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Benefits Available While Hospitalized as an Inpatient 
Bone Marrow Transplants 

 
No charge 

Clinical Trials 

Clinical Trial services require prior authorization by UnitedHealthcare. If 
you participate in a Cancer Clinical Trial provided by an Out-of-Network 
Provider that does not agree to perform these services at the rate 
UnitedHealthcare negotiates with Participating Providers, you will be 
responsible for payment of the difference between the Out-of-Network 
Providers billed charges and the rate negotiated by UnitedHealthcare 
with Participating Providers, in addition to any applicable Co-payments, 
coinsurance or deductibles. 

Paid at negotiated rate. Balance (if any) is the 
responsibility of the Member. 

Hospice Services 
(Prognosis of life expectancy of one year or less) 

                                                   No charge 

Hospital Benefits No charge 

Mastectomy/Breast Reconstruction 
(After mastectomy and complications from mastectomy) 

No charge 

Maternity Care 

Preventive tests/screenings/counseling as recommended by the U.S. 
Preventive Services Task Force, AAP (Bright Futures Recommendations 
for pediatric preventive health care) and the Health Resources and 
Services Administration as preventive care services will be covered as 
Paid in Full. There may be a separate Co-payment for the office visit and 
other additional charges for services rendered. Please call the Customer 
Service number on your ID card. 

No charge 

Mental Health Services including, but not limited to, Residential Treatment 
Centers 

Please refer to your UnitedHealthcare of California Combined 
Evidence of Coverage and Disclosure Form for a complete 
description of this coverage.  

No charge 

Newborn Care 

The inpatient hospital benefits Co-payment does not apply to newborns 
when the newborn is discharged with the mother within 48 hours of the 
normal vaginal delivery or 96 hours of the cesarean delivery.  
Please see the Combined Evidence of Coverage and Disclosure Form 
for more details. 

No charge 

Physician Care No charge 

Reconstructive Surgery No charge    

Rehabilitation and Habilitative Care 
(Including physical, occupational and speech therapy) 

No charge 
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Benefits Available on an Outpatient Basis  
Allergy Testing/Treatment 

(Serum is covered) 
PCP Office Visit 
Specialist Office Visit 

 
 

$10 Office Visit Co-payment 
$10 Office Visit Co-payment 

Ambulance 
(Only one ambulance Co-payment per trip may be applicable. If a 
subsequent ambulance transfer to another facility is necessary, you are 
not responsible for the additional ambulance Co-payment) 

No charge 

Clinical Trials 

Clinical Trial services require prior authorization by UnitedHealthcare. If 
you participate in a Cancer Clinical Trial provided by an Out-of-Network 
Provider that does not agree to perform these services at the rate 
UnitedHealthcare negotiates with Participating Providers, you will be 
responsible for payment of the difference between the Out-of-Network 
Providers billed charges and the rate negotiated by UnitedHealthcare with 
Participating Providers, in addition to any applicable Co-payments, 
coinsurance or deductibles. 

Paid at negotiated rate. Balance (if any) is the 
responsibility of the Member. 

Cochlear Implant Devices 
(Additional Co-payment for outpatient surgery or inpatient hospital 
benefits and outpatient rehabilitation therapy may apply) 
In instances where the negotiated rate is less than your Co-payment, you 
will pay only the negotiated rate. 

No charge 

Dental Treatment Anesthesia 
(Additional Co-payment for outpatient surgery or inpatient hospital  
benefits may apply) 

$10 Co-payment 

Depo-Provera Medication – (other than contraception) 
(limited to one Depo-Provera injection every 90 days. Additional 
Co-payment for office visits may apply.) 

$35 Co-payment 

Dialysis 
(Additional Co-payment for office visits may apply) 

$10 Co-payment per treatment 

Durable Medical Equipment 
In instances where the negotiated rate is less than your Co-payment, you 
will pay only the negotiated rate. 

No charge 

Durable Medical Equipment for the Treatment of Pediatric Asthma  
(Includes nebulizers, peak flow meters, face masks and tubing for the 
Medically Necessary treatment of pediatric asthma of Dependent 
children who are covered until at least the end of the month in which 
Member turns 19 years of age.) 

No charge 

Hearing Aid - Standard 
$5,000 annual benefit maximum per calendar year. Limited to one 
hearing aid (including repair and replacement) per hearing impaired ear 
every three years. (Repairs and/or replacements are not covered, except 
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Benefits Available on an Outpatient Basis (Continued) 
Hearing Exam 

PCP Office Visit 
Specialist Office Visit 
Co-payments for audiologist and podiatrist visits will be the same as for 
the PCP. Preventive tests/screenings/counseling as recommended by 
the U.S. Preventive Services Task Force, AAP (Bright Futures 
Recommendations for pediatric preventive health care) and the Health 
Resources and Services Administration as preventive care services will 
be covered as Paid in Full. There may be a separate Co-payment for the 
office visit and other additional charges for services rendered. Please 
call the Customer Service number on your ID card. 
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Benefits Available on an Outpatient Basis (Continued) 
Mental Health Care Services 
Outpatient Office Visits include: 

Diagnostic evaluations, assessment, treatment planning, treatment 
and/or procedures, individual/ group counseling, individual/ group 
evaluations and treatment, referral services, and medication 
management 

All Other Outpatient Treatment include: 
Partial Hospitalization/ Day Treatment, Intensive Outpatient Treatment, 
crisis intervention, electro-convulsive therapy, psychological testing, 
facility charges for day treatment centers, Behavioral Health Treatment 
for pervasive developmental Disorder or Autism Spectrum Disorders, 
laboratory charges, or other medical Partial Hospitalization/ Day 
Treatment and Intensive Outpatient Treatment, and psychiatric 
observation. 
(Please refer to your Supplement to the UnitedHealthcare of California 
Combined Evidence of Coverage and Disclosure Form for a complete 
description of this coverage.) 

 
$10 Office Visit Co-payment 

 
 
 
 

No charge 

Oral Surgery Services No charge 

Outpatient Habilitative Services and Outpatient Therapy $10 Office Visit Co-payment 

Outpatient Medical Rehabilitation Therapy at a Participating  
Free-Standing or Outpatient Facility 

(Including physical, occupational and speech therapy) 

$10 Office Visit Co-payment 

Outpatient Surgery at a Participating Free-Standing or Outpatient Surgery 
Facility 

No charge 

Physician Care 
PCP Office Visit 
Specialist Office Visit 

 
$10 
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Benefits Available on an Outpatient Basis (Continued) 
Prosthetics and Corrective Appliances 

In instances where the negotiated rate is less than your Co-payment, 
you will pay only the negotiated rate. 

No charge 

Radiation Therapy 
Standard: 

(Photon beam radiation therapy) 
Complex: 

(Examples include, but are not limited to, brachytherapy, radioactive 
implants and conformal photon beam; Co-payment applies per 30 days 
or treatment plan, whichever is shorter; Gamma Knife and Stereotactic 
procedures are covered as outpatient surgery. Please refer to 
outpatient surgery for Co-payment amount if any) In instances where 
the negotiated rate is less than your Co-
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Allowed Amounts 
Allowed Amounts are the amount we determine that we will pay for Benefits. 

• For Network Benefits for Covered Health Care Services provided by a Network Provider, except for your cost sharing 
obligations, you are not responsible for any difference between Allowed Amounts and the amount the provider bills. 

• For Covered Health Care Services that are Ancillary Services received at Network facilities on a non-
Emergency basis at which, or as a result of which, services are received from out-of-Network Providers, you 
are not responsible, and the out-of-Network provider may not bill you, for amounts in excess of your Co-payment, 
Co-insurance or deductible. You shall pay no more than the same cost sharing than you would pay for the same 
Covered Health Care Services received from a Network Provider.  

• For Covered Health Care Services that are non-Ancillary Services received at certain Network facilities on a 
non-Emergency basis from out-of-Network Physicians who have not satisfied the notice and consent criteria 
or for unforeseen or urgent medical needs that arise at the time a non-Ancillary Service is provided for which 
notice and consent has been satisfied as described below, you are not responsible, and the out-of-Network 
provider may not bill you, for amounts in excess of your Co-payment, Co-insurance or deductible which is based on 
the Recognized Amount as defined in the Combined Evidence of Coverage and Disclosure Form. 

• For Covered Health Care Services that are Emergency Health Care Services provided by an out-of-Network 
provider, you are not responsible, and the out-of-Network provider may not bill you, for amounts in excess of your 
applicable Co-payment, Co-insurance or deductible which is based on the Recognized Amount as defined in the 
Combined Evidence of Coverage and Disclosure Form. 

• For Covered Health Care Services that are Air Ambulance services provided by an out-of-Network provider, you 
are not responsible, and the out-of-Network provider may not bill you, for amounts in excess of your applicable Co-
payment, Co-insurance or deductible which is based on the rates that would apply if the service was provided by a 
Network provider which is based on the Recognized Amount as defined in the Combined Evidence of Coverage and 
Disclosure Form. 

Allowed Amounts are determined in accordance with our reimbursement policy guidelines or as required by law, as 
described in the Combined Evidence of Coverage and Disclosure Form. 

For Network Benefits, Allowed Amounts are based on the following: 

• When Covered Health Care Services are received from a Network provider, Allowed Amounts are our contracted 
fee(s) with that provider. 

• When Covered Health Care Services are received from an out-of-Network provider as arranged by us, including 
when there is no Network provider who is reasonably accessible or available to provide Covered Health Care 
Services, Allowed Amounts are an amount n
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IMPORTANT NOTICE: For Ancillary Services, non-Ancillary Services provided without notice and consent, and 
non-Ancillary Services for unforeseen or urgent medical needs that arise at the time a service is provided for 
which notice and consent has been satisfied, you are not responsible, and an out-of-Network Physician may not 
bill you, for amounts in excess of your applicable Co-payment, Co-insurance or deductible. 

For Emergency Health Care Services provided by an out-of-Network provider, the Allowed Amount is based 
on one of the following in the order listed below as applicable: 

• The reimbursement rate as determined by a state All Payer Model Agreement. 

• The reimbursement rate as determined by state law. 

• The initial payment made by us or the amount subsequently agreed to by the out-of-Network provider and us. 

• The amount determined by Independent Dispute Resolution (IDR). 

IMPORTANT NOTICE: You are not responsible, and an out-of-Network provider may not bill you, for amounts in 
excess of 
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$10/$30/50% HMO $1600                            
              

 

Your prescription plan at a glance 
Show this summary to your doctor to discuss ways to pay less for your medications. To learn more about your plan, visit 

express-scripts.com



 

Drug conversion programs. If you’re prescribed a medication that isn’t on your health plan’s preferred list, yet an alternative 

plan- preferred medication exists, we may contact your doctor to ask whether that medication would be appropriate for you. If 

your doctor agrees to use a plan-preferred medication, you’ll usually pay less. 
  
Use generics and preferred medications. If you’re taking a medication that’s not on the preferred list, ask your doctor to 

consider prescribing a lower-cost generic or preferred brand-name medication. To find out whether your medication is preferred, 

just log in at express-scripts.com and choose Price a Medication from the menu under Prescriptions. Enter your medication 

name and view cost and coverage information on the results page. You can also get pricing information from Member Services 

at 800.918.8011. 
 

Prior authorization: When is a coverage review necessary? Some medications aren’t covered unless you first receive approval 

through a coverage review (prior authorization). This review uses plan rules based on FDA-approved prescribing and safety 

information, clinical guidelines and uses that are considered reasonable, safe and effective. 
 

There are other medications that may be covered, but with limits (for example, only for a certain amount or for certain uses), 

unless you receive approval through a coverage review. During this review, Express Scripts asks your doctor for more 

information than what’s on the prescription before the medication may be covered under your plan. To find out whether a 

medication requires a coverage review, log in at express-scripts.com and select Price a Medication from the menu under 

Prescriptions. Enter your medication name and view coverage information on the results page. 
 

Specialty medications: Get individualized service through Accredo, an Express Scripts specialty pharmacy. Specialty 

medications are used to treat complex conditions, such as cancer, growth hormone deficiency, hemophilia, and hepatitis C. 

Accredo is composed of therapy-specific teams that provide an enhanced level of individual service to patients with special 

therapy needs. 
 

Whether they're administered by a healthcare professional, self-injected, or taken by mouth, specialty medications require an 

enhanced level of service. By ordering your specialty medications through Accredo, you can receive: 

¶ Toll-free access to specialty-trained pharmacists and nurses 24 hours a day, 7 days a week 
¶ Delivery of your medications within the United States, on a scheduled day, Monday through Friday, at no additional 

charge 
¶ Most supplies, such as needles and syringes, provided with your specialty medications 
¶ Safety checks to help prevent potential drug interactions 

¶ Refill reminders 
 

Automatic refills: A convenient service to help you avoid running out of your long-term medications. Most prescriptions you 

order from Express Scripts® Pharmacy can be enrolled in automatic refills. Then, when it’s time to refill or renew your 

prescription, your order will automatically ship to you. We’ll also notify you seven days before we begin processing your next 

refill. You have the option to change the next processing date or cancel the prescription from the service before processing 

begins.  
 

There are three easy ways to enroll in automatic refills: 

 

¶ Log in at express-scripts.com and choose Automatic Refills from the menu under Prescriptions.   

¶ When refilling a prescription, we ask if you want to enroll it in automatic refills. If you answer “yes,” we’ll begin 

automatically refilling your prescription on all future refills.  
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