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Changes in Federal Law that Impact Benefits
There are changes in Federal law which may impact coverage and Benefits stated in the Certificate of Coverage
(Certificate) and Schedule of Benefits. A summary of those changes and the dates the changes are effective
appear below.

Patient Protection and Affordable Care Act (PPACA)

Effective for policies that are new or renewing on or after September 23, 2010, the requirements listed below
apply.

Lifetime limits on the dollar amount of essential benefits available to you under the terms of your plan are no
longer permitted. In addition, any annual dollar limit applicable to the essential benefits listed below is no
longer applicable. Essential benefits include the following:

Ambulatory patient services; emergency services, hospitalization; maternity and newborn care, mental
health and substance use disorder services (including behavioral health treatment); prescription drugs;
rehabilitative and habilitative services and devices; laboratory services; preventive and wellness services
and chronic disease management; and pediatric services, including oral and vision care.

On or before the first day of the first plan year beginning on or after September 23, 2010, the enrolling group
will provide a 30 day enrollment period for those individuals who are still eligible under the plan’s eligibility
terms but whose coverage ended by reason of reaching a lifetime limit on the dollar value of all benefits.

Any pre-existing condition exclusions (including denial of benefits or coverage) will not apply to covered
persons under the age of 19.

Coverage for enrolled dependent children is no longer conditioned upon full-time student status or other
dependency requirements and will remain in place until the child’s 26th birthday.

On or before the first day of the first plan year beginning on or after September 23, 2010, the enrolling
group will provide a 30 day dependent child special open enrollment period for dependent children who
are not currently enrolled under the policy and who have not yet reached age 26. During this dependent
child special open enrollment period, subscribers who are adding a dependent child and who have a
choice of coverage options will be allowed to change options.

If your plan includes coverage for enrolled dependent children beyond the age of 26, which is conditioned
upon full-time student status, the following applies:

Coverage for enrolled dependent children who are required to maintain full-time student status in order to
continue eligibility under the policy is subject to the statute known as Michelle’s Law. This law amends
ERISA, the Public Health Service Act, and the Internal Revenue Code and requires group health plans,
which provide coverage for dependent children who are post-secondary school students, to continue such
coverage if the student loses the required student status because he or she must take a medically
necessary leave of absence from studies due to a serious illness or Injury.

Retroactive rescission of coverage under the policy is permitted, with 30 days advance written notice, only in
the following two circumstances:

The individual performs an act, practice or omission that constitutes fraud.

The individual makes an intentional misrepresentation of a material fact.

Other changes provided for under the PPACA do not impact your plan because your plan already contains
these benefits. These include:

Direct access to OB/GYN care without a referral or authorization requirement.

The ability to designate a pediatrician as a primary care physician (PCP) if your plan requires a PCP
designation.

Prior authorization is not required before you receive services in the emergency department of a
hospital.
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If you seek emergency care from out-of-network providers in the emergency department of a
hospital your cost sharing obligations (copayments/coinsurance) will be the same as would be
applied to care received from in-network providers.

Some Important Information About Appeal and External Review Rights Under PPACA

If you are enrolled in a non-grandfathered plan with an effective date or plan year anniversary on or after
September 23, 2010, the Patient Protection and Affordable Care Act of 2010 (PPACA), as amended, sets forth new
and additional internal appeal and external review rights beyond those that some plans may have previously
offered. Also, certain grandfathered plans are complying with the additional internal appeal and external review
rights provisions on a voluntary basis. Please refer to your benefit plan documents, including amendments and
notices, or speak with your employer or UnitedHealthcare for more information on the appeal rights available to
you. (Also, please refer to the Claims and Appeal Notice section of this document.)

What if I receive a denial, and need help understanding it? Please call UnitedHealthcare at the number listed
on the back of your health plan ID card.

What if I don’t agree with the denial? You have a right to appeal any decision to not pay for an item or service.

How do I file an appeal? The initial denial letter or Explanation of Benefits that you receive from UnitedHealthcare
will give you the information and the timeframe to file an appeal.

What if my situation is urgent? If your situation is urgent, your review will be conducted as quickly as possible.
If you believe your situation is urgent, you may request an expedited review, and, if applicable, file an external
review at the same time. For help call UnitedHealthcare at the number listed on the back of your health plan ID
card.

Generally, an urgent situation is when your health may be in serious jeopardy. Or when, in the opinion of your
doctor, you may be experiencing severe pain that cannot be adequately controlled while you wait for a decision
on your appeal.

Who may file an appeal? Any member or someone that member names to act as an authorized representative
may file an appeal. For help call UnitedHealthcare at the number listed on the back of your health plan ID card.

Can I provide additional information about my claim? Yes, you may give us additional information supporting
your claim. Send the information to the address provided in the initial denial letter or Explanation of Benefits.

Can I request copies of information relating to my claim? Yes. There is no cost to you for these copies. Send
your request to the address provided in the initial denial letter or Explanation of Benefits.

What happens if I don’t agree with the outcome of my appeal? If you appeal, we will review our decision. We
will also send you our written decision within the time allowed. If you do not agree with the decision, you may be
able to request an external review of your claim by an independent third party. They will review the denial and
issue a final decision.

If I need additional help, what should I do? For questions on your appeal rights, you may call
UnitedHealthcare at the number listed on the back of your health plan ID card. You may also contact the support
groups listed below.

Are verbal translation services available to me during an appeal? Yes. Contact UnitedHealthcare at the
number listed on the back of your health plan ID card. Ask for verbal translation services for your questions.

Is there other help available to me? For questions about appeal rights, an unfavorable benefit decision, or for
help, you may also contact the Employee Benefits Security Administration at 1-866-444-EBSA (3272). Your state
consumer assistance program may also be able to help you.

For information on appeals and other PPACA regulations, visit www.healthcare.gov.

Americans with Disabilities Act

Effective for Policies that are new or renewing on or after October 3, 2009, changes in interpretation of the
Americans with DisabilitiesAct result in the following additional Benefits:

Benefits are provided for hearing aids required for the correction of a hearing impairment and for charges for
associated fitting and testing.
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Benefits for hearing aids are subject to payment requirements (Coinsurance, Annual Deductible and
Out-of-Pocket Maximums) and annual limits that mirror those applicable to Durable Medical Equipment and
Prosthetic Devices as shown in the Schedule of Benefits, however Benefits for hearing aids will never
exceed $5,000 per year.

Benefits for bone anchored hearing aids are a Covered Health Service for which Benefits are provided under
the applicable medical/surgical Benefit categories in the Certificate only for Covered Persons who have either
of the following:

Craniofacial anomalies whose abnormal or absent ear canals preclude the use of a wearable hearing
aid.

Hearing loss of sufficient severity that it would not be adequately remedied by a wearable hearing aid.

Benefits for bone anchor hearing aids are limited to one per Covered Person during the entire period of
time the Covered Person is enrolled under the Policy, and include repairs and/or replacement only if the
bone anchor hearing aid malfunctions.

Mental Health/Substance Use Disorder Parity

Effective for Policies that are new or renewing on or after July 1, 2010, Benefits are subject to final regulations
supporting the Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA). Benefits for mental health
conditions and substance use disorder conditions that are Covered Health Services under the Policy must be
treated in the same manner and provided at the same level as Covered Health Services for the treatment of other
Sickness or Injury. Benefits for Mental Health Services and Substance Use Disorder Services are not subject to
any annual maximum benefit limit (including any day, visit or dollar limit).

MHPAEA requires that the financial requirements for coinsurance and copayments for mental health and
substance use disorder conditions must be no more restrictive than those coinsurance and copayment
requirements for substantially all medical/surgical benefits. MHPAEA requires specific testing to be applied to
classifications of benefits to determine the impact of these financial requirements on mental health and substance
use disorder benefits. Based upon the results of that testing, it is possible that coinsurance or copayments that
apply to mental health conditions and substance use disorder conditions in your benefit plan may be reduced.

Changes that result from this requirement affect both prior authorization requirements and excluded services
listed in your Certificate as described below.

Exclusions listed in your Certificate for mental health conditions, neurobiological disorders (autism spectrum
disorders) and substance use disorders that were specific to these conditions, but that were not applicable to
other Sickness or medical conditions, no longer apply.

Prior authorization requirements no longer apply to mental health conditions, neurobiological disorders (autism
spectrum disorders) and substance use disorders. Instead, these services will be subject to the pre-service
notification requirements that apply to other Covered Health Services described in the Schedule of Benefits
attached to your Certificate.

When Benefits are provided for any of the following services, you must provide pre-service notification as
described below. If you fail to notify us as required, Benefits will be reduced in the same manner and at the same
level as Covered Health Services for the treatment of other Sickness or Injury. You are not required to provide
pre-service notification when you seek these services from Network providers. Network providers are responsible
for notifying us before they provide these services to you.

Mental Health Services - inpatient services (including partial hospitalization/day treatment and residential
treatment); intensive outpatient program treatment; outpatient electro-convulsive treatment; psychologic al
testing; extended outpatient treatment visits beyond 45 - 50 minutes in duration, with or without medication
management; outpatient treatment provided in your home.

Neurobiological Disorders - Autism Spectrum Disorder services - inpatient services (including partial
hospitalization/day treatment and residential treatment); intensive outpatient program treatment;
psychological testing; extended outpatient treatment visits beyond 45 - 50 minutes in duration, with or
without medication management; outpatient treatment provided in your home. If Benefits are provided for
Applied Behavioral Analysis (ABA), pre-service notification is required.

Substance Use Disorder Services - inpatient services (including partial hospitalization/day treatment and
residential treatment); intensive outpatient program treatment; psychological testing; outpatient treatment of
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opioid dependence; extended outpatient treatment visits beyond 45 - 50 minutes in duration, with or without
medication management; outpatient treatment provided in your home.

For a scheduled admission, you must notify us five business days before admission, or as soon as is reasonably
possible for non-scheduled admissions (including Emergency admissions).

In addition, you must notify us before the following services are received:

Intensive outpatient program treatment.

Outpatient electro-convulsive treatment.

Psychological testing.

Outpatient treatment of opioid dependence.

Extended outpatient treatment visits beyond 45 - 50 minutes in duration, with or without medication
management.

Outpatient treatment provided in your home.

Children’s Health Insurance Program Reauthorization Act of 2009 (CHIPRA)

Effective April 1, 2009, the Children’s Health Insurance Program Reauthorization Act of 2009 (CHIPRA) expands
special enrollment rights under the Policy.

An Eligible Person and/or Dependent may be able to enroll during a special enrollment period. A special
enrollment period is not available to an Eligible Person and his or her Dependents if coverage under the prior
plan was terminated for cause, or because premiums were not paid on a timely basis.

A special enrollment period applies for an Eligible Person and/or Dependent who did not enroll during the Initial
Enrollment Period or Open Enrollment Period if the following are true:

The Eligible Person and/or Dependent had existing health coverage under Medicaid or Children’s Health
Insurance Program (CHIP) at the time they had an opportunity to enroll during the Initial Enrollment Period or
Open Enrollment Period; and

Coverage under the prior plan ended because the Eligible Person and/or Dependent loses eligibility under
Medicaid or Children’s Health Insurance Program (CHIP). Coverage will begin only if we receive the
completed enrollment form and any required Premium within 60 days of the date coverage ended.

The Eligible Person previously declined coverage under the Policy, but the Eligible Person and/or Dependent
becomes eligible for a premium assistance subsidy under Medicaid or Children’s Health Insurance Program
(CHIP). Coverage will begin only if we receive the completed enrollment form and any required Premium
within 60 days of the date of determination of subsidy eligibility.
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Women’s Health and Cancer Rights Act of 1998
As required by the Women’s Health and Cancer Rights Act of 1998, Benefits under the Policy are provided for
mastectomy, including reconstruction and surgery to achieve symmetry between the breasts, prostheses, and
complications resulting from a mastectomy (including lymphedema).

If you are receiving Benefits in connection with a mastectomy, Benefits are also provided for the following
Covered Health Services, as you determine appropriate with your attending Physician:

All stages of reconstruction of the breast on which the mastectomy was performed;

Surgery and reconstruction of the other breast to produce a symmetrical appearance; and

Prostheses and treatment of physical complications of the mastectomy, including lymphedema.

The amount you must pay for such Covered Health Services (including Copayments, Coinsurance and any
Annual Deductible) are the same as are required for any other Covered Health Service. Limitations on Benefits are
the same as for any other Covered Health Service.

Statement of Rights under the Newborns’ and Mothers’ Health Protection Act
Under Federal law, group health plans and health insurance issuers offering group health insurance coverage
generally may not restrict Benefits for any Hospital length of stay in connection with childbirth for the mother or
newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours following a delivery by
cesarean section. However, the plan or issuer may pay for a shorter stay if the attending provider (e.g. your
Physician, nurse midwife, or physician assistant), after consultation with the mother, discharges the mother or
newborn earlier.

Also, under Federal law, plans and issuers may not set the level of Benefits or out-of-poc ket costs so that any later
portion of the 48-hour (or 96-hour) stay is treated in a manner less favorable to the mother or newborn than any
earlier portion of the stay.

In addition, a plan or issuer may not, under Federal law, require that a Physician or other health care provider
obtain authorization for prescribing a length of stay of up to 48 hours (or 96 hours). However, to use certain
providers or facilities, or to reduce your out-of-pocket costs, you may be required to obtain precertification. For
information on precertification, contact your issuer.




