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THIS INSTRUMENT, established by the University of New Hampshire (hereinafter UNH), sets 
forth the University of New Hampshire Student Health Benefits Plan (hereinafter SHBP). 
 
A. Establishment of SHBP.  UNH hereby sets forth its student group health plan under the 

following terms and conditions. 
 

(1) The SHBP is provided by UNH for the sole purpose of providing health care 
benefits to the Students covered by the program.  SHBP reserve funds are en-
cumbered for the sole purpose of operating the SHBP. 

 
(2) In the event there are surplus reserve funds upon termination of the SHBP, these 

funds will be used exclusively to provide health care services and/or health edu-
cation services for the UNH student population. 

 
(3) SHBP funds and SHBP reserve funds are not commingled with other UNH ac-

counts, and they earn interest income. 
 
(4) Benefits are administered exclusively based on the provisions of this Plan Doc-

ument. There are no unpublished Plan provisions.  Refer to www.unh.edu/shbp 
for all documents pertaining to the program and/or directions to other applicable 
UNH policies.   

 
(5) Extra-contractual benefits may only be provided to the extent that the Plan Ad-

ministrator determines that such benefits are Medically Necessary and result in 
either (1) improved quality of care for the Covered Person with no substantive 
difference in the amount of benefit payments that would otherwise be provided 
by the SHBP, or (2) cost savings for the SHBP.  Upon recommendation of the 
Claims Administrator, any extra-contractual benefits must be reviewed and ap-
proved by the Plan Administrator. 

 
B. Effective.  The SHBP as described herein is revised effective August 26, 2011, originally 

effective August 1, 2007. 
 
C. General Provisions.  The SHBP is subject to all of the conditions and provisions set forth 

in this document and subsequent amendments, which are made a part of this Plan Docu-
ment. 

 
IN WITNESS WHEREOF, the University of New Hampshire has caused this SHBP to be ex-
ecuted by its duly-authorized representative. 

  University of New Hampshire 

 By:  
Date  Authorized Signature 

 
 

Title  Printed Name  
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The University of New Hampshire has prepared this document to help you understand your med-
ical and prescription drug benefits as a Covered Person in the Student Health Benefits Plan 
(SHBP).  Please read it carefully.  The Schedule of Benefits provides an overview of your cover-
age.  Terms printed in capitalized letters and in italics are defined in Section XVII, Definitions.   
 
For United States citizens and permanent residents, treatment or services rendered outside the 
United States of America or its territories are covered on the same basis as treatment or services 
rendered within the United States.  For international students and their covered dependents, such 
SHBP benefits are only provided to the extent they are not covered by any other insurance plan, 
insurance program, or system of socialized medicine. 
 
Your benefits under the SHBP are affected by certain limitations and conditions designed to en-
courage you to be a wise consumer of health services and to use only those services you need. 
Also, benefits are not provided for certain kinds of treatments or services, even if your health 
care Provider recommends them. 
 
You can minimize your out-of-pocket expenses by using In-Network Providers.  We also en-
courage you to use the Counseling Center and Health Services at the University of New Hamp-
shire whenever possible, including the after-hours services provided by Wentworth-Douglass 
Hospital.  More information about the Counseling Center may be obtained from its web site at 
www.uhcc.unh.edu.  The Health Services web site is www.unh.edu/health-services.  
 
If you have any questions about any of your coverage, please contact the SHBP’s Claims Admin-
istrator:  Health Plans, Inc., at (888) 335-9400.  By working together, we can help contain medi-
cal expenses.  Please make note of the following provisions. 
 

(1) Preferred Provider Networks 
 

The chosen Preferred Provider Network is a group of Providers/Practitioners, and 
Hospitals who have agreed to accept a negotiated fee for their services.  Preferred 
Provider Networks may be used by Covered Persons to provide most of the Covered 
Medical Services described in Section VI of this Plan Document.  As a Covered Per-
son in the SHBP, you maintain the freedom to choose participating or non-
participating Providers/Practitioners. Please visit www.harvardpilgrim.org for a list-
ing of participating Providers/Practitioners.  (When asked to choose a health plan, se-
lect PPO.) 

 
When you choose a participating Provider/Practitioner or Hospital, this SHBP con-
tains many advantages. 
 

(a) You usually pay less money out of your pocket for health care services. 
 
(b) You may change your Provider(s)/Practitioner(s) and/or Hospital at any 

time, because you are not required to designate a primary care Provider/ 
Practitioner. 



INTRODUCTION Section II 

 

3 of 80 

 
(c) Your participating Provider(s)/Practitioner(s) and/or Hospital will file 

claims directly, so you do not have to wait for claim reimbursement. 
 
(d) You are not responsible for charges over the negotiated fees allowed by the 

applicable network for the Covered Medical Services described under Sec-
tion VI of this Plan Document, but you are responsible for the applicable 
deductible, copayment, and/or coinsurance amounts. 

 
(2) Outpatient surgery 
 
 If appropriate, consider having surgery performed in the outpatient department of the 

Hospital, a surgical care center, or a Provider’s/Practitioner’s office.  This will elimi-
nate the Hospital room and board charges as well as overnight stays. 

 
(3) Generic Medications 
 

A generic drug is a prescription drug which has the equivalency of the brand name 
drug with the same use and metabolic disintegration.  Whenever possible, request that 
your Provider(s)/Practitioner(s) prescribe a generic drug if it is the lowest cost option. 

 
Please also refer to the important Preadmission/Precertification of care requirements, explained 
in Section VII. 
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Plan Name University of New Hampshire Student Health Benefits 

Plan (SHBP). 
 

Type of Plan Non-ERISA governed student health benefits plan pro-
viding medical and prescription drug benefits on a par-
tially self-funded basis. 
 

Effective Revised effective August 26, 2011; 
Originally effective August 1, 2007.  
 

Plan Sponsor University of New Hampshire 
Health Services 
12 Ballard Street 
Durham, NH  03824 
(603) 862-2853 
 

Group Number 001SS1 

Plan Administrator Director of Finance and Administration 
Health Services 
University of New Hampshire 
12 Ballard Street 
Durham, NH  03824 
(603) 862-2853 
www.unh.edu/shbp  
healthservices@unh.edu 
 

Claims Administrator Health Plans, Inc. 
PO Box 747 
Westborough, MA 01581-0747 
www.healthplansinc.com 
(888) 335-9400 
 

In-Network Providers – New 
Hampshire, Massachusetts,  
Connecticut, and Maine 

Harvard Pilgrim Health Care 
www.harvardpilgrim.org 

In-Network Providers for states 
other than New Hampshire,  
Massachusetts, Connecticut,  
and Maine 
 

Private Health Care Systems 
www.phcs.com  

Prescription Benefit  
Administrator 
 

University of New Hampshire Health Services  
Pharmacy 
12 Ballard Street 
Durham, NH  03824 
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Case Management Services Care Management Services                                                 
P.O. Box 663                                                                 
Westborough, MA 01581 
(866) 325-1550 
 

Medical Evacuation and  
Repatriation Provider 
(only for international students) 

MEDEX Assistance Corporation 
www.medexassist.com  
 

Agent for Service of Legal  
Process 

Ronald F. Rodgers 
General Counsel 
University of New Hampshire 
Myers Center 
2700 Concord Road 
Durham, NH  03824 
(603) 862-0960 
FAX: (603) 862-0909 
 

Termination and/or Modification 
of SHBP 

The Plan Sponsor may terminate the SHBP at the end of 
any Plan Year, or change the provisions of the SHBP at 
any time by a written Plan Document amendment 
signed by a duly-authorized officer of the Plan Sponsor.  
The consent of any Covered Person is not required to 
terminate or change the SHBP. 
 

 
NOTE: The SHBP is not an employer-sponsored health plan. Accordingly, the rules and regula-
tions of the Employee Retirement Income Security Act of 1974 (ERISA), the Consolidated Om-
nibus Budget Reconciliation Act of 1996 (COBRA), and other federal laws that apply exclusive-
ly to employer-sponsored health plans are not applicable to the SHBP.  To the extent that the 
SHBP voluntarily adopts certain practices as described under ERISA, such adoption shall not be 
deemed to subject the SHBP to ERISA. Similarly, as a partially self-funded health plan, the 
SHBP is not regulated by the State of New Hampshire’s Department of Insurance. 
 
The federal laws and regulations that are applicable to the SHBP include, but are not limited to, 
the following. 
 

 Title IX of the Education Amendments of 1972. The SHBP provides pregnancy benefits 
on the same basis as any other temporary disability. 

 Section 504 of the Rehabilitation Act of 1973. 
 Age Discrimination Act of 1975. 
 Health Insurance Portability and Accountability Act of 1996 (HIPAA). 
 Regulations of the United States Information Agency applicable to visa recipients. 
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As of the date of publication of this Plan Document for the 2011-12 Plan Year, draft regulations 
(refer to Federal Register /Vol. 76, No. 29 / Friday, February 11, 2011 / Proposed Rules for the 
Patient Protection and Affordable Care Act, PPACA) will not apply to college- or university-
endorsed student health insurance plans until the 2012-13 plan year.  It is also possible that self-
funded student health benefit plans provided by colleges or universities will not be subject to 
regulation under the PPACA. 
 
It is the policy of the University of New Hampshire to uphold the constitutional rights of all 
members of the University community and to abide by all United States and New Hampshire 
State laws and University System of New Hampshire and University of New Hampshire policies 
applicable to discrimination and harassment. In accordance with those laws and policies, all 
members of the UNH community will be responsible for maintaining a university environment 
that is free of discrimination and harassment based on race, color, religion, sex, age, national ori-
gin, sexual orientation, gender identity or expression, disability, veteran status, or marital status. 
Therefore, no member of UNH may engage in discriminatory or harassing behavior within the 
jurisdiction of the university that unjustly interferes with any individual's required tasks, career 
opportunities, learning, or participation in university life. 
 
Full disclosure of the University of New Hampshire’s Affirmative Action and Equity Policy may 
be found online at http://usnholpm.unh.edu/UNH/V.Pers/B.htm#5.  
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A. Eligible Students 
 

Students eligible for the SHBP are defined as:  
 

(1) any full-time domestic undergraduate degree candidate Student (12 or more 
credits per semester);  

 
(2) any full-time domestic graduate degree candidate Student (9 credits or more per 

semester); 
 
(3) any Student enrolled in a post-baccalaureate certificate program (9 or more cre-

dits per semester); 
 
(4) any Student enrolled in Doctoral Research 999 or GRAD 900; 
 
(5) any full-time undergraduate or graduate Student holding an F-1 or J-1 visa (re-

gardless of the number of credit hours or degree candidate status);  
 
(6) any Graduate Assistant or Fellow; 

 
(7) any part-time undergraduate or graduate Student (fewer than 9 credits per 

semester), but eligibility is limited to the spring semester and only if the Stu-
dent had been enrolled in the SHBP in the previous fall semester and is in the 
last semester of his/her educational program; 

 
(8) students (a) who otherwise meet the eligibility requirements specified in this 

Section, (b) were covered by the SHBP in the coverage period immediately 
preceding the period for which this eligibility provision applies, and (c) who are 
enrolled in a UNH program that has a coverage period that differs from the 
semester or summer session coverage periods specified in the SHBP brochure 
(coverage will be provided on a pro-rated monthly basis for this class of eligi-
ble students); and 

 
(9) other classes of Students determined by UNH to be eligible for the SHBP, and 

officially published by amendment to this Plan Document, as being eligible for 
the SHBP. 

 
Any Student who does not meet one of the classifications listed above is not eligible to 
enroll in the SHBP.  Unless otherwise specified, a Student must maintain eligibility for the 
SHBP for the first thirty-one (31) calendar days of the semester that he or she first enrolls 
in the SHBP.  Students who do not meet this requirement are not eligible for participation 
in the SHBP.      
 
Eligible Students may choose to participate in the SHBP during the Annual Open Enroll-
ment Period with coverage commencing on the first day of the Plan Year or the first day 
of the Coverage Period (the Effective Date).  The Effective Date will be earlier than the 
first day of the Plan Year if the Student is required by UNH to be on campus or participate 
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in a UNH-sponsored activity or program.  In no event will the Effective Date be more than 
20 days earlier than the first day of the Plan Year. 
  
The requirements for Students to have health insurance are established by UNH under pol-
icies published separately from this Plan Document.   
 
Eligible Students must enroll each Plan Year by the enrollment deadlines established by 
the Plan Administrator.  Students who have other health insurance will be able to waive 
coverage under the SHBP if their insurance meets or exceeds the waiver criteria estab-
lished and published by the Plan Administrator. All waivers must be received by the Plan 
Administrator by the due dates established and published by the Plan Administrator each 
Plan Year.  Otherwise, eligible Students will be automatically enrolled in and charged for 
the SHBP.   
 
Each Student who meets the eligibility requirements of the SHBP and who submits an 
enrollment application that has been approved by the Plan Administrator (or who is auto-
matically enrolled per the terms of the SHBP) shall become a Covered Student.   

 
A SHBP-Covered Student who withdraws from the University of New Hampshire during 
any coverage period, after the date that no portion of his or her tuition/fee billing is re-
funded by the University, will not lose eligibility for the SHBP.  Coverage will remain in 
force, including coverage for any dependents covered by the SHBP, for the remainder of 
that coverage period.  Refunds for the cost of coverage under the SHBP are only provided 
for Students who enter into the Uniformed Services. 

 
B. Qualified Late Enrollees 
 

Students may be approved to enroll in the SHBP after the Plan Year’s enrollment deadline 
under the provision established in this Section.  For example, Students who enroll at UNH 
in the spring semester, or Students who Involuntarily Lose eligibility under a group health 
insurance plan due to a loss of employment or an attainment of a maximum age to be cov-
ered under their parent’s plan.  Such Students will be Qualified Late Enrollees for the 
SHBP if they request enrollment from the Plan Administrator within 30 days of the Invo-
luntary Loss of their group health insurance plan, or within the enrollment deadlines for 
spring semester Students as established and published by the Plan Administrator.  Quali-
fied Late Enrollees may also enroll their Eligible Dependents in the SHBP.  Documenta-
tion of Involuntary Loss of coverage must be provided to the Plan Administrator.  The 
cost of the SHBP is pro-rated for Qualified Late Enrollees on a monthly basis.  The effec-
tive date will be the first of the month in which the student Involuntarily Loses his or her 
health insurance.   

 
C. Unqualified Late Enrollees  
 

Any eligible Student who is subject to the University of New Hampshire’s insurance re-
quirement and is found to be uninsured during the Plan Year (and is not a Qualified Late 
Enrollee) will be required to enroll in the SHBP.  Unqualified Late Enrollees cannot pur-
chase dependent coverage under the SHBP until the next Annual Open Enrollment Period.   
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Unqualified Late Enrollees will be subject to a pre-existing condition limitation (as 
specified under Section IX (B), Pre-existing Condition Limitation) that includes a 
six-month look-back period for diagnosis or treatment and a six-month waiting pe-
riod for benefits for any pre-existing condition to begin.  The cost of the SHBP is not 
pro-rated for Unqualified Late Enrollees. 
 

D. Eligible Dependents 
 

An Eligible Dependent is one of the following persons. 
 

(1) A person of the opposite gender who is the husband or wife of the Covered 
Student as recognized under the Federal Defense of Marriage Act (DOMA) is 
an Eligible Dependent.  Such person may also be referred to as a spouse under 
the terms of the SHBP. 

 
(2) A child of the Covered Student who is unmarried and who has not attained the 

age of 19 as of the close of the calendar year in which the taxable year of the 
Covered Student begins and who meets the following requirements is an Eligi-
ble Dependent: 

 
 
(a) has the same principal place of residence as the Covered Student for more 

than ½ of the taxable year of the Covered Student; and 
 
(b) has not provided over ½ of his or her own support in that year. 
 

For purposes of determining eligibility for Eligible Dependent coverage, 
the term child includes: 

 
 a natural child;  
 
 a stepchild by legal marriage;  
 
 a child who has been legally adopted by the Covered Student or placed 

with the Covered Student for adoption by a court of competent juris-
diction; and  

 
 a child for whom legal guardianship has been awarded, provided that 

the child legally resides with the Covered Student in a parent-child re-
lationship for more than ½ of the taxable year, must not have provided 
more than one-half of his or her own support in that year, or be the 
subject of a Qualified Medical Child Support Order (as described later 
in this section). 

 
In addition to the foregoing, an unmarried child who is permanently and Totally 
Disabled (as defined in Internal Revenue Code Section 22(e)(B)) at any time 
during the calendar year in which the taxable year of the Covered Student be-
gins shall be deemed to have met the age requirements stated above.  The Plan 



SHBP ELIGIBILITY Section IV 

10 of 80 

Administrator may require, at reasonable intervals during the two years follow-
ing the child’s 19th birthday, subsequent proof of the child’s incapacity and de-
pendency.  After such two-year period, the Plan Administrator may require 
subsequent proof not more than once each year.  The Plan Administrator has 
the right to have such child examined by a Provider/Practitioner of the Plan 
Administrator’s choice to determine the existence of such incapacity. 

 
(3) A same-sex domestic partner may be an Eligible Dependent.  In order to obtain 

SHBP coverage for a same-sex domestic partner, the Covered Student must file 
an Affidavit of Domestic Partnership (Spousal Equivalency) with the Plan Ad-
ministrator and declare and acknowledge that the Covered Student and his/her 
same-sex domestic partner meet the following criteria. 

 
(a) They are at least 18 years of age and mentally competent to consent to the 

contract. 
 
(b) They are not related by blood to a degree of closeness which would pro-

hibit legal marriage in the state in which they legally reside. 
 
(c) They reside together in the same residence and intend to do so indefinite-

ly. 
 
(d) They are jointly responsible for each other’s common welfare and finan-

cial obligations. 
 
(e) Neither person is married to another person under the laws of the state in 

which they reside. 
 
(f) The two parties are each other’s sole same-sex domestic partner and in-

tend to remain so indefinitely. 
 

It is further understood, acknowledged and agreed to the following. 
 

 The Covered Student shall provide the Plan Administrator with a valid 
copy of registration of domestic partnership (if any), that may be of record 
and filed with the partner’s city, county, or other municipal registry. 

 
 The Covered Student shall immediately notify the Plan Administrator of 

any changes in the status of his or her same-sex domestic partnership.  
The Student must file a Statement of Domestic Partner Termination with 
the Plan Administrator within 30 days of the earlier of: (1) the death of the 
domestic partner; or (2) the date of termination of the domestic partner-
ship. 

 
 The Covered Student will be financially liable for the reimbursement of 

any Expenses Incurred as a result of any false or misleading statements 
contained in the aforementioned Affidavit or accompanying written do-
cumentation. 
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 Any coverage afforded the same-sex domestic partner will be in consider-

ation of said Affidavit and accompanying written documentation being 
true, complete, and accurate.  The same-sex domestic partner shall not be 
considered for coverage until said Affidavit and accompanying written 
documentation is completed, returned, and found to be satisfactory to the 
Plan Administrator. 

 
 The Affidavit and accompanying written documentation will be main-

tained by the Plan Administrator as a confidential personal document and 
shall not be disclosed in the absence of a written consent, except as neces-
sary to provide benefits or as otherwise required by law.  

 
(4) Unmarried children of a same-sex domestic partner are Eligible Dependents.   

 
If husband and wife (or both same-sex domestic partners) are both Covered Students, each 
can be covered individually or as the Eligible Dependent of the other.  Neither can be 
covered both as a Covered Student and as an Eligible Dependent.  Only one of the two 
covered spouses/partners may cover Eligible Dependents. 
 
Except as provided under Subsection B entitled Qualified Late Enrollees and Subsection 
C entitled Unqualified Late Enrollees of this Section IV, each Eligible Dependent will be 
eligible to participate in the SHBP beginning with the latest of the following dates, pro-
vided the Plan Administrator is notified in writing within thirty-one (31) days of such 
event and the Covered Student has agreed to pay any required contribution for such cov-
erage: 

 
 the date the Covered Student’s coverage begins, provided the Covered Student 

enrolled all Eligible Dependents on or before the date on which such Covered Stu-
dent’s participation commenced hereunder; 

 
 the date of enrollment, if the Covered Student enrolls all Eligible Dependents 

within thirty-one (31) days of the Covered Student’s own eligibility date; 
 
 the date the Covered Student enrolls the Eligible Dependent, if the enrollment is 

within thirty-one (31) days of the date any new Eligible Dependent is acquired and 
proof of Eligible Dependent status is furnished (A newborn Eligible Dependent, 
born to either a male or female Covered Student, is not considered to be acquired 
until the Eligible Dependent’s birth.); or 

 
 in the case of an adopted child, the date the child is placed with the Covered Stu-

dent for adoption by a court of competent jurisdiction, as defined in Subsection E 
of this Section IV.  
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E. Adopted Child Provision 
 
Eligible Dependent children placed for adoption with a Covered Student shall be eligible 
for coverage under the same terms and conditions as apply in the case of Eligible Depen-
dent children who are natural children of Covered Students under the SHBP, irrespective 
of whether or not the adoption has become final.  Coverage under the SHBP shall not be 
restricted for any Eligible Dependent child adopted by the Covered Student or placed with 
a Covered Student for adoption, solely on the basis of a pre-existing condition of such 
child at the time that such child would otherwise become eligible for coverage under the 
SHBP, if the adoption or placement for adoption occurs while the Covered Student is eli-
gible for coverage under the SHBP.  
 
As used in this section only, the term child means:  in connection with any adoption, or 
placement for adoption of a child, a child who has not attained age eighteen (18) as of the 
date of such adoption or placement for adoption.  The terms placement or being placed for 
adoption in connection with any placement for adoption of a child with any person means 
the assumption and retention by such person of a legal obligation for total or partial sup-
port of such child in anticipation of adoption of such child. The child’s placement with 
such person terminates upon the termination of such legal obligation. 
 
The child’s placement for adoption terminates upon the termination of such legal obliga-
tions, and in such an event, the child’s coverage shall cease after the last day of the month 
the placement is terminated unless coverage must be continued pursuant to a Qualified 
Medical Child Support Order.   

 
F. Coverage Pursuant to a Qualified Medical Child Support Order 
 

Certain Eligible Dependents shall be provided benefits in accordance with applicable re-
quirements of any Qualified Medical Child Support Order, provided that such order does 
not require the SHBP to provide any type or form of benefit, or any option under the 
SHBP, not otherwise provided under the SHBP, except to the extent necessary to meet the 
requirements of law relating to medical child support described in Section 1908 of the So-
cial Security Act (as added by Section 4301 of the Omnibus Budget Reconciliation Act of 
1993).  A Covered Student may obtain a copy of the Qualified Medical Child Support Or-
der procedures from the Plan Administrator. 

 
An Alternate Recipient shall mean any child of a Covered Student who is recognized un-
der a Medical Child Support Order as having a right to enroll under the SHBP with re-
spect to such Covered Person. 
 
Any payment of benefits made by the SHBP pursuant to a Medical Child Support Order in 
reimbursement for expenses paid by an Alternate Recipient or an Alternate Recipient’s 
custodial parent or legal guardian shall be made to the Alternate Recipient or the Alternate 
Recipient’s custodial parent or legal guardian.  The terms Qualified Medical Child Sup-
port Order and Medical Child Support Order shall have the meanings given to them in 
Section 609 of ERISA. 
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PRESCRIPTION 
BENEFIT 

PRESCRIPTION  
BENEFIT AT UNH  

HEALTH SERVICES

PRESCRIPTION BENEFIT 
OUTSIDE OF UNH 

HEALTH SERVICES 
 The UNH Health Services Pharma-

cy is the only Provider for the fol-
lowing benefit.* 
 
UNH Health Services prescription 
copayments are: 
 
Generic: $15 (up to 30-day supply) 
Preferred Brand: $25 (up to30-
day supply) 
Non-Preferred Brand: $40 (up to 
30-day supply) 
 
Note: up to a 90-day supply is only 
available for winter and summer 
breaks.  In these circumstances, the 
UNH Health Services prescription 
copays are charged for each 30 day 
supply of a medication. 
 
 
This benefit is administered inter-
nally by the University of New 
Hampshire (UNH) and is not admi-
nistered by Health Plans, Inc.  

Coverage for prescriptions out-
side of UNH Health Services is 
available only if:  

(a) the Covered Person is not eli-
gible to use the UNH Health 
Services Pharmacy; 

(b) an urgent or Emergency sit-
uation is present; 

(c) the medication is not availa-
ble through the UNH Health 
Services Pharmacy; or 

(d) the Covered Person incurs 
treatment for a new medical 
condition and needs a new 
prescription while outside of 
the Durham Area. 

In these situations, a prescription 
filled at a retail pharmacy will be 
eligible for coverage under the 
terms and conditions of Section 
VIII of this Plan Document en-
titled Prescription Benefits and 
Exclusions, and will be subject 
to the annual Plan Year deducti-
ble (shown below) and 20% 
coinsurance. 

 Outpatient prescription drug copayments/coinsurance do not count to-
ward satisfaction of the Annual Out-of-Pocket Maximum Expense 
Limit.    

 
* This applies to Students of both the Durham and Manchester campuses. 
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MEDICAL BENEFITS IN-NETWORK 
PROVIDERS 

OUT-OF-NETWORK 
PROVIDERS 

Annual Plan Year  
Deductible 

Not Applicable – In-network 
benefits are generally subject 
to a copayment for each ser-
vice provided. 

Per Covered Person: $250 
 
Family: $1,000 

Coinsurance Following satisfaction of any 
required copayment, the SHBP 
reimburses Covered Expenses 
up to 85% of the fee schedule 
amount (unless otherwise 
stated) up to the Annual Out-of-
Pocket Maximum Expense 
Limit. 
 
The SHBP provides 100%  
coverage once the annual out-
of-pocket expense maximum is 
reached. 

Following satisfaction of the 
annual Plan Year deductible, 
the SHBP reimburses Covered 
Expenses up to 80% of Reason-
able and Customary Charges.   
 
The SHBP provides 100%  
coverage of Reasonable and 
Customary Charges once your 
annual out-of-pocket expense 
maximum is reached. 
 

Annual Out-of-Pocket 
Maximums 
(Including the Plan Year 
deductible) 
 
Note:  Eligible charges in-
curred for either In-Network 
or Out-of-Network Provid-
ers/Practitioners will be 
used to satisfy the Out-of-
Pocket Maximums simulta-
neously. 

$3,500 per Covered Person,  
per Plan Year. 
 
Outpatient prescription drug 
copayments/coinsurance do 
not count toward satisfaction 
of the Annual Out-of-Pocket 
Maximum Expense Limit.    

$7,000 per Covered Person,  
per Plan Year. 
 

Outpatient prescription drug 
copayments/coinsurance do 
not count toward satisfaction 
of the Annual Out-of-Pocket 
Maximum Expense Limit.    
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PREVENTIVE CARE IN-NETWORK 

PROVIDERS
OUT-OF-NETWORK 

PROVIDERS 

Family Planning $30 copayment per visit, then 
100% coverage thereafter. 

80% of Reasonable and Cus-
tomary Charges (after annual 
Plan Year deductible). 

Routine Colonoscopy – Age 
50+ (Or as recommended by the 
Provider/Practitioner when there is 
a family history of colon cancer) 

$30 copayment per visit, then 
100% coverage thereafter up 
to a maximum of one* proce-
dure per person, per Plan 
Year. 

80% of Reasonable and Cus-
tomary Charges (after annual 
Plan Year deductible) up to a 
maximum of one* procedure 
per person, per Plan Year. 

Routine Gynecological Exam  $30 copayment, then 100% 
coverage thereafter up to a 
maximum of one* exam per 
person, per Plan Year. 

80% of Reasonable and Cus-
tomary Charges (after annual 
Plan Year deductible) up to a 
maximum of one* exam per 
person, per Plan Year. 

Routine Lab, X-Ray and 
Clinical Tests 

85% coverage. 80% of Reasonable and Cus-
tomary Charges (after annual 
Plan Year deductible). 

Routine Mammograms – Age 
35+ (Or as recommended by the 
Provider/Practitioner when there is 
a family history of breast cancer)  
 

$30 copayment per visit, then 
100% coverage thereafter up 
to a maximum of one* proce-
dure per person, per Plan 
Year. 

80% of Reasonable and Cus-
tomary Charges (after annual 
Plan Year deductible) up to a 
maximum of one* procedure 
per person, per Plan Year. 

Routine Newborn Care – In 
Hospital (Including Provider/ 
Practitioner visits and circumci-
sion) 

85% coverage ($250 copay-
ment per admission is 
waived). 

80% of Reasonable and Cus-
tomary Charges (after annual 
Plan Year deductible). 

Routine Pap Smears  $30 copayment per visit, then 
100% coverage thereafter up 
to a maximum of one* proce-
dure per person, per Plan 
Year. 

80% of Reasonable and Cus-
tomary Charges (after annual 
Plan Year deductible) up to a 
maximum of one* procedure 
per person, per Plan Year. 

Routine Physical Exams – 
Age 12+ 
 

$30 copayment per visit, then 
100% coverage thereafter up 
to a maximum of one* visit 
per person, per Plan Year.   
  

80% of Reasonable and Cus-
tomary Charges (after annual 
Plan Year deductible) up to a 
maximum of one* visit per 
person, per Plan Year. 

Routine Prostate Exam and 
PSA Testing  

$30 copayment per visit, then 
100% coverage thereafter up 
to a maximum of one* exam 
per person, per Plan Year. 

80% of Reasonable and Cus-
tomary Charges (after annual 
Plan Year deductible) up to a 
maximum of one* exam per 
person, per Plan Year. 

Routine Well Child Care (To 
Age 12; includes immunizations) 

$30 copayment per visit, then 
100% coverage thereafter. 

80% of Reasonable and Cus-
tomary Charges (after annual 
Plan Year deductible). 

 
* These are combined maximums for In-Network Providers and Out-of-Network Providers.
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PROVIDER/PRACTITIONER 

SERVICES 
IN-NETWORK  
PROVIDERS 

OUT-OF-NETWORK 
PROVIDERS 

Allergy Injections (If not billed 
with an office visit) 

85% coverage. 80% of Reasonable and Cus-
tomary Charges (after an-
nual Plan Year deductible). 

Anesthesia (Inpatient/Outpatient) 85% coverage. 80% of Reasonable and Cus-
tomary Charges (after an-
nual Plan Year deductible). 

Maternity Care (Includes prenat-
al care, delivery, and postpartum 
care) 
 

$30 copayment per visit, 
then 100% coverage the-
reafter.  

80% of Reasonable and Cus-
tomary Charges (after an-
nual Plan Year deductible). 

Provider/Practitioner Home 
and Office Visits Charges. 
Refer  Diagnostic Lab, X-ray and 
Clinic Texts for coverage of Pro-
vider/Practitioner Charges other 
than office visit charges. 
 

$30 copayment per visit, 
then 100% coverage the-
reafter. 

80% of Reasonable and Cus-
tomary Charges (after an-
nual Plan Year deductible). 

Provider/Practitioner Hospital 
Visits 

85% coverage. 80% of Reasonable and Cus-
tomary Charges (after an-
nual Plan Year deductible). 

Second and Third Surgical 
Opinion  

85% coverage. 80% of Reasonable and Cus-
tomary Charges (after an-
nual Plan Year deductible). 

Surgery (Inpatient and outpatient) $100 copayment per sur-
gery, then 85% coverage 
thereafter. 

80% of Reasonable and Cus-
tomary Charges (after an-
nual Plan Year deductible). 

Urgent Care Services 
 

 Students Covered by 
UNH Health And Coun-
seling Fee 
 

 
 
 
 

 All Other Students and 
Dependents 

 
$35 copayment per visit, 
then 85% coverage (not ap-
plicable when benefits are 
provided through the UNH 
Health Services and Coun-
seling Fee at Wentworth 
Douglass Hospital). 
 
$35 copayment per visit, 
then 85% coverage. 

  
80% of Reasonable and Cus-
tomary Charges (after an-
nual Plan Year deductible). 
 
 
 
 
 
80% of Reasonable and Cus-
tomary Charges (after an-
nual Plan Year deductible). 
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INPATIENT HOSPITAL 
SERVICES 

IN-NETWORK 
PROVIDERS 

OUT-OF-NETWORK 
PROVIDERS 

 
Preadmission/Precertification for Inpatient Hospitalizations Required: All inpatient hospi-
talizations should be certified or benefits may be reduced.  Contact Care Management Services 
(CMS) at 866-325-1550 to certify a Hospital stay – including  Emergency Care– within 48 
hours. See Section VII entitled Preadmission/Precertification for a more complete explanation. 
 
Birthing Center $250 copayment per admission, 

then 85% coverage thereafter.  
80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

Hospital Room and Board  $250 copayment per admission, 
then 85% coverage thereafter of 
the Hospital’s semi-private room 
rate and special care unit. 
 

80% of Reasonable and 
Customary Charges of the 
Hospital’s semi-private 
room rate and special care 
unit (after annual Plan 
Year deductible). 

Hospital Miscellaneous  
Expenses 

85% coverage. 80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

Intensive Care Unit $250 copayment per admission, 
then 85% coverage thereafter. 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

Maternity Services $250 copayment per admission, 
then 85% coverage thereafter. 
 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

Newborn Care – In Hospital 
(Including Provider/Practitioner 
visits and circumcision) 

100% coverage ($250 copayment
is waived). 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

Organ Transplants (Limita-
tions Apply.  See Section VI, 
entitled Covered Medical Ser-
vices, Subsection EE, entitled 
Organ Transplant Benefits) 
 

$250 copayment per admission, 
then 85% coverage thereafter. 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

Surgical Facilities and  
Supplies 

85% coverage. 80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 
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OUTPATIENT HOSPITAL 
SERVICES 

IN-NETWORK 
PROVIDERS 

OUT-OF-NETWORK 
PROVIDERS 

Clinic Services (At a Hospital) $30 copayment per visit, then 
100% coverage thereafter.  

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

Emergency Room Expenses 
– Medically Necessary 
(Facility, Lab, X-ray, and Pro-
vider/Practitioner services) 
 
Emergency Care provided by an 
Out-of-Network Provider/Prac-
titioner when outside of the net-
work area will be paid as an In-
Network Provider/Practitioner 
(see Section XVII entitled Defi-
nitions for the definition of 
Emergency Care).  
 

$75 copayment per visit, then 
85% coverage thereafter (co-
payment is waived if admitted). 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

Outpatient Department 85% coverage. 80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 
 

Outpatient Surgery in Hos-
pital, Ambulatory Surgical 
Center, etc. 

$100 copayment per surgery, then 
85% coverage thereafter. 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

Preadmission Testing 85% coverage. 80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 
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MENTAL HEALTH/ 
SUBSTANCE ADDICTION/ 

ABUSE CARE 

IN-NETWORK 
PROVIDERS 

OUT-OF-NETWORK 
PROVIDERS 

 
Biologically-Based Mental Illness conditions are not subject to the limits shown below for In-
patient and Outpatient Mental or Nervous Disorder and Substance Addiction/Abuse Treat-
ment.1, 4 
Day Treatment/Inpatient 
Mental or Nervous Disorder 
Treatment and Alcoholism 
and Substance Addic-
tion/Abuse Treatment (In-
cludes Provider/ Practitioner 
visits). 2 

$250 copayment per admission, 
then 85% coverage up to a max-
imum of 30 days per person or 
60 partial days per person, per 
Plan Year for all services com-
bined.3 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble) and up to a maximum 
of 30 days per person or 60 
partial days per person, per 
Plan Year for all services 
combined.3 

Outpatient Mental or Nerv-
ous Disorder Treatment/ 
Alcoholism and Substance 
Addiction/Abuse Treatment 

 

$15 copayment per visit, then 
100% coverage thereafter up to 
a maximum of 30 visits per per-
son, per Plan Year for all servic-
es combined.3, 4 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble) up to a maximum of 
30 visits per person, per 
Plan Year for all services 
combined.3 

 
1 Biologically-Based Mental Illnesses will be paid the same as any other Illness according to the 

medical benefit level and are not subject to the 30 days per person, per Plan Year maximum.  
These charges are subject to review for Medical Necessity.   

 
2 Every day of inpatient treatment will reduce the number of remaining partial Day Treatment 

days by two days.  Conversely, every two days of Day Treatment will reduce the number of 
remaining inpatient treatment days by one day.   

 
3 These are combined maximums for In-Network Providers and Out-of-Network Providers. 
 
4 Coverage for outpatient treatment for both Biologically-Based Mental Illnesses and Outpa-

tient Mental or Nervous Disorders/Alcoholism or Substance Addiction/Abuse is subject to 
Medical Necessity review after 15 visits. 
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OTHER SERVICES AND 
SUPPLIES 

IN-NETWORK 
PROVIDERS 

OUT-OF-NETWORK 
PROVIDERS 

Acupuncture $30 copayment per visit, then 
85% coverage thereafter up to 
a maximum of $1,000* per 
person, per Plan Year.  
 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble) up to a maximum of 
$1,000* per person, per 
Plan Year. 

Ambulance Services  $100 copayment per trip, then 
85% coverage thereafter. 

$100 copayment per trip, 
then 85% of Reasonable 
and Customary Charges 
(deductible waived).  

Cardiac Rehabilitation  $30 copayment per visit, then 
85% coverage up to a maxi-
mum 12-week* program per 
person, per cardiac event. 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble) up to a maximum 12-
week* program per person, 
per cardiac event. 

Chemotherapy and Radiation 
Therapy 

85% coverage. 80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

Chiropractic Services and 
Physical Therapy  

$30 copayment per visit, then 
85% coverage thereafter up to 
a maximum of $1,500* per 
person, per Plan Year for both 
services combined. 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble) up to a maximum of 
$1,500* per person, per Plan 
Year for both services com-
bined. 

Dental Care (Limited to treat-
ment of Injury to sound natural 
teeth)    

85% coverage up to a maxi-
mum of $2,500 per person, per 
Plan Year. 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble) up to a maximum of 
$2,500 per person, per Plan 
Year. 

Diabetes Self-Management 
Education and Training 

$30 copayment per visit, then 
85% coverage thereafter. 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

Diagnostic X-ray, Lab and 
Other Clinical Tests 

85% coverage. 80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble).  

 
* These are combined maximums for In-Network Providers and Out-of-Network Providers. 
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OTHER SERVICES AND 

SUPPLIES 
IN-NETWORK 
PROVIDERS 

OUT-OF-NETWORK 
PROVIDERS 

Diagnostic Imaging (e.g., 
PET, CAT, DEXA, MRI, and 
ultrasound) 

$100 copayment per proce-
dure, then 85% coverage the-
reafter. 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble)  

Hemodialysis 85% coverage. 80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 
 

Home Health Care 85% coverage up to a maxi-
mum of one* visit (4-hour lim-
it) within a 24-hour period, and 
further limited to $25,000*4 
per person, per lifetime. 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble) up to a maximum of 
one* visit (4-hour limit) 
within a 24-hour period, and 
further limited to $25,000*4 

per person, per lifetime 

Home Hospice Care  85% coverage. 80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble).  

Durable Medical Equipment  85% coverage. 80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble).  

Elective Termination of 
Pregnancy 

85% coverage. 80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

Metabolic Formula and 
Special Modified Low Pro-
tein Food Products - (For 
inborn errors in metabol-
ism; limitations apply) 

85 % coverage; special mod-
ified low protein food products 
are limited to $ 1,800* per per-
son, per calendar year 

80 of Reasonable and Cus-
tomary Charges (after an-
nual Plan Year deductible); 
special modified low protein 
food products are limited to 
$1,800* per person, per ca-
lendar year 

Occupational Therapy $30 copayment per visit, then 
85% coverage thereafter. 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble).  

 
*These are combined maximums for In-Network Providers and Out-of-Network Providers. 
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OTHER SERVICES AND 

SUPPLIES 
IN-NETWORK 
PROVIDERS 

OUT-OF-NETWORK 
PROVIDERS 

Private Duty Nursing 85% coverage. 80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble).  

Skilled Nursing/Extended 
Care/Rehabilitation Facility 

85% coverage. 80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

Speech Therapy $30 copayment per visit, then 
85% coverage thereafter. 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

Temporomandibular Joint 
Disorders (TMJ) – Diagno-
sis Only 

$30 copayment per visit, then 
85% coverage thereafter. 

80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble).  

Wigs (When hair loss is due to 
cancer, a medical condition, or 
Injury) 

85% coverage. 80% of Reasonable and 
Customary Charges (after 
annual Plan Year deducti-
ble). 

 

 
LIFETIME MAXIMUM:  $1,000,000 per Covered Person. 
 
4 The $1,000,000 lifetime maximum does not apply to Home Health Care services, which are 

limited to $25,000 per person, per lifetime. 
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A. Hospital Charges 
 

Room and board and other professional services on an inpatient or outpatient basis: 
 

(1) charges made for preadmission tests on an outpatient basis for a scheduled Hospit-
al admission or surgery provided the tests are done within seven (7) days of the 
planned admission, and the surgery and the tests are accepted by the Hospital in 
place of the same post-admission tests; 

 
(2) charges made by a Hospital for room and board in a semiprivate room, Intensive 

Care Unit, cardiac care unit, or burn care unit, but excluding charges for a private 
room (unless Medically Necessary) which are in excess of the Hospital's semipri-
vate room rate (Charges made by a Hospital having only private rooms will be 
considered at 80% of the private room rate [i.e., 20% of the charge for private 
room will be excluded before benefits are determined].); 

 
(3) charges made for Routine Nursery Care (including circumcision and Provid-

er’s/Practitioner’s visits) while confined, even though no sickness or Injury exists; 
 
(4) charges made by a Hospital for necessary medical supplies and services, including 

X-rays, laboratory, and anesthetics and the administration thereof; 
 

(5) charges made by a Hospital for drugs and medicines obtained through written pre-
scription by a Provider/Practitioner; 

 
(6) outpatient surgical services performed at a Provider’s/Practitioner’s office, Ambu-

latory Surgical Center, the outpatient department of a Hospital, Birthing Center or 
Freestanding Health Clinic; 

 
(7) charges made by a Birthing Center or Freestanding Health Clinic (Payment will 

be limited to the amount that would have been paid if that person were in a Hos-
pital.); 

 
(8) charges for radiation, chemotherapy, or hemodialysis (renal therapy) at a Medi-

care-approved dialysis center; 
 
(9) charges for administration of infusions and transfusions (This includes the cost of 

unreplaced blood and blood plasma or autologous blood and blood plasma.  Ex-
penses for storage of autologous blood or blood plasma will not be covered.); 

 
(10) charges for inpatient respiratory, physical, occupational, inhalation, speech, and 

cardiac rehabilitation therapy; 
 

(11) emergency room charges; and 
 
(12) outpatient department charges. 
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Day treatment/inpatient confinement in a licensed general Hospital, in a mental Hospit-
al under the direction and supervision of the Department of Mental Health, or in a pri-
vate mental Hospital licensed by the Department of Mental Health, or confinement in a 
public or private Alcoholism/Substance Addiction/Abuse facility, for the treatment of a 
Mental or Nervous Disorder or Alcoholism/Substance Addiction/Abuse, is payable as 
described in the Schedule of Benefits up to a combined maximum (with inpatient Alco-
holism/Substance Addiction/Abuse treatment) of thirty (30) days per person or sixty (60) 
partial days per person, per Plan Year.  
 
Note:  Biologically-Based Mental Illnesses will be paid as any other Illness and shall 
not be subject to the thirty (30) day maximum per person or sixty (60) partial days per 
person, per Plan Year. 

 
Day treatment/inpatient confinement in a public or private Alcoholism/Substance Addic-
tion/Abuse facility for the treatment of Alcoholism and Substance Addiction/Abuse is 
payable as described in the Schedule of Benefits up to a combined maximum (with in-
patient Mental or Nervous Disorder treatment) of thirty (30) days per person or 60 par-
tial days per person, per Plan Year. 
 
Every day of inpatient treatment will reduce the number of remaining Day Treatment 
days by two days.  Conversely, every two days of Day Treatment will reduce the num-
ber of remaining inpatient treatment days by one day. 

 
B. Skilled Nursing/Extended Care Facilities 

 
Inpatient confinement in a Skilled Nursing/extended care facility and/or in a rehabilita-
tion facility/Hospital is provided if: 

 
(1) charges are incurred within fourteen (14) days following a Hospital confine-

ment which lasted three (3) days; and 
 
(2) the attending Provider/Practitioner certifies that twenty-four (24) hour nurs-

ing care is Medically Necessary for recuperation from the Illness or Injury 
which required the Hospital confinement. 

 
C. Ambulance Services 
 

Ambulance services must be: 
 

(1) to the nearest Hospital or medical facility which is equipped to provide the 
service required; 

 
(2) when Medically Necessary, from a Hospital; and  
 
(3) for an air ambulance or rail transportation when: 
 

(a) required because the life of the patient would be endangered through 
the use of any other form of transportation; and  
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(b) used to transport the patient to the nearest medical facility equipped to 

provide care.  
 
D. Diagnostic X-ray and Laboratory Services 
 

Charges incurred for X-rays, microscopic tests, laboratory tests, allergy testing, allergy 
injections, electrocardiograms, electroencephalograms, pneumoencephalograms, basal 
metabolism tests, or similar well-established diagnostic tests generally approved and 
performed by Providers/Practitioners throughout the United States. 
 

E. Diagnostic Imaging and Scans 
 

Charges incurred for diagnostic imaging and general imaging, including but not limited 
to, ultrasounds, MRI/MRA, CT/CAT, PET, and nuclear medicine. 

 
F. Emergency Facilities 
 

Charges incurred for Medically Necessary care at an emergency treatment center, walk-
in medical clinic or ambulatory clinic (including clinics located at a Hospital). 

 
G. Provider/Practitioner Services 
 

Charges made by legally-licensed Providers/Practitioners for medical care and/or 
treatment including office visits, home visits, diagnostic eye exam, Hospital inpatient 
care, Hospital outpatient visits/exams, and clinic care. 
 

H. Adult Routine Physical Exams 
 

Charges incurred for routine adult physical examinations including all related charges 
and tests billed at the time of visit, including but not limited to, X-rays, laboratory, and 
clinical tests. 

 
I. Routine OB-GYN Care 

 
Charges incurred for routine OB-GYN exams up to a maximum of one (1) exam per 
person, per Plan Year. 
 

J. Routine Well Child Care 
 

Charges incurred for routine Well Child Care up to age 12, including all charges billed 
at the time of visit in accordance with the standards and frequencies endorsed by the 
American Academy of Pediatrics.  This includes, but is not limited to, charges for phys-
ical examinations, history, sensory screening, neuropsychiatric evaluation, and appro-
priate immunizations. 
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K. Routine Physical Examination Testing 
 
Charges for one (1) routine cytological screening (Pap smear) per person, per Plan 
Year; one (1) routine mammogram per person, per Plan Year at age 35 and older (or as 
recommended by the Provider(s)/Practitioner(s) when there is a family history of breast 
cancer); one (1) routine PSA test per person, per Plan Year; and one (1) routine colo-
noscopy per person, per Plan Year at age 50 and older (or as recommended by the Pro-
vider(s)/Practitioner(s) when there is a family history of colon cancer). 
 

L. Family Planning Services 
 

Charges for Family Planning Services, including: 
 

(1) consultations, exams, procedures, and medical services related to the use of 
all contraceptive methods to prevent pregnancy that have been approved by 
the U.S. Food and Drug Administration (FDA); 

 
(2) injection of birth control drugs, including prescription injectibles when sup-

plied by the Provider/Practitioner during the visit; 
 
(3) insertion of a levonorgestrel implant system (Norplant®), including the im-

plant system itself; and 
 
(4) IUDs, diaphragms, and other prescription contraceptive methods approved 

by the FDA when the items are supplied by the Provider/Practitioner during 
the visit.  

 
M. Second and Third Surgical Opinions 
 

Charges incurred for a second surgical opinion, and, in some instances, a third opinion, 
are as follows: 

 
(1) fees of a legally-qualified Provider/Practitioner for a second surgical consul-

tation when non-Emergency or elective surgery is recommended by the Cov-
ered Person’s attending Provider/Practitioner (The Provider/Practitioner 
rendering the second opinion regarding the Medical Necessity of such sur-
gery must be qualified to render such a service, either through experience, 
specialization training, education, or similar criteria, and must not be affi-
liated in any way with the Provider/Practitioner who will be performing the 
actual surgery.); and 

 
(2) fees of a legally-qualified Provider/Practitioner for a third consultation, if 

the second opinion obtained does not concur with the first Provider’s/Prac-
titioner’s recommendation (This third Provider/Practitioner must be quali-
fied to render such a service and must not be affiliated in any way with the 
consulting Provider/Practitioner or with the Provider/Practitioner who will 
be performing the actual surgery.). 
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N. Anesthesia Services 
 

Charges by a Provider/Practitioner incurred for a surgical operation and for the admin-
istration of anesthesia. 

 
O. Multiple Surgical Procedures 
 

If two or more surgical procedures are performed at one time through the same incision 
in the same operative field, the maximum allowable amount for the surgery will be ei-
ther the fee schedule amount for the primary procedure and 50% of the fee schedule 
amount for the secondary or lesser procedure(s), or if not in the network, the Reasona-
ble and Customary Charge for the major procedure and 50% of the Reasonable and 
Customary Charge for the secondary or lesser procedure(s).  No additional benefit will 
be paid under the SHBP for incidental surgery done at the same time and under the 
same anesthetic as another surgery. 

 
P. Assistant Surgeons 
 

The SHBP will also pay for a surgical assistant when the nature of the procedure is such 
that the services of an assistant, who is a Provider/Practitioner, are Medically Neces-
sary. 

 
Q. Dental Injury Related Services 
 

The following dental procedures, including related Hospital expenses (when deemed to 
be Medically Necessary), will be covered the same as any other Illness: 
 

(1) treatment of an Injury to a sound natural tooth, other than from eating or 
chewing, including replacement of teeth and any related X-rays; and 

 
(2) dental services for children under the age of six who have a dental condition 

of significant dental complexity, or for covered persons who have exception-
al medical circumstances or developmental disabilities for which Medically 
Necessary Hospital or surgical day care facility services, including adminis-
tration of general anesthesia, are required, except as defined under Medical 
Benefit Exclusions. 

 
R. Cosmetic Surgery 
 

Charges for cosmetic purposes or for cosmetic surgery are covered if: 
 

(1) due solely to an Accidental bodily Injury, providing that coverage is in effect 
at the time that the Injury and treatment occur;  

 
(2) due solely to a birth defect of a covered dependent child, provided coverage 

is in effect at the time that the child is born and at the time that treatment oc-
curs; or 
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(3) due solely to surgical removal of diseased tissue as a result of an Illness.  
Covered Persons electing breast reconstruction, following a mastectomy, are 
also covered for reconstruction of the other breast to produce symmetrical 
appearance, and coverage for prostheses and physical complications of all 
stages of a mastectomy (The reconstruction procedure will be performed in a 
manner determined between the Providers/Practitioners and patient.). 

 
S. Miscellaneous Surgical Procedures 
 

Charges for surgical procedures including circumcision and termination of pregnancy.  
Amniocentesis is included if deemed Medically Necessary.  No benefits will be payable 
if amniocentesis is performed only to determine the sex of an infant before birth and for 
women under age thirty-five (35) unless certified as Medically Necessary by a Provid-
er/Practitioner. 

 
T. Mental or Nervous Disorder, Chemical Dependency and Substance Addic-

tion/Abuse 
 

Charges for the treatment of Mental or Nervous Disorders on an outpatient basis, up to 
a combined maximum (with outpatient Alcoholism/Substance Addiction/Abuse treat-
ment) of thirty (30) visits per person, per Plan Year.    

 
Charges for the treatment of Alcoholism and Substance Addiction/Abuse on an outpa-
tient basis, up to a combined maximum (with outpatient Mental or Nervous Disorder 
treatment) of thirty (30) visits per person, per Plan Year.  Services must be furnished 
by: 
 

(1) a comprehensive health service organization; 
 
(2) a licensed or accredited Hospital; 
 
(3) a community mental health center, or other mental health clinic or day care 

center which furnishes mental health services, subject to the approval of the 
Department of Mental Health; 

 
(4) a licensed detoxification facility; 
 
(5) a licensed social worker; or 
 
(6) a psychiatrist. 
 

Provider(s)/Practitioner(s) visits for medication management will be considered sepa-
rately and will not accumulate toward the Mental or Nervous Disorder benefit annual or 
period of coverage maximums. 
 
Note:  Biologically-Based Mental Illnesses are covered the same as any other Illness 
and are not subject the outpatient Plan Year maximum of thirty (30) visits. 
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U. Chiropractic Care 
 

Charges made by a licensed chiropractor, up to a maximum of $1,500 per person, per 
Plan Year (to be combined with Physical Therapy services). 

 
V. Podiatry Services 
 

Charges incurred for Medically Necessary treatment of the feet, including treatment of 
metabolic or peripheral vascular disease. 
 

W. Nursing Services 
 

Services by a private duty nurse are eligible expenses (24-hour private duty nursing care 
is not a Covered Expense) when furnished by a Registered Nurse (R.N.), or Licensed 
Practical Nurse (L.P.N.), for necessary nursing care as evidenced by a written statement 
from the attending Provider/Practitioner, providing that the nurse is not an immediate 
member of the Covered Person’s family and does not reside in the Covered Person’s 
home.  Charges billed by a Visiting Nurse Association for such services are included. 

 
X. Diabetic Care 
 

Charges incurred for ambulatory diabetic self-management training and education, in-
cluding:  

 
(1) medical nutrition therapy, used to diagnose or treat insulin dependent di-

abetes, non-insulin dependent diabetes, or gestational diabetes; 
 
(2) blood sugar kits, insulin and insulin infusion pumps, diabetic supplies for 

testing blood and urine specimens at home, syringes, monitors, or test strips 
and lancets; or 

 
(3) approved self-management education training as well as professional instruc-

tions, excluding printed material. 
 
Y. Home Health Care Services 
 

Charges made by a Home Health Care Agency for care in accordance with a Home 
Health  Plan, up to a maximum of $25,000 per person, per lifetime. Such expenses in-
clude charges for: 

 
(1) part-time or intermittent nursing care rendered by a Registered Nurse (R.N.); 
 
(2) a Licensed Practical Nurse (L.P.N.), a vocational nurse, or a public health 

nurse who is under the direct supervision of a Registered Nurse; 
 
(3) Home Health aides; and 
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(4) medical supplies, drugs, and medications prescribed by a Provider/Prac-

titioner and laboratory services by or on behalf of a Hospital to the extent 
that such items would have been covered by this SHBP had the Covered Per-
son remained in the Hospital.  

 
Home Health care means a visit by a member of a Home Health care team.  Each such 
visit that lasts for a period of four (4) hours or less is treated as one (1) visit.  No bene-
fits will be provided for services and supplies not included in the Home Health Plan, 
services of any social worker, transportation services, Custodial Care and housekeep-
ing, or for services of a person who ordinarily resides in the home of the Covered Per-
son, or is a close relative of the Covered Person. 

 
Z. Outpatient Rehabilitation Services 
 

Charges incurred for outpatient rehabilitative therapy services include the following ex-
penses. 

 
(1) Charges incurred for the treatment or services rendered by a physical therap-

ist under direct supervision of a Provider/Practitioner in a home setting or a 
facility or institution whose primary purpose is to provide medical care for an 
Illness or Injury, or at a freestanding duly-licensed outpatient therapy facility 
up to a maximum of $1,500 per person per Plan Year (to be combined with 
Chiropractic Care services). 

 
(2) Charges incurred for inhalation therapy under the direct supervision of a 

Provider/Practitioner in a home setting or a facility or institution whose pri-
mary purpose is to provide medical care for an Illness or Injury, or at a frees-
tanding duly-licensed outpatient therapy facility. 

 
(3) Charges incurred for the treatment and services rendered by a registered oc-

cupational therapist to restore physical function and provided under the direct 
supervision of a physician in a home setting or a facility or institution whose 
primary purpose is to provide medical care for an Illness or Injury, or at a 
freestanding duly-licensed outpatient therapy facility. 

 
(4) Charges incurred for the services of a legally-qualified speech therapist under 

the direct supervision of a physician for restorative or rehabilitative speech 
therapy for speech loss or impairment, other than a functional nervous dis-
order, or due to surgery performed on account of an Illness or Injury.  If 
speech loss is due to a congenital anomaly, surgery to correct the anomaly 
must have been performed prior to therapy. 

 
(5) Charges incurred for cardiac rehabilitation program (limited to Phase I and 

Phase II only), provided such treatment is recommended by the attending 
Provider/Practitioner up to a maximum of twelve (12) weeks per person, per 
cardiac event. Phase I consists of acute inpatient hospitalization, whether for 
heart attack or heart surgery, highly supervised with a tailored exercise pro-
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gram with continuous monitoring during exercise.  Phase II consists of out-
patient supervised treatment for Covered Persons who have left the Hospital 
but still need a certain degree of supervised physical therapy and monitoring 
during exercise.  Phase II services are usually tailored to meet the Covered 
Person’s individual needs.  Benefits are not payable for Phase III, which 
consists of outpatient services without supervision.  The Phase III program is 
developed for patients who are well enough to continue exercising on their 
own, monitoring their own progress.  

 
AA. Pregnancy Care 

 
Expenses relating to pregnancy and birthing are covered according to the following 
schedule. 

 
(1) Prenatal care of the mother and/or fetus is treated as any other Illness or In-

jury covered under the SHBP. 
 

(2) Inpatient care for the mother and/or newborn child will be provided for a 
minimum of 48 hours following a vaginal delivery, or a minimum of 96 
hours following a cesarean section.  However, the mother’s or newborn’s at-
tending health care Provider/Practitioner, after consulting with the mother, 
may discharge the mother or her newborn earlier than 48 hours (or 96 hours 
as applicable). 

 
(3) No authorization from the SHBP need be sought by the attending Provid-

er/Practitioner for prescribing a length of inpatient stay for the mother or 
newborn not in excess of 48 hours (or 96 hours, as applicable).  In any case, 
the 48- or 96-hour limit may be exceeded with authorization of the Claim 
Administrator in cases of Medical Necessity. 

 
BB. Mastectomy Care 
 

For individuals receiving mastectomy-related benefits, coverage will be provided in a 
manner to be determined in consultation with the attending Provider/Practitioner and 
the patient, for: 

 
(1) all stages of reconstruction of the breast on which the mastectomy was or is 

to be performed; 
 
(2) surgery and reconstruction of the other breast to produce a symmetrical ap-

pearance;  
 
(3) prostheses; and  
 
(4) treatment of physical complications of the mastectomy, including lymphe-

dema. 
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These benefits will be provided subject to the same deductible, coinsurance, and/or co-
payments applicable to other medical and surgical benefits provided under this SHBP.   

 
CC. Miscellaneous Medical Services and Supplies 
 

1) Charges for expendable supplies including, but not limited to, prescription drugs, 
medicines, oral contraceptives, contraceptive devices and Depo Provera® injections, 
insulin, surgical bandages, syringes, dressings, surgical supports, head halters, co-
lostomy bags, catheters, crutches, splints, casts, trusses, traction apparatus, and cer-
vical collars. 

 
(2) Charges for oxygen and other gasses and their administration. 
 
(3) Charges for the rental or the purchase (whichever is less) of prosthetic appliances to 

aid impaired functions including, but not limited to, wheelchairs, standard Hospital-
type beds, mechanical respirators, iron lungs, bed rails, equipment for the adminis-
tration of oxygen, Hospital-type equipment for hemodialysis, kidney or renal dialy-
sis (including training of a person to operate and maintain equipment), and other 
Medically Necessary durable medical or surgical equipment.  Expenses related to 
necessary repairs and maintenance are also covered. 

 
(4) Charges for wigs and artificial hairpieces, only after chemotherapy or radiation 

therapy, or when it is disease- or Injury-related and not due to the normal aging 
process or premature baldness. 

 
(5) Charges for appliances, prostheses, and orthopedic braces such as artificial arms 

and legs including accessories; orthotics, orthopedic or corrective shoes, and other 
supportive appliances for the feet (when Medically Necessary due to an Injury or 
Illness); arm, back, and neck braces; surgical supports; head halters; larynx ap-
pliances; eye prostheses; and breast prostheses (when Medically Necessary for 
breast removal); and surgical brassieres (limited to two (2) per person, per Plan 
Year) when purchased following a mastectomy. Replacement, repair, or adjustment 
is covered only when necessary due to physiological changes, or the replacement is 
less expensive than the repair of existing equipment. 

 
(6) Charges for compression therapy garments (e.g., Jobst® garments) when Medically 

Necessary due to an Injury or Illness. 
 
(7) Charges for chemotherapy (antineoplastic) when drugs are taken by infusion, perfu-

sion, intracavity, or parenteral means. 
 
(8) Charges for Medically Necessary routine patient care incurred as a result of a treat-

ment being provided in accordance with a clinical trial, to the extent that such costs 
would be covered by non-investigative treatments, if the treatment is being pro-
vided or the studies are being conducted in a Phase I, Phase II, Phase III, or Phase 
IV clinical trial for cancer, or the treatment is being provided for any other life-
threatening condition. Coverage for Phase I or Phase II clinical trials shall be de-
cided on a case-by-case basis. Coverage is provided if:  
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(a) treatment is being provided by an approved clinical trial;  
 
(b) standard treatment has been or would be ineffective, does not exist, or there is 

no superior non-Investigational treatment alternatives;  
 
(c) facility and personnel providing the treatment are capable of doing so by virtue 

of their experience and education; and  
 
(d) available clinical data provide a reasonable expectation that the treatment will 

be at least as effective as the non-Investigational alternative. 
 
(9) Charges for services related only to diagnosis of temporomandibular joint (TMJ) 

disorders (treatment of TMJ disorders is not covered).  
 

(10) Charges for growth hormones when prescribed by a board-certified pediatric endo-
crinologist and a written treatment plan is submitted for approval to Care Manage-
ment Services (CMS).  The Covered Person must be seen by the attending Provid-
er/Practitioner every six (6) months and a written response to the treatment must be 
verified by the Provider/Practitioner.  The medication will be covered for a thirty 
(30) day supply at a time; 

 
(11) Charges for allergy testing and treatment, including preparation of serum and injec-

tions. 
 

(12) Charges for titer when Medically Necessary and not for routine testing. 
 

(13) Charges, to the extent defined herein, for services provided to children in addition 
to or in lieu of the services which may be available, provided, and/or used under a 
federal or state mandated program such as the Individual with Disabilities Educa-
tional Act, Public Law 105-17. 

 
(14) Charges for applicable state surcharges on covered benefits paid under the SHBP 

for which the Covered Person is legally liable, to the extent required by law. 
 

(15) Charges for other Medically Necessary services and supplies as prescribed by the 
attending Provider/Practitioner and determined to be Medically Necessary by the 
Claims Administrator. 

 
DD. Hospice Care Benefits 

 
Hospice care benefits are provided to a terminally-ill Covered Person with a life expec-
tancy of less than six (6) months; or to members of his or her immediate family. Bene-
fits are limited to: 

 
(1) room and board for a confinement in an inpatient Hospice facility;   
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(2) ancillary charges furnished by the Hospice while the patient is confined 
therein, including rental of durable medical equipment which is used solely 
for treating an Injury or Illness;  

 
(3) medical supplies, drugs, and medicines prescribed by the attending Provid-

er/Practitioner, but only to the extent that such items are necessary for pain 
control and management of the terminal condition; 

 
(4) Provider/Practitioner services and/or nursing care by a Registered Nurse 

(R.N.), Licensed Practical Nurse (L.P.N.), or a Licensed Vocational Nurse 
(L.V.N.);  

 
(5) Home Health aide services;  
 
(6) charges for home care furnished by a Hospital or Home Health Care Agency, 

under the direction of a Hospice, including Custodial Care if it is provided 
during a regular visit by a Registered Nurse, a Licensed Practical Nurse, or a 
Home Health aide;  

 
(7) medical social services by licensed or trained social workers, psychologists, 

or counselors;  
 
(8) nutrition services provided by a licensed dietitian;  
 
(9) respite care; and  
 
(10) bereavement counseling.  
 

Bereavement counseling is a support service provided by the Hospice team to 
Covered Persons in the deceased’s immediate family after the death of such 
terminally-ill person.  Such visits are to assist the Covered Persons in adjust-
ing to the death.  Benefits will be payable provided: 

 
(a) on the date immediately before his or her death, the terminally-ill per-

son was in a Hospice Plan of Care program and was a Covered Person 
under the SHBP; and  

 
(b) charges for such services are incurred by the Covered Person(s) within 

six (6) months of the terminally-ill person’s death. 
 

The term immediate family means: parents, spouse (or same-sex domestic 
partner) and children of the terminally-ill Covered Person. 

 
EE. Organ Transplant Benefits 
 

Expenses for an organ and/or tissue transplant will be subject to the following require-
ments. 
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(1) Covered Organ Transplants 

 
human heart  kidney 
bone marrow  cornea 
liver   pancreas 
lung    

 
(2) Preauthorization Requirement for Organ Transplants 

 
Inpatient Hospital Expenses Incurred in connection with any organ or tissue 
transplant will be subject to Preadmission/Precertification Requirement for 
Hospitalization as described in Section VII of this Plan Document entitled 
Preadmission/Precertification.  All potential transplant cases will be assessed 
for their appropriateness for Large Case Management. 

 
(3) Transplant Benefit Period 

 
Covered transplant expenses will accumulate during a Transplant Benefit Pe-
riod and will be charged toward the Transplant Benefit Period maximums, if 
any, shown in the Schedule of Benefits.  The term Transplant Benefit Period 
means the period which begins on the date of the initial evaluation and ends 
on the date which is twelve (12) consecutive months following the date of the 
transplant.  If the transplant is a bone marrow transplant, the date the marrow 
is reinfused is considered the date of the transplant. 

 
(4) Covered Transplant Expenses 

 
Covered Expenses, with respect to transplants, refers to the fee schedule 
amount of In-Network Providers, or if not in the network, the Reasonable 
and Customary Charges for services and supplies which are covered under 
this SHBP (or which are specifically identified as covered only under this 
provision) and which are Medically Necessary and appropriate to the trans-
plant.  Such Covered Expenses include: 

 
(a) charges incurred in the evaluation, screening, and candidacy determina-

tion process; 
 
(b) charges incurred for organ transplantation; and 
 
(c) charges for organ procurement, including donor expenses which are not 

covered under the donor’s plan of benefits, subject to the following: 
 

 Coverage for organ procurement from a non-living donor will be 
provided for costs involved in removing, preserving, and transport-
ing the organ. 



COVERED MEDICAL SERVICES Section VI 

36 of 80 

 
 Coverage for organ procurement from a living donor will be pro-

vided for the costs involved in screening the potential donor, as 
well as for medical expenses employed with removal of the donated 
organ and the related medical services provided to the donor in the 
interim and for follow-up care. 

 
 If the transplant procedure is a bone marrow transplant, coverage 

will be provided for the cost involved in the removal of the Covered 
Person’s bone marrow (autologous) or donated marrow (allogenic).  
Coverage will also be provided for search charges to identify an un-
related match, treatment and storage costs of the marrow, up to the 
time of reinfusion.  The harvesting of the marrow need not be per-
formed within the Transplant Benefit Period. 

 
 Coverage will be provided for follow-up care, including immuno-

suppressant therapy. 
 
 Coverage will be provided for transportation to and from the site of 

the covered organ transplant procedure for the recipient and one 
other individual or in the event that the recipient or the donor is a 
minor, two other individuals.  In addition, all reasonable and neces-
sary lodging and meal Expenses Incurred during the Transplant 
Benefit Period will be covered. 

 
(5) Re-Transplantation 

 
Up to two re-transplants, for a total of three transplants, will be covered per per-
son, per lifetime.  Each transplant and re-transplant will have a new Transplant 
Benefit Period and a new maximum benefit. 

 
(6) Accumulation of Expenses 

 
Expenses Incurred during any one Transplant Benefit Period for the recipient and 
for the donor will accumulate towards the recipient’s benefit and will be included 
in the SHBP’s overall per person Maximum Lifetime Benefit. 

 
(7) Donor Expenses 
 

If the recipient is not covered under the SHBP, but the donor is, neither the donor 
nor the recipient is eligible for coverage;  however,  

 
(a) if both the donor and recipient are covered under the SHBP, eligible charges 

incurred by both patients will be covered; or  
 

(b) if the recipient is covered under the SHBP, but the donor is not, the SHBP 
will provide coverage for eligible charges to both the recipient and donor as 
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long as similar benefits are not available to the donor from other coverage 
sources.  
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For any period of Hospital confinement commencing on or after the Covered Person’s Effec-
tive Date of coverage under the SHBP, all benefits available to a Covered Person for inpa-
tient care may be subject to a reduction in benefits, unless such period of confinement has 
been authorized by Care Management Services.  The reduction in charges not covered cannot 
be used to satisfy copayments, deductibles, and out-of-pocket maximums described else-
where herein. 
 
The Preadmission/Precertification service will also authorize the number of days of hospita-
lization required based upon the information provided.  In the event the number of days of 
hospitalization exceeds the number of precertified days, the additional days will not be an 
eligible expense under the provisions of this SHBP, unless certified as Medically Necessary 
care by the Preadmission/Precertification service. 
 
In the event of an Emergency or if the Covered Person is confined to the Hospital’s observa-
tion area for more than 24 hours, it is necessary that the Covered Person contact the Pread-
mission/Precertification service within 48 hours after an admission or on the first business 
day following admission.  If authorization is not obtained, the reduction in benefits described 
above applies. 
 
The Preadmission/Precertification requirement applies to maternity admissions as well; how-
ever, the penalty for failure to precertify a Hospital stay will be waived if an admission is no 
longer than 48 hours for a vaginal delivery, or no longer than 96 hours for a cesarean deli-
very. 
 
Case Management Provision for Alternate Treatment  
 
In cases where a Covered Person’s condition is, or is expected to be, of a serious nature, the 
Plan Administrator may arrange for review and/or case management services from a profes-
sional qualified agency.  This service involves the cost-effective voluntary management of a 
potentially high-cost claim for a high-risk or long-term medical condition.  The intention of 
the service is to plan necessary, quality care in the most cost-effective manner with the ap-
proval of the Covered Person, family, and attending Provider(s)/Practitioner(s).   
 
In the event a Covered Person is identified as a candidate for case management, then upon 
approval of the attending Provider(s)/Practitioner(s), the Covered Person, and the case man-
agement agency, a treatment plan is developed and implemented.  If either the attending Pro-
vider(s)/Practitioner(s) and/or the Covered Person do not wish to follow the treatment plan 
as developed, then treatment and coverage of the patient’s medical condition will continue 
uninterrupted and benefits will be paid as stated in the SHBP. 
 
While large case management treatment usually contains treatment options covered under the 
terms of the SHBP, in some cases, the most appropriate and cost-effective care will be ren-
dered in a setting or manner not normally covered under the terms of the SHBP.  In such cas-
es, all Medically Necessary aspects of the approved treatment will be covered under the 
terms of the SHBP.  Any alternative care or treatment provided will not be considered as set-
ting any precedent or creating any future liability with respect to that Covered Person or any 
other Covered Persons.  Benefits provided under this section are subject to all other SHBP 
provisions. 
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A. Covered Drugs   
 

When all of the provisions of the SHBP are satisfied, the SHBP will provide benefits as 
specified in the Schedule of Benefits for the following Medically Necessary covered 
drugs, devices, and supplies: 

 
(1) Federal Legend Drugs and State-Restricted Drugs;  
 
(2) compounded medications of which at least one ingredient is a Legend Drug;   
 
(3) insulin;  
 
(4) oral, transdermal, intervaginal contraceptives (including devices and implants), 

or contraceptive injections;  
 
(5) blood factors up to a Plan Year maximum of $50,000;  
 
(6) Legend smoking deterrents;  
 
(7) Legend Vitamin B12 (all dosage forms);  
 
(8) prenatal vitamins;  
 
(9) anti-malarial drugs; and  
 
(10) prescription oral fluoride products. 

 
B. Dispensing Limits 
 

The amount of any drug which may be dispensed per prescription or refill (regardless of 
the dosage form) is limited to a 90 day supply or 90 units, whichever is greater. Other 
dispensing limits may be imposed as required by federal or state regulation or for other 
reasons. 

 
C. Excluded Drugs 
 

Some items which are excluded under the Prescription Benefits and Exclusions may be  
Covered Medical Services as provided in Section VI of this Plan Document.  Expenses 
for the following are not covered by the SHBP unless specifically listed as a covered 
benefit: 

 
(1) drugs not classified as Federal Legend Drugs (i.e., over-the-counter drugs and 

products); 
 
(2) non-systemic contraceptives; 
 
(3) fertility and impotency drugs; 
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(4) Legend vitamins; 
 
(5) cosmetic drugs and drugs used to promote or stimulate hair growth; 
 
(6) biologicals, immunization agents, or vaccines; 
 
(7) drugs labeled “Caution – limited by federal law to Investigational use,” or 

“Experimental drugs,” even though a charge is made to the individual; 
 
(8) any prescription refilled in excess of the number of refills specified by the or-

dering Provider/Practitioner, or any refill dispensed one year after the original 
order (As determined by the Plan Administrator, this provision may not apply, 
in whole or in part, to prescription benefits at UNH Health Services.); 

 
(9) medication dispensed in excess of the dispensing limits; 
 
(10) medication for which the cost is recoverable under any workers’ compensation 

or occupational disease law or any state or governmental agency, or medica-
tion furnished by any other drug or medical service for which no charge is 
made by the pharmacy or Provider/Practitioner;  

 
(11) services or products that are determined by the SHBP as not being Medically 

Necessary; 
 

(12) medications provided to an international Student in his or her home country; 
and 

 
(13) any medication that would be excluded under Medical Benefit Exclusions, ex-

cept as otherwise provided, stated in Section IX. 
 

D. Review of Prescription Drugs for Medical Necessity 
 

All prescription drug charges are subject to review for Medically Necessity and for eligi-
bility under the Prescription Benefits and Exclusions of the SHBP.  This review process 
may require the SHBP-Covered Person to complete a claim form and submit it to Claims 
Administrator.   
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A. Excluded Expenses 
 

The following expenses are excluded from coverage under the SHBP and no benefits 
shall be paid. 

 
(1) Charges are excluded for any treatment that is not related to a covered Injury or 

Illness, or any service or supply that is not specifically listed in the Schedule of 
Benefits, Covered Medical Services, and/or Prescription Benefits and Exclusions 
sections of this Plan Document. 

 
(2) Charges are excluded that are incurred prior to the Effective Date of coverage un-

der the SHBP, or after SHBP coverage is terminated, even if the Illness or Injury 
started while SHBP coverage was in force. 

 
(3) Charges are excluded for services or supplies that are submitted more than 12 

months after the date of service. 
 
(4) Charges are excluded which exceed the fee schedule amount for In-Network Pro-

viders and which exceed the Reasonable and Customary Charge for Out-of Net-
work Providers. 

 
(5) Charges are excluded for services or supplies which are not Medically Necessary 

as defined in the section of this Plan Document entitled Definitions, whether or not 
prescribed and recommended by a Provider(s)/Practitioner(s). 

 
(6) Charges are excluded for expenses that are used to satisfy plan deductibles, co-

payments, and/or coinsurance amounts. 
 
(7) Except for benefits specifically stated as covered under the SHBP, charges are ex-

cluded for permanent dental restoration, dentures, most oral surgery (including ex-
traction of bone-impacted teeth), treatment of teeth and gum tissues, or dental X-
rays. 

 
(8) Charges are excluded for treatment of Temporomandibular Joint Disorders (TMJ). 
 
(9) Except for benefits specifically stated as covered under the SHBP, charges are ex-

cluded for routine physical examinations, vaccinations, inoculations, or immuniza-
tions. 

 
(10) Except for benefits specifically stated as covered under the SHBP, charges are ex-

cluded for cosmetic or reconstructive surgery.  Except as otherwise stated, no ben-
efits are provided under the SHBP for Congenital Conditions.   

 
(11) Charges are excluded for which there is no legal obligation to pay, such as that 

portion of any charge which would not have been made if the patient did not have 
SHBP coverage, or any charge for services or supplies which are normally fur-
nished without charge. 
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(12) Charges are excluded for services and supplies furnished by or for the United 
States government or any other government, unless payment is legally required. 

 
(13) Charges incurred in connection with an Injury arising out of, or in the course of, 

any employment for wage or profit, or disease covered with respect to such em-
ployment, by any Worker’s Compensation Law, Occupational Disease Law or 
similar legislation, are excluded with the exception of when a Covered Person is 
not covered by Worker’s Compensation Law and lawfully chose not to be. 

 
(14) Charges are excluded for any condition, disability, or expense sustained as a result 

of being engaged in:   
 
(a) an illegal occupation;  
 
(b) the commission or attempted commission of an assault or other illegal act;  
 
(c) an intentional or accidental atomic explosion or other release of nuclear 

energy, whether in peacetime or wartime; or 
 
(d) participation in a civil revolution, war, or act of war (whether declared or un-

declared). 
 
(15) Charges are excluded for preparing medical reports, itemized bills, or claim forms. 
 
(16) Charges are excluded for mailing, shipping, and/or handling expenses. 
 
(17) Charges are excluded for sales tax. 
 
(18) Charges are excluded for broken appointments or telephone calls. 
 
(19) Charges are excluded for services or supplies furnished, paid for, or for which 

benefits are provided or required by reason of past or present service of any cov-
ered family member in the armed forces of a government. 

 
(20) Charges are excluded for travel expenses of a Covered Person other than local 

ambulance service to nearest medical facility equipped to treat the Illness or In-
jury, except as specified in the Schedule of Benefits and/or Covered Medical Ser-
vices sections of this Plan Document. 

 
(21) Charges are excluded for services, supplies, or treatment not recognized by the 

American Medical Association as generally accepted and Medically Necessary for 
the diagnosis and/or treatment of an Illness or Injury, or for charges for proce-
dures, surgical or otherwise, which are specifically listed by the American Medical 
Association as having no medical value. 

 
(22) Charges are excluded for drugs, devices, medical treatments, or procedures which 

are Experimental or Investigational as defined in Section XVII of this Plan Docu-
ment entitled Definitions. 
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(23) Charges are excluded for drugs, medicines, services, or supplies prescribed by a 

Provider/Practitioner when such prescription is made only on the basis of an on-
line or telephonic consultation not preceded by an in-person medical examination 
with that Provider/Practitioner.  

 
(24) Charges are excluded for fluoride and vitamins, food supplements (except for ben-

efits described in the Covered Medical Services and/or Prescription Benefits and 
Exclusions sections of this Plan Document), and any over-the-counter drugs or 
services or supplies which can be purchased without a prescription, or when no In-
jury or Illness is involved. 

 
(25) Charges are excluded for any service, care, procedure or program for weight or 

appetite control, weight loss, weight management, nutritional or dietary counseling 
(except as described herein), or for control of obesity even if the weight or obesity 
aggravates another condition, including but not limited to, gastric bypass, gastric 
stapling, balloon catheterization, liposuction, or reconstructive surgery. 

 
(26) Charges are excluded for any expenses incurred for communication, transporta-

tion, time spent traveling, or for expenses connected to traveling that may be in-
curred by a Provider/Practitioner or Covered Person in the course of rendering 
services. 

 
(27) Charges are excluded for a residential treatment facility. 
 
(28) Charges are excluded for personal comfort items (e.g., hot pads or hot water bot-

tles), hygiene or convenience items such as televisions, telephones, radios, air 
conditioners, air purifiers, humidifiers, dehumidifiers, physical fitness equipment, 
or whirlpool baths, even if recommended or prescribed by a Provider/Practitioner.  
Any equipment, clothing, service, or supply that could also be used in the absence 
of treatment for Illness or Injury is not covered. 

 
(29) Charges are excluded for any expenses incurred for services and supplies related 

to sexual dysfunctions or inadequacies regardless of the cause, sex therapy, or for 
transsexual surgery and related preoperative and postoperative procedures or com-
plications, which, as their objective, change the person’s sex. 

 
(30) Charges are excluded for services and supplies related to penile prosthetic im-

plants. 
 
(31) Charges are excluded for the diagnosis or treatment for the correction of Infertility 

(surgical or non-surgical), and any surgical impregnation procedures including,  
but not limited to, 

 
(a) artificial insemination,  
 
(b) reverse sterilization,  
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(c) in vitro fertilization (IVF), 
 
(d) gamete intrafallopian transfer (GIFT), or 
 
(e) Infertility medications. 

 
(32) Charges are excluded for reproductive sterilization (tubal ligation and vasectomy) 

and reversal of any reproductive sterilization procedure. 
 
(33) Charges are excluded for services and supplies related to achieving pregnancy 

through a surrogate (gestational carrier). 
 
(34) Charges are excluded for services related to adoption. 
 
(35) Charges are excluded for genetic counseling, testing, or related services. 
 
(36) Charges are excluded for Custodial Care which is designed essentially to assist the 

Covered Person, whether disabled or not, in meeting the activities of daily living, 
including services which constitute personal care, such as help in walking and get-
ting in or out of bed, assistance in bathing, dressing, feeding, using the toilet, 
preparation of special diets, and supervision over medication which can normally 
be self-administered.  Such services and supplies are deemed to be Custodial Care 
whenever and wherever furnished, without respect to the Providers/Practitioners 
by whom or by which they are prescribed, recommended, or performed.  This ex-
clusion does not apply to Custodial Care described under Section VI of this Plan 
Document entitled Covered Medical Services, Subsection DD entitled Hospice 
Care. 

 
(37) Charges are excluded for treatment, services, or supplies provided by a Provid-

er/Practitioner who ordinarily resides with the Covered Person, or who is the 
Covered Person, including but not limited to, his or her spouse, child, sibling, or 
parent. 

 
(38) Charges are excluded for a Provider’s/Practitioner’s services for the routine care 

of bunions, corns, calluses, toenails, flat feet, fallen arches, chronic foot strain, or 
symptomatic complaints related to the feet unless corrected by a major surgical 
procedure. 

 
(39) Charges are excluded for Friday, Saturday, and Sunday admissions, unless for 

Emergency Care.  A Sunday admission will be allowed as long as a Covered Per-
son is admitted less than twenty-four (24) hours prior to a Covered Person’s sur-
gery. 

 
(40) Charges are excluded for refractive eye surgery or procedures designed to improve 

nearsightedness, farsightedness, and/or astigmatism by changing the shape of the 
cornea, including but not limited to, LASIK, radial keratotomy, and keratomileusis 
surgery. 
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(41) Charges are excluded for eye examinations for diagnosis or treatment of a refrac-
tive error, including the fitting of eyeglasses or contact lenses.  This exclusion 
shall not apply to the initial purchase of eyeglasses or contact lenses following 
cataract surgery. 

 
(42) Charges are excluded for orthoptics and visual therapy for the correction of vision. 
 
(43) Charges are excluded for services in connection with hearing examinations, hear-

ing aids or such similar devices, or for the fitting of hearing aids. 
 
(44) Charges are excluded for court-ordered treatment or any treatment not initiated by 

a Provider/Practitioner of any kind, except as pertains to psychological or psy-
chiatric evaluations and treatment. 

 
(45) Charges are excluded for educational, vocational, or training services and supplies.  

This exclusion does not apply to the treatment of diabetes. 
 
(46) Charges are excluded for expenses incurred for services or treatment of behavioral 

problems, learning disabilities, or developmental delays when received without a 
medical diagnosis, including but not limited to, Attention Deficit Disorder (ADD), 
Attention Deficit Hyperactivity Disorder (ADHD), and Early Intervention (EI) 
services. This exclusion applies to the treatment of a condition; it does not apply to 
the diagnosis of the condition. 

 
(47) Charges are excluded for expenses incurred for pastoral counseling, marriage 

counseling/therapy, music or art therapy (unless part of an inpatient program), as-
sertiveness training, dream therapy, recreational therapy, stress management, or 
other supportive therapies. 

 
(48) Charges are excluded for hypnosis. 
 
(49) Charges are excluded for orthognathic surgery. 
 
(50) Charges are excluded for massage therapy or rolfing. 
 
(51) Charges are excluded for biofeedback, unless approved by the UNH Counseling 

Center. 
 
(52) Charges are excluded for growth hormones, unless pre-authorized by Care Man-

agement Services (CMS). 
 
(53) Charges are excluded for services or supplies rendered by a homeopathic Provid-

er/Practitioner or other health care Provider/Practitioner not specifically listed in 
the definition of Provider(s)/Practitioner(s). 

 
(54) Charges are excluded for services or supplies related to participation in intercolle-

giate sports.  This exclusion does not include intramural or club sports. 
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(55) Charges are excluded for services incurred outside the United States if the Cov-
ered Person traveled to such location for the primary purpose of obtaining medical 
services, drugs, or supplies.  Charges are excluded for services incurred by an in-
ternational Student for medical services in his or her home country. 

 
(56) Charges are excluded for expenses for services and/or supplies in excess of SHBP 

limits or benefit maximums.   
 
(57) Charges are excluded for services incurred for or related to smoking cessation 

programs and/or related program supplies. 
 
B. Pre-existing Condition Limitation 
 

Unqualified Late Enrollees (as defined under Section IV, Subsection C, of this Plan 
Document entitled SHBP Eligibility) are subject to the following limitations. 
 

(1) Pre-existing Condition 
 

(a)  A Pre-existing Condition is any medical condition, regardless of the 
cause of the condition, for which medical advice, diagnosis, care, or 
treatment was recommended by or received from a Provider/Prac-
titioner in the six (6) month period immediately preceding the Covered 
Person’s Effective Date under this SHBP.  However, pregnancy does not 
constitute a Pre-existing Condition for the purpose of this Section IX 
(B). 

 
(b)  A condition will cease to be a Pre-existing Condition when a Covered 

Person has been enrolled, beginning with his/her Effective Date under 
the SHBP, for a period of six (6) consecutive months, subject to Para-
graph (e) below. 

 
(c)  Notwithstanding any other provision in this SHBP, the restriction in Pa-

ragraph (b) above shall not apply to a newborn child, an adopted child 
under age 18, or a child under age 18 who has been placed for adoption 
with a Covered Person if that child becomes covered under this SHBP; 
any other group health plan; or any other Creditable Coverage within 30 
days of birth, adoption, or placement for adoption, unless the child has a 
Significant Break in Coverage. 

 
(d) The exclusion of benefits for a Pre-existing Condition described in Pa-

ragraph (a) above shall not apply to a Covered Person who has resumed 
active participation in the SHBP immediately following a period of duty 
in the Uniformed Service, except with respect to a condition incurred by 
the Covered Person, or a condition that was aggravated, while the Cov-
ered Person was absent on duty in the Uniformed Service. 

 
(e)  Notwithstanding any other provision in this SHBP, any period during 

which benefits for a Pre-existing Condition described in Paragraph (a) 



MEDICAL BENEFIT EXCLUSIONS Section IX 

47 of 80 

above otherwise would be excluded shall be reduced by the length of a 
Covered Person’s Creditable Coverage, which is calculated by deter-
mining all days during which the Covered Person had one or more types 
of Creditable Coverage, without regard to specific benefits included in 
the coverage.  However, the days of Creditable Coverage that occurred 
before a Significant Break in Coverage shall not be counted for the pur-
pose of reducing any period of exclusion. 

 
(2) Proof of Creditable Coverage 
 

A Covered Person may prove Creditable Coverage by either of two me-
thods. 
 
(a) First, by presenting a written Certificate of Coverage from the source or 

entity that provided the coverage showing: 

 the date the Certificate was issued; 
 the name of the group health plan that provided the coverage; 
 the name of the Covered Person to whom the Certificate applies; 
 the name, address, and telephone number of the plan administrator 

or issuer providing the Certificate; 
 a telephone number for further information (if different); 
 either (1) a statement that the Covered Person has at least six (6) 

months of Creditable Coverage, not counting days of coverage be-
fore a Significant Break in Coverage, or (2) the date any waiting 
period (and affiliation period, if applicable) began and the date 
Creditable Coverage began; and 

 the date Creditable Coverage ended, unless the Certificate indi-
cates that coverage is continuing as of the date of the Certificate.  

 
 (b) Second, if the Covered Person for any reason is unable to obtain a Cer-

tificate from another plan, he/she may demonstrate Creditable Cover-
age by other evidence, including but not limited to, documents, records, 
third-party statements, or telephone calls by the SHBP to a third-party 
provider of medical services. 

 
 (3) Notice of Pre-existing Condition Exclusion 
 

(a) If, within a reasonable time after receiving the information about Cre-
ditable Coverage described in Paragraph (2) above, this SHBP deter-
mines that an exclusion for Pre-existing Conditions applies, it will noti-
fy the Covered Person of that conclusion and will specify the source of 
any information on which it relied in reaching the determination.  Such 
notification also will explain the SHBP’s appeals procedures and give 
the Covered Person a reasonable opportunity to present additional evi-
dence. 
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(b) If the SHBP later determines that a Covered Person did not have the 
claimed Creditable Coverage, the SHBP may modify its initial deter-
mination to the contrary.  In that case, the Covered Person will be noti-
fied of the reconsideration; however, until a final determination is 
reached, the SHBP will act in accordance with its initial determination 
in favor of the Covered Person for the purpose of approving medical 
services. 

 
(c) The SHBP will assist in obtaining a Certificate from any prior plan or 

issuer, if necessary. 
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A. Maximum Benefits under All Plans 
 

If any Covered Person covered under the SHBP is also covered under one or more Oth-
er Plan(s), and the sum of the benefits payable under all the plans exceeds the Covered 
Person’s eligible charges during any claim determination period, then the benefits pay-
able under all the plans involved will not exceed the eligible charges for such period as 
determined under the SHBP.  Benefits payable under another plan are included, whether 
or not a claim has been made.  For these purposes,  

 
(1) claim determination period means a calendar year; and  
 
(2) eligible charge means any necessary, reasonable, and customary item of 

which at least a portion is covered under the SHBP, but does not include 
charges specifically excluded from benefits under the SHBP that may also be 
eligible under any Other Plans covering the Covered Person for whom the 
claim is made. 

 
B. Other Plan 
 

Other Plan means the following plans providing benefits or services for medical and 
dental care or treatment: 

 
(1) group insurance or any other arrangement for coverage for Covered Persons 

in a group, whether on an insured or uninsured basis;  
 
(2) Blue Cross, Blue Shield, or any other prepayment coverage, including health 

maintenance organizations (HMOs), Medicare, or Medicaid; or 
 
(3) no-fault automobile insurance.  (For purposes of the SHBP, in states with 

compulsory no-fault automobile insurance laws, each Covered Person will 
be deemed to have full no-fault coverage to the maximum available in that 
state.  The SHBP will coordinate benefits with no-fault coverage as defined 
in the state of residence, whether or not the Covered Person is in compliance 
with the law, or whether or not the maximum coverage is carried.) 

C. Determining Order of Payment 
 

If a Covered Person is covered under two or more plans, the order in which benefits 
will be determined is as follows. 
 

(1) The plan covering the Covered Person as a subscriber pays benefits first.  
The plan covering the Covered Person as an Eligible Dependent pays bene-
fits second. 

 
(2) If no plan is determined to have primary benefit payment responsibility under 

(1) above, then the plan that has covered the Covered Person for the longest 
period has the primary responsibility. 
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(3) A plan that has no Coordination of Benefits provision will be deemed to have 

primary benefit payment responsibility. 
 
(4) The plan covering the parent of the Eligible Dependent child pays first if the 

parent’s birthday (month and day of birth, not year) falls earlier in the calen-
dar year.  The plan covering the parent of an Eligible Dependent child pays 
second if the parent’s birthday falls later in the calendar year. 

 
(5) In the event that the parents of the Eligible Dependent child are divorced or 

separated, the following order of benefit determination applies: 
 
(a) the plan covering the parent with custody pays benefits first; 
 
(b) if the parent with custody has not remarried, then the plan covering the 

parent without custody pays benefits second; 
 
(c) if the parent with custody has remarried, then the plan covering the 

step-parent pays benefits second, and the plan covering the parent with-
out custody pays benefits third; and 

 
(d) if a divorce decree or other order of a court of competent jurisdiction 

places the financial responsibility for the child’s health care expenses 
on one of the parents, then the plan covering that parent pays benefits 
first. 

 
D. Facilitation of Coordination 
 

For the purpose of Coordination of Benefits, the Claims Administrator: 
 

(1) may release to, or obtain from, any other insurance company or other organi-
zation or individual any claim information, and any Covered Person claiming 
benefits under the SHBP must furnish any information that the Plan Admin-
istrator may require;  

 
(2) may recover on behalf of the SHBP any benefit overpayment from any other 

individual, insurance company, or organization; and 
 
(3) has the right to pay to any other organization an amount it will determine to 

be warranted, if payments that should have been made by the SHBP have 
been made by such organization. 
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A. Allocation of Authority 
 

The Plan Administrator will control and manage the operation and administration of the 
SHBP. The Plan Administrator shall have the sole and exclusive right and discretion: 

 
(1) to interpret the SHBP, the Plan Document, and any other writings affecting 

the establishment or operation of the SHBP, both as to legal import and as to 
the application of the provisions of any such documents to the facts of a par-
ticular claim for benefits, and to decide all matters arising under the SHBP, 
including the right to remedy possible ambiguities, inconsistencies, or omis-
sions; and 

 
(2) to make factual findings and decide conclusively all questions regarding any 

claim for benefits made under the SHBP. 
 

All determinations of the Plan Administrator with respect to any matter relating to the 
administration of the SHBP will be conclusive and binding on all persons. 

 
B. Powers and Duties of Plan Administrator 
 

The Plan Administrator will have the following powers and duties: 
 

(1) to require any person to furnish such reasonable information as the Plan Ad-
ministrator may request for the proper administration of the SHBP as a con-
dition to receiving any benefits under the SHBP;  

 
(2) to make and enforce such rules and regulations and prescribe the use of such 

forms as the Plan Administrator will deem necessary for the efficient admin-
istration of the SHBP;  

 
(3) to decide on questions concerning the SHBP, or the eligibility of any person 

to participate in the SHBP, in accordance with the provisions of the SHBP;  
 

(4) to determine the amount of benefits that will be payable to any person in ac-
cordance with the provisions of the SHBP; 

 
(5) to inform Covered Person(s), as appropriate, of the amount of such benefits 

payable in accordance with the provisions of the SHBP; 
 
(6) to provide a full and fair review to any Covered Person whose claim for ben-

efits under the SHBP has been denied in whole or in part; 
 

(7) to designate other persons to carry out any duty or power that would other-
wise be a fiduciary or clerical responsibility of the Plan Administrator under 
the terms of the SHBP; 
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(8) to retain such actuaries, accountants, consultants, third-party administration 
services, legal counsel, or other specialists, as the Plan Administrator may 
deem appropriate and necessary for the SHBP’s effective administration; and 

 
(9) to perform any other functions or actions that would commonly be within the 

purview of a similarly situated administrator for a student health insur-
ance/benefits plan. 

 
C. Delegation by the Plan Administrator 
 

The Plan Administrator may employ the services of such persons (including an insur-
ance company or third party administrator) as it may deem necessary or desirable in 
connection with the administration of claims or other operations of the SHBP.  
 
The Plan Administrator also will have the power and duty to retain the services of one 
or more health care professionals, for the purpose of reviewing benefit claims that are 
under appeal for reasons based on medical judgment, such as Medical Necessity or Ex-
perimental treatments. 
 
The Plan Administrator (and any person to whom any duty or power in connection with 
the operation of the SHBP is delegated) may rely upon all tables, valuations, certifi-
cates, reports, and opinions furnished by any duly-appointed actuary, accountant, con-
sultant, third-party administration service, legal counsel, or other specialist, and the Plan 
Administrator or such delegate will be fully protected in respect to any action taken or 
permitted in good faith in reliance upon such table, valuations, certificates, etc. 

 
D. Payment of Administrative Expenses 
 

All reasonable costs incurred in the administration of the SHBP including, but not li-
mited to, administrative fees and expenses owed to any third-party administrative ser-
vice, actuary, consultant, accountant, specialist, or other person or organization that 
may be employed by the Plan Administrator in connection with the administration the-
reof, will be paid by the Plan Sponsor unless the Plan Administrator directs the SHBP 
to pay such expenses and such payment by the SHBP is permitted by law. 

 
E. Fiduciary Liability 

 
To the extent permitted by law, neither the Plan Administrator nor any other person will 
incur any liability for any acts or failure to act.   
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A. Termination Events 
 

The coverage of any Covered Person shall automatically cease immediately upon the 
earliest day indicated below: 

 
(1) on the day in which the Covered Person ceases to be in a class of eligible 

Students or Eligible Dependents (except in the case of a student who is with-
draws from the University of New Hampshire after the date in a coverage period 
when no portion of the student’s tuition/fee billing is refunded by the University – 
see Section VI A);  

 
(2) on the day in which the Plan Administrator terminates the Covered Person’s 

coverage;  
 
(3) on the day the SHBP terminates;  
 
(4) on the day in which the Covered Person dies; 
 
(5) on the day in which the Covered Person enters service in the Uniformed Ser-

vices on an active-duty basis; 
 

(6) on the day an international student withdraws from UNH or the day an inter-
national student receives an approved medical withdrawal from UNH and 
leaves the United States; or 

 
(7) at the end of the Plan Year for a spouse who is divorced from a Covered Stu-

dent during the Plan Year.   
 
The coverage of an Eligible Dependent who has attained the maximum age limit shall 
not terminate if such Eligible Dependent is permanently and Totally Disabled (as de-
fined in Internal Revenue Code section 22(e) (B) and in Section XVII of this Plan Doc-
ument, entitled Definitions), at any time during the calendar year in which the taxable 
year of the Covered Student begins.  Written proof of such Eligible Dependent’s per-
manent and Total Disability must be submitted on an annual basis to the Plan Adminis-
trator, and the Plan Administrator reserves the right to require, at its expense, an inde-
pendent medical, psychiatric, or psychological evaluation or examination in connection 
with any such annual review of such Eligible Dependent’s disability status.  
 

B. Certificate of Creditable Coverage 
 

As mandated by the Health Insurance Portability and Accountability Act of 1996  
(HIPAA), the SHBP will provide a Certificate of Coverage to any Covered Person after 
the Covered Student loses coverage under the SHBP.  In addition, a Certificate will be 
provided upon request, if the request is made within twenty-four (24) months after the 
Covered Student loses coverage under the SHBP.  In that case, the Certificate will be 
provided at the earliest time that the SHBP, acting in a reasonable and prompt fashion, 
can furnish said Certificate. 
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The SHBP will make reasonable efforts to locate and provide Certificates of Coverage 
with respect to Eligible Dependents.  However, although the SHBP will make reasona-
ble efforts to collect information applicable to any Eligible Dependents of the Covered 
Student and to include that information on the Certificate, the SHBP will not issue an 
automatic Certificate for Eligible Dependents until the SHBP has reason to know that 
an Eligible Dependent has lost coverage under the SHBP.  
 

C. Medical Leave of Absence 
 

Any full-time Student enrolled in the SHBP who, as a result of an Injury or Illness, is 
Totally Disabled, will be eligible to continue coverage under the SHBP for him-
self/herself (and for his/her Eligible Dependents who are enrolled in the SHBP at the 
time the medical leave commences) subject to the payment of the necessary contribu-
tions required under the SHBP.  Certification of the medical leave of absence must be 
made by the Student’s Provider/Practitioner and such certification must be presented to 
and approved by the Plan Administrator.  The Medical Leave of Absence cannot extend 
beyond a period of twelve (12) months for the purposes of eligibility under the SHBP.  
Refer also to Termination Events for international students who leave the United States. 
 
For the purpose of this Medical Leave of Absence provision, full-time Student status is 
defined by the Registrar for the University of New Hampshire for each class of Stu-
dents. 

  
D. Continuation of Coverage 
 

Except as provided in Section C, Medical Leave of Absence, the SHBP does not offer 
Continuation of Coverage in the event a Covered Person loses coverage under the 
SHBP.  The SHBP is not subject to the Consolidated Omnibus Budget Reconciliation 
Act of 1985 (COBRA), as amended. 

  



HIPAA Section XIII 

 

55 of 80 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) affords protection 
to patients from unwarranted disclosure of private medical information by specifying those 
situations in which, and those persons to whom, personal information may be disclosed.   
 
A. Permitted Disclosures 
 

There are three circumstances under which the SHBP may disclose an individual’s pro-
tected health information to the Plan Sponsor. 

 
(1) The SHBP may inform the Plan Sponsor whether an individual is enrolled in 

the SHBP. 
 
(2) The SHBP may disclose summary health information to the Plan Sponsor. 

The Plan Sponsor must limit its use of that information to obtaining quotes 
from insurers or modifying, amending, or terminating the SHBP. Summary 
health information is information that summarizes claims history, claims ex-
penses, and/or types of claims without identifying the individual. 

 
(3) The SHBP may disclose an individual’s protected health information to the 

Plan Sponsor for SHBP administrative purposes.  This is because the Plan 
Sponsor performs many of the administrative functions necessary for the 
management and operation of the SHBP.  The Plan Sponsor has certified to 
the SHBP that the SHBP’s terms have been amended to incorporate the terms 
of this summary.  The Plan Sponsor has agreed to abide by the terms of this 
summary.  The SHBP’s privacy notice also permits the SHBP to disclose an 
individual’s protected health information to the Plan Sponsor as described in 
this summary. 

 
B. Restrictions on Use and Disclosure 
 

The restrictions that apply to the Plan Sponsor’s use and disclosure of an individual’s 
protected health information are as follows. 

 
 (1) The Plan Sponsor will only use or disclose an individual’s protected health 

information for SHBP administrative purposes, as required by law, or as 
permitted under the HIPAA regulations.  See the SHBP’s privacy notice for 
more information about permitted uses and disclosures of protected health in-
formation under HIPAA. 

 
(2) If the Plan Sponsor discloses any of an individual’s protected health informa-

tion to any of its agents or subcontractors, the Plan Sponsor will require the 
agent or subcontractor to keep an individual’s protected health information  
confidential as required by the HIPAA regulations. 

 
(3) The Plan Sponsor will not use or disclose an individual’s protected health in-

formation for UNH admissions-related or employment-related actions or de-
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cisions or in connection with any other benefit or benefit plan of the Plan 
Sponsor unless permitted under HIPAA. 

 
(4) The Plan Sponsor will promptly report to the SHBP any use or disclosure of 

an individual’s protected health information that is inconsistent with the uses 
or disclosures allowed in this summary. 

 
(5) The Plan Sponsor will allow an individual or the SHBP to inspect and copy 

any protected health information about that individual who is in the Plan 
Sponsor’s custody and control.  The HIPAA Regulations set forth the rules 
that an individual and the SHBP must follow in this regard.  There are some 
exceptions to this provision allowed under federal regulations. 

 
(6) The Plan Sponsor will amend, or allow the SHBP to amend, any portion of 

an individual’s protected health information to the extent permitted or re-
quired under the HIPAA Regulations. 

 
(7) With respect to some types of disclosures, the Plan Sponsor will keep a dis-

closure log for a period of not less than six (6) years.  An individual has a 
right to see the disclosure log.  The Plan Sponsor does not have to maintain 
the log if disclosures are for certain SHBP-related purposes, such as payment 
of benefits or health care operations. 

 
(8) The Plan Sponsor will make its internal practices, books, and records relating 

to its use and disclosure of an individual’s protected health information 
available to the SHBP and to the U.S. Department of Health and Human Ser-
vices. 

 
(9) The Plan Sponsor will, if feasible, return or destroy all of an individual’s pro-

tected health information in the Plan Sponsor’s custody or control that the 
Plan Sponsor has received from the SHBP or from any business partner, 
agent, or subcontractor when the Plan Sponsor no longer needs an individu-
al’s protected health information to administer the SHBP.  If it is not feasible 
for the Plan Sponsor to return or destroy an individual’s protected health in-
formation, the Plan Sponsor will limit the use or disclosure of any protected 
health information that it cannot feasibly return or destroy to those purposes 
that make return or destruction of the information not feasible. 

 
C. Authorized Recipients of Protected Health Information 
 

The following classes of individuals or other workforce members under the control of 
the Plan Sponsor may be given access to an individual’s protected health information on 
a need-to-know basis, solely for the purposes set forth above: 

 
(1) Director of Finance and Administration, Health Services, UNH; 
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(2)  Chair of the Student Health Insurance Advisory Committee; 
(3)  Executive Director for Health Services, UNH; or 
(4)  Professional staff and/or clinicians or counselors of UNH Health Services 

and Counseling Center. 
 

This list includes every class of individuals or other workforce members under the con-
trol of the Plan Sponsor who may receive an individual’s protected health information.  
If any of these individuals or workforce members use or disclose an individual’s pro-
tected health information in violation of the rules that are set out in this summary, the 
responsible individual(s) or workforce member(s) will be subject to disciplinary action 
and sanctions.  If the Plan Sponsor becomes aware of any such violations, the Plan 
Sponsor will promptly report the violation to the SHBP and will cooperate with the 
SHBP to correct the violation, to impose appropriate sanctions, and to mitigate any 
harmful effects to the individual.  

 
D. Security Provisions 
 

The Plan Sponsor will receive or generate electronic protected health information.  The 
information may be identified to the individual in some cases.  In relation to such elec-
tronic protected health information, the Plan Sponsor certifies to the SHBP that it 
agrees: 

 
(1) to take appropriate and reasonable safeguards (administrative, physical, and 

technical) to protect the confidentiality, integrity, and availability of the in-
formation it creates, receives, maintains, or transmits; 

 
(2) to require that any agent or subcontractor of the Plan Sponsor agrees to the 

same requirements that apply to the Plan Sponsor under this provision; 
 
(3) to report to the SHBP any security incident of which the Plan Sponsor be-

comes aware; and 
 
(4) to apply reasonable and appropriate security measures to maintain adequate 

separation between the SHBP and Plan Sponsor. 
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A. Payment Condition   
 

(1) The SHBP may elect, but is not required, to conditionally advance payment of 
medical benefits in those situations where an Injury, Illness, disease, or disability 
is caused, in whole or in part, by, or results from, the acts or omissions of a third 
party, or the acts or omissions of a Covered Person (“SHBP Beneficiary”) where 
any insurance coverage, no-fault, uninsured motorist, underinsured motorist, med-
ical payment provision, or other insurance policies or funds (“Coverage”) is avail-
able.  

 
(2) A SHBP Beneficiary, his or her attorney, and/or legal guardian of a minor or inca-

pacitated individual agrees, by acceptance of the SHBP’s payment of medical ben-
efits, to maintain one hundred percent (100%) of the SHBP’s payment of benefits 
or the full extent of payment from any one or combination of first and third party 
sources in trust and without dissipation except for reimbursement to the SHBP or 
its assignee.  By accepting benefits under the SHBP, the SHBP Beneficiary recog-
nizes the property right or equitable interest of the SHBP in any cause of action 
the SHBP Beneficiary may have and the proceeds thereof.  

 
(3) In the event a SHBP Beneficiary settles, recovers, or is reimbursed by any third 

party or Coverage, the SHBP Beneficiary agrees to reimburse the SHBP for all 
benefits paid or that will be paid. The SHBP Beneficiary acknowledges that the 
SHBP has the first priority right of recovery and a first lien to the extent of bene-
fits provided by the SHBP.  If the SHBP Beneficiary fails to reimburse the SHBP 
for all benefits paid or to be paid out of any judgment or settlement received, the 
SHBP Beneficiary will be responsible for any and all expenses (fees and costs) 
employed with the SHBP’s attempt to recover such money from the SHBP Bene-
ficiary. 

 
B. Subrogation  

 
(1) As a condition to participating in and receiving benefits under this SHBP, the 

SHBP Beneficiary agrees to subrogate the SHBP to any and all claims, causes of 
action or rights that may arise against any person, corporation, and/or entity, and 
to any Coverage for which the SHBP Beneficiary claims an entitlement, regardless 
of how classified or characterized.  The SHBP Beneficiary agrees to reimburse the 
SHBP for any such benefits paid when judgment or settlement is made. 

 
(2) If the SHBP Beneficiary decides to pursue a third party or any Coverage available 

as a result of the said Injury or condition, the SHBP Beneficiary agrees to include 
the SHBP’s subrogation claim in that action.  If there is a failure to do so, the 
SHBP will be legally presumed to be included in such action.  

 
(3) The SHBP may, in its own name or in the name of the SHBP Beneficiary or their 

personal representative, commence a proceeding or pursue a claim against such 
other third party or Coverage for the recovery of all damages to the full extent of 
the value of any such benefits or payments advanced by the SHBP. 
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(4) The SHBP Beneficiary then authorizes the SHBP to pursue, sue, compromise, or 

settle any such claims in their name and agrees to cooperate fully with the SHBP 
in the prosecution of any such claims.*  This includes the failure of the SHBP Be-
neficiary to file a claim or pursue damages against:  

 
(a) the responsible party, their insurer, or any other source on behalf of that par-

ty; 
 
(b) any first party insurance through medical payment coverage, personal injury 

protection, no-fault coverage, or uninsured or underinsured motorist cover-
age;  

 
(c) any policy of insurance from any insurance company or guarantor of a third 

party;  
 
(d) any worker’s compensation or other liability insurance company; or  
 
(e) any other source, including but not limited to, crime victim restitution funds, 

any medical, disability, or other benefit payments, and school insurance cov-
erage. 

 
* The SHBP Beneficiary, his or her guardian, or the estate of a SHBP Beneficiary, 
assigns all rights to the SHBP or its assignee to pursue a claim and the recovery of 
all expenses from any sources listed above. 

 
C. Right of Reimbursement 
 

(1) The SHBP shall be entitled to recover 100% of the benefits paid, without deduc-
tion for attorneys’ fees and costs, or application of the common fund doctrine, the 
make whole doctrine, the Rimes Doctrine, or any other similar legal theory, and 
without regard to whether the SHBP Beneficiary is fully compensated by his/her 
net recovery from all sources.  The obligation exists regardless of how the judg-
ment or settlement is classified and whether or not the judgment or settlement spe-
cifically designates the recovery or a portion of it as including medical, disability, 
or other expenses.  If the SHBP Beneficiary’s recovery is less than the benefits 
paid, then the SHBP is entitled to be paid all of the recovery achieved. 

 
(2) The SHBP will not be responsible for any expenses, attorney fees, costs, or other 

monies incurred by the attorney for the SHBP Beneficiary or his/her beneficiaries, 
commonly known as the common fund doctrine.  No court costs, experts’ fees, at-
torneys’ fees, filing fees, or other costs or expenses of a litigious nature may be 
deducted from the SHBP’s recovery without the prior, expressed written consent 
of the SHBP.  
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(3) Furthermore, it is prohibited for the SHBP Beneficiary to settle a claim against a 
third party or any available coverage for certain elements of damages, but elimi-
nating damages relating to medical Expenses Incurred.  

 
(4) The SHBP’s right of subrogation and reimbursement will not be reduced or af-

fected as a result of any fault or claim on the part of the SHBP Beneficiary, 
whether under the doctrines of causation, comparative fault, or contributory negli-
gence, or any other similar doctrine in law.  Accordingly, any so-called “lien re-
duction statutes” which attempt to apply such laws and reduce a subrogating 
SHBP’s recovery for any reason, will not be applicable to the SHBP and will not 
reduce the SHBP’s subrogation recovery.  

 
(5) These rights of subrogation and reimbursement shall apply without regard to 

whether any separate written acknowledgment of these rights is required by the 
SHBP and signed by the SHBP Beneficiary.  

 
(6) This provision shall not limit any other remedies of the SHBP provided by law.  

These rights of subrogation and reimbursement shall apply without regard to the 
location of the event that led to or caused the applicable Illness, Injury, disease, or 
disability.  

 
D. Excess Insurance  
 

If at the time of Injury, Illness, disease, or disability there is available, or potentially 
available, based on information known or provided to the SHBP or to the SHBP Bene-
ficiary any other Coverage including, but not limited to, judgment at law or settlements, 
the benefits under this SHBP shall apply only as excess insurance over such other 
sources of indemnification.  The SHBP’s benefits shall be excess to:  

 
(1) the responsible party, their insurer, or any other source on behalf of that par-

ty;  
 
(2) any first party insurance through medical payment coverage, personal injury 

protection, no-fault insurance, or uninsured or underinsured motorist cover-
age;  

 
(3) any policy of insurance from any insurance company or guarantor of a third 

party;   
 
(4) any worker’s compensation or other liability insurance company; and 
 
(5) any other source including, but not limited to, crime victim restitution funds, 

any medical, disability, or other benefit payments, and school insurance cov-
erage. 
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E. Wrongful Death Claims 
 

In the event that the SHBP Beneficiary dies as a result of his or her Injuries and a 
wrongful death or survivor claim is asserted against a third party or any Coverage under 
the laws of any state, the SHBP’s subrogation and reimbursement rights still apply. 

 
F. Obligations 
 

(1) It is the SHBP Beneficiary’s obligation: 
 

(a) to cooperate with the SHBP, or any representatives of the SHBP, in pro-
tecting its rights of subrogation and reimbursement, including complet-
ing discovery, attending depositions, and/or attending or cooperating in 
a trial in order to preserve the SHBP’s subrogation rights;  

 
(b) to provide the SHBP with pertinent information regarding the Injury, 

including accident reports, settlement information, and any other re-
quested additional information;  

 
(c) to take such action and execute such documents as the SHBP may re-

quire to facilitate enforcement of its subrogation and reimbursement 
rights;  

 
(d) to do nothing to prejudice the SHBP’s rights of subrogation and reim-

bursement;  
 
(e) to promptly reimburse the SHBP when a recovery through settlement, 

judgment, award, or other payment is received;  
 
(f) to not settle, without the prior consent of the SHBP, any claim that the 

SHBP Beneficiary may have against any legally-responsible party or 
insurance carrier; and 

 
(g) to refrain from releasing any party, person, corporation, entity, insur-

ance company, or insurance policies or funds, that may be responsible 
for or obligated to the SHBP Beneficiary for the Injury or condition 
without obtaining the SHBP’s written approval.  

 
(2) Failure to comply with any of these requirements by the SHBP Beneficiary, 

his or her attorney or guardian may, at the SHBP’s discretion, result in a for-
feiture of payment by the SHBP of medical benefits, and any funds or pay-
ments due under this SHBP may be withheld to satisfy the SHBP Benefi-
ciary’s obligation.  If the SHBP Beneficiary fails to reimburse the SHBP for 
all benefits paid or to be paid, as a result of said Injury or condition, out of 
any judgment or settlement received, the SHBP Beneficiary will be responsi-
ble for any and all expenses (whether fees or costs) incurred with the SHBP’s 
attempt to recover such money from the SHBP Beneficiary. 
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G. Minor Status 
 

(1) In the event the SHBP Beneficiary is a minor, as that term is defined by ap-
plicable law, the minor’s parent(s) or court-appointed guardian shall coope-
rate in any and all actions requested by the SHBP to seek and obtain any re-
quisite court approval in order to bind the minor and his or her estate insofar 
as the subrogation and reimbursement provisions are concerned.  

 
(2) If the minor’s parent(s) or court-appointed guardian fail or refuse to take 

such action, the SHBP shall have no obligation to advance payment of medi-
cal benefits on behalf of the minor.  Any court costs or legal fees incurred 
with obtaining such approval shall be paid by the minor’s parent(s) or court-
appointed guardian. 

 
H. Language Interpretation 
 

The Plan Administrator retains sole, full, and final discretionary authority to construe 
and interpret the language of this provision, to determine all questions of fact and law 
arising under this provision, and to administer the SHBP’s subrogation and reimburse-
ment rights.  The Plan Administrator may amend the SHBP at anytime without prior no-
tice. 

 
I. Severability 
 

In the event that any section of this provision is considered invalid or illegal for any 
reason, said invalidity or illegality shall not affect the remaining sections of this provi-
sion and the SHBP.  The affected section shall be fully severable.  The SHBP shall be 
construed and enforced as if such invalid or illegal sections had never been inserted in 
the SHBP. 
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A. Amendment 
 

The Plan Administrator has the right to amend this SHBP in any and all respects at any 
time, and from time to time, without prior notice.  Any such amendment will be by a 
written instrument signed by a duly-authorized Officer of the Plan Sponsor.  The Plan 
Administrator will notify all Covered Persons of any amendment modifying the materi-
al terms of the SHBP as soon as is administratively feasible after its adoption. 

  
B. Termination of SHBP 
 

Regardless of any other provision of the SHBP, the Plan Sponsor reserves the right to 
terminate the SHBP at any time without prior notice.  Such termination will be evi-
denced by a written resolution of the Plan Sponsor. The Plan Administrator will provide 
notice of the SHBP’s termination as soon as is administratively feasible. 
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A. Plan Funding 
 

All benefits paid under the SHBP shall be paid in cash from the designated SHBP fund 
established and maintained by the Plan Sponsor.  No person shall have any right, title, 
or interest whatever in or to any investment reserves, accounts, or funds that UNH may 
purchase, establish, or accumulate to aid in providing benefits under the SHBP.  No 
person shall acquire any interest greater than that of an unsecured creditor. 

 
B. In General 
 

Any and all rights provided to any Covered Person under the SHBP shall be subject to 
the terms and conditions of the SHBP.  This Plan Document shall not constitute a con-
tract between the Plan Sponsor and any Covered Person nor shall it be consideration or 
an inducement for the initial or continued enrollment of any Student in the University of 
New Hampshire.  Likewise, maintenance of this SHBP shall not be construed to give 
any Covered Person the right to be retained as a Covered Person by the Plan Sponsor or 
the right to any benefits not specifically provided by the SHBP. 

 
C. Waiver and Estoppel 
 

No term, condition, or provision of the SHBP shall be deemed to be waived, and there 
shall be no estoppel against enforcing any provision of the SHBP, except through a 
writing of the party to be charged by the waiver or estoppel.  No such written waiver 
shall be deemed a continuing waiver unless explicitly made so, and it shall operate only 
with regard to the specific term or condition waived, and it shall not be deemed to 
waive such term or condition in the future, or as to any act other than as specifically 
waived.  No Covered Person or eligible beneficiary other than as named or described by 
class in the waiver shall be entitled to rely on the waiver for any purpose. 

 
D. Non-Vested Benefits 

 
Nothing in the SHBP shall be construed as creating any vested rights to benefits in fa-
vor of any Covered Person. 

 
E. Interests Not Transferable 
 

The interests of the Covered Student and their Eligible Dependents under the SHBP are 
not subject to the claim of their creditors and may not be voluntarily or involuntarily 
transferred, alienated, or encumbered without the written consent of the Plan Adminis-
trator. 

 
F. Severability 
 

If any provision of the SHBP shall be held invalid or illegal for any reason, any inva-
lidity or illegality shall not affect the remaining parts of the SHBP, but the SHBP shall 
be construed and enforced as if the invalid or illegal provision had never been inserted.  
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The Plan Sponsor shall have the privilege and opportunity to correct and remedy those 
questions of invalidity or illegality by amendment as provided in the SHBP. 

 
G. Headings 
 

All section headings in this Plan Document have been inserted for convenience only 
and shall not determine the meaning of the content thereof. 
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The following words and phrases will have the following meanings when used in the within 
this Plan Document, unless a different meaning is plainly required by the context. 
 
Accident/Accidental – means a sudden or unforeseen event which:  
 

(1) causes Injury to the physical structure of the body;  
 
(2) results from an external agent of trauma;  
 
(3) is definite as to time and place; and  
 
(4) may happen involuntarily and entail unforeseen consequences or may be the result 

of an intentional self-inflicted injury and entail foreseeable consequences.   
 
An Accident does not include harm resulting from a disease or sickness and will be de-
termined by the Claims Administrator. 

 
Alcoholism – means an alcohol-induced disorder which produces a state of psychological 

and/or physical dependence. 
 
Ambulatory Surgical Center – means a specialized facility: 
 

(1) where coverage of services performed at such a facility is mandated by law, and 
such facility has been licensed by the regulatory authority having responsibility for 
such licensing under the laws of the jurisdiction in which it is located; or  

 
(2) where coverage of services performed at such a facility is not mandated by law 

and meets all of the following requirements. 
 

(a) It is established, equipped, and operated in accordance with the applicable 
laws in the jurisdiction in which it is located primarily for the purpose of per-
forming surgical procedures.  

 
(b) It is operated under the supervision of a licensed Doctor of Medicine (M.D.) 

or Doctor of Osteopathy (D.O.) who is devoting full-time to such supervision 
and permits a surgical procedure to be performed only by a duly-qualified 
Provider/Practitioner who, at the time the procedure is performed, is privi-
leged to perform such procedure in at least one Hospital (as defined) in the 
area. 

 
(c) It requires in all cases (other than those requiring only local infiltration anes-

thetics) that a licensed anesthesiologist or licensed Practitioner/Provider 
qualified to administer anesthesia, administers the anesthetics and remains 
present throughout the surgical procedure. 

 
(d) It provides at least two operating rooms and at least one post-anesthesia re-

covery room; is equipped to perform diagnostic X-ray and laboratory exami-
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nations; and has trained personnel and necessary equipment and supplies 
available to handle foreseeable emergencies, such equipment and supplies 
including but not limited to, a defibrillator, a tracheotomy set, and a blood 
bank or other blood supply. 

 
(e) It provides the full-time services of one or more Registered Nurses (R.N.) for 

patient care in the operating rooms and in the post-anesthesia recovery room. 
 
(f) It maintains a written agreement with at least one Hospital in the area for 

immediate acceptance of patients who develop complications or require post-
operative or post-treatment confinement. 

 
(g) It maintains an adequate medical record for each patient, such record to con-

tain an admitting diagnosis, including, for all patients except those under-
going a procedure under local anesthesia, a pre-operative examination report, 
medical history, laboratory tests and/or X-rays, an operative report, and a 
discharge summary. 

 
Annual Open Enrollment Period – means the period of time at the beginning of each Plan 

Year under policies determined and published by the Plan Administrator, during which 
Students may elect to enroll in the SHBP.  Students first enrolling at UNH at periods 
other than the beginning of a Plan Year may also enroll in the SHBP under policies de-
termined and published by the Plan Administrator.  Students who waive enrollment in 
the SHBP cannot change their election for waiving SHBP coverage until the next An-
nual Open Enrollment Period.  Students who attain other health insurance that would 
qualify for waiving SHBP coverage may apply to withdraw from the SHBP at the end 
of any semester Coverage Period.   

 
Biologically-Based Mental Illness – means a mental or nervous condition that is caused by a 

biological disorder of the brain and results in a clinically-significant or psychological 
syndrome or pattern that substantially limits the functioning of the person with the Ill-
ness, including, but not limited to, psychotic disorders (including schizophrenia), schi-
zoaffective disorder, dissociative disorders, major depressive disorder, bipolar disorder, 
pervasive developmental disorders (autism, paranoia, panic disorder, obsessive-
compulsive disorder), mood disorders, anxiety disorders, personality disorders, paraphi-
lias disorders, attention deficit and disruptive behavior disorders, tic disorders, and eat-
ing disorders.   

 
Birthing Center – means a facility operated primarily for the purpose of providing treatment 

for obstetrical care for which it was duly incorporated as a Birthing Center and regis-
tered as a Birthing Center with the existing state.  The Birthing Center must also be li-
censed, if required by law. 

 
Certificate/Certificate of Coverage – means a written certification provided by any source 

that offers medical coverage, including the SHBP, for purposes of confirming the dura-
tion and type of a Covered Person’s Creditable Coverage.  
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Congenital Condition(s) – means a condition existing since birth, regardless of whether the 
condition is diagnosed or treated and whether the condition is inherited or caused by 
environmental factors.   

 
Coverage Period – means the various periods during which benefits provided under this Plan 

are available to a Covered Person. 
 
Covered Expense(s) – means the fee schedule amount for In-Network Provider(s)/Prac-

titioner(s) or the Reasonable and Customary Charge for Out-of-Network Provid-
er(s)/Practitioner(s) for services or supplies provided for Medically Necessary treat-
ment of an Illness or Injury.  Covered Expenses may be subject to copayments, the an-
nual Plan Year deductible, and/or coinsurance as are stated in Section V of this Plan 
Document entitled Schedule of Benefits. 

 
Covered Person – means a Student or Eligible Dependent enrolled in this SHBP. 
 
Covered Student – means any Student who enrolls in the SHBP and signs the enrollment ap-

plication form on behalf of himself or herself, and on behalf of any Eligible Depen-
dents, and pays the necessary contributions under the SHBP.  Covered Student also 
means those Students who are automatically enrolled in the SHBP and pay the neces-
sary contributions under the SHBP. 

 
Creditable Coverage – means coverage a Covered Person had under any of the following 

sources:  A group health plan, health insurance coverage, Medicare, Medicaid, medical 
and dental care for members and former members of the Uniformed Services, a medical 
care program of the Indian Health Service or a tribal organization, a state health benefits 
risk pool, certain other state-sponsored arrangements established primarily to provide 
medical benefits to persons who have difficulty in obtaining affordable coverage be-
cause of a medical condition, a health plan offered under the Federal Subscribers Health 
Benefits Program, a public health plan, or a health benefit plan under the Peace Corps 
Act.   

 
Custodial Care – means care which is designed essentially to assist the Covered Person, 

whether disabled or not, in meeting the activities of daily living, including services 
which constitute personal care such as help in walking and getting in or out of bed, as-
sistance in bathing, dressing, feeding, using the toilet, preparation of special diets, and 
supervision over medication which can normally be self-administered.  Such services 
and supplies are deemed to be Custodial Care whenever and wherever furnished, with-
out respect to the Provider/Practitioner by whom or by which they are prescribed, rec-
ommended, or performed.   

 
Day Treatment – means mental health or Substance Addiction/Abuse care on an individual or 

group basis for more than two (2) hours but less than twenty-four (24) hours per day in 
either a licensed Hospital, rural health center, community mental health center or Sub-
stance Addiction/Abuse treatment facility.  This type of care is also referred to as partial 
hospitalization. 
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Durham Area – means the geographic area in and around the UNH campus located at Dur-
ham, within a reasonable distance from the on-campus residence or off-campus but lo-
cal residence of the Covered Student. 

 
Effective Date – means either the first day of the Plan Year or the first date of any Coverage 

Period.  The Effective Date may be earlier than the first day of the Plan Year under cer-
tain circumstances established by UNH and published in this Plan Document or subse-
quent amendment.  For Qualified Late Enrollees and newly acquired dependents, the ef-
fective date will be the first date of the month for SHBP coverage, unless otherwise 
specified in this Plan Document.   

 
Effective Treatment of Alcoholism/Substance Addiction/Abuse – is a program of Alcohol-

ism/ Substance Addiction/Abuse therapy that meets all of the following requirements. 
 

(1) It is prescribed and supervised by a qualified Provider/Practitioner. 
 
(2) The Provider/Practitioner certifies that a follow-up program has been established 

which includes therapy by a Provider/Practitioner, or group therapy under a Pro-
vider’s/Practitioner’s direction at least once per month. 

 
(3) It includes attendance at least twice a month at meetings of organizations devoted 

to the therapeutic treatment of Alcoholism/Substance Addiction/Abuse. 
 

Treatment for maintenance care is not considered Effective Treatment.    Maintenance 
care consists of the providing of an environment without access to alcohol or drugs. 

 
Eligible Dependent(s) – means person(s) eligible for coverage under the SHBP as a depen-

dent of a Covered Student as defined in Section IV of this Plan Document, entitled 
SHBP Eligibility. 

 
Emergency/Emergency Care – means treatment in a Hospital, clinic, or Provider’s/Prac-

titioner’s office for any Injury or Illness that requires immediate medical intervention to 
prevent death or serious impairment of health.  Examples of Emergency Care situations 
include, but are not limited to, symptoms of heart attack and stroke, poisoning, loss of 
consciousness, loss of breath, shock, severe bleeding, or convulsions.  Emergency care 
does not include ambulance service to the facility where treatment is received (see Am-
bulance Services in Section V entitled Schedule of Benefits).  In addition, see Section 
VII entitled Preadmission/ Precertification. 

 
ERISA – means the Employee Retirement Income Security Act of 1974, as amended from 

time to time. 
 
Expenses Incurred – means an Expense Incurred at the time the service or supply to which it 

relates is provided. 
 
Experimental/Investigational – means a drug, device, medical treatment, new technology, 

procedure, or supply, which is not recognized as a Covered Expense as follows.   
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(1) The drug cannot be lawfully marketed without approval of the U.S. Food and 

Drug Administration and approval for marketing has not been given at the time the 
drug, device, treatment, new technology, procedure, or supply is furnished. 

 
(2) The drug, device, medical treatment, new technology, procedure, or supply, or the 

patient’s informed consent document utilized with the drug, device, treatment, 
new technology, procedure, or supply, was reviewed and approved by the treating 
facility’s institutional review board or other body serving a similar function, or if 
federal law requires such review or approval. 

 
(3) Reliable evidence shows that the drug, device, medical treatment, new technology, 

procedure, or supply is the subject of on-going Phase I or Phase II clinical trials; is 
the research, experimental study, or investigational arm of on-going Phase III clin-
ical trials; or is otherwise under study to determine its maximum tolerated dose, 
toxicity, safety, or efficacy as compared with a standard means of treatment or di-
agnosis. 

 
(4) Reliable evidence shows that the prevailing opinion among experts regarding the 

drug, device, medical treatment, new technology, procedure, or supply is that fur-
ther studies or clinical trials are necessary to determine maximum tolerated dose, 
toxicity, safety, or efficacy as compared with a standard means of treatment or di-
agnosis.  

 
Reliable evidence means only published reports and articles in the authoritative medical 
and scientific literature; the written protocol or protocols used by the treating facility or 
the protocol(s) of another facility studying substantially the same drug, device, medical 
treatment, new technology, procedure, or supply; or the written informed consent used 
by the treating facility or by another facility studying substantially the same drug, de-
vice, medical treatment, new technology, procedure, or supply. 
 

Freestanding Health Clinic – means a private facility other than a private office of a Provid-
er/Practitioner, which is operated primarily for the purpose of providing the treatment 
of Illness or minor Injuries of patients who are treated with or without an appointment 
for which it is duly licensed. 

 
Home Health/Hospice – means care provided by a Home Health Care/Hospice Care Agency 

under an approved Home Health Plan/Hospice Plan of Care.  Home Health/Hospice al-
so means a licensed Home Health Care/Hospice Care Agency or Inpatient Hospice Fa-
cility that meets all of the requirements specified in this Plan Document. 

 
Home Health Care/Hospice Care Agency – means an agency or organization which fully 

meets each of the following requirements.  
 

(1) It is primarily engaged in and is duly licensed, if such licensing is required, by the 
appropriate licensing authority to provide Skilled Nursing services and other the-
rapeutic services. 
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(2) It has policies established by a professional group employed with the agency or 

organization.  The professional group must include at least one Provider/ Practi-
tioner and at least one Registered Nurse (R.N.) to govern the services provided 
and it must provide for full-time supervision of such services by a Provid-
er/Practitioner or Registered Nurse. 

 
(3) It maintains a complete medical record on each patient. 
 
(4) It has an administrator. 

 
Home Health Plan/Hospice Plan of Care – means a prearranged, written outline of care that 

will be provided for the palliation and management of a person’s terminal Illness or 
Home Health care services. 

 
Hospital – means any institution which meets in full all of the following requirements. 
 

(1) It must furnish day and night lodging. 
 
(2) It must be primarily engaged in providing, for compensation from its patients on 

an inpatient basis, diagnostic and therapeutic facilities for surgical and medical di-
agnosis, and treatment and care of injured and sick persons by or under the super-
vision of physicians who are legally licensed to practice medicine. 

 
(3) It must regularly and continuously provide day and night nursing service by or un-

der the supervision of a Provider/Practitioner. 
 
(4) It must not be, other than incidentally, a place for the aged or a nursing or conva-

lescent home. 
 
(5) It must be operated in accordance with the laws of the jurisdiction in which it is 

located pertaining to institutions identified as Hospitals. 
 

The term Hospital includes an institution specializing in the care and treatment for re-
habilitation and mental or emotional Illness, disorder, or disturbance, which would 
qualify under this definition as a Hospital.  The term Hospital also includes a residential 
treatment facility specializing in the care and treatment of Alcoholism, drug addiction, 
or chemical dependency, provided such facility is duly licensed, if licensing is required 
by law in the jurisdiction where it is located, or otherwise lawfully operated if such li-
censing is not required. 
 
The term Hospital also includes a rehabilitation facility/Hospital which is licensed by 
the State, accredited by the Joint Commission on Accreditation of Health Care Organi-
zations, and accredited by the Commission of Accreditation of Rehabilitation Facilities. 

 
Illness(es) – means a sickness, bodily disorder, disease, or Mental or Nervous Disorder.  An 

Illness due to causes which are the same as or related to causes of a prior Illness, from 
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which there has not been complete recovery will be considered a continuation of such 
prior Illness.  The term Illness as used in this SHBP will include pregnancy, childbirth, 
miscarriage, termination of pregnancy, and any complications of pregnancy and related 
medical conditions.  

 
Incurred Date – means the date the service was performed or the supply was provided. 
 
Infertility – means the condition of a presumably healthy individual who is unable to con-

ceive or produce conception during a one-year period. 
 
Injury(ies) – means an Accidental bodily harm, damage, or trauma, which results indepen-

dently of an Illness, and which will include all Injuries resulting from an Accident and 
all complications arising from such Injuries or Accidents. 

 
In-Network Provider(s)/Practitioner(s) – means an individual Provider/Practitioner, an or-

ganization of Provider(s)/Practitioner(s), Hospitals and other health care Provid-
er(s)/Practitioner(s) that have agreed to participate in the Preferred Provider Networks 
offered under the SHBP.  The level of coverage for benefits within the network is gen-
erally greater than the level of coverage for benefits outside the network. 

 
Inpatient Hospice Facility – means an establishment which may or may not be part of a 

Hospital and which meets all of these requirements. 
 

(1) It complies with licensing and other legal requirements in the jurisdiction where it 
is located. 

 
(2) It is mainly engaged in providing inpatient palliative care for the terminally-ill on 

a 24-hour basis under the supervision of a Provider/Practitioner or by a Regis-
tered Nurse if the care is not supervised by a Provider/Practitioner available on a 
prearranged basis. 

 
(3) It provides pre-death and bereavement counseling. 
 
(4) It maintains clinical records on all terminally-ill persons. 
 
(5) It is not mainly a place for the aged or a nursing or convalescent home.  

 
Inpatient Hospice Facility also will include a hospice facility approved for a payment of 
Medicare hospice benefits. 

 
Intensive Care Unit – means an accommodation of part of a Hospital, other than a post-

operative recovery room, which, in addition to providing room and board: 
 

(1) is established by the Hospital for a formal intensive care program; 
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(2) is exclusively reserved for critically-ill patients requiring constant audio-visual ob-
servation prescribed by a Provider/Practitioner and performed by a Provid-
er/Practitioner or by a specially-trained Registered Nurse; and  

 
(3) provides all necessary life-saving equipment, drugs, and supplies in the immediate 

vicinity on a standby basis. 
 
Involuntarily Lose/Loss – means, as this term is used for the purposes of administering 
the provisions for Qualified Late Enrollees) the Involuntary Loss of a group health insurance 
program for any reasons other than (a) non-payment of premium or (b) loss of health insur-
ance because of withdrawal from the University of New Hampshire and with corresponding 
loss of eligibility status used to qualify for a parent’s group health insurance plan.  The Uni-
versity reserves the right to exclude from this definition losses of group health insurance cov-
erage which the student could have reasonably been expected to avoid. 
  
Medical Necessity/Medically Necessary – means a service or supply only when it meets all 

of the following requirements. 
 

(1) It must be legal. 
 
(2) It must be ordered by a Provider/Practitioner. 
 
(3) It must be safe and effective in treating the condition for which it is ordered. 
 
(4) It must be part of a course of treatment which is generally accepted by the Ameri-

can medical community.  That community includes all of the branches, profes-
sional societies, and governmental agencies therein. 

 
(5) It must be of the proper quantity, frequency, and duration for treatment of the con-

dition for which it is ordered. 
 
(6) It must not be redundant when it is combined with other services and supplies that 

are used to treat the condition for which it is ordered. 
 
(7) It must not be Experimental or Investigational. 
 
(8) Its purpose must be to restore health and extend life. 

 
This determination may include the consideration of the findings and assessments of the 
following entities: 

 
 the Office of Medical Application of Research of the National Institute of Health, 

the Office of Technology Assessment of the United States Congress or any similar 
entities; 

 
 national medical associations, societies, and organizations; 
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 the Federal Drug Administration; and/or 
 
 the Plan Administrator’s own medical and legal counsel and advisors. 

 
Medicare – means Title XVIII of the Social Security Act of 1965, as amended.  Part A 

means Medicare’s hospital plan and Part B means the supplementary medical plan. 
 
Mental or Nervous Disorder – means manic depression, neurosis, psychoneurosis, psycho-

pathy, psychosis, or mental or emotional disease or disorder of any kind. 
   
Morbid Obesity – means a diagnosed condition in which the body weight exceeds the medi-

cally recommended weight by either 100 pounds or is twice the medically recommend-
ed weight for a person of the same height, age, and mobility as the Covered Person. 

 
Out-Of-Network Provider(s)/Practitioner(s) – means an individual Provider/Practitioner, an 

organization of Provider(s)/Practitioner(s), and other health care Provid-
ers/Practitioners that do not participate in the Preferred Provider Networks offered un-
der the SHBP.  The level of coverage for benefits outside of the network is generally 
less than the level of coverage for benefits within the network.   

 
Plan Year –  August 26, 2011, through August 23, 2012 
 
Preadmission Testing – means tests performed in a Hospital prior to confinement as an inpa-

tient resident, provided: 
 

(1) such tests are related to the performance of a scheduled surgery or a scheduled 
admission; 

 
(2) such tests have been ordered by a duly-qualified Provider/Practitioner after a 

condition requiring such surgery or treatment has been diagnosed and Hospital 
admission for such surgery or treatment has been requested by the Provid-
er/Practitioner and confirmed by the Hospital; and 

 
(3) the patient is subsequently admitted to the Hospital, or the confinement is can-

celed or postponed because there is a change in the condition, which precludes the 
surgery or the treatment. 

 
Provider(s)/Practitioner(s) – means an appropriately-licensed Doctor of Medicine (M.D.), 

Doctor of Dental Surgery (D.D.S.), Doctor of Dental Medicine (D.M.D.), Licensed 
Anesthesiologist, Doctor of Podiatry Medicine (D.P.M.), Doctor of Chiropractic (D.C.), 
Doctor of Optometry (O.D.), Certified Nurse Midwife (C.N.M.), Certified Registered 
Nurse Anesthetist (C.R.N.A.), Registered Physical Therapist (R.P.T.), Psychologist (Ph. 
D., Ed. D., Psy.D., MA), Registered Nurse (R.N.), Licensed Clinical Social Worker 
(L.C.S.W.), Master of Social Work (M.S.W.), Speech Therapist, Occupational Therap-
ist, Provider’s/Practitioner’s Assistant, Registered Respiratory Therapist, Nutritionist, 
Nurse Practitioner (A.R.N.P.), or Naturopath (N.D.). 
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Reasonable and Customary Charge – means both of the following relating to the determina-
tion of benefits for Out-of-Network Providers/Practitioners. 

 
(1) Reasonable – the amount which is determined to be Reasonable based on the 

complexity of treatment of a particular case and the prevailing fee for such treat-
ment in the geographic area where the service is provided (In unusual circums-
tances or cases with medical complications requiring additional time, skill, and 
experience in connection with a particular service or procedure, moderate varia-
tions from the prevailing fee may be permitted.); and 

 
(2) Customary – the amount which falls within the range of usual charges for a given 

service charged by most Provider(s)/Practitioner(s) with similar training and ex-
perience in a geographic area as determined by the Plan Administrator. 

 
Routine Nursery Care – means routine room and board or nursery charges, Provider’s/ 

Practitioner’s or surgeon’s charges, and any other related charges (including charges 
for circumcision) incurred while a newborn child is an inpatient in a Hospital, but cov-
erage under this provision will not be provided beyond the date the newborn child is 
first discharged from the Hospital. 

 
Significant Break in Coverage – means a period of sixty-three (63) consecutive days during 

all of which a Covered Person did not have any Creditable Coverage, but does not in-
clude waiting periods or affiliation periods. 

 
Skilled Nursing/Skilled Nursing Facility – means an institution or part thereof constituted 

and operated pursuant to law which:  
 

(1) provides, for compensation, room and board and 24-hour Skilled Nursing service 
under the full-time supervision of a Provider/Practitioner or a Registered Nurse.  
Full-time supervision means a Provider/Practitioner or Registered Nurse is regu-
larly on the premises at least 40 hours per week; 

 
(2) maintains a daily medical record for each patient; 
 
(3) has a written agreement of arrangement with a Provider/Practitioner to provide 

Emergency Care for its patients; 
 
(4) qualifies as an extended care facility under Medicare, as amended; and  
 
(5) has a written agreement with one or more Hospitals providing for the transfer of 

patients and medical information between the Hospital and the skilled or conva-
lescent nursing facility. 

 
In no event, however, will a convalescent or Skilled Nursing Facility be deemed to in-
clude an institution which is, other than incidentally, a place for rest, for the aged, for 
treatment of chemical dependency, for the blind or deaf, for the mentally ill, or for the 
mentally handicapped. 
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Student(s) – means persons who are students at UNH and are eligible for coverage under the 

SHBP as defined in Section IV of this Plan Document, entitled SHBP Eligibility. 
 
Substance Addiction/Abuse – means a substance-induced disorder, which produces a state of 

psychological and/or physical dependence. 
 
Total Disability or Totally Disabled – means the status of a Covered Student who, during any 

period when, as a result of Injury or Illness, is unable to attend class or complete other 
required school work.  A covered spouse will be considered Totally Disabled during 
any period when, as a result of an Injury or Illness, he or she is unable to engage in the 
typical activities of a person of same age and sex.  A covered unmarried child will be 
considered Totally Disabled if he or she meets the requirements for Total Disability as 
defined in Internal Revenue Code Section 22(e)(B). 

 
Uniformed Service – means the Armed Forces, the Army National Guard, and the Air Na-

tional Guard when engaged in active duty for training, inactive duty training, or full-
time National Guard duty; the commissioned corps of the Public Health Service; and 
any other category of persons designated by the President in the time of war or emer-
gency. 

 
Urgent Care Services – means care that is provided when an individual’s health is not in se-

rious danger, but that individual needs immediate medical attention for an unforeseen 
Illness or Injury.  Examples of Illnesses or Injuries in which Urgent Care might be 
needed are a broken or dislocated toe, a cut that needs stitches but is not actively bleed-
ing, or symptoms of a urinary tract infection.  

 
Well Child Care – means treatment that is in accordance with the standards and frequencies 

endorsed by the American Academy of Pediatrics.  Covered Medical Services include, 
but are not limited to, physical examinations, history, sensory screening, developmental 
screening, and appropriate immunizations. 
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A. Claims Procedures 
 
How a Covered Person files a claim for benefits depends on the type of claim.  There 
are several categories of benefits. 
 

(1) Concurrent Care Claim – A concurrent care claim is a claim for an extension 
of the duration or number of treatments provided through a previously-
approved benefit claim.  Where possible, this type of claim should be filed at 
least 24 hours before the expiration of any course of treatment for which an 
extension is being sought.   

 
(2) Pre-Service Care Claim – A pre-service care claim is a claim for a benefit 

under the SHBP with respect to which the terms of the SHBP require ap-
proval (usually referred to as Precertification) of the benefit in advance of 
obtaining medical care.  

 
(3) Post-Service Care Claim – A post-service care claim is a claim for a benefit 

under the SHBP that is not a pre-service claim.  
 
(4) Urgent Care Claim – An urgent care claim is a claim for medical care or 

treatment where a delay in deciding the claim:  
 

(a) could seriously jeopardize the life or health of the Covered Person or 
the ability of the Covered Person to regain maximum function; or  

 
(b) in the opinion of a Provider/Practitioner with knowledge of the Cov-

ered Person’s medical condition, would subject the Covered Person to 
severe pain that cannot be adequately managed without the care or 
treatment that is the subject of the claim. 

 
A Covered Person may file any claim for benefits, including ones for concurrent care, 
pre-service care, or post-service care, by himself or herself, by his or her authorized rep-
resentative, or by his or her health care service Provider/Practitioner.  Any of these 
types of claims must be filed using a written form supplied by the Claims Administrator 
and must be submitted via the U.S. Postal Service or commercial mail/parcel service 
(such as, but not limited to, UPS or FedEx), by hand delivery, electronically, or by fac-
simile. 
 
If a Covered Person’s claim involves urgent care, a Covered Person may initiate a 
claim for urgent care benefits himself or herself if he or she is able, or his or her treating 
Provider/Practitioner may file the claim for him or her.  The claim must be submitted 
via the U.S. Postal Service or commercial mail/parcel service (such as, but not limited 
to, UPS or FedEx), by hand delivery, electronically, or by facsimile. 
 
A Covered Person may file any claim himself or herself, or he or she may designate 
another person as his or her authorized representative by notifying the Claims Adminis-
trator in writing of his or her designation.  In that case, all subsequent notices will be 
provided to the Covered Person through his or her authorized representative and deci-
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sions concerning that claim will be provided through his or her authorized representa-
tive.  

 
The Claims Administrator provides forms for filing those claims and authorized repre-
sentative designations under the Plan that must be filed in writing.  A Covered Person 
must submit a claim for benefits within 12 months after the date of service.  The 
completed form (and all invoices pertaining to services received if applicable) must be 
sent to the Claims Administrator/Prescription Benefit Manager at the following address:  
 

Health Plans, Inc. 
PO Box 747 
Westborough, MA 01581-0747 
www.healthplansinc.com 

 
If an Out-of-Network Provider/Practitioner submits a claim on a Covered Person’s be-
half, the Covered Person will be responsible for the timeliness of the submission.  If the 
Covered Person does not provide this information to the Claims Administrator within 
12 months of the date of service, benefits for that health service will be denied or re-
duced, at the Plan Administrator’s discretion.  This time limit does not apply if the Cov-
ered Person is legally incapacitated.  If a Covered Person’s claim relates to an inpatient 
stay, the date of service is the date the Covered Person’s inpatient stay ends.  If a Cov-
ered Person provides written authorization to allow direct payment to Provid-
er(s)/Practitioner(s), all or a portion of any Covered Expenses due to a Provid-
er/Practitioner may be paid directly to the Provider/Practitioner instead of being paid 
to the Covered Person.  The SHBP will not reimburse third parties who have purchased 
or been assigned benefits by Provider(s)/Practitioner(s). 
 
The Plan Administrator has final authority to determine the amount of benefits that will 
be paid on any particular benefit claim.  The Plan Administrator has delegated the ad-
ministration of claims processing under the SHBP to the Claims Administrator.  In 
making benefit determinations, the Plan Administrator has the complete discretion and 
authority to make factual findings regarding a claim and to interpret the terms of the 
SHBP as they apply to the claims.  In any case, a Covered Person will receive only 
those benefits under the SHBP that the Plan Administrator, in its sole discretion, deter-
mines he or she is entitled to receive. 
 
If the Covered Person’s claim involves urgent care, the Covered Person or his or her 
authorized representative will be notified of the SHBP’s initial decision on the claim, 
whether adverse or not, as soon as is feasible, but in no event more than 72 hours after 
receiving the claim.  If the claim does not include sufficient information for the Claims 
Administrator to make an intelligent decision, a Covered Person or his or her represent-
ative will be notified within 24 hours after receipt of the claim of the need to provide 
additional information.  A Covered Person will have at least 48 hours to respond to this 
request.  The Claims Administrator then must inform him or her of its decision within 
48 hours of receiving the additional information. 
 
If a Covered Person’s claim is one involving concurrent care, the Claims Administrator 
will notify the Covered Person of its decision, whether adverse or not, within 24 hours 
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after receiving the claim.  The Covered Person will be given time to provide any addi-
tional information required to reach a decision. 
 
If the Covered Person’s claim is for a pre-service authorization, the Claims Administra-
tor will notify him or her of its initial determination, whether adverse or not, as soon as 
possible, but not more than 15 days from the date it receives the claim.  This 15-day pe-
riod may be extended by the Claims Administrator for an additional 15 days if the ex-
tension is required due to matters beyond the Claims Administrator’s control.  A Cov-
ered Person will have at least 45 days to provide any additional information requested 
of the Covered Person by the Claims Administrator. 
 
If the Covered Person has filed a post-service claim for reimbursement of medical care 
services that already have been rendered, the Covered Person will be notified of the 
Claims Administrator’s decision on the Covered Person’s claim only if it is denied in 
whole or in part.  This notification will be issued no more than 30 days after the Claims 
Administrator receives the claim.  The Claims Administrator may extend this 30-day 
period once for up to 15 days if the extension is required due to matters beyond the 
Claims Administrator’s control.  A Covered Person will have at least 45 days to provide 
any additional information requested of the Covered Person by the Claims Administra-
tor, if the need for the extension is due to the Claim Administrator’s need for additional 
information from the Covered Person or his or her health care Providers. 

 
B. Claims Appeals 
 

The Covered Person has 180 days after the receipt of a denial notice to request an ap-
peal.  His or her appeal must be in writing unless his or her claim involves urgent care, 
in which case the request may be made orally.  His or her written appeal must contain 
the following information (where applicable): 

 
(1) the patient’s name; 
 
(2) the patient’s member identification number (provided on their SHBP identi-

fication card); 
 
(3) sufficient information to reasonably identify the claim(s) being appealed, 

such as the date(s) of service, Provider’s/Practitioner’s name(s), proce-
dure(s) (if known), and claim number(s) (if available); and  

 
(4) a statement that the individual is filing an appeal.  The statement must in-

clude an explanation of the Covered Person’s rationale as to why the denial 
was inappropriate. 

 
The appeal must be sent to: 

 
Health Plans, Inc. 
PO Box 747 
Westborough, MA 01581-0747 
www.healthplansinc.com 
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In connection with his or her right to appeal the Claim Administrator’s initial determi-
nation regarding his or her claim, the Covered Person also: 
 

(1) may review pertinent documents and submit issues and comments in writing; 
 
(2) will be given the opportunity to submit written comments, documents, 

records, or any other matter relevant to his or her appeal; 
 
(3) will, at the Covered Person’s request and free of charge, have reasonable 

access to, and copies of, all documents, records, and other information rele-
vant to his or her appeal; 

 
(4) will be given a review that takes into account all comments, documents, 

records, and other information submitted by the Covered Person relating to 
the appeal regardless of whether such information was submitted or consi-
dered in the initial benefit determination; and 

 
(5) is entitled to have his or her appeal reviewed by a health care professional re-

tained by the SHBP, if the denial was based on a medical judgment.  This 
person may not have participated in the initial denial. 

 
The Claims Administrator must issue a review decision on the Covered Person’s appeal 
according to the following timetable: 

 
(1) urgent care claims – not later than 72 hours after receiving his or her request 

for an appeal; 
 
(2) pre-service claims – not later than 30 days after receiving his or her request 

for an appeal; or 
 
(3) post-service claims – not later than 60 days after receiving his or her request 

for an appeal.   
  


