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 Maximum Benefit $90,000 (For Each Injury) 
 Deductible  $0 
 Coinsurance Preferred Providers 100% except as noted below 
 Coinsurance Out-of-Network 80% except as noted below 
 
 
The Preferred Provider for this plan is Multiplan PPO. 
 
This policy provides benefits for Injury sustained by an Insured Person while: 1) actually engaged, as an official representative of the 
Policyholder, in the play or practice of an interscholastic sport under the direct supervision of a regularly employed coach or trainer of 
the Policyholder; or 2) actually being transported as a member of a group under the direct supervision of a duly delegated 
representative of the Policyholder for the purpose of participating in the play or practice of a scheduled interscholastic sport. 
 
If care is received from a Preferred Provider any Covered Medical Expenses will be paid at the Preferred Provider level of benefits. If 
the Covered Medical Expense is incurred due to a Medical Emergency, benefits will be paid at the Preferred Provider level of benefits. 
In all other situations, reduced or lower benefits will be provided when an Out-of-Network provider is used. 
 
OUT-OF-NETWORK SERVICES: Covered Medical Expenses incurred at an Out-of-Network Provider will be paid at 80% of 
Usual and Customary Charges up to an Out-of-Pocket maximum of $10,000. After the Out-of-Pocket maximum has been reached, 
additional Covered Medical Expenses will be paid at 100% of Usual and Customary Charges up to the $90,000 Maximum Benefit. 
 
Note: Student athletes must submit a claim form/incident report from the University Athletic Department to receive benefits. 
 
Note: Per service Copays and non-Covered Medical Expenses do not count towards meeting the Out-of- Network, Out-of-Pocket 
maximums. 
 
The benefits payable are as defined in and subject to all provisions of this policy and any endorsements thereto.  Benefits will be paid 
up to the Maximum Benefit for each service as scheduled below. All benefit maximums are combined Preferred Provider and Out-of-
Network unless specifically stated. 

 
Inpatient Preferred Provider Out-of-Network Provider
Room & Board: Preferred Allowance Usual and Customary Charges
Intensive Care: Preferred Allowance Usual and Customary Charges
Hospital Miscellaneous: 
Physiotherapy: Preferred Allowance Usual and Customary Charges
Surgery: Preferred Allowance Usual and Customary Charges
(Specified surgery based on data provided by FAIR Health, Inc.)
Assistant Surgeon: Preferred Allowance Usual and Customary Charges
Anesthetist: 25% of Surgery Allowance 25% of Surgery Allowance
Registered Nurse's Services: Preferred Allowance Usual and Customary Charges
Physician's Visits: Preferred Allowance Usual and Customary Charges
Pre-admission Testing: Preferred Allowance Usual and Customary Charges
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Outpatient Preferred Provider Out-of-Network Provider
Surgery: Preferred Allowance Usual and Customary Charges
(Specified surgery based on data provided by FAIR Health, Inc.)
Day Surgery Miscellaneous: Preferred Allowance Usual and Customary Charges
(Day Surgery Miscellaneous charges are based on the Outpatient Surgical Facility Charge Index.) 
Assistant Surgeon: Preferred Allowance Usual and Customary Charges
Anesthetist: 25% of Surgery Allowance 25% of Surgery Allowance
Physician's Visits: Preferred Allowance

$15 Copay per visit
Usual and Customary Charges

(Benefits include chiropractic care.) 
Physiotherapy: Preferred Allowance Usual and Customary Charges
(All chiropractic care is payable under Physician’s Visits.) (Review of Medical Necessity will be performed after 12 visits per Injury)
Medical Emergency: Preferred Allowance

$100 Copay per visit
100% of Usual and Customary Charges
$100 Deductible per visit 

(Copay/Deductible is waived if admitted) 
Diagnostic X-rays & Laboratory: Preferred Allowance

(Not subject to the policy Deductible)
Usual and Customary Charges

Tests & Procedures: Preferred Allowance Usual and Customary Charges
Injections: No Benefits No Benefits 
*Prescription Drugs: $10 Deductible per prescription for generic 

drugs 
$25 Deductible per prescription for brand 
name 
up to a 31-day supply per prescription

$10 Deductible per prescription for generic 
drugs 
$25 Deductible per prescription for brand 
name 
up to a 31-day supply per prescription

 
Other Preferred Provider Out-of-Network Provider
Ambulance: Preferred Allowance Usual and Customary Charges
Durable Medical Equipment: 80% of Preferred Allowance 80% of Usual and Customary Charges
Consultant: Preferred Allowance Usual and Customary Charges
Dental: 80% of Usual and Customary Charges 80% of Usual and Customary Charges
(Injury to Sound, Natural Teeth only.) 

 
SUPPLMENTAL MEDICAL 

Maximum Benefit No Benefits 

 
CATASTROPHIC MEDICAL 

Maximum Benefit No Benefits 

 
SHC Referral Required: Yes ( ) No (X) 

 
(X) 104 Week Benefit Period  or  ( ) Extension of Benefits 

 
Pre Admission Notification: Yes (X) No ( ) 

 
Other Insurance:     (X) *Coordination of Benefits      (X) Excess Motor Vehicle      (  ) Primary Insurance   

 
*If benefit is designated, see endorsement attached. 



 

COL-06-NY (Rev 09) - 12 - 202712-8 / INJ 

PART VII 

EXCLUSIONS AND LIMITATIONS 
 
No benefits will be paid for: a) loss or expense caused by, contributed to, or resulting from; or b) treatment, services or supplies 
for, at, or related to: 
 
1. Cosmetic procedures, except that cosmetic procedures does not include reconstructive surgery when such surgery is 

incidental to or follows surgery resulting from trauma. It also does not include breast reconstructive surgery after a 
mastectomy; 

 
2. Custodial care; care provided in:  rest homes, health resorts, homes for the aged, halfway houses, college infirmaries or 

places mainly for domiciliary or custodial care;  extended care in treatment or substance abuse facilities for domiciliary or 
custodial care; 

 
3. Dental treatment, except for accidental Injury to Sound, Natural Teeth; 
 
4. Elective Surgery or Elective Treatment;  
 
5. Eye examinations, eyeglasses, contact lenses, prescriptions or fitting of eyeglasses or contact lenses; 
 
6. Foot care in connection with corns, calluses, flat feet, fallen arches, weak feet, chronic foot strain or symptomatic 

complaints of the feet; 
 
7. Hearing examinations or hearing aids; 
 
8. Injury for which benefits are paid or payable under any Workers' Compensation or Occupational Disease Law or Act, or 

similar legislation; 
 
9. Injury outside the United States and its possessions, Canada or Mexico, except for a Medical Emergency when traveling 

for academic study abroad programs business or pleasure; 
 
10. Injury sustained by reason of a motor vehicle accident to the extent that benefits are paid or payable by mandatory 

automobile no-fault benefits; 
 
11. Investigational services or experimental treatment, except for experimental or investigational treatment approved by an 

External Appeal Agent in accordance with Insured Persons Right to an External Appeal.  If the External Appeal Agent 
approves benefits of an experimental or investigational treatment that is part of a clinical trial, this policy will only cover 
the costs of services required to provide treatment to the Insured according to the design of the trial.  The Company shall 
not be responsible for the cost of investigational drugs or devices, the costs of non-health cares services, the cost of 
managing research, or costs which would not be covered under this policy for non-experimental or non-investigational 
treatments provided in such clinical trial; 

 
12. Participation in a felony, riot or insurrection; 
 
13. Prescription Drugs, services or supplies as follows: 

a. Therapeutic devices or appliances, including: hypodermic needles, syringes, support garments and other non-
medical substances, regardless of intended use, except as specifically provided in the Benefits for Diabetes 
Expense; 

b. Drugs labeled, “Caution - limited by federal law to investigational use” or experimental drugs; 
c. Refills in excess of the number specified or dispensed after one (1) year of date of the prescription. 
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EXCLUSIONS AND LIMITATIONS (Continued) 
 

14. Preventive medicines, serums, vaccines; 
 
15. Routine physical examinations and routine testing; preventive testing or treatment; screening exams or testing in the 

absence of Injury;  
 

16. Services provided normally without charge by the Student Health Center of the Policyholder; or services covered or 
provided by the student health fee; 

 
17. Sickness or disease in any form; 
 
18. Flight in any kind of aircraft, except while riding as a passenger on a regularly scheduled flight of a commercial airline;  
 
19. Suicide or attempted suicide or intentionally self-inflicted Injury; 
 
20. Supplies, except as specifically provided in the policy;  
 
21. Treatment in a Government hospital, unless there is a legal obligation for the Insured Person to pay for such treatment;  
 
22. Treatment, service or supply which is not a Medical Necessity, subject to Article 49 of N.Y. Insurance Law; and 
 
23. War or any act of war, declared or undeclared; or while in the armed forces of any country (a pro-rata premium will be 

refunded upon request for such period not covered). 
 
 

 
 



 

 
COL-06-NY (Rev 09) - 14 - INJ 

PART VIII 
INSURED PERSON’S RIGHT TO AN EXTERNAL APPEAL 

 
An Insured Person or an Insured’s representative and, in connection with a Retrospective Adverse Determination, an Insured’s 
Physician have a right to an external appeal of a denial of benefits.  If benefits are denied under this policy on the basis that the 
service is not a Medical Necessity or is an experimental or investigational treatment, an Insured Person or his representative 
and, in connection with a Retrospective Adverse Determination, an Insured’s Physician may appeal that decision to an External 
Appeal Agent.  An External Appeal Agent is an independent entity certified by New York State to conduct such appeals. 
 
A Retrospective Adverse Determination is a determination for which utilization review was initiated after health care services 
have been provided.  Retrospective Adverse Determination does not mean a pre-authorization denial or a determination 
involving continued or extended health care services or additional services for a patient undergoing a course of continued 
treatment. 

 
Insured Person's Right To Appeal A Determination That A Service Is Not A Medical Necessity 
 
If benefits are denied under this policy on the basis that the service is not a Medical Necessity, an Insured Person may appeal to 
an External Appeal Agent if the Insured Person satisfies the following two (2) criteria: 
 
1. The service, procedure or treatment must otherwise be a Covered Medical Expense under this policy; and 

 
2. The Insured Person must have received a final adverse determination through the Company's internal appeal process and 

the Company must have upheld the denial or the Insured Person and the Company must agree in writing to waive any 
internal appeal. 

 
Insured Person's Rights To Appeal A Determination That A Service Is Experimental Or Investigational 
 
If benefits are denied under this policy on the basis that the service is an experimental or investigational treatment, an Insured 
Person may appeal to an External Appeal Agent if the Insured Person satisfies the following two (2) criteria: 
 
1. The service must otherwise be a Covered Medical Expense under this policy; and 

 
2. The Insured Person must have received a final adverse determination through the Company's internal appeal process and 

the Company must have upheld the denial or the Insured Person and the Company must agree in writing to waive any 
internal appeal. 

 
In addition, the Insured Person's attending Physician must certify that the Insured Person has a Life-Threatening or Disabling 
Condition or Disease.  A "life-threatening condition or disease" is one which, according to the current diagnosis of the Insured 
Person's attending Physician, has a high probability of death.  A "disabling condition or disease" is any medically determinable 
physical or mental impairment that can be expected to result in death, or that has lasted or can be expected to last for a 
continuous period of not less than twelve (12) months, which renders the Insured Person unable to engage in any substantial 
gainful activities.  In the case of a child under the age of eighteen, a "disabling condition or disease" is any medically 
determinable physical or mental impairment of comparable severity. 
 
The Insured Person's attending Physician must also certify that the Insured Person's Life-Threatening or Disabling Condition or 
Disease is one for which standard health services are ineffective or medically inappropriate or one for which there does not 
exist a more beneficial standard service or procedure covered by this policy or one for which there exists a clinical trial (as 
defined by law). 
 
In addition, the Insured Person's attending Physician must have recommended one of the following: 
 
1. A service, procedure or treatment that two (2) documents from available medical and scientific evidence indicate is likely 

to be more beneficial to the Insured Person than any standard covered service (only certain documents will be considered 
in support of this recommendation - the Insured Person's attending Physician should contact the New York State 
Department of Insurance in order to obtain current information as to what documents will be considered acceptable); or 

 
2. A clinical trial for which the Insured Person is eligible (only certain clinical trials can be considered). 
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For the purposes of this section, the Insured Person's attending Physician must be a licensed, board-certified or board eligible 
physician qualified to practice in the area appropriate to treat the Insured Person's Life-Threatening or Disabling Condition or 
Disease. 
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INSURED PERSON’S RIGHT TO AN EXTERNAL APPEAL (Continued) 
 
The External Appeal Process 
 
If, through the Company's internal appeal process, the Insured Person has received a final adverse determination upholding a 
denial of benefits on the basis that the service is not a Medical Necessity or is an experimental or investigational treatment, the 
Insured Person has 45 days from receipt of such notice to file a written request for an external appeal.  If the Insured Person 
and the Company have agreed in writing to waive any internal appeal, the Insured Person has 45 days from receipt of such 
waiver to file a written request for an external appeal.  The Company will provide an external appeal application with the final 
adverse determination issued through the Company's internal appeal process or its written waiver of an internal appeal. 
 
The Insured Person may also request an external appeal application from the New York State Department of Insurance at 1 
(800) 400-8882.  The completed application should be submitted to the New York State Department of Insurance at the address 
indicated on the application.  If the Insured Person or, where applicable, the Insured’s Physician satisfies the criteria for an 
external appeal, the New York State Department of Insurance will forward the request to a certified External Appeal Agent. 
 
The Insured Person and the Insured’s Physician, where applicable, will have an opportunity to submit additional documentation 
with his request.  If the External Appeal Agent determines that the information the Insured Person submits represents a material 
change from the information on which the Company based its denial, the External Appeal Agent will share this information 
with the Company in order for the Company to exercise its right to reconsider its decision.  If the Company chooses to exercise 
this right, the Company will have three (3) business days to amend or confirm its decision.  Please note that in the case of an 
expedited appeal (described below), the Company does not have a right to reconsider its decision. 
 
In general, the External Appeal Agent must make a decision within 30 days of receipt of the Insured Person's completed 
application.  The External Appeal Agent may request additional information from the Insured Person, his Physician or the 
Company.  If the External Appeal Agent requests additional information, it will have five (5) additional business days to make 
its decision.  The External Appeal Agent must notify the Insured Person in writing of its decision within two (2) business days. 
 
If the Insured Person's attending Physician certifies that a delay in providing the service that has been denied poses an 
imminent or serious threat to the Insured Person's health, the Insured Person may request an expedited external appeal.  In that 
case, the External Appeal Agent must make a decision within three (3) days of receipt of the completed application.  
Immediately after reaching a decision, the External Appeal Agent must try to notify the Insured Person and the Company by 
telephone or facsimile of that decision.  The External Appeal Agent must also notify the Insured Person in writing of its 
decision. 
 
If the External Appeal Agent overturns the Company's decision that a service is not a Medical Necessity or approves benefits 
for an experimental or investigational treatment, the Company will provide benefits subject to the other terms and conditions of 
this policy.  Please note that if the External Appeal Agent approves benefits for an experimental or investigational treatment 
that is part of a clinical trial, this policy will only cover the costs of services required to provide treatment to the Insured Person 
according to the design of the trial.  The Company shall not be responsible for the costs of investigational drugs or devices, the 
costs of non-health care services, the costs of managing research, or costs which would not be covered under this policy for 
non-experimental or non-investigational treatments provided in such clinical trial. 
 
The External Appeal Agent's decision is binding on both the Insured Person and the Company.  The External Appeal Agent's 
decision is admissible in any court proceeding. 
 
The Company will charge the Insured Person a fee of $50 for an external appeal.  The external appeal application will instruct 
the Insured Person on the manner in which he must submit the fee.  The Company will also waive the fee if the Company 
determines that paying the fee would pose a hardship to the Insured Person.  If the External Appeal Agent overturns the denial 
of benefits, the fee shall be refunded to the Insured Person. 
 
Insured Person's and Insured Person’s Physician’s Responsibilities 
 
It is the Insured Person's or, for appeal of a Retrospective Adverse Determination, the Insured’s Physician’s responsibility to 
initiate the external appeal process.  The external appeal process may be initiated by filing the completed appropriate 
application with the New York State Department of Insurance (For Insureds, New York State External Appeal Application for 
Health Care Consumers; for Physicians, New York State External Appeal Application for Health Care Providers.
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INSURED PERSON’S RIGHT TO AN EXTERNAL APPEAL (Continued) 
 
For Retrospective Adverse Determination appeals, the Insured Person must sign an acknowledgement of the request and sign a 
consent to release of medical records. 
 
Under New York State law, the completed request for appeal must be filed within 45 days of either the date upon which written 
notification from the Company that it has upheld a denial of benefits is received or the date upon which written waiver of any 
internal appeal is received.  The Company has no authority to grant an extension of this deadline. 
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POLICY ENDORSEMENT 
 
 

In consideration of the premium charged, it is hereby understood and agreed that the policy to which this endorsement 
is attached is amended as follows: 

 

COORDINATION OF BENEFITS PROVISION 
 
Definitions 
 
(1) Allowable Expenses:  Any necessary, reasonable, and customary item of expense, a part of which is covered by at least 

one of the Plans covering the Insured Person. 
 
An Allowable Expense to a Secondary Plan includes the value or amount of any Deductible Amount or Coinsurance 
Percentage or amount of otherwise Allowable Expenses which was not paid by the Primary or first paying Plan. 

 
(2) Plan:  A group insurance plan or health service corporation group membership plan or any other group benefit plan 

providing medical or dental care treatment benefits or services.  Such group coverages include:  (a) group or blanket 
insurance coverage, or any other group type contract or provision thereof; this will not include school accident coverage 
for which the parent pays the entire premium; (b) service plan contracts, group practice and other pre-payment group 
coverage; (c) any coverage under labor-management trustees plans, union welfare plans, employer and employee 
organization plans; and (d) coverage under governmental programs, including Medicare, and any coverage required or 
provided by statute. 

 
(3) Primary:  The Plan whose benefits for a person’s health care coverage must be determined without taking the existence 

of any other plan into consideration. 
 
(4) Secondary:  The Plan which is not a Primary plan. 
 
(5) We, Us or Our:  The Company named in the policy to which this endorsement is attached. 
 
Effect on Benefits - If an Insured Person has medical and/or drug coverage under any other Plan, all of the benefits provided 
are subject to coordination of benefits. 
 
During any policy year or benefit period, the sum of the benefits that are payable by Us and those that are payable from another 
Plan may not be more than the Allowable Expenses. 
 
During any policy year or benefit period, We may reduce the amount We will pay so that this reduced amount plus the amount 
payable by the other Plans will not be more than the Allowable Expenses.  Allowable Expenses under the other Plan include 
benefits which would have been payable if a claim had been made. 
 
However, if:  (1) the other Plan contains a section which provides for determining its benefits after Our benefits have been 
determined; and (2) the order of benefit determination stated herein would require Us to determine benefits before the other 
Plan, then the benefits of such other Plan will be ignored in determining the benefits We will pay. 
 
This Plan determines its order of benefits using the first of the following rules which applies: 
 
(1) If the Insured’s other Plan does not have Coordination of Benefits, that Plan pays first. 
(2) Non-Dependent/Dependent.  The benefits of the Plan which covers the person as an employee, member or subscriber are 

determined before those of the Plan which covers the person as a Dependent. 
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COORDINATION OF BENEFITS PROVISION (Continued) 
 
(3) Dependent Child/Parents Not Separated or Divorced.  When this Plan and another Plan cover the same child as a Dependent 

of different persons, called "parents": 
 
 a. the benefits of the Plan of the parent whose birthday falls earlier in a year exclusive of year of birth are determined 

before those of the Plan of the parent whose birthday falls later in that year; but 
 

b. if both parents have the same birthday, the benefits of the Plan which covered the parent longer are determined before 
those of the Plan which covered the other parent for a shorter period of time. 

 
c. However, if the other Plan does not have the rule described in a. above, but instead has a rule based upon the gender of 

the parent, and if, as a result, the Plans do not agree on the order of benefits, the rule in the other Plan will determine the 
order of benefits. 

 
(4) Dependent Child/Separated or Divorced Parents.  If two or more Plans cover a person as a Dependent child of divorced or 

separated parents, benefits for the child are determined in this order: 
 
 1. first, the Plan of the parent with custody of the child; 
 2. then, the Plan of the spouse of the parent with the custody of the child; and 
 3. finally, the Plan of the parent not having custody of the child. 
 
(5) Longer/Shorter Length of Coverage.  If none of the above rules determines the order of benefits, the benefits of the Plan 

which covered an employee, member or subscriber longer are determined before those of the Plan which covered that person 
for the shorter time. 

 
Right to Recovery and Release of Necessary Information - For the purpose of determining applicability of and implementing 
the terms of this Provision, We may, without further consent or notice, release to or obtain from any other insurance company or 
organization any information, with respect to any person, necessary for such purposes.  Any person claiming benefits under Our 
coverage shall give Us the information We need to implement this Provision.  We will give notice of this exchange of claim and 
benefit information to the Insured Person when any claim is filed. 
 
Facility of Payment and Recovery - Whenever payments which should have been made under our Coverage have been made 
under any other Plans, We shall have the right to pay over to any organizations that made such other payments, any amounts that 
are needed in order to satisfy the intent of this Provision.  Any amounts so paid will be deemed to be benefits paid under Our 
coverage.  To the extent of such payments, We will be fully discharged from Our liability. 
 
Whenever We have made payments with respect to Allowable Expenses in total amount at any time, which are more than the 
maximum amount of payment needed at that time to satisfy the intent of this Provision, We may recover such excess payments.  
Such excess payments may be received from among one or more of the following, as We determine: any persons to or for or with 
respect to whom such payments were made, any other insurers, service plans or any other organizations. 



 
 

This endorsement takes effect and expires concurrently with the policy to which it is attached, and is subject to all of the 
terms and conditions of the policy not inconsistent therewith. 
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POLICY ENDORSEMENT 
 
 

In consideration of the premium charged, it is hereby understood and agreed that the policy to which this endorsement is 
attached is amended as follows: 

 
 
 

PRE-ADMISSION NOTIFICATION 

UnitedHealthcare should be notified of all Hospital Confinements prior to admission. 

 

1. PRE-NOTIFICATION OF MEDICAL NON-EMERGENCY HOSPITALIZATIONS:  The patient, Physician or 
Hospital should telephone 1-877-295-0720 at least five working days prior to the planned admission. 

 

2. NOTIFICATION OF MEDICAL EMERGENCY ADMISSIONS:  The patient, patient’s representative, Physician or 
Hospital should telephone 1-877-295-0720 within two working days of the admission to provide notification of any 
admission due to Medical Emergency. 

UnitedHealthcare is open for Pre-Admission Notification calls from 8:00 a.m. to 6:00 p.m. C.S.T., Monday through Friday.  Calls 
may be left on the Customer Service Department’s voice mail after hours by calling 1-877-295-0720. 
 

IMPORTANT:  Failure to follow the notification procedures will not affect benefits otherwise payable under the policy; 
however, pre-notification is not a guarantee that benefits will be paid. 
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POLICY ENDORSEMENT 
   

In consideration of the premium charged, it is hereby understood and agreed that the policy to which this endorsement is 
attached is amended as follows: 
 

UnitedHealthcare Network Pharmacy Prescription Drug Benefits 
 
Benefits are available for Prescription Drug Products at a Network Pharmacy as specified in the policy Schedule of Benefits 
subject to all terms of the policy and the provisions, definitions and exclusions specified in this endorsement.  
 
Copayment and/or Coinsurance Amount 
 
For Prescription Drug Products at a retail Network Pharmacy, Insured Persons are responsible for paying the lower of: 

 The applicable copayment and/or coinsurance; or 

 The Network Pharmacy’s Usual and Customary Fee for the Prescription Drug Product. 

 
For Prescription Drug Products from a mail order Network Pharmacy, Insured Persons are responsible for paying the lower 
of: 

 The applicable copayment and/or coinsurance; or 

 The Prescription Drug Cost for that Prescription Drug Product.  

 
Supply Limits  
 
Benefits for Prescription Drug Products are subject to supply limits as written by the Physician and the supply limits that are 
stated in the Schedule of Benefits. For a single copayment and/or coinsurance, the Insured may receive a Prescription Drug 
Product up to the stated supply limit.  
 
When a Prescription Drug Product is packaged or designed to deliver in a manner that provides more than a consecutive 31-
day supply, the copayment and/or coinsurance that applies will reflect the number of days dispensed. 
 
When a Prescription Drug Product is dispensed from a Mail Order Network Pharmacy, the Prescription Drug Product is 
subject to the supply limit stated in the Schedule of Benefits, unless adjusted based on the drug manufacturer’s packaging 
size, or based on supply limits. 
 
Note: Some products are subject to additional supply limits based on criteria that the Company has developed, subject to its 
periodic review and modification. The limit may restrict the amount dispensed per Prescription Order or Refill and/or the 
amount dispensed per month's supply. 
 
The Insured may determine whether a Prescription Drug Product has been assigned a maximum quantity level for dispensing 
through the Internet at www.uhcsr.com or by calling Customer Service at 1-877-417-7345. 
 
Notification Requirements  
 
Before certain Prescription Drug Products are dispensed at a Network Pharmacy, either the Insured’s Physician, Insured’s 
pharmacist or the Insured is required to notify the Company or our designee. The reason for notifying the Company is to 
determine whether the Prescription Drug Product, in accordance with our approved guidelines, is each of the following: 
 
It meets the definition of a Covered Medical Expense. 
It is not an Experimental or Investigational or Unproven Service.  
 
If the Company is not notified before the Prescription Drug Product is dispensed, the Insured may pay more for that 
Prescription Order or Refill. The Prescription Drugs requiring notification are subject to Company periodic review and 
modification. The Insured may determine whether a particular Prescription Drug requires notification through the Internet at 
www.uhcsr.com or by calling Customer Service at 1-877-417-7345. 
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UnitedHealthcare Network Pharmacy Prescription Drug Benefits (Continued) 
 

If the Company is not notified before the Prescription Drug Product is dispensed, the Insured can ask the Company to 
consider reimbursement after the Insured receives the Prescription Drug Product. The Insured will be required to pay for the 
Prescription Drug Product at the pharmacy.  
 
When the Insured submits a claim on this basis, the Insured may pay more because they did not notify the Company before 
the Prescription Drug Product was dispensed. The amount the Insured is reimbursed will be based on the Prescription Drug 
Cost, less the required copayment and/or coinsurance and any Deductible that applies. 
 
Benefits may not be available for the Prescription Drug Product after the Company reviews the documentation provided and 
determines that the Prescription Drug Product is not a Covered Medical Expense or it is an Experimental or Investigational or 
Unproven Service. 
 
Limitation on Selection of Pharmacies  
 
If the Company determines that an Insured Person may be using Prescription Drug Products in a harmful or abusive manner, 
or with harmful frequency, the Insured Person’s selection of Network Pharmacies may be limited. If this happens, the 
Company may require the Insured to select a single Network Pharmacy that will provide and coordinate all future pharmacy 
services. Benefits will be paid only if the Insured uses the designated single Network Pharmacy. If the Insured does not make 
a selection within 31 days of the date the Company notifies the Insured, the Company will select a single Network Pharmacy 
for the Insured. 
 
Coverage Policies and Guidelines 
 
The Company’s Prescription Drug List ("PDL") Management Committee is authorized to make tier placement changes on its 
behalf. The PDL Management Committee makes the final classification of an FDA-approved Prescription Drug Product to a 
certain tier by considering a number of factors including, but not limited to, clinical and economic factors. Clinical factors 
may include, but are not limited to, evaluations of the place in therapy, relative safety or relative efficacy of the Prescription 
Drug Product, as well as whether supply limits or notification requirements should apply. Economic factors may include, but 
are not limited to, the Prescription Drug Product’s acquisition cost including, but not limited to, available rebates and 
assessments on the cost effectiveness of the Prescription Drug Product. 
 
Some Prescription Drug Products are more cost effective for specific indications as compared to others, therefore; a 
Prescription Drug may be listed on multiple tiers according to the indication for which the Prescription Drug Product was 
prescribed. 
 
The Company may periodically change the placement of a Prescription Drug Product among the tiers. These changes 
generally will occur quarterly, but no more than six times per calendar year. These changes may occur without prior notice to 
the Insured. 
 
When considering a Prescription Drug Product for tier placement, the PDL Management Committee reviews clinical and 
economic factors regarding Insured Persons as a general population. Whether a particular Prescription Drug Product is 
appropriate for an individual Insured Person is a determination that is made by the Insured Person and the prescribing 
Physician. 
 
NOTE: The tier status of a Prescription Drug Product may change periodically based on the process described above. As a 
result of such changes, the Insured may be required to pay more or less for that Prescription Drug Product. Please access 
www.uhcsr.com through the Internet or call Customer Service at 1-877-417-7345 for the most up-to-date tier status. 
 
Rebates and Other Payments 
 
The Company may receive rebates for certain drugs included on the Prescription Drug List. The Company does not pass 
these rebates on to the Insured Person, nor are they taken into account in determining the Insured’s copayments and/or 
coinsurance. 
 
The Company, and a number of its affiliated entities, conducts business with various pharmaceutical manufacturers separate 
and apart from this Prescription Drug Endorsement. Such business may include, but is not limited to, data collection, 
consulting, educational grants and research. Amounts received from pharmaceutical manufacturers pursuant to such 
arrangements are not related to this Prescription Drug Benefit. The Company is not required to pass on to the Insured, and 
does not pass on to the Insured, such amounts.   
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UnitedHealthcare Network Pharmacy Prescription Drug Benefits (Continued) 
 
Definitions 
 
Brand-name means a Prescription Drug: (1) which is manufactured and marketed under a trademark or name by a specific 
drug manufacturer; or (2) that the Company identifies as a Brand-name product, based on available data resources including, 
but not limited to, First DataBank, that classify drugs as either brand or generic based on a number of factors. The Insured 
should know that all products identified as a "brand name" by the manufacturer, pharmacy, or an Insured’s Physician may not 
be classified as Brand-name by the Company. 
 
Chemically Equivalent means when Prescription Drug Products contain the same active ingredient. 
 
Experimental or Investigational Services means medical, surgical, diagnostic, psychiatric, substance abuse or other health 
care services, technologies, supplies, treatments, procedures, drug therapies or devices that, at the time the Company makes a 
determination regarding coverage in a particular case, are determined to be any of the following:  
 
1) Not approved by the U.S. Food and Drug Administration (FDA) to be lawfully marketed for the proposed use and 

not identified in the American Hospital Formulary Service or the United States Pharmacopoeia Dispensing 
Information as appropriate for the proposed use. 

2) Subject to review and approval by any institutional review board for the proposed use.  

3) The subject of an ongoing clinical trial that meets the definition of a Phase 1, 2 or 3 clinical trial set forth in the FDA 
regulations, regardless of whether the trial is actually subject to FDA oversight.  

 
If the Insured has a life-threatening Injury (one which is likely to cause death within one year of the request for treatment) the 
Company may, in its discretion, determine that an Experimental or Investigational Service meets the definition of a Covered 
Medical Expense for that Injury.  For this to take place, the Company must determine that the procedure or treatment is 
promising, but unproven, and that the service uses a specific research protocol that meets standards equivalent to those 
defined by the National Institutes of Health. 
 
Unproven Services means services that are not consistent with conclusions of prevailing medical research which 
demonstrate that the health service has a beneficial effect on health outcomes and that are not based on trials that meet either 
of the following designs.  
 
1) Well-conducted randomized controlled trials. (Two or more treatments are compared to each other, and the patient is 

not allowed to choose which treatment is received.)  
2) Well-conducted cohort studies. (Patients who receive study treatment are compared to a group of patients who 

receive standard therapy. The comparison group must be nearly identical to the study treatment group.)  
 
Decisions about whether to cover new technologies, procedures and treatments will be consistent with conclusions of 
prevailing medical research, based on well-conducted randomized trials or cohort studies, as described.  
 
If the Insured has a life-threatening Injury (one that is likely to cause death within one year of the request for treatment) the 
Company may, in its discretion, determine that an Unproven Service meets the definition of a Covered Medical Expense for 
that Injury. For this to take place, the Company must determine that the procedure or treatment is promising, but unproven, 
and that the service uses a specific research protocol that meets standards equivalent to those defined by the National 
Institutes of Health. 
 
Generic  means a Prescription Drug Product: (1) that is Chemically Equivalent to a Brand-name drug; or (2) that the 
Company identifies as a Generic product based on available data resources including, but not limited to, First DataBank, that 
classify drugs as either brand or generic based on a number of factors. The Insured should know that all products identified as 
a "generic" by the manufacturer, pharmacy or Insured’s Physician may not be classified as a Generic by the Company. 
 
Network Pharmacy means a pharmacy that has: 
 

 Entered into an agreement with the Company or an organization contracting on our behalf to provide Prescription 
Drug Products to Insured Persons. 

 Agreed to accept specified reimbursement rates for dispensing Prescription Drug Products. 
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 Been designated by the Company as a Network Pharmacy. 
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UnitedHealthcare Network Pharmacy Prescription Drug Benefits (Continued) 
 
Prescription Drug or Prescription Drug Product means a medication, product or device that has been approved by the U.S. 
Food and Drug Administration and that can, under federal or state law, be dispensed only pursuant to a Prescription Order or 
Refill. A Prescription Drug Product includes a medication that, due to its characteristics, is appropriate for self-administration or 
administration by a non-skilled caregiver. For the purpose of the benefits under the policy, this definition includes insulin. 
 
Prescription Drug Cost means the rate the Company has agreed to pay the Network Pharmacies, including a dispensing fee and 
any applicable sales tax, for a Prescription Drug Product dispensed at a Network Pharmacy. 
 
Prescription Drug List means a list that categorizes into tiers medications, products or devices that have been approved by the 
U.S. Food and Drug Administration. This list is subject to the Company’s periodic review and modification (generally quarterly, 
but no more than six times per calendar year). The Insured may determine to which tier a particular Prescription Drug Product has 
been assigned through the Internet at www.uhcsr.com or call Customer Service at 1-877-417-7345. 
 
Prescription Drug List Management Committee means the committee that the Company designates for, among other 
responsibilities, classifying Prescription Drugs into specific tiers. 
 
Therapeutically Equivalent means when Prescription Drugs can be expected to produce essentially the same therapeutic 
outcome and toxicity. 
 
Usual and Customary Fee means the usual fee that a pharmacy charges individuals for a Prescription Drug Product without 
reference to reimbursement to the pharmacy by third parties. The Usual and Customary Fee includes a dispensing fee and any 
applicable sales tax. 
 
 
Additional Exclusions 
 
In addition to the policy Exclusions and Limitations, the following Exclusions apply: 
 
1. Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which exceeds the 

supply limit. 
 
2. Experimental or Investigational Services or Unproven Services and medications; medications used for experimental 

indications and/or dosage regimens determined by the Company to be experimental, investigational or unproven. 
 
3. Compounded drugs that do not contain at least one ingredient that has been approved by the U.S. Food and Drug 

Administration and requires a Prescription Order or Refill. Compounded drugs that are available as a similar commercially 
available Prescription Drug Product.  Compounded drugs that contain at least one ingredient that requires a Prescription 
Order or Refill are assigned to Tier-2.  

 
4. Drugs available over-the-counter that do not require a Prescription Order or Refill by federal or state law before being 

dispensed, unless the Company has designated the over-the-counter medication as eligible for coverage as if it were a 
Prescription Drug Product and it is obtained with a Prescription Order or Refill from a Physician.  Prescription Drug 
Products that are available in over-the-counter form or comprised of components that are available in over-the-counter 
form or equivalent.  Certain Prescription Drug Products that the Company has determined are Therapeutically Equivalent 
to an over-the-counter drug.  Such determinations may be made up to six times during a calendar year, and the Company 
may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this 
provision. 

 
5. Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease, 

even when used for the treatment of Injury. 
 
 
 

 
 
 

 
 




