rules  
 
When a person is covered by two or more plans, the rules for determining the order of benefit payments are as 
follows:  
 

(a) The primary plan pays or provides its benefits according to its terms of coverage and without regard to the 
benefits under any other plan.  

 
(b) Except as provided in (c), a plan that does not contain a COB provision that is consistent with this policy is 

always primary unless the provisions of both plans state that the complying plan is primary.  
 

(c) Coverage that is obtained by virtue of membership in a group that is designed to supplement a part of a 
basic package of benefits and provides that this supplementary coverage must be excess to any other parts 
of the plan provided by the contract holder. Examples of these types of situations are major medical 
coverages that are superimposed over base plan Hospital and surgical benefits, and insurance type 
coverages that are written in connection with a closed panel plan to provide out-of-network benefits.  

 
(d) A plan may consider the benefits paid or provided by another plan in calculating payment of its benefits 

only when it is secondary to that other plan.  
 

(e) If the primary plan is a closed panel plan and the secondary plan is not, the secondary plan must pay or 
provide benefits as if it were the primary plan when a Member uses a noncontracted health care provider 
or Physician, except for emergency services or authorized referrals that are paid or provided by the primary 
plan.  

 
(f) When multiple contracts providing coordinated coverage are treated as a single plan under this subchapter, 

this section applies only to the plan, and coordination among the component contracts is governed by the 
terms of the contracts. If more than one carrier pays or provides benefits under the plan, the carrier 
designated as primary within the plan must be responsible for the plan’s compliance with this subchapter.  
 

(g) If a person is covered by more than one secondary plan, the order of benefit determination rules of this 
subchapter decides the order in which secondary plans’ benefits are determined in relation to each other. 
Each secondary plan must take into consideration the benefits of the primary plan or plans and the benefits 
of any other plan that, under the rules of this contract, has its benefits determined before those of that 
secondary plan.  

 
(h) Each plan determines its order of benefits using the first of the following rules that apply.  

 
(1) Nondependent or Dependent. The plan that covers the person other than as a dependent, for example as an 

employee, Member, policyholder, Subscriber, or retiree, is the primary plan, and the plan that covers the person 
as a dependent is the secondary plan. However, if the person is a Medicare beneficiary and, as a result of federal 
law, Medicare is secondary to the plan covering the person as a dependent and primary to the plan covering 
the person as other than a dependent, then the order of benefits between the two plans is reversed so that the 
plan covering the person as an employee, Member, policyholder, Subscriber, or retiree is the secondary plan 
and the other plan is the primary plan. An example includes a retired employee.  

 
(2) Dependent Child Covered Under More Than One Plan. Unless there is a court order stating otherwise, plans 

covering a dependent child must determine the order of benefits using the following rules that apply.  
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(A) For a dependent child, whose parents are married or are living together, whether they have ever been 
married:  

i. The plan of the parent whose birthday falls earlier in the year is the primary plan; or  
 

ii. If both parents have the same birthday, the plan that has covered the parent the longest is the 
primary plan.  

 
(B) For a dependent child, whose parents are divorced, separated, or not living together, whether they have 

ever been married:  
i. if a court order states that one of the parents is responsible for the dependent child’s health care 

expenses or health care coverage and the plan of that parent has actual knowledge of those terms, 
that plan is primary. This rule applies to plan years commencing after the plan is given notice of 
the court decree. 

  
ii. if a court order states that both parents are responsible for the dependent child’s health care 

expenses or health care coverage, the provisions of (h)(2)(A) must determine the order of benefits.  
 

iii. if a court order states that the parents have joint custody without specifying that one parent has 
responsibility for the health care expenses or health care coverage of the dependent child, the 
provisions of (h)(2)(A) must determine the order of benefits.  

 
iv. if there is no court order allocating responsibility for the dependent child’s health care expenses 

or health care coverage, the order of benefits for the child are as follows:  
 

(I) the plan covering the custodial parent;  
 

(II) the plan covering the spouse of the custodial parent;  
 

(III) the plan covering the noncustodial parent; then  
 

(IV) the plan covering the spouse of the noncustodial parent.  
 

(C) For a dependent child covered under more than one plan of individuals who are not the parents of the child, 
the provisions of (h)(2)(A) or (h)(2)(B) must determine the order of benefits as if those individuals were the 
parents of the child.  

 
(D) For a dependent child who has coverage under either or both parents’ plans and has his or her own 

coverage as a dependent under a spouse’s plan, (h)(5) applies.  
 

(E) In the event the dependent child’s coverage under the spouse’s plan began on the same date as the 
dependent child’s coverage under either or both parents’ plans, the order of benefits must be determined 
by applying the birthday rule in (h)(2)(A) to the dependent child’s parent(s) and the dependent’s spouse.  

 
(3) Active, Retired, or Laid-off Employee. The plan that covers a person as an active employee, that is, an employee 

who is neither laid off nor retired, is the primary plan. The plan that covers that same person as a retired or laid-
off employee is the secondary plan. The same would hold true if a person is a dependent of an active employee 
and that same person is a dependent of a retired or laid-off employee. If the plan that covers the same person 
as a retired or laid-off employee or as a dependent of a retired or laid-off employee does not have this rule, and 
as a result, the plans do not agree on the order of benefits, this rule does not apply. This rule does not apply if 
(h)(1) can determine the order of benefits.  

 
(4) COBRA or State Continuation Coverage. If a person whose coverage is provided under COBRA or under a right 

of continuation provided by state or other federal law is covered under another plan, the plan covering the 
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person as an employee, Member, Subscriber, or retiree or covering the person as a dependent of an employee, 
Member, Subscriber, or retiree is the primary plan, and the COBRA, state, or other federal continuation coverage 
is the secondary plan. If the other plan does not have this rule, and as a result, the plans do not agree on the 
order of benefits, this rule does not apply. This rule does not apply if (h)(1) can determine the order of benefits.  

 
(5) Longer or Shorter Length of Coverage. The plan that has covered the person as an employee, Member, 

policyholder, Subscriber, or retiree longer is the primary plan, and the plan that has covered the person the 
shorter period is the secondary plan.  

 
(6) If the preceding rules do not determine the order of benefits, the allowable expenses must be shared equally 

between the plans meeting the definition of plan. In addition, this plan will not pay more than it would have 
paid had it been the primary plan.  

Effect on the Benefits of this Plan  
 

(a) When this plan is secondary, it may reduce its benefits so that the total benefits paid or provided by all 
plans are not more than the total allowable expenses. In determining the amount to be paid for any Claim, 
the secondary plan will calculate the benefits it would have paid in the absence of other health care 
coverage and apply that calculated amount to any allowable expense under its plan that is unpaid by the 
primary plan. The secondary plan may then reduce its payment by the amount so that, when combined 
with the amount paid by the primary plan, the total benefits paid or provided by all plans for the Claim 
equal 100 percent of the total allowable expense for that Claim. In addition, the secondary plan must credit 
to its plan Deductible any amounts it would have credited to its Deductible in the absence of other health 
care coverage.  

 
(b) If a Member is enrolled in two or more closed panel plans and if, for any reason, including the provision of 

service by a non-panel provider, benefits are not payable by one closed panel plan, COB must not apply 
between that plan and other closed panel plans.  

Compliance with Federal and State Laws Concerning Confidential Information  
 
Certain facts about health care coverage and services are needed to apply the COB rules and to determine benefits 
payable under this plan and other plans. Organization responsible for COB administration will comply with federal 
and state law concerning confidential information for the purpose of applying these rules and determining benefits 
payable under this plan and other plans covering the person claiming benefits. Each person claiming benefits under 
this plan must give Organization responsible for COB administration any facts it needs to apply those rules and 
determine benefits. 

Facility of Payment 
 
A payment made under another plan may include an amount that should have been paid under this plan. If it does, 
Organization responsible for COB administration may pay that amount to the organization that made that payment. 
That amount will then be treated as though it were a benefit paid under this plan. Organization responsible for COB 
administration will not have to pay that amount again. The term “payment made” includes providing benefits in the 
form of services, in which case “payment made” means the reasonable cash value of the benefits provided in the 
form of services.  

Right of Recovery  
 
If the amount of the payments made by Organization responsible for COB administration is more than it should have 
paid under this COB provision, it may recover the excess from one or more of the persons it has paid or for whom it 
has paid or any other person or organization that may be responsible for the benefits or services provided for the 
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Member. The “amount of the payments made” includes the reasonable cash value of any benefits provided in the 
form of services. 
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General Provisions 

Assignment 
 
The Member’s rights and benefits under this Plan are personal to the Member and may not be assigned in whole or 
in part by the Member unless otherwise specifically provided herein.   We will recognize assignments of benefits to 
the degree this Plan is subject to Texas Insurance Code §1204.053.   If this Plan is not subject to section §1204.053, 
We will not recognize assignment or attempted assignment of benefits. Nothing contained in the Agreement shall 
be construed to make Issuer liable to any third party to whom the Member may be liable for the cost of medical 
care, Treatment, or services.  

Confidentiality 
 
In accordance with applicable law, all records and information pertaining to the diagnosis, Treatment, or health of 
You or Your Covered Dependents, or to an application obtained from You or Your Covered Dependents, or received 
from any provider shall be held by the Issuer in confidence and shall not be disclosed to any person except: 

• to the extent it is necessary to carry out the purpose of the Agreement and administer this Evidence of 
Coverage;  

• with Your or Your Covered Dependent’s express authorization; or 
• when required or authorized by law, regulation or court order; or 
• in the event of claim or litigation between You or Your Covered Dependents and the Issuer. 

 
More details about how We may use or disclose Member medical information can be found in Our Notice of Privacy 
Practices on Our website swhp.org. 

Conformity with State Law 
 
If it is determined by a regulatory or judicial body that any provision of the Agreement is not in conformity with the 
laws of the state of Texas, the Agreement shall not be rendered invalid, but instead will be construed and applied as 
if it were in full compliance with the laws of the state of Texas. 

Limitations on Actions 
 
No action at law or in equity shall be brought to recover payment of a Claim under this Evidence of Coverage prior 
to the expiration of sixty (60) days from the date written proof of and Claim for payment, as described above, was 
received by Us.  In no event shall such action be brought after one (1) year from such date. 

Modification of Agreement Terms 
 
During the term of the Agreement and without Your consent or concurrence, the Agreement shall be subject to 
amendment, modification or termination in accordance with any provision hereof or by mutual agreement between 
the Issuer and Subscriber, or as required by law.  By electing coverage pursuant to the Agreement or by accepting 
benefits hereunder, You agree to all terms, conditions and provisions hereof. 

Not a Waiver 
 
The failure of the Issuer to enforce any provision of the Agreement shall not be deemed or construed to be a waiver 
of the past or future enforceability of such provision.  Similarly, the Issuer’s failure to pursue any remedy arising 
from a default with a term of the Agreement shall not be deemed or construed to be a waiver of such default. 

https://www.swhp.org/
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Notice 
 
Any notice, under the Agreement shall be given by United States Mail, postage prepaid, addressed as follows: 
 
  If to the Issuer: 
  Scott and White Health Plan 

     1206 West Campus Drive 
     Temple, Texas 76502 

 
     If to You: 
     To the latest address provided by You   

Office of Foreign Assets Control (OFAC) Notice 
 
Notwithstanding any other provisions of the Agreement or any requirement of Texas law, the Issuer shall not be 
liable to pay any Claim, provide any benefit, or take any other action to the extent that such payment, provision of 
benefit, or action would be in violation of any economic or trade sanctions of the United States of America, including, 
but not limited to, policies and regulations administered and enforced by the United States Treasury’s Office of 
Foreign Assets Control (OFAC). 

Records 
 
The Issuer is entitled to maintain records necessary to administer the Agreement.   You or Your Covered Dependents 
shall provide the information required by Us within a reasonable period.  The records of You or Your Covered 
Dependents which have a bearing on the Agreement shall be made available to Us for Inspection at any reasonable 
time. 
 
To the extent an appropriate determination is dependent upon requested information, the Issuer shall not be 
required to discharge an obligation under the Agreement until requested information has been received by in 
acceptable form.  Incorrect information furnished to the Issuer may be corrected without the Issuer invoking any 
remedies available to it under the Agreement or at law provided the Issuer shall not have relied upon such 
information to its detriment. 
 
Subject to all applicable confidentiality requirements, We are entitled to receive Your or Your Covered Dependents’ 
information from any Physician or provider of health care in connection with the administration of the Agreement.  
By accepting benefits under the Agreement, You authorize every Physician or provider rendering health care to You 
and Your Covered Dependents to disclose, as permitted by law, all information and records pertaining to You or Your 
Covered Dependent’s care, Treatment and physical condition to Us, any other Physician or provider who is a 
Participating Provider, or referral Physician rendering services to You or Your Covered Dependents, and to render 
reports and permit copying of such records and reports by Us or other such Physicians and providers.  

Recovery 
 
If any action at law or in equity is brought to enforce or interpret the provisions of the Agreement, the prevailing 
party shall be entitled to recover its costs and expenses associated with such action (including, but not limited to, 
reasonable attorney's fees), in addition to any other relief to which the party may be entitled.   
 
The Issuer is also entitled to recover from a Member any overpayment or other inappropriate payment by Issuer, 
including, but not limited to, payment for non-covered benefits (collectively, “excess payments”).  Failure by the 
Member to remit any excess payment to Issuer may result in legal action by Issuer. 
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Reporting Health Care Fraud 

Our mission is to make healthcare smart and simple. Our goal is to empower Members with information to help 
guide their health care decisions, including how to protect themselves and the Issuer against health care fraud. 

Health care fraud occurs when someone intentionally provides false or misleading information to obtain health 
benefits or money.  

Health care fraud places a burden on both the Issuer and Members. Providers who engage in fraud may be willing 
to prioritize their own financial gain over quality of Treatment and diagnosis. Also, health care fraud raises the cost 
of health insurance for everyone. 

Health care fraud can be committed by a number of people including providers, hospitals, labs, medical equipment 
suppliers, and even Members. 

Examples of provider fraud: 
• Billing for services that were not performed;
• Using a falsified diagnosis to bill tests or procedures that are not Medically Necessary;
• “Upcoding” or billing for more expensive services than the ones that were performed;
• Accepting money from another provider for Member referrals or a “kickback”; and
• Waiving a Member’s Cost Share in order to bill the insurer more.

Examples of member fraud: 
• Using someone else’s plan coverage or ID Card;
• Falsely alleging the theft of medical equipment; and
• Reselling medical items.

We keep Member personal health data safe, and it’s important that Members take steps to protect their information 
as well.  

When a Member goes to the doctor, the Member should ask questions about the care received. Once a Member 
receives a medical bill from a provider, the bill should be compared to the Member’s Plan explanation of benefits. If 
a Member has questions about what was charged, the Member should contact Us at 844-633-5325.  If a Member 
has any questions about the Claim procedure or the review procedure, the Member should contact Us at 
844-633-5325 or visit Our website at swhp.org. 

We have a Special Investigations Unit (SIU) to investigate allegations of fraud. If a Member suspects fraud, report 
concerns to Our Special Investigations Unit: 

• Email: SWHPComplianceDepartment@bswhealth.org;
• Toll-free fraud hotline: 888-484-6977; or
• Reports submitted by mail:

Attn: Compliance Department
Scott and White Health Plan
1206 West Campus Drive
Temple, TX 76502

When leaving the Issuer’s SIU a message, please provide as much information as possible (names of those involved, 
locations, and any other details), so that We can investigate and take appropriate action. We do not trace calls and 
will not try to identify the caller. Reports can be made without worry of retaliation or intimidation. 

https://www.swhp.org/
mailto:SWHPComplianceDepartment@bswhealth.org
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Severability 
 
In the event of the unenforceability or invalidity of any section or provision of the Agreement, such invalidity or 
unenforceability shall not otherwise affect any other section of the Agreement, and the Agreement shall otherwise 
remain in full force and effect. 

Venue 
 
The Agreement shall be governed by the laws of the State of Texas, and federal laws where applicable.  Any action 
at law or in equity, including any suit to enforce any of the terms, conditions, rights or privileges under the 
Agreement, shall be brought in a court located within the SWHP Service Area. 
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Required Notices 

Notice of Rights - 28 TAC §11.1612(c) 

A health maintenance organization (HMO) provides no benefits for services you receive from out-of-network 
physicians or providers, with specific exceptions as described in your Evidence of Coverage and below. 

You have the right to an adequate network of participating physicians or providers (known as "Network Physicians 
and Providers"). 

If you believe that the network is inadequate, you may file a complaint with the Texas Department of Insurance. 

If your HMO approves a referral for out-of-network services because no participating physician or provider is 
available, or if you have received out-of-network emergency care, your HMO must, in most cases, resolve the non-
participating provider's bill so that you only have to pay any applicable network copayment and deductible amounts. 

You may obtain a current directory of participating providers by visiting our website at swhp.org or by calling 
844-633-5325 for assistance in finding available participating providers. If you relied on materially inaccurate 
directory information, you may be entitled to have a claim by a non-participating provider paid as if it were from a 
participating provider, if you present a copy of the inaccurate directory information to the HMO, dated not more 
than 30 days before you received the service.

Special Toll-Free Complaint Number 

To make a complaint about a private psychiatric hospital, chemical dependency treatment center, or psychiatric or 
chemical dependency services at a general hospital, call: 

844-633-5325
Your complaint will be referred to the state agency that regulates the hospital or chemical dependency treatment 
center. 

Mandatory Benefit Notices 

This notice is to advise you of certain coverage and/or benefits provided in the plan provided by the us. This notice 
is required by legislation to be provided to you. If you have questions regarding this notice, call us at 844-633-5325. 
If you have any questions about the claim procedures or the review procedure, call us at 844-633-5325 or write to 
us at 1206 West Campus Drive, Temple, Texas 76502. 

Coverage and/or Benefits for Reconstructive Surgery After Mastectomy - 28 TAC §21.2106(b)(2)(3) 

Coverage and/or benefits are provided to each member for reconstructive surgery after mastectomy, including: 
• All stages of the reconstruction of the breast on which mastectomy has been performed;
• Surgery and reconstruction of the other breast to achieve a symmetrical appearance; and
• Prostheses and treatment of physical complications, including lymphedemas, at all stages of mastectomy.

The coverage and/or benefits must be provided in a manner determined to be appropriate in consultation with the 
member and the attending physician. 

Deductibles and copayment amounts will be the same as those applied to other similarly covered inpatient hospital 
expense or medical-surgical expense, as shown on the Schedule of Benefits. 

https://www.swhp.org/
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Prohibitions: We may not (a) offer the member a financial incentive to forego breast reconstruction or waive the 
coverage and/or benefits shown above; (b) condition, limit, or deny any member's eligibility or continued eligibility 
to enroll in the plan or fail to renew this plan solely to avoid providing the coverage and/or benefits shown above; 
or (c) reduce or limit the amount paid to the physician or provider, nor otherwise penalize, or provide a financial 
incentive to induce the physician or provider to provide care to a member in a manner inconsistent with the coverage 
and/or benefits shown above. 

Mastectomy or Lymph Node Dissection - 28 TAC §21.2106(b)(1) 

Minimum Inpatient Stay: If due to treatment of breast cancer, any member covered by this plan has either a 
mastectomy or a lymph node dissection, this plan will provide coverage for inpatient care for a minimum of: 

• 48 hours following a mastectomy; and
• 24 hours following a lymph node dissection.

The minimum number of inpatient hours is not required if the member receiving the treatment and the attending 
physician determine that a shorter period of inpatient care is appropriate. 

Prohibitions: We may not (a) deny any member eligibility or continued eligibility or fail to renew this plan solely to 
avoid providing the minimum inpatient hours; (b) provide money payments or rebates to encourage any member to 
accept less than the minimum inpatient hours; (c) reduce or limit the amount paid to the attending physician, or 
otherwise penalize the physician, because the physician required a member to receive the minimum inpatient hours; 
or (d) provide financial or other incentives to the attending physician to encourage the physician to provide care that 
is less than the minimum hours. 

Coverage for Tests for Detection of Colorectal Cancer - 28 TAC §21.2106(b)(6) 

Benefits are provided, for each member in the plan who is 50 years of age or older and at normal risk for developing 
colon cancer, for expenses incurred in conducting a medically recognized screening examination for the detection 
of colorectal cancer. Benefits include the member’s choice of: 

• A fecal occult blood test performed annually, and a flexible sigmoidoscopy performed every five years; or
• A colonoscopy performed every 10 years.

Coverage of Tests for Detection of Human Papillomavirus and Cervical Cancer - 28 TAC §21.2106(b)(7) 

Coverage is provided, for each woman enrolled in the plan who is 18 years of age or older for expenses incurred for 
an annual, medically recognized diagnostic examination for the early detection of ovarian and cervical cancer. 
Coverage required under this section includes a CA 125 blood test and, at a minimum, a conventional pap smear 
screening or a screening using liquid- based cytology methods, as approved by the FDA, alone or in combination with 
a test approved by the FDA for the detection of the human papillomavirus. 

If any member has questions concerning the above, please call us at 844-633-5325 or write to us at 1206 
West Campus Drive, Temple, Texas 76502. 

Examinations for Detection of Prostate Cancer - 28 TAC §21.2106(b)(4) 

Benefits are provided for each male member for an annual medically recognized diagnostic examination for the 
detection of prostate cancer. Benefits include: 

• A physical examination for the detection of prostate cancer; and
• A prostate-specific antigen test for each covered male who is:

o At least 50 years of age; or
o At least 40 years of age with a family history of prostate cancer or other prostate cancer risk

factor.
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Inpatient Stay Following Birth of a Child - 28 TAC §21.2106(b)(5) 
 
For each member covered for maternity/childbirth benefits, we will provide inpatient care for the mother and her 
newborn child in a health care facility for a minimum of: 

• 48 hours following an uncomplicated vaginal delivery; and 
• 96 hours following an uncomplicated delivery by cesarean section. 

This benefit does not require a female member who is eligible for maternity/childbirth benefits to (a) give birth in a 
hospital or other health care facility; or (b) remain in a hospital or other health care facility for the minimum number 
of hours following birth of the child. 
 
If a covered mother or her newborn child is discharged before the 48 or 96 hours has expired, we will provide 
coverage for post-delivery care. Post-delivery care includes parent education, assistance and training in breast-
feeding and bottle-feeding and the performance of any necessary and appropriate clinical tests. Care will be provided 
by a physician, registered nurse or other appropriately licensed health care provider, and the mother will have the 
option of receiving the care at her home, the health care provider's office or a health care facility. 
 
Prohibitions: We may not (a) modify the terms of this coverage based on any member requesting less than the 
minimum coverage required; (b) offer the mother financial incentives or other compensation for waiver of the 
minimum number of hours required; (c) refuse to accept a physician's recommendation for a specified period of 
inpatient care made in consultation with the mother if the period recommended by the physician does not exceed 
guidelines for prenatal care developed by nationally recognized professional associations of obstetricians and 
gynecologists or pediatricians; (d) reduce payments or reimbursements below the usual and customary rate; or (e) 
penalize a physician for recommending inpatient care for the mother or the newborn child. 
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This Consumer Choice of Benefits Health Maintenance Organization health care plan, either in whole or in part, does not provide state-
mandated health benefits normally required in Evidences of Coverage in Texas. This standard health benefit plan may provide a more 
affordable health plan for you although, at the same time, it may provide you with fewer health plan benefits than those normally 
included as state-mandated health benefits in Texas. Please consult with your insurance agent to discover which state-mandated 
health benefits are excluded in the Evidence of Coverage. The following is a summary of the copayment amounts members must pay 
when receiving the covered benefits listed below. Refer to the Evidence of Coverage for a detailed explanation of covered and non-
covered benefits. If you have any questions or would like more information about the Issuer’s medical and pharmacy benefits go to 
swhp.org or contact Customer Service, Monday through Friday, 7:00 a.m. – 7:00 p.m. CT, at 844-633-5325, TTY Line 711.

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

Plan Year Calendar Year

Medical Deductible $0 per Member
$0 per Family

Pharmacy Deductible $0

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

$7,000 per Member
$14,000 per Family

Annual Maximum Unlimited

Medical Benefits Participating Provider 
Member Copayment 

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

$15 copayment per visit

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

No charge

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

$50 copayment per visit

Pediatric Prescription Eyewear*
For a covered dependent through the age of 18. $50 copayment per pair

https://www.swhp.org/
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Medical Benefits Participating Provider 
Member Copayment 

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

No charge

Allergy Testing, Serum and Injections 10%
Diagnostic Test
Routine lab, EKG and x-rays. 10%

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

$250 copayment per visit

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

$300 copayment per visit

Outpatient Physician Services $150 copayment per visit
Emergency Care
Copayment waived if episode results in 
hospitalization for the same condition within 24 
hours.

$750 copayment per visit

Ambulance Transportation
Ground, Sea or Air $750 copayment per service

Urgent Care $50 copayment per visit
Inpatient Care (Including Facility and Physician 
charges)
Pre-admission Testing, Prescription Drugs, Specialty 
Pharmacy Drugs, Medical Injectables, Medical 
Supplies, Blood and Blood Products, Laboratory 
Tests and X-rays, Pain Management, Maternity 
Labor and Delivery, Surgical Procedures, Operating 
and Recovery Room, Neonatal Intensive Care Unit 
(NICU), Intensive Care Unit (ICU), Coronary Care 
Unit, Rehabilitation Facility, Mental Health Care, 
Serious Mental Illness, Chemical Dependency.

$500 copayment per day, not to exceed $2,500

Skilled Nursing Facility* $250 copayment per day
Outpatient Mental Health Care, Serious Mental 
Illness and Chemical Dependency

$15 copayment per office visit, $300 copayment per visit for all other 
outpatient services

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

$15 copayment per visit

Infertility (Diagnosis Only) $50 copayment per visit
Rehabilitation*
Physical Therapy, Occupational Therapy, Speech 
Therapy, Chiropractic Care.

$15 copayment per visit
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Medical Benefits Participating Provider 
Member Copayment 

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

$15 copayment per visit

Home Health Care* 10%

Hospice Care 10%
Durable Medical Equipment (DME)
Orthotics; Prosthetics 10%

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

$15 copayment per visit

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

Nutritional Counseling $15 copayment per visit

Hearing Aids* and Cochlear Implants 10%

Telehealth Service and Virtual Visits No charge

Other Telehealth Service and Telemedicine 
Medical Service

The amount of the copayment may not exceed the amount of the 
copayment required for a comparable medical service provided 

through a face-to-face consultation.
Amino Acid Based Elemental Formulas 10%
Other Medical Benefits
Including, but not limited to Acquired Brain Injury, 
Autism Spectrum Disorder, Chemotherapy, 
Craniofacial Abnormalities, Limited Accidental 
Dental, Organ and Tissue Transplants, 
Phenylketonuria (PKU) or Heritable Metabolic 
Disease, Temporomandibular Joint Pain Dysfunction 
Syndrome (TMJ).

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

Benefits.

All Other Covered Medical Benefits
(not specified herein) 10%
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Participating Provider
Member CopaymentPharmacy Benefits 30-day

Standard
90-day

Maintenance**
ACA preventive drugs No charge No charge
Tier 1 
Generic drugs $15 copayment per prescription $45 copayment per prescription

Tier 2
Preferred brand name drugs $55 copayment per prescription $165 copayment per prescription

Tier 3 
Non-preferred drugs $150 copayment per prescription $450 copayment per prescription

Tier 4 
Specialty drugs and oral 
anticancer medications

$500 copayment per prescription Not covered

Preferred diabetes test strips for 
blood glucose monitors $55 copayment per prescription $165 copayment per prescription

Non-preferred diabetes test 
strips for blood glucose 
monitors

Non-formulary Non-formulary

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

Covered Benefit Limitations*

Cardiovascular Disease Screening
Limited to once every 5 years

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

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

Hearing Aids 
Limited to one device per ear every 3 years

Home Health Care
Limited to 60 visits per plan year

Skilled Nursing Facility 
Limited to 25 days per plan year

Pediatric Prescription Eyewear
Limited to one pair of glasses or contact lenses per plan year. Refer to plan document for details.
.



Nondiscrimination Notice
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ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-844-633-5325 
(TTY: 711).

Scott and White Health Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, 
color, national origin, age, disability, or sex. Scott and White Health Plan does not exclude people or treat them differently because 
of race, color, national origin, age, disability, or sex.

Scott and White Health Plan:

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

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

If you need these services, contact the Scott and White Health Plan (SWHP) Compliance Officer at 1-214-820-8888 or send 
an email to SWHPComplianceDepartment@BSWHealth.org

If you believe that Scott and White Health Plan has failed to provide these services or discriminated in another way on the 
basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

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

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

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

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

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

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



Language Assistance/ Asistencia de idiomas
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SWHP_PMLanguageAssistance_06/2020_C

English: 
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-844-633-5325 
(TTY: 711). 

Spanish: 
ATENCIÓN:  Si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-844-633-5325 
(TTY: 711). 

Vietnamese: 
CHÚ Ý:  Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.  Gọi số 1-844-633-5325 (TTY: 711). 

Chinese: 
注意：如果 使用繁體中文，可以免費獲得語言援助服務。請致電 1-844-633-5325 (TTY：711)。
Korean: 
주의:  한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 1-844-633-5325 (TTY: 711) 번으
로 전화해 주십시오. 
Arabic: 
ھاتف الصم والبكم: 711 .ملحوظة: إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغویة تتوافر لك بالمجان. اتصل برقم 1-5325-633-844 (رقم

Urdu: 
کریں .(TTY: 711) 5325-633-844-1 خبردار: اگر آپ اردو بولتے ہیں، تو آپ کو زبان کی مدد کی خدمات مفت میں دستیاب ہیں ۔ کال

Tagalog:
PAUNAWA:  Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.  
Tumawag sa 1-844-633-5325 (TTY: 711). 

French: 
ATTENTION : Si vous parlez français, des services d’aide linguistique vous sont proposés gratuitement. Appelez le 
1-844-633-5325 (ATS : 711). 

Hindi: 
ध्यान दें:  यदि आप हिंदी बोलते हैं तो आपके लिए मुफ्त में भाषा सहायता सेवाएं उपलब्ध हैं। 1-844-633-5325 (TTY: 711) पर कॉल करें। 

Persian: 
فراھم می باشد. با (TTY: 711) 5325-633-844-1 تماس بگیرید. توجھ: اگر بھ زبان فارسی گفتگو می کنید، تسھیلات زبانی بصورت رایگان برای شما
 German: 
ACHTUNG:  Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. 
Rufnummer: 1-844-633-5325 (TTY: 711). 

Gujarati: 
સુચના: જો તમે ગુજરાતી બોલતા હો, તો નિ:શુલ્ક ભાષા સહાય સેવાઓ તમારા માટે ઉપલબ્ધ છે. ફોન કરો  1-844-633-5325 (TTY: 711). 

Russian: 
ВНИМАНИЕ:  Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода.  Звоните 
1-844-633-5325 (телетайп: 711). 

Japanese:
注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。1-844-633-5325 (TTY:711）まで、お電話にて
ご連絡ください。
Laotian: 
ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວົ້າພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫຼືອດ້ານພາສາ, ໂດຍບໍ່ເສັຽຄ່າ, 
ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ 1-844-633-5325 (TTY: 711). 
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