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Amendment Letter

Submitted Date: 10/06/2010

Comments:

Based on my conversation with Rosalind Minor, I have updated the Schedule of Benefits to allow for an Out-of-Network

benefit for Transplant services. 

 

I have updated the Certificate of Coverage as follows:

 

Section 2.2 was changed in regards to transplant wording to allow for Out-of-Network. 

Transplant Covered Service on page 72 was modified for Out-of-Network.

 

Section 10.2.4 on page 92 was modified to change 24 hours to 72 hours.

Section 10.2.5.2 on page 96 was modified to remove 24 hours for Urgent Care.

Section 13.2 on page 102 was modified under "Prospective or Pre-Service Review" and "Concurrent Care Review" so

that item 1  had "(twenty-four (24) hours for Urgent Care)"  added as a varaible to each item 1.

 

No other changes were made to the Certificate of Coverage or other documents.  The hour changes were made based

on recent information provided by the Department of Labor.

Changed Items:

Form Schedule Item Changes:

Form Schedule Item Changes:

Form Form Form Action Form Previous Replaced Readability Attachments

Number Type Name Action Filing # Form # Score

Other

AR_PPOCO

CIND_09.23.

10_ CHL	

Certificate Certificate of

Coverage

Initial 41.300 AR IND Med

Certificate

Final

10062010.pdf

AR_SOBIND

09.23.2010_

CHL

Schedule

Pages

Schedule of

Benefits

Initial AR_SOBIND0

9_CHL

PPACA

10062010.pdf
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Schedule of Benefits 

This Schedule is part of Your COC but does not replace it.  Many words are defined 
elsewhere in the COC, and other limitations or exclusions may be listed in other sections of 
Your COC.  Reading this Schedule by itself could give You an inaccurate impression of the 
terms of Your Coverage.  This Schedule must be read with the rest of Your COC.  [This is a 
QHDHP.   Please see Section 2.11 for additional information regarding Your benefits.] 
Coinsurance amounts are a percentage of the Plan’s Out of Network Rate (ONR).  Prior 
Authorization may be required for some services.  Please refer to Your COC for further 
details or contact Member Services at the phone number listed in the “Schedule of Important 
Numbers and Addresses” section of Your COC or on the back of Your ID card. 
  

 
Member Responsibility In-Network Out-of-Network 
Annual Deductible 

Total amount a Member is required to 
pay each [calendar] [Contract] Year 
before he or she is eligible for certain 
Health Services.  The Annual 
Deductible need only be met once per 
Member per [calendar] [Contract] Year. 
 
[Pharmacy Services are included in the 
Deductible.] 
 
In some cases, In-Network Deductible 
will not  apply. 

Individual 
[$0-$15,000] 

 
[Family 

[$0-$45,000]] 
 

Individual 
[$0-$45,000] 

 
[Family 

[$0-$90,000]] 

Annual Out-of-Pocket Maximum 

[Copayments,] [Annual Deductible,] 
[and] [Coinsurance] apply to the Out-of-
Pocket Maximum 
 
[Pharmacy Services are included in the 
Annual Out-of-Pocket Maximum.] 
 

Individual 
[$0-$25,000] 

 
[Family 

[$0-$75,000]] 
 

Individual 
[$0-$50,000] 

 
[Family 

[$0-$150,000]] 

[Maximum Annual Benefit 

Combined total of all benefits each 
[calendar][Contract] Year. 
 

Individual 
[$10,000-unlimited] 

 
[Family 

[$10,000-unlimited]] 
 

Individual 
[$10,000-unlimited] 

 
[Family 

[$10,000-unlimited]]] 
 

Maximum Lifetime Benefit 

Combined total of all benefits. 

Unlimited Unlimited 

Physician Office - Preventive Care  $0 For Primary Care 
Services [$0-$250 Copay 
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[Preventative services for adults and 
children (PCP& Specialist) includes A 
and B Services recommended by the US 
Preventative Services Task Force.] 
Services include routine health 
assessment, well-child care, child health 
supervision services, childhood 
immunizations, hearing test, annual self-
referred gynecological examination, 
mammogram and pap smear. 
 
 [Maximum benefit is an In-Network 
and Out-of-Network combined limit.] 
 
 

per visit] [or] [then] [0-
50% [of ONR] 

Coinsurance [per visit]] 
[after Deductible] [4-

unlimited visits] 
For Specialty Care 

Services [$0-$250 Copay 
per visit] [or][then] [0-

50% [of ONR] 
Coinsurance [per visit]] 

[after Deductible] 

Physician Office – Medical Services 
Services include diagnosis, consultation 
and treatment, diagnostic tests and 
radiology services, immunizations and 
injections, surgery, allergy tests and 
treatment. 
 
 

For Primary Care 
Services [$0-$250 Copay 

per visit] [or][then[ [0-
50% Coinsurance [per 

visit]] [after Deductible] 
For Specialty Care 

Services [$0-$250 Copay 
per visit] [or][then[ [0-
50% Coinsurance [per 

visit]] [after Deductible] 

For Primary Care 
Services [$0-$250 Copay 
per visit] [or] [then] [0-

50% [of ONR] 
Coinsurance [per visit]] 
[after Deductible] For 

Specialty Care Services 
[$0-$250 Copay per visit] 

[or][then[ [0-50% [of 
ONR] Coinsurance [per 
visit]] [after Deductible] 

Chiropractic Office Visits 
Services include treatment that is 
Medically Necessary, clinically 
appropriate, and within the 
chiropractor’s scope of practice.  
 
[Visit limitation is an In-Network and 
Out-of-Network combined limit.] 
 
 

[$0-$250 Copay per visit] 
[or] [then] [0-50% 

Coinsurance [per visit]] 
[after Deductible] [10-

unlimited visits] 

[$0-$250 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
visit]] [after Deductible] 

[10-unlimited visits] 

Emergency Room Services 
Coverage is provided for worldwide 
Emergency Health Services as defined 
in section  [1.35] of the COC. 
 
 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 

Coinsurance [per visit]] 
([Copay; Coinsurance] 
waived if the patient is 

admitted) [after 
Deductible] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 
ONR] Coinsurance per 

visit] ([Copay; 
Coinsurance] waived if 
the patient is admitted) 

[after Deductible] 
Emergency Ambulance Services 
Coverage is provided for Emergencies 
as defined in Sections [1.35] and 6 of the 

[$0-$500 Copay per 
occurrence] [or] [then] [0-

50% Coinsurance [per 

[$0-$500 Copay per 
occurrence] [or] [then] [0-

50% [of ONR] 
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COC. [visit]] [after Deductible] Coinsurance [per visit]] 
[after Deductible] 

Urgent Care Services 
Urgent Care Services at Alternate 
Facilities both in and out of the Service 
Area are Covered. 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 

Coinsurance [per visit]] 
[after Deductible] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
visit]] [after Deductible] 

Outpatient Services and Diagnostic 
Procedures and Tests 
Coverage includes diagnostic procedures 
and tests, including but not limited to lab 
and radiology, not performed in the 
Physician’s office.  Certain procedures 
and tests are considered surgery, 
including but not limited to colonoscopy 
and endoscopy.  Refer to the Outpatient 
Surgery section. 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 

Coinsurance [per visit]] 
[after Deductible] [0-20% 

penalty for failure to 
precertify] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
visit]] [after Deductible] 

[0-20% penalty for failure 
to precertify] 

Outpatient Surgery   
Benefits are provided for Covered 
Services rendered at an outpatient 
Hospital and may include an overnight 
observation stay. Certain procedures and 
tests are considered surgery, including 
but not limited to colonoscopy and 
endoscopy. 

 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 

Coinsurance [per visit]] 
[up to a maximum of $0-

$2000] [per [calendar] 
[[Contract] Year] [after 

Deductible] [0-20% 
penalty for failure to 

precertify] 
 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
visit]] [up to a maximum 

of $0-$2000] [per 
[calendar][Contract] 

Year] [after Deductible] 
[0-20% penalty for failure 

to precertify] 

[Outpatient Surgery Freestanding 
Facility 
Benefits are provided for Covered 
Services rendered at a Freestanding 
surgery center. 
 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 

Coinsurance [per visit]] 
[up to a maximum of $0-

$2000] [per 
[calendar][Contract] 

Year] [after Deductible] 
[0-20% penalty for failure 

to precertify] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
visit]] [up to a maximum 

of $0-$2000] [[per 
[calendar][Contract] 

Year] [after Deductible] 
[0-20% penalty for failure 

to precertify]] 
[High Technology Diagnostic Services, 
Tests, and Procedures 
Including, but not limited to:  MRI, 
MRA, CT Scans, Thallium Scans, 
Nuclear Stress Tests, PET Scans, 
Echocardiograms, Ultrasounds 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 

Coinsurance [per visit]] 
[up to a maximum of $0-

$2000] [per 
[calendar][Contract] 

Year] [after Deductible] 
[0-20% penalty for failure 

to precertify] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
visit]] [up to a maximum 

of $0-$2000] [per 
[calendar][Contract] 

Year] [after Deductible] 
[0-20% penalty for failure 

to precertify]] 



YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN 
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES. 
 
AR_SOBIND09.23.2010_CHL  DOI Approved   
  xx/xx/xxxx 
           Page 4 of 6 

[Injectables 
Includes Injectable medications, allergy 
and therapeutic injections and 
chemotherapy. There may be more than 
one Copayment/Coinsurance charged by 
the same Provider on the same day.] 
 
 

[[$0-$500 Copay] [or] 
[then] [0-50% 

Coinsurance] [up to a 
maximum of $0-$500] 
per injection with the 

exception of 
immunizations [after 

Deductible]] 

[[$0-$500 Copay] 
[or] [then] [0-50% [of 

ONR] Coinsurance] [up 
to a maximum of $0-

$500] per injection with 
the exception of 

immunizations [after 
Deductible]] 

[Self-Injectable Medications 
Medications considered by the Plan to 
be Self-Injectable Medications are 
Covered only under a Pharmacy Rider, 
if purchased.] 

 
[Not Covered under the 

medical policy.] 

 
[Not Covered under the 

medical policy.] 

Inpatient Hospital Services 
Coverage is provided for Medically 
Necessary Physician and surgeon 
services, Semi-private room, operating 
rooms and related facilities, intensive 
and coronary care units, laboratory, x-
rays, radiology services and procedures, 
medications and biologicals, anesthesia, 
special duty nursing as prescribed, short-
term rehabilitation services, nursing 
care, meals and special diets. 

 [$0-$1000 Copay] 
[or][then] [0-50% 
Coinsurance] [per 

admission; per day] [up to 
a maximum of $0-$2000] 
[per [calendar][Contract] 
Year] [after Deductible] 
[$0-$1000 penalty for 
failure to precertify] 

[$0-$1000 Copay] 
[or][then] [0-50% [of 

ONR] Coinsurance] [per 
admission; per day] [up to 
a maximum of $0-$2000] 
[per [calendar] [Contract] 
Year] [after Deductible] 
[$0-$1000 penalty for 
failure to precertify] 

Transplant Services 
Services and supplies for certain 
transplants are Covered.   [Please see 
Your COC for further details.] 
 
Donor screening testing is limited to 
four (4) donors. This is a combined 
In-Network and Out-of-Network 
limit. 
 

 [$0-$1000 Copay] 
[or][then] [0-50% 
Coinsurance] [per 

admission; per day] [up to 
a maximum of $0-$2000] 
[per [calendar] [Contract] 
Year] [after Deductible] 
[$0-$1000 penalty for 
failure to precertify] 

[$0-$1000 Copay] 
[or][then] [0-50% 
Coinsurance] [per 

admission; per day] [up to 
a maximum of $0-$2000] 
[per [calendar] [Contract] 
Year] [after Deductible] 
[$0-$1000 penalty for 
failure to precertify] 

Skilled Nursing Facility 
[Coverage is provided when approved 
by the Plan.] 

[Coverage is provided in lieu of an 
inpatient Hospital admission when 
approved by the Plan.] 

[Coverage is provided on a Semi-private 
basis.] 

 

[$0-$1000 Copay] 
[or][then] [0-50% 
Coinsurance] [per 

admission; per day] [up to 
a maximum of $0-$2000] 
[per [calendar] [Contract] 
Year] Limited to [0-150] 

days per [[calendar] 
[Contract] Year] [after 
Deductible] [$0-$1000 
penalty for failure to 

[$0-$1000 Copay] 
[or][then] [0-50% [of 

ONR] Coinsurance] [per 
admission; per day] [up to 
a maximum of $0-$2000] 
[per [calendar] [Contract] 
Year] Limited to [0-150] 

days per  [[calendar] 
[Contract] Year] [after 
Deductible] [$0-$1000 
penalty for failure to 
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[Maximum benefit is an In-Network and 
Out-of-Network combined limit.] 

precertify] precertify] 

Home Health Care  
Coverage is provided when services are 
rendered by licensed Providers and 
Authorized in advance by the Plan. 

[Maximum benefit is an In-Network and 
Out-of-Network combined limit.] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 
Coinsurance per 

[visit][day]] [Limited to 
20-50 [visits][days] per 
[calendar] [Contract] 

Year][after Deductible] 
[0-20% penalty for failure 

to precertify] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 
ONR] Coinsurance per 
[visit][day]] [Limited to 
20-50 [visits][days] per 
[calendar]  [Contract] 

Year] [after Deductible] 
[0-20% penalty for failure 

to precertify] 
Hospice 
Coverage is provided when services are 
rendered by licensed Providers and 
Authorized in advance by the Plan. 

[Maximum benefit is an In-Network and 
Out-of-Network combined limit.] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 
Coinsurance [per 

[visit][day]] [Limited to 
20-50 [visits][days] per 
[calendar] [Contract] 

Year][ [after Deductible] 
[0-20% penalty for failure 

to precertify] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
[visit][day]] [Limited to 
20-50 [visits][days] per 
[calendar] [Contract] 

Year] [after Deductible] 
[0-20% penalty for failure 

to precertify] 
Durable Medical Equipment (DME), 
Orthotics and Prosthetics    
Coverage is provided when services are 
rendered by [licensed] Providers and 
Authorized in advance by the Plan. 
 
[Maximum benefit is an In-Network and 
Out-of-Network combined limit.] 

[0-50% Coinsurance [of 
Covered expenses]] [after 

Deductible] [0-20% 
penalty for failure to 

precertify] 

[0-50% [of ONR] 
Coinsurance [of Covered 

expenses]] [after 
Deductible] [0-20% 
penalty for failure to 

precertify] 

[Eyeglasses and Contacts  
Coverage is provided for the first pair of 
eyeglasses or corrective lenses following 
cataract surgery 
 
[Maximum benefit is an In-Network and 
Out-of-Network combined limit.] 

100% of Covered 
eyewear up to [$50-$500] 

[0-50% Coinsurance [of 
Covered expenses]] [after 

Deductible]]  

[Hearing Aids 
Coverage is provided for hearing aids. 
 
[Maximum benefit is an In-Network and 
Out-of-Network combined limit.] 

[$0-$500 Copay per 
hearing aid] [or] [then] 

[0-50% Coinsurance [per 
hearing aid]] [limited to a 

benefit maximum of 
$250-$5000] [after 

Deductible] 

[$0-$500 Copay per 
hearing aid] [or] [then] 

[0-50% [of ONR] 
Coinsurance [per hearing 
aid]] [limited to a benefit 

maximum of $250-
$5000] [after 
Deductible]] 

Physical, Occupational, and Speech 
Therapy 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 



YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN 
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES. 
 
AR_SOBIND09.23.2010_CHL  DOI Approved   
  xx/xx/xxxx 
           Page 6 of 6 

Coverage is provided for Medically 
Necessary inpatient or outpatient 
physical, occupational, and speech 
therapy when [rendered by licensed 
Providers and] Authorized in advance by 
the Plan.   

[Maximum benefit is an In-Network and 
Out-of-Network combined limit.] 

Coinsurance [per 
[visit][day]] [after 

Deductible] [0-20% 
penalty for failure to 

precertify]  
[Physical therapy: 20-

unlimited visits] 
[Occupational therapy: 

20-unlimited visits] 
[Speech therapy: 20-

unlimited visits] 
 [10-60 combined visits] 
[Limited to 12-unlimited 

visits per 
[Contract][calendar] 

Year] 

ONR] Coinsurance [per 
[visit][day]] [after 

Deductible] [0-20% 
penalty for failure to 

precertify] 
[Physical therapy: 20-

unlimited visits] 
[Occupational therapy: 

20-unlimited visits] 
[Speech therapy: 20-

unlimited visits] 
 [10-60 combined visits 
[Limited to 12-unlimited 

visits per 
[Contract][calendar] 

Year] 
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[Agent] Name: __________________________________ 
                                                             DOI Approved  03/02/10 

 
 

 
[Health Plan Name] [Special State or Association Name] 

Application for Health Coverage 
 

Important:  Please print clearly in BLACK ink as instructed in each section. Initial and date corrections 
[;correction fluid is not permitted]. Read and sign the [Acknowledgements] Section. 

 

Check all that apply: 
 

 New Application [ Add a Dependent] [ Guarantee Issue] [ Plan Benefits Increase] [ Child-Only Application (under 18 years old)]  
 

 
 
 
 

[Plan Category] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 

[Plan Category] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 

[Plan Category] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Other plan name 
     _________________________] 

[QHDHP Plans] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 

[Maternity benefits for this plan begin twelve (12) months from the effective date of the policy.] 

[If you have selected a <CoventryOne> Qualified High-Deductible Health Plan (QHDHP), you are eligible to open a Health Savings Account (HSA) 
through our HSA trustee, [Health Equity], upon approval. [Through [HealthEquity], [you will be subject to an account activation fee of [$1 - $30] and 
[monthly account maintenance fees of [$1 - $10] may apply]].  

 I elect to have an HSA opened through [HealthEquity]]         

[Optional Rider[s] The below rider[s] [is/are] optional.  Please note that additional premium may apply.] 
 [TMJ Treatment – Applicant elects to provide coverage for Medically Necessary treatment related to musculoskeletal disorders affecting any bone 
or joint in the face, neck, or head, including temporomandibular joint disorder (TMJ) and craniomandibular disorder (CMD). (AR Code 23-79-150).    
Additional premium may apply.]      

Requested Effective Date:  [ Day of <CoventryOne> Approval  OR   [ ___ / ___ / 20 ___]   OR [[1st or 15th] day of ________20_____] 

Requested Effective Date must be after, but no MORE than sixty days past the signature date of the Application.  Requested Effective Date is not 
guaranteed. 

Amount quoted for Requested Effective Date:  $_________ / Month   [ Individual   Family] 

[Note: The amount quoted is an estimated cost of the selected health plan, which is subject to change based on medical history, the underwriting 
process, and, if any, other relevant factors.] 

 
 
 
 
Last name First name MI Primary phone number 

(         )          - 

Home address City State  ZIP 
 

County 

Mailing address (If different from address above) City State  ZIP 

E-mail address (if we may correspond with you via E-
mail) 

 [Check here to consent to receiving your [policy] 
and other pertinent documents by email only] 

Relationship (if Child-Only Application) 
 

[Occupation / Title] 

Best time and phone number to 
receive a call regarding this 
Application, if necessary:        
 Morning    Afternoon    
 Evening    Anytime (8am-8pm) 
(         )          - 

Underwritten by Coventry Health and Life Insurance 
Company   

[CoventryOne] 
Received Date: ________________ 
 

 

Primary Applicant Information Please provide information on the Primary Applicant. If applying for Child-Only coverage, 
please fill in the parent or legal guardian’s information below. 

[Plan Choice Choose one (1) plan only. [If other individuals applying for coverage wish to apply for different plans, a separate Application must 
be used.]  

 

[Submit completed Application for 
Health Coverage to: 
<Plan> address/fax] 
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[CoventryOne  Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee] 

 

[Agent] Name:  ____________________________________ 
                                                           DOI Approved 03/02/2010  

Primary Applicant Name: ______________________________ 
CHARK 00012-1 

   
 

1   Prior Insurance Coverage 
Has any individual applying for coverage had any health insurance coverage in the past 2 years? 

If “Yes,” list names, start and end dates below. 
_____________________________________________________________________________________________________ 

 Yes   No 

2   [Pre-Existing Condition Credit] 
[Does any individual applying for coverage have proof of prior creditable coverage without a break in coverage of 63 days 

or more and would like to use it to credit any pre-existing condition limitation?  
If “Yes,” you must include a copy of the [creditable coverage document(s) / Certificate of Creditable Coverage]. [You may be subject 
to a pre-existing condition exclusion until <Coventry> receives these documents.] ]  

 Yes   No 

3   [HIPAA Guarantee Issue Coverage] 

 [If you have answered “Yes” to the above Pre-Existing Condition Credit question, you may be HIPAA eligible and may have the right to 
obtain certain individual health policies on a guaranteed issue basis and without application of any pre-existing condition exclusions or 
limitations. You must meet the following criteria: 

  

 You must have had coverage for at least 18 months without a break in coverage of 63 days or more; 
  Your most recent coverage, other than coverage under a short-term health insurance policy, must have been under a group health plan,   

governmental plan, church plan or other health insurance coverage offered in connection with any such plan; 
  Your coverage must not have been terminated because of fraud or failure to pay premiums; 
  You must have exhausted COBRA continuation coverage or continuation under a similar state provision; 
 You must not be eligible for a group health plan or Medicare and you must not have any other health insurance coverage. 

 

 Yes, I meet the above criteria and am applying for Guarantee Issue coverage.  
 

[NOTE: If not all individuals applying for coverage meet the HIPAA requirements, those who are not HIPAA eligible must complete a separate 
Application for Health Coverage which will be reviewed through the regular underwriting process.]] 

General Information List all individuals applying for health coverage in this section. For a Child-Only Application, begin listing child(ren) on 
Line 3 with the youngest child listed first. If you need more space, attach a separate sheet of paper with the details in the same format as the box 
below. Sign and date any attachments. 

Full Name 
(Last, First, MI) 

Social Security 
Number[1] 

Birthdate 
(mm/dd/yyyy)

Gender 
(M or F)

Height 
(ft. in.) 

Weight 
(lbs.) 

Tobacco  
use in past 12 

months?[2] 

U.S. residency 
for past [6 
months / 2 
years]?[3] 

1 
Primary Applicant (blank if Child-Only)   

    Yes   No  Yes   No 

      Yes   No  Yes   No 
2 

Spouse (blank if Child-Only) 
 

Home address (if different from Primary Applicant) 

      Yes   No  Yes   No 
3 

Dependent Child or Child-Only 

Home address (if different from Primary Applicant) 

      Yes   No  Yes   No 
4 

Additional Child 

Home address (if different from Primary Applicant) 

      Yes   No  Yes   No 
5 

Additional Child 

Home address (if different from Primary Applicant) 

      Yes   No  Yes   No 
6 

Additional Child 

Home address (if different from Primary Applicant) 

[1Not required in <State>].  [2 ‘Tobacco use’ constitutes use of tobacco or tobacco cessation products in the past twelve (12) months. 3 ‘U.S. residency’ 
refers to the designated individual living [legally] in the United States for the past [6 months/2 years].  

Applicant and Dependent Information  
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Medical Information The Medical Details section requires your careful attention to each question. It is important that you answer 
the questions. Your agent should not answer the questions. If you fail to provide truthful or accurate health history information you may lose 
your coverage or other penalties may apply.  You may want to consult a physician if you have questions regarding the information requested 
below.   
 

Answer questions on behalf of all individuals applying for coverage. Each individual applying for coverage needs to provide his or her own medical 
history. Only provide a family member’s medical history if the family member is also applying for coverage on this Application. A person applying for 
coverage does not need to provide any genetic information (including genetic testing, genetic counseling, or genetic education).  
 

Check “Yes” or “No,” and provide additional information in the [Medical Details] section when necessary.   

1   Physical Exam 

Has any individual applying for coverage had a physical or wellness exam within the past [6 months / 2 years]? 
If “Yes,” provide details in the [Medical Details] section on page [5].  Yes   No 

2   Pregnancy 

Is any individual applying for coverage currently pregnant, expecting a child with anyone, an expectant or surrogate 
parent, or in the process of adopting a child?  

 Yes   No 

3   Transplants 

Has any individual applying for coverage been a candidate or recipient of an organ or bone marrow transplant? 
If “Yes,” provide details in the [Medical Details] section on page [5]. 

 Yes   No 

4   HIV / ARC / AIDS 

Has any individual applying for coverage ever tested positive for Human Immunodeficiency Virus (HIV) or been 
diagnosed as having AIDS Related Complex / Conditions (ARC), Acquired Immunodeficiency Syndrome (AIDS) or any 
other medical condition / disorder derived from such infection or immunodeficiency? 

 Yes   No 

 
 
 

Check all that apply. In the past [2/5/10] years, has any individual applying for coverage experienced or been experiencing any persistent pain or 
symptoms, had symptoms of, been treated or tested for, been advised to have treatment or testing for, been hospitalized for, had surgery for,  taken 
medication for, or been advised that they have or may have had any of the following? If nothing in a category applies, select the “None” box. Provide 
details for all checked items (including “Other”) in the [Medical Details] section on page [5].  

5   Cancer / Cyst / Tumor 
 Carcinoma, sarcoma, leukemia, lymphoma, myeloma, 

central nervous system cancers or carcinoma in situ 
 Cyst, growth, lump, mass, tumor or polyp  
 Other 

 None 

6   Respiratory System 

 Allergies or asthma 
 Emphysema or chronic lung disease (COPD)  

 Sleep apnea  
 Other  None 

7   Cardiovascular and Circulatory System 

 Hypertension or high blood pressure 
 Deep Venous Thrombosis or phlebitis 
 Varicose veins, blood clot or aneurysm  

 Irregular heartbeat, heart murmur, or mitral valve prolapse 
 Heart attack, chest pain or angina  
 Other 

 None 

8  Digestive System 

 Chronic abdominal pain, ulcer, acid reflux or hiatal hernia  
 Diverticulitis, diverticulosis, hemorrhoids, or hernia  
 Disorder of the esophagus, stomach, colon, rectum, 

intestine, bowel, gallbladder or pancreas 

 Liver condition or hepatitis A 
 Cirrhosis, fatty liver or hepatitis B or C 
 Surgical treatment for obesity, gastric bypass or banding 
 Other 

 None 

9  Emotional or Mental Health 

 Anxiety or depression 
 Attention Deficit Disorder or Attention Deficit Hyperactivity 

Disorder  
 Bipolar disorder 

 Obsessive Compulsive Disorder, schizophrenia 
 Eating disorder  
 Therapy or counseling  
 Other 

 None 

 
 
 
 
 

[Agent] Name:  ____________________________________ 
                                                           DOI Approved 03/02/2010  

Primary Applicant Name: ______________________________ 
CHARK 00012-1 
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[Agent] Name:  ____________________________________ 
                                                           DOI Approved 03/02/2010  

Primary Applicant Name: ______________________________ 
CHARK 00012-1 

10  Muscular or Skeletal System 
 Bursitis, tendonitis or gout  
 Disorder of the back, neck or spine  
 Connective tissue disorder, systemic lupus, rheumatoid 

arthritis 
 Fibromyalgia  
 Disorder of the knee, shoulder, hip or other joint 
  Osteoarthritis, osteoporosis or osteopenia  

 Temporomandibular joint disorder (TMJ) 
 Fractures or broken bones 
 Prosthetic limbs or devices, or internal fixations (pins, 

plates, screws) 
 Any chiropractic treatments 
 Other 

 None 

11  Skin  
 Acne or rosacea  
 Eczema or psoriasis  

 Abnormal or cancerous moles, melanoma 
 Other  None 

12  Eyes / Ears / Nose / Throat 
 Disease or injury of eye 
 Cataracts or glaucoma  
 Ear disorder, ear infections or tubes in ears  
 Hearing loss or cochlear implant 

 Deviated septum or sinus infection 
 Disorder of the throat, tonsils or adenoids  
 Other 
 

 None 

13  Kidney or Urinary Tract  
 Bladder or urinary tract infection or disorder 
 Kidney infection or disorder 

 Kidney or bladder stones 
 Other  None 

14  Female Reproductive System 

 Disorder of the breast or abnormal mammogram  
 Saline breast implants 
 Silicone breast implants 
 Abnormal Pap smear  
 Endometriosis, uterine fibroids or uterine prolapse  

 Infertility or complications of pregnancy 
 Menopausal disorder  
 Menstrual disorder  
 Cervical, ovarian, uterine or vaginal disorder  
 Other 

 None 

15  Male Reproductive System 

 Infertility  
 Penile or testicular disorder  

 Prostate disorder, elevated PSA, Prostatitis  
 Other  None 

16  Sexually Transmitted Diseases 

 Chlamydia  
 Genital warts  
 Genital herpes  

 Human Papilloma Virus (HPV)  
 Gonorrhea or syphilis  
 Other 

 

 None 

17  Blood / Adrenal / Endocrine / Pituitary / Thyroid  
 Anemia  
 Diabetes  
 Elevated blood sugar  
 Elevated cholesterol or triglycerides  

 Endocrine, adrenal, or pituitary disorder 
 Weight disorder 
 Thyroid disorder  
 Other 

 None 

18  Brain or Nervous System  
 Concussion or head injury 
 Migraines or chronic headaches  
 Convulsions, seizures, epilepsy, fainting, tics or tremors 

 Stroke, Transient Ischemic Attack (TIA) or paralysis  
 Mulitple sclerosis 
 Other 

 None 

19  Congenital or Development  
 Cleft palate or cleft lip 
 Developmental disorder or delay 

 Mental retardation, autism, or Down’s Syndrome 
 Other  None 

20  Alcohol / Drug  
 Alcohol abuse, dependency or alcoholism 
 Drug / substance abuse or dependency 

 A citation or conviction for driving under the influence of 
alcohol or any drug / substance 

 Other 
 None 

 

21  Other Conditions  
In the past [2/5/10] years, has any individual applying for coverage experienced or been experiencing any persistent pain or 

symptoms, had symptoms of, been treated or tested for, been advised to have treatment or testing for, been hospitalized 
for, had surgery for, taken medication for, or been advised that they have or may have had any other condition(s) not 
listed on this Application? 
If “Yes,” provide details in the [Medical Details] Section on page [5].

 Yes   No 
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Medical Details Please provide COMPLETE details for all questions with a “Yes” answer or a checked box in the [Medical Information] 
section.  Provide the question number you are referencing in the first column. If you need more space, attach a separate sheet of paper with the details 
in the same format as the box below. Sign and date any attachments.  

 

Q# 
Name of Individual 

Applying for Coverage 
(Last, First, MI) 

Explain Nature of Illness / Condition (include results of 
any physical exam) 

Date of 
Onset 

(mm/yy) 

Date of 
Recovery 
(mm/yy) 

Remaining or Ongoing  
Symptoms or Treatment 

    
 

Treating Physician’s Name            Address                                                                 Phone Number                           
 

    
 

Treating Physician’s Name            Address                                                                 Phone Number                           
 

    
 

Treating Physician’s Name            Address                                                                 Phone Number                           
 

    
 

Treating Physician’s Name            Address                                                                 Phone Number                           
 

    
 

Treating Physician’s Name            Address                                                                 Phone Number                           
 

    
 

Treating Physician’s Name            Address                                                                 Phone Number                           
 

 
 
 

Medications  Please provide COMPLETE details for all medications (prescription or over-the-counter) currently being taken or that have 
been taken by (including samples), or were prescribed or recommended for, any individual applying for coverage in the past [12 / 24] months. If you 
need more space, attach a separate sheet of paper with the details in the same format as the box below. Sign and date any attachments. 

Name of Individual Applying 
for Coverage 
(Last, First, MI) 

Date 
Started 
(mm/yy) 

Date 
Discontinued 

(mm/yy) 
Medication Name 

Dosage and 
Frequency 

Condition / Reason  
for taking 

      

      

      

      

      

      

[Agent] Name:  ____________________________________ 
                                                           DOI Approved 03/02/2010  

Primary Applicant Name: ______________________________ 
CHARK 00012-1 
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Acknowledgements 
[By signing this Application form, I, the Applicant, including any undersigned Spouse and Dependents, agree to the following statements: 
 I understand that all individuals applying for health coverage listed on this Application are subject to medical underwriting review [unless applying 

for Guarantee Issue coverage]. I understand that the selling agent (if applicable) has no authority to promise coverage to the applicant or any 
individual applying for coverage, or to modify Coventry’s underwriting criteria or terms of coverage.  

 I understand that the information that I provide on this Application will be used to determine whether [Coventry] accepts my Application and so 
provides me with a policy of health coverage for which I’m applying [including Guarantee Issue coverage]. I attest that my Application responses 
are complete and accurate to the best of my knowledge.  

 I understand that if any material information is omitted or misrepresented from any section of the Application, coverage may be refused, 
terminated, or rescinded, at Coventry’s sole discretion. In the event that coverage is rescinded, the policy will be voided back to the original 
effective date and [all premium payments will be refunded]. Coventry shall not be financially liable for any health care services rendered prior to 
the rescission. 

 I agree to notify Coventry in writing if I or any individual applying for health coverage receives any new diagnosis, treatment, or health service, or if 
any of the answers or statements provided on this Application change between the date this Application is signed and the effective date or 
approval date of coverage, whichever is later. My failure to provide Coventry with this updated health information may result in a denial or 
rescission of coverage. 

 I understand that if any individual applying for coverage is declined for coverage, that individual may not re-apply for CoventryOne coverage for six 
(6) months from date of signature. 

 I understand that this Application is valid for sixty (60) days from the earliest date of signature in the Acknowledgements section. 

[Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information 
in an application for insurance may be guilty of a crime and may be subject to fines and confinement in prison.] 

DO NOT cancel your existing insurance coverage until an offer of coverage has been extended by Coventry in writing. Please retain a 
copy of this application for your records.] 

 

Primary Applicant’s Signature                             Date Spouse’s Signature (if applying for coverage)      Date 

Dependent Signature1                                           Date                               Dependent Signature1                                           Date                              

The below signatures must be completed if this is a Child-Only Application or if any child applying for health coverage (under the           
age of 18) has a Custodial Parent2  that is not the Primary Applicant or Spouse of the Primary Applicant. 

Parent/Legal Guardian Signature                        Print Name                      Relationship to individual applying for coverage             Date                

Custodial Parent Signature2                                Print Name                      Name of child(ren) to whom this applies                           Date                

1 Dependent Signature is required for individuals applying for coverage ages 18 and over 
2 The ‘Custodial Parent’ is the person with physical or legal custody of a child under 18 years of age.  
 
 
 

FOR [AGENT] USE ONLY 
[[Agent] Certification: I am not aware of any other information which may have a bearing on the insurability of anyone to be covered and have not altered 
any responses recorded on this Application or any supplement to it. I have not advised any individual applying for coverage to withhold any information 
regarding the answers to the questions and have advised the individuals applying for coverage to review the Application and the answers recorded to confirm 
completeness and accuracy. I further attest that all my answers recorded in this application are correct, complete, and wholly true to the best of my 
knowledge and belief.] 
[Agent name] [Agent ID#] [Agent E-mail] 

[Agency name] [Agent / Agency phone] [Name of General Agent] 

[Payee (who is paid commissions) 
 Agent               Agency              General Agent 

[Payee Tax ID#] 

[Agent Signature                                                                                              Date] 

[Agent] Name:  ____________________________________ 
                                                           DOI Approved 03/02/2010  

Primary Applicant Name: ______________________________ 
CHARK 00012-1 
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Premium Payment  
Premium Payment Options  Choose ONE payment option.  You must then complete the applicable sections regarding your account information.   

[Initial payment by EFT, then:] [Initial payment by credit card, then:] [Initial payment by check, then:] 

 [Monthly EFT [(no administrative fee)]]  [Monthly EFT [(subject to [one time] 
Administrative Fee of [$1-$10] per 
person]])] 

 [Monthly EFT [(subject to [one time] 
Administrative Fee of [$5 per person]])] 

 [Monthly credit card draw [(subject to 
Administrative Fee of [$1-$10] per person 
per month]])] 

 [Monthly credit card draw [(subject to 
Administrative Fee of [$1-$10] per person 
per month]])] 

 [Monthly credit card draw [(subject to 
Administrative Fee of [$1-$10] per person 
per month]])] 

 [Monthly billing [(subject to Administrative 
Fee of [$1-$10] per person per month]])] 

 [Monthly billing [(subject to Administrative 
Fee of [$1-$10] per person per month]])] 

 [Monthly billing [(subject to Administrative 
Fee of [$1-$10] per person per month]])] 

[Payroll Deduction Program This program allows your premium to be deducted directly from your paycheck, post-taxes. Other details apply. To 
choose this option, you MUST submit a separate <CoventryOne>Payroll Deduction Authorization Form with your Application.] 

 [NEW Payroll Deduction Program (PDP)] 

 

 [EXISTING Payroll Deduction Program (PDP)  

PDP number: ___________________  PDP name: ___________________________________] 

EFT (Electronic Funds Transfer) Information  [Complete this section if you have chosen to pay by EFT. When choosing EFT, your monthly 
premium will be withdrawn automatically from the bank account listed on the [10th] day (or the next business day if a weekend/holiday) of the 
month for which premium is due. If the effective date is anything other than the 1st of the month, the initial premium will be prorated based on your 
effective date.] 

9-digit routing number   Checking Account    
  Savings Account 

Name of account holder 

         

Account number 

Name of bank / savings institution Relationship of account holder to Primary Applicant 
 Self       Spouse    Other______________________________ 

Account holder address City State ZIP 

[Credit Card Information  [Complete this section if you have chosen to pay by credit card. If the effective date is anything other than the 1st of the 
month, the initial premium will be prorated based on your effective date.]] 

 [VISA ] 
 [MasterCard] 

[Name of card holder (exactly as on card)] [Card number] [Exp. date 
(mm/yyyy)] 

[Verification 
code[1]] 

[Card billing address] [City] [State] [ZIP] 

[Monthly Billing Information  [If you choose Monthly Billing, your bill will be sent to the Mailing Address you supplied in the [Primary Applicant 
Information] section on page [1]. [At this time, we are unable to bill you at an alternate address.]]   

 [1 The Verification Code for your Visa or MasterCard is a 3-digit code printed near the signature strip on the back of your card.] 
 

[Important Note: [[CoventryOne] is not an employer-sponsored group health plan.] If your banking information is from a business account, or you 
are submitting a check drawn from a business account, you must contact [your agent] to complete a [CoventryOne Payroll Deduction Authorization 
Form].] 
 

By signing this Premium Payment section, you are agreeing to the following statements: 
 You understand that it is your responsibility to notify <Plan> at [<insert #>] should your payment information change at any time while you 

continue to hold a <CoventryOne> policy.   
 You understand that if premium payment is returned unpaid, a fee will be assessed in the amount of [$20.00]. You authorize <Plan> to collect 

the premium payment due between the [5th anf 15th] of the month, including any unpaid fee amount.   Failure to remit the first payment rescinds 
the policy. 

 You understand that providing this payment information does not guarantee approval or coverage.   
 Upon approval and acceptance of this Application, you authorize < PLAN > to initiate automatic withdrawal and / or a billing cycle of applicable 

premium payments from your provided account or billing information. [Depending on your effective date, your first automatic withdrawal may 
include up to, but not in excess of, two times your monthly premium amount.] 

 

Account / Card Holder Signature:_____________________________________________________Date:___________________________ 

[Agent] Name:  ____________________________________ 
                                                           DOI Approved 03/02/2010  

Primary Applicant Name: ______________________________ 
CHARK 00012-1 
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Authorization of Release of Information 
 

[I, the Applicant, for myself and any of my Dependents who are under the age of 18 and who are applying for coverage hereunder, hereby make the 
following authorizations: 

I authorize any physician, medical professional, hospital, clinic, pharmacy, pharmacy benefits manager or other pharmacy related services 
organization, health plan, insurance company, claims administrator, employer, governmental agency or other person or firm, to disclose to <PLAN> 
or its authorized representatives, my (or my Dependents’) personal information, including copies of records concerning physical or mental illness, 
advice, diagnosis, prognosis, prescription information, care or treatment provided to me, including without limitation, information relating to 
autoimmune deficiency syndrome (AIDS), human immunodeficiency virus (HIV), or the use of drugs or alcohol. I also authorize the release of 
information relating to mental illness. 

In addition, I authorize <PLAN> to review and research its own records for information. I understand my authorization is voluntary and that such 
information will be used by <PLAN> for the purpose of evaluating my Application for health insurance. Further, I understand that my authorization is 
required for <PLAN> to consider my Application and to determine whether or not an offer of coverage will be made. No action will be taken on my 
Application without my signed authorization. I understand information obtained with my authorization may be re-disclosed by <PLAN> as permitted 
or required by law and may no longer be protected by the federal privacy laws. I understand that I or any authorized representative will receive a 
copy of this authorization upon request. 

I authorize <PLAN> to use or disclose the information I provide in this Application (or that the <PLAN> has or receives from third parties) for 
purposes of administering my health insurance benefits. This authorization is valid from the date signed until revoked by me in writing (which I may 
do at any time) or such shorter period required by law. Any revocation will not affect the activities of <PLAN> prior to the date such revocation is 
received by <PLAN>.]  
 

[ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR 
KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE MAY BE GUILTY OF A CRIME AND MAY BE 
SUBJECT TO FINES AND CONFINEMENT IN PRISON.] 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
_________________________________________    ________         _______________________________________________       ________ 
Primary Applicant’s Signature                        Date   Spouse’s Signature (If applying for coverage)                          Date 
 
_________________________________________    ________         _______________________________________________       ________ 
Dependent Signature*                                                 Date                 Dependent Signature*                                                               Date 
*Required age 18 and over. 
 

The below signature must be completed if this is a Child-Only Application.           
 
______________________________________________________________________________________________________        ________ 
Parent/Legal Guardian Signature                 Print Name                    Relationship to child applying for coverage                          Date 

[Agent] Name:  ____________________________________ 
                                                           DOI Approved 03/02/2010  

Primary Applicant Name: ______________________________ 
CHARK 00012-1 



GSATN-AR-MS Change Request Form 092010 

 
 

    [Coventry Health and Life Insurance, Co.] [TN][AR][MS] 

The CoventryOne Family of Brands 
CoventryOne ●  Altius One  ●  HealthAmericaOne Submit your completed Change 

Request Form to: 
 

E-mail: planchanges@cvty.com 
FAX: 877-815-8747  
Address: ATTN: Plan Changes 
CoventryOne Individual Underwriting 
P.O. Box 61440, TecPort Drive 
Harrisburg, PA  17106-1440 
 

 [Underwritten by [Coventry Health and Life Insurance Co.]] 

Change Request Form 
Important:  Please print clearly in BLACK ink. Refer to your contract for eligibility requirements. 
Please keep a copy of this form for your records.  
 

C
  

heck all that apply (up to three (3) changes are permitted per form): 

 Contact Information  / Name Change      Newborn Addition      Remove / Move Dependents      Decrease Benefits  / Cancel Coverage  Other 
 

Primary Member Information This section is required for all requested changes and must reflect the information on your ID card. 
Last name First name MI  Member ID number Primary phone 

(         )          - 
 
Address / Name Change Complete this section for changes in name, phone number, E-Mail, home address or mailing address. 
Member name change (indicate both previous and new name) New phone number New E-mail address 

New home address (Street, City, State, ZIP) New mailing address (Street, City, State, ZIP) 

Newborn Addition Complete this section to add a newborn or newly adopted child to your coverage. Requests must be received within 31 days 
(60 days in Iowa) of the date of birth or a new Application must be submitted and will be subject to medical underwriting.  

Last name First name MI  Gender 
M     F 

Birthdate (mm/dd/yyyy) Social Security Number 

Remove / Move Dependents Complete this section for changes to current dependents.  

Full name 
(Last, First, MI) 

Social Security Number Birthdate 
(mm/dd/yyyy) 

Change requested (select ONE only) 
Requested Effective 
Date of Change 
(mm/dd/yyyy) 

    Move to own policy      
 Move to a new policy with other dependents  
 Remove from policy; discontinue coverage 

 

    Move to own policy      
 Move to a new policy with other dependents  
 Remove from policy; discontinue coverage 

 

    Move to own policy    
 Move to a new policy with other dependents  
 Remove from policy; discontinue coverage 

 

Decrease Benefits or Cancel Coverage A request for a reduction in benefits or cancellation of coverage must be submitted by the end of 
the month prior to the requested effective date of change. Retroactive benefit reductions and terminations are not permitted. Benefit plan changes 
affect all covered members. Decreasing your benefits does not change your renewal date, at which time your rates will be recalculated.   

 Decrease my benefits. Requested Effective Date _______________ 
Change plan to: _____________________________________________

 Cancel my coverage. Requested date of cancellation ____________ 
Reason for cancellation: ______________________________________ 

Other Explain other requested changes in the space below.  Note that certain changes require submission of a new Application for Health Coverage. 
These changes include addition of a spouse, an increase in benefit level and addition of a new dependent after 31 days of birth or adoption.  Changes 
to banking information should be submitted on a new Banking Information Form.  

 
 
Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim or an 
application containing any false, incomplete or misleading information may be guilty of a felony of the third 
degree. 

_____________________________________________                     __________________________________________________________ 
Primary Applicant’s Signature              Date                 Spouse’s Signature             Date 

 
_____________________________________________                     __________________________________________________________ 

Dependent Applicant Signature**                    Date                           Dependent Applicant Signature**                        Date 
**Required age 18 and over. 



GSATN-AR-MS Change Request Form 092010 
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[Agent] Name: __________________________________ 
                                                             DOI Approved  03/02/10 

 
 

 
[Health Plan Name] [Special State or Association Name] 

Application for Health Coverage 
 

Important:  Please print clearly in BLACK ink as instructed in each section. Initial and date corrections 
[;correction fluid is not permitted]. Read and sign the [Acknowledgements] Section. 

 

Check all that apply: 
 

 New Application [ Add a Dependent] [ Guarantee Issue] [ Plan Benefits Increase] [ Child-Only Application (under 18 years old)]  
 

 
 
 
 

[Plan Category] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 

[Plan Category] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 

[Plan Category] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Other plan name 
     _________________________] 

[QHDHP Plans] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 [Plan name] 
 

[Maternity benefits for this plan begin twelve (12) months from the effective date of the policy.] 

[If you have selected a <CoventryOne> Qualified High-Deductible Health Plan (QHDHP), you are eligible to open a Health Savings Account (HSA) 
through our HSA trustee, [Health Equity], upon approval. [Through [HealthEquity], [you will be subject to an account activation fee of [$1 - $30] and 
[monthly account maintenance fees of [$1 - $10] may apply]].  

 I elect to have an HSA opened through [HealthEquity]]         

[Optional Rider[s] The below rider[s] [is/are] optional.  Please note that additional premium may apply.] 
 [TMJ Treatment – Applicant elects to provide coverage for Medically Necessary treatment related to musculoskeletal disorders affecting any bone 
or joint in the face, neck, or head, including temporomandibular joint disorder (TMJ) and craniomandibular disorder (CMD). (AR Code 23-79-150).    
Additional premium may apply.]      

Requested Effective Date:  [ Day of <CoventryOne> Approval  OR   [ ___ / ___ / 20 ___]   OR [[1st or 15th] day of ________20_____] 

Requested Effective Date must be after, but no MORE than sixty days past the signature date of the Application.  Requested Effective Date is not 
guaranteed. 

Amount quoted for Requested Effective Date:  $_________ / Month   [ Individual   Family] 

[Note: The amount quoted is an estimated cost of the selected health plan, which is subject to change based on medical history, the underwriting 
process, and, if any, other relevant factors.] 

 
 
 
 
Last name First name MI Primary phone number 

(         )          - 

Home address City State  ZIP 
 

County 

Mailing address (If different from address above) City State  ZIP 

E-mail address (if we may correspond with you via E-
mail) 

 [Check here to consent to receiving your [policy] 
and other pertinent documents by email only] 

Relationship (if Child-Only Application) 
 

[Occupation / Title] 

Best time and phone number to 
receive a call regarding this 
Application, if necessary:        
 Morning    Afternoon    
 Evening    Anytime (8am-8pm) 
(         )          - 

Underwritten by Coventry Health and Life Insurance 
Company   

[CoventryOne] 
Received Date: ________________ 
 

 

Primary Applicant Information Please provide information on the Primary Applicant. If applying for Child-Only coverage, 
please fill in the parent or legal guardian’s information below. 

[Plan Choice Choose one (1) plan only. [If other individuals applying for coverage wish to apply for different plans, a separate Application must 
be used.]  

 

[Submit completed Application for 
Health Coverage to: 
<Plan> address/fax] 
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[CoventryOne  Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee] 

 

[Agent] Name:  ____________________________________ 
                                                           DOI Approved 03/02/2010  

Primary Applicant Name: ______________________________ 
CHARK 00012-1 

   
 

1   Prior Insurance Coverage 
Has any individual applying for coverage had any health insurance coverage in the past 2 years? 

If “Yes,” list names, start and end dates below. 
_____________________________________________________________________________________________________ 

 Yes   No 

2   [Pre-Existing Condition Credit] 
[Does any individual applying for coverage have proof of prior creditable coverage without a break in coverage of 63 days 

or more and would like to use it to credit any pre-existing condition limitation?  
If “Yes,” you must include a copy of the [creditable coverage document(s) / Certificate of Creditable Coverage]. [You may be subject 
to a pre-existing condition exclusion until <Coventry> receives these documents.] ]  

 Yes   No 

3   [HIPAA Guarantee Issue Coverage] 

 [If you have answered “Yes” to the above Pre-Existing Condition Credit question, you may be HIPAA eligible and may have the right to 
obtain certain individual health policies on a guaranteed issue basis and without application of any pre-existing condition exclusions or 
limitations. You must meet the following criteria: 

  

 You must have had coverage for at least 18 months without a break in coverage of 63 days or more; 
  Your most recent coverage, other than coverage under a short-term health insurance policy, must have been under a group health plan,   

governmental plan, church plan or other health insurance coverage offered in connection with any such plan; 
  Your coverage must not have been terminated because of fraud or failure to pay premiums; 
  You must have exhausted COBRA continuation coverage or continuation under a similar state provision; 
 You must not be eligible for a group health plan or Medicare and you must not have any other health insurance coverage. 

 

 Yes, I meet the above criteria and am applying for Guarantee Issue coverage.  
 

[NOTE: If not all individuals applying for coverage meet the HIPAA requirements, those who are not HIPAA eligible must complete a separate 
Application for Health Coverage which will be reviewed through the regular underwriting process.]] 

General Information List all individuals applying for health coverage in this section. For a Child-Only Application, begin listing child(ren) on 
Line 3 with the youngest child listed first. If you need more space, attach a separate sheet of paper with the details in the same format as the box 
below. Sign and date any attachments. 

Full Name 
(Last, First, MI) 

Social Security 
Number[1] 

Birthdate 
(mm/dd/yyyy)

Gender 
(M or F)

Height 
(ft. in.) 

Weight 
(lbs.) 

Tobacco  
use in past 12 

months?[2] 

U.S. residency 
for past [6 
months / 2 
years]?[3] 

1 
Primary Applicant (blank if Child-Only)   

    Yes   No  Yes   No 

      Yes   No  Yes   No 
2 

Spouse (blank if Child-Only) 
 

Home address (if different from Primary Applicant) 

      Yes   No  Yes   No 
3 

Dependent Child or Child-Only 

Home address (if different from Primary Applicant) 

      Yes   No  Yes   No 
4 

Additional Child 

Home address (if different from Primary Applicant) 

      Yes   No  Yes   No 
5 

Additional Child 

Home address (if different from Primary Applicant) 

      Yes   No  Yes   No 
6 

Additional Child 

Home address (if different from Primary Applicant) 

[1Not required in <State>].  [2 ‘Tobacco use’ constitutes use of tobacco or tobacco cessation products in the past twelve (12) months. 3 ‘U.S. residency’ 
refers to the designated individual living [legally] in the United States for the past [6 months/2 years].  

Applicant and Dependent Information  
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[CoventryOne  Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee] 

Medical Information The Medical Details section requires your careful attention to each question. It is important that you answer 
the questions. Your agent should not answer the questions. If you fail to provide truthful or accurate health history information you may lose 
your coverage or other penalties may apply.  You may want to consult a physician if you have questions regarding the information requested 
below.   
 

Answer questions on behalf of all individuals applying for coverage. Each individual applying for coverage needs to provide his or her own medical 
history. Only provide a family member’s medical history if the family member is also applying for coverage on this Application. A person applying for 
coverage does not need to provide any genetic information (including genetic testing, genetic counseling, or genetic education).  
 

Check “Yes” or “No,” and provide additional information in the [Medical Details] section when necessary.   

1   Physical Exam 

Has any individual applying for coverage had a physical or wellness exam within the past [6 months / 2 years]? 
If “Yes,” provide details in the [Medical Details] section on page [5].  Yes   No 

2   Pregnancy 

Is any individual applying for coverage currently pregnant, expecting a child with anyone, an expectant or surrogate 
parent, or in the process of adopting a child?  

 Yes   No 

3   Transplants 

Has any individual applying for coverage been a candidate or recipient of an organ or bone marrow transplant? 
If “Yes,” provide details in the [Medical Details] section on page [5]. 

 Yes   No 

4   HIV / ARC / AIDS 

Has any individual applying for coverage ever tested positive for Human Immunodeficiency Virus (HIV) or been 
diagnosed as having AIDS Related Complex / Conditions (ARC), Acquired Immunodeficiency Syndrome (AIDS) or any 
other medical condition / disorder derived from such infection or immunodeficiency? 

 Yes   No 

 
 
 

Check all that apply. In the past [2/5/10] years, has any individual applying for coverage experienced or been experiencing any persistent pain or 
symptoms, had symptoms of, been treated or tested for, been advised to have treatment or testing for, been hospitalized for, had surgery for,  taken 
medication for, or been advised that they have or may have had any of the following? If nothing in a category applies, select the “None” box. Provide 
details for all checked items (including “Other”) in the [Medical Details] section on page [5].  

5   Cancer / Cyst / Tumor 
 Carcinoma, sarcoma, leukemia, lymphoma, myeloma, 

central nervous system cancers or carcinoma in situ 
 Cyst, growth, lump, mass, tumor or polyp  
 Other 

 None 

6   Respiratory System 

 Allergies or asthma 
 Emphysema or chronic lung disease (COPD)  

 Sleep apnea  
 Other  None 

7   Cardiovascular and Circulatory System 

 Hypertension or high blood pressure 
 Deep Venous Thrombosis or phlebitis 
 Varicose veins, blood clot or aneurysm  

 Irregular heartbeat, heart murmur, or mitral valve prolapse 
 Heart attack, chest pain or angina  
 Other 

 None 

8  Digestive System 

 Chronic abdominal pain, ulcer, acid reflux or hiatal hernia  
 Diverticulitis, diverticulosis, hemorrhoids, or hernia  
 Disorder of the esophagus, stomach, colon, rectum, 

intestine, bowel, gallbladder or pancreas 

 Liver condition or hepatitis A 
 Cirrhosis, fatty liver or hepatitis B or C 
 Surgical treatment for obesity, gastric bypass or banding 
 Other 

 None 

9  Emotional or Mental Health 

 Anxiety or depression 
 Attention Deficit Disorder or Attention Deficit Hyperactivity 

Disorder  
 Bipolar disorder 

 Obsessive Compulsive Disorder, schizophrenia 
 Eating disorder  
 Therapy or counseling  
 Other 

 None 

 
 
 
 
 

[Agent] Name:  ____________________________________ 
                                                           DOI Approved 03/02/2010  

Primary Applicant Name: ______________________________ 
CHARK 00012-1 
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[Agent] Name:  ____________________________________ 
                                                           DOI Approved 03/02/2010  

Primary Applicant Name: ______________________________ 
CHARK 00012-1 

10  Muscular or Skeletal System 
 Bursitis, tendonitis or gout  
 Disorder of the back, neck or spine  
 Connective tissue disorder, systemic lupus, rheumatoid 

arthritis 
 Fibromyalgia  
 Disorder of the knee, shoulder, hip or other joint 
  Osteoarthritis, osteoporosis or osteopenia  

 Temporomandibular joint disorder (TMJ) 
 Fractures or broken bones 
 Prosthetic limbs or devices, or internal fixations (pins, 

plates, screws) 
 Any chiropractic treatments 
 Other 

 None 

11  Skin  
 Acne or rosacea  
 Eczema or psoriasis  

 Abnormal or cancerous moles, melanoma 
 Other  None 

12  Eyes / Ears / Nose / Throat 
 Disease or injury of eye 
 Cataracts or glaucoma  
 Ear disorder, ear infections or tubes in ears  
 Hearing loss or cochlear implant 

 Deviated septum or sinus infection 
 Disorder of the throat, tonsils or adenoids  
 Other 
 

 None 

13  Kidney or Urinary Tract  
 Bladder or urinary tract infection or disorder 
 Kidney infection or disorder 

 Kidney or bladder stones 
 Other  None 

14  Female Reproductive System 

 Disorder of the breast or abnormal mammogram  
 Saline breast implants 
 Silicone breast implants 
 Abnormal Pap smear  
 Endometriosis, uterine fibroids or uterine prolapse  

 Infertility or complications of pregnancy 
 Menopausal disorder  
 Menstrual disorder  
 Cervical, ovarian, uterine or vaginal disorder  
 Other 

 None 

15  Male Reproductive System 

 Infertility  
 Penile or testicular disorder  

 Prostate disorder, elevated PSA, Prostatitis  
 Other  None 

16  Sexually Transmitted Diseases 

 Chlamydia  
 Genital warts  
 Genital herpes  

 Human Papilloma Virus (HPV)  
 Gonorrhea or syphilis  
 Other 

 

 None 

17  Blood / Adrenal / Endocrine / Pituitary / Thyroid  
 Anemia  
 Diabetes  
 Elevated blood sugar  
 Elevated cholesterol or triglycerides  

 Endocrine, adrenal, or pituitary disorder 
 Weight disorder 
 Thyroid disorder  
 Other 

 None 

18  Brain or Nervous System  
 Concussion or head injury 
 Migraines or chronic headaches  
 Convulsions, seizures, epilepsy, fainting, tics or tremors 

 Stroke, Transient Ischemic Attack (TIA) or paralysis  
 Mulitple sclerosis 
 Other 

 None 

19  Congenital or Development  
 Cleft palate or cleft lip 
 Developmental disorder or delay 

 Mental retardation, autism, or Down’s Syndrome 
 Other  None 

20  Alcohol / Drug  
 Alcohol abuse, dependency or alcoholism 
 Drug / substance abuse or dependency 

 A citation or conviction for driving under the influence of 
alcohol or any drug / substance 

 Other 
 None 

 

21  Other Conditions  
In the past [2/5/10] years, has any individual applying for coverage experienced or been experiencing any persistent pain or 

symptoms, had symptoms of, been treated or tested for, been advised to have treatment or testing for, been hospitalized 
for, had surgery for, taken medication for, or been advised that they have or may have had any other condition(s) not 
listed on this Application? 
If “Yes,” provide details in the [Medical Details] Section on page [5].

 Yes   No 
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Medical Details Please provide COMPLETE details for all questions with a “Yes” answer or a checked box in the [Medical Information] 
section.  Provide the question number you are referencing in the first column. If you need more space, attach a separate sheet of paper with the details 
in the same format as the box below. Sign and date any attachments.  

 

Q# 
Name of Individual 

Applying for Coverage 
(Last, First, MI) 

Explain Nature of Illness / Condition (include results of 
any physical exam) 

Date of 
Onset 

(mm/yy) 

Date of 
Recovery 
(mm/yy) 

Remaining or Ongoing  
Symptoms or Treatment 

    
 

Treating Physician’s Name            Address                                                                 Phone Number                           
 

    
 

Treating Physician’s Name            Address                                                                 Phone Number                           
 

    
 

Treating Physician’s Name            Address                                                                 Phone Number                           
 

    
 

Treating Physician’s Name            Address                                                                 Phone Number                           
 

    
 

Treating Physician’s Name            Address                                                                 Phone Number                           
 

    
 

Treating Physician’s Name            Address                                                                 Phone Number                           
 

 
 
 

Medications  Please provide COMPLETE details for all medications (prescription or over-the-counter) currently being taken or that have 
been taken by (including samples), or were prescribed or recommended for, any individual applying for coverage in the past [12 / 24] months. If you 
need more space, attach a separate sheet of paper with the details in the same format as the box below. Sign and date any attachments. 

Name of Individual Applying 
for Coverage 
(Last, First, MI) 

Date 
Started 
(mm/yy) 

Date 
Discontinued 

(mm/yy) 
Medication Name 

Dosage and 
Frequency 

Condition / Reason  
for taking 

      

      

      

      

      

      

[Agent] Name:  ____________________________________ 
                                                           DOI Approved 03/02/2010  

Primary Applicant Name: ______________________________ 
CHARK 00012-1 
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Acknowledgements 
[By signing this Application form, I, the Applicant, including any undersigned Spouse and Dependents, agree to the following statements: 
 I understand that all individuals applying for health coverage listed on this Application are subject to medical underwriting review [unless applying 

for Guarantee Issue coverage]. I understand that the selling agent (if applicable) has no authority to promise coverage to the applicant or any 
individual applying for coverage, or to modify Coventry’s underwriting criteria or terms of coverage.  

 I understand that the information that I provide on this Application will be used to determine whether [Coventry] accepts my Application and so 
provides me with a policy of health coverage for which I’m applying [including Guarantee Issue coverage]. I attest that my Application responses 
are complete and accurate to the best of my knowledge.  

 I understand that if any material information is omitted or misrepresented from any section of the Application, coverage may be refused, 
terminated, or rescinded, at Coventry’s sole discretion. In the event that coverage is rescinded, the policy will be voided back to the original 
effective date and [all premium payments will be refunded]. Coventry shall not be financially liable for any health care services rendered prior to 
the rescission. 

 I agree to notify Coventry in writing if I or any individual applying for health coverage receives any new diagnosis, treatment, or health service, or if 
any of the answers or statements provided on this Application change between the date this Application is signed and the effective date or 
approval date of coverage, whichever is later. My failure to provide Coventry with this updated health information may result in a denial or 
rescission of coverage. 

 I understand that if any individual applying for coverage is declined for coverage, that individual may not re-apply for CoventryOne coverage for six 
(6) months from date of signature. 

 I understand that this Application is valid for sixty (60) days from the earliest date of signature in the Acknowledgements section. 

[Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information 
in an application for insurance may be guilty of a crime and may be subject to fines and confinement in prison.] 

DO NOT cancel your existing insurance coverage until an offer of coverage has been extended by Coventry in writing. Please retain a 
copy of this application for your records.] 

 

Primary Applicant’s Signature                             Date Spouse’s Signature (if applying for coverage)      Date 

Dependent Signature1                                           Date                               Dependent Signature1                                           Date                              

The below signatures must be completed if this is a Child-Only Application or if any child applying for health coverage (under the           
age of 18) has a Custodial Parent2  that is not the Primary Applicant or Spouse of the Primary Applicant. 

Parent/Legal Guardian Signature                        Print Name                      Relationship to individual applying for coverage             Date                

Custodial Parent Signature2                                Print Name                      Name of child(ren) to whom this applies                           Date                

1 Dependent Signature is required for individuals applying for coverage ages 18 and over 
2 The ‘Custodial Parent’ is the person with physical or legal custody of a child under 18 years of age.  
 
 
 

FOR [AGENT] USE ONLY 
[[Agent] Certification: I am not aware of any other information which may have a bearing on the insurability of anyone to be covered and have not altered 
any responses recorded on this Application or any supplement to it. I have not advised any individual applying for coverage to withhold any information 
regarding the answers to the questions and have advised the individuals applying for coverage to review the Application and the answers recorded to confirm 
completeness and accuracy. I further attest that all my answers recorded in this application are correct, complete, and wholly true to the best of my 
knowledge and belief.] 
[Agent name] [Agent ID#] [Agent E-mail] 

[Agency name] [Agent / Agency phone] [Name of General Agent] 

[Payee (who is paid commissions) 
 Agent               Agency              General Agent 

[Payee Tax ID#] 

[Agent Signature                                                                                              Date] 

[Agent] Name:  ____________________________________ 
                                                           DOI Approved 03/02/2010  

Primary Applicant Name: ______________________________ 
CHARK 00012-1 
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[CoventryOne  Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee] 

Premium Payment  
Premium Payment Options  Choose ONE payment option.  You must then complete the applicable sections regarding your account information.   

[Initial payment by EFT, then:] [Initial payment by credit card, then:] [Initial payment by check, then:] 

 [Monthly EFT [(no administrative fee)]]  [Monthly EFT [(subject to [one time] 
Administrative Fee of [$1-$10] per 
person]])] 

 [Monthly EFT [(subject to [one time] 
Administrative Fee of [$5 per person]])] 

 [Monthly credit card draw [(subject to 
Administrative Fee of [$1-$10] per person 
per month]])] 

 [Monthly credit card draw [(subject to 
Administrative Fee of [$1-$10] per person 
per month]])] 

 [Monthly credit card draw [(subject to 
Administrative Fee of [$1-$10] per person 
per month]])] 

 [Monthly billing [(subject to Administrative 
Fee of [$1-$10] per person per month]])] 

 [Monthly billing [(subject to Administrative 
Fee of [$1-$10] per person per month]])] 

 [Monthly billing [(subject to Administrative 
Fee of [$1-$10] per person per month]])] 

[Payroll Deduction Program This program allows your premium to be deducted directly from your paycheck, post-taxes. Other details apply. To 
choose this option, you MUST submit a separate <CoventryOne>Payroll Deduction Authorization Form with your Application.] 

 [NEW Payroll Deduction Program (PDP)] 

 

 [EXISTING Payroll Deduction Program (PDP)  

PDP number: ___________________  PDP name: ___________________________________] 

EFT (Electronic Funds Transfer) Information  [Complete this section if you have chosen to pay by EFT. When choosing EFT, your monthly 
premium will be withdrawn automatically from the bank account listed on the [10th] day (or the next business day if a weekend/holiday) of the 
month for which premium is due. If the effective date is anything other than the 1st of the month, the initial premium will be prorated based on your 
effective date.] 

9-digit routing number   Checking Account    
  Savings Account 

Name of account holder 

         

Account number 

Name of bank / savings institution Relationship of account holder to Primary Applicant 
 Self       Spouse    Other______________________________ 

Account holder address City State ZIP 

[Credit Card Information  [Complete this section if you have chosen to pay by credit card. If the effective date is anything other than the 1st of the 
month, the initial premium will be prorated based on your effective date.]] 

 [VISA ] 
 [MasterCard] 

[Name of card holder (exactly as on card)] [Card number] [Exp. date 
(mm/yyyy)] 

[Verification 
code[1]] 

[Card billing address] [City] [State] [ZIP] 

[Monthly Billing Information  [If you choose Monthly Billing, your bill will be sent to the Mailing Address you supplied in the [Primary Applicant 
Information] section on page [1]. [At this time, we are unable to bill you at an alternate address.]]   

 [1 The Verification Code for your Visa or MasterCard is a 3-digit code printed near the signature strip on the back of your card.] 
 

[Important Note: [[CoventryOne] is not an employer-sponsored group health plan.] If your banking information is from a business account, or you 
are submitting a check drawn from a business account, you must contact [your agent] to complete a [CoventryOne Payroll Deduction Authorization 
Form].] 
 

By signing this Premium Payment section, you are agreeing to the following statements: 
 You understand that it is your responsibility to notify <Plan> at [<insert #>] should your payment information change at any time while you 

continue to hold a <CoventryOne> policy.   
 You understand that if premium payment is returned unpaid, a fee will be assessed in the amount of [$20.00]. You authorize <Plan> to collect 

the premium payment due between the [5th anf 15th] of the month, including any unpaid fee amount.   Failure to remit the first payment rescinds 
the policy. 

 You understand that providing this payment information does not guarantee approval or coverage.   
 Upon approval and acceptance of this Application, you authorize < PLAN > to initiate automatic withdrawal and / or a billing cycle of applicable 

premium payments from your provided account or billing information. [Depending on your effective date, your first automatic withdrawal may 
include up to, but not in excess of, two times your monthly premium amount.] 

 

Account / Card Holder Signature:_____________________________________________________Date:___________________________ 

[Agent] Name:  ____________________________________ 
                                                           DOI Approved 03/02/2010  

Primary Applicant Name: ______________________________ 
CHARK 00012-1 
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[CoventryOne  Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee] 

Authorization of Release of Information 
 

[I, the Applicant, for myself and any of my Dependents who are under the age of 18 and who are applying for coverage hereunder, hereby make the 
following authorizations: 

I authorize any physician, medical professional, hospital, clinic, pharmacy, pharmacy benefits manager or other pharmacy related services 
organization, health plan, insurance company, claims administrator, employer, governmental agency or other person or firm, to disclose to <PLAN> 
or its authorized representatives, my (or my Dependents’) personal information, including copies of records concerning physical or mental illness, 
advice, diagnosis, prognosis, prescription information, care or treatment provided to me, including without limitation, information relating to 
autoimmune deficiency syndrome (AIDS), human immunodeficiency virus (HIV), or the use of drugs or alcohol. I also authorize the release of 
information relating to mental illness. 

In addition, I authorize <PLAN> to review and research its own records for information. I understand my authorization is voluntary and that such 
information will be used by <PLAN> for the purpose of evaluating my Application for health insurance. Further, I understand that my authorization is 
required for <PLAN> to consider my Application and to determine whether or not an offer of coverage will be made. No action will be taken on my 
Application without my signed authorization. I understand information obtained with my authorization may be re-disclosed by <PLAN> as permitted 
or required by law and may no longer be protected by the federal privacy laws. I understand that I or any authorized representative will receive a 
copy of this authorization upon request. 

I authorize <PLAN> to use or disclose the information I provide in this Application (or that the <PLAN> has or receives from third parties) for 
purposes of administering my health insurance benefits. This authorization is valid from the date signed until revoked by me in writing (which I may 
do at any time) or such shorter period required by law. Any revocation will not affect the activities of <PLAN> prior to the date such revocation is 
received by <PLAN>.]  
 

[ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR 
KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE MAY BE GUILTY OF A CRIME AND MAY BE 
SUBJECT TO FINES AND CONFINEMENT IN PRISON.] 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
_________________________________________    ________         _______________________________________________       ________ 
Primary Applicant’s Signature                        Date   Spouse’s Signature (If applying for coverage)                          Date 
 
_________________________________________    ________         _______________________________________________       ________ 
Dependent Signature*                                                 Date                 Dependent Signature*                                                               Date 
*Required age 18 and over. 
 

The below signature must be completed if this is a Child-Only Application.           
 
______________________________________________________________________________________________________        ________ 
Parent/Legal Guardian Signature                 Print Name                    Relationship to child applying for coverage                          Date 

[Agent] Name:  ____________________________________ 
                                                           DOI Approved 03/02/2010  

Primary Applicant Name: ______________________________ 
CHARK 00012-1 



 
 

Outline of Coverage 
 
 
This is an individual PPO medical product.  The Certificate of Coverage and Schedule of 
Benefits outline the benefits.  The Certificate consists of the following sections.  
 
 

SECTION 1DEFINITIONS 

SECTION 2 USING YOUR BENEFITS 

SECTION 3 ENROLLMENT AND ELIGIBILITY 

SECTION 4 EFFECTIVE DATES 

SECTION 5 TERMINATION  AND RENEWAL 

SECTION 6 COVERED SERVICES 

SECTION 7 OUT OF THE SERVICE AREA 

SECTION 8 EXCLUSIONS AND LIMITATIONS 

SECTION 9 CLAIMS AND REIMBURSEMENT 

SECTION 10 RESOLVING COMPLAINTS AND GRIEVANCES 

SECTION 11 CONFIDENTIALITY OF YOUR HEALTH INFORMATION 

SECTION 12 GENERAL PROVISIONS 

SECTION 13 UTILIZATION REVIEW POLICY AND PROCEDURES 

 

The Schedule of Benefits outlines the cost sharing for the Covered Services.  



PPACA Uniform Compliance Summary 
 
 

 - 1 - 

 
Please select the appropriate check box below to indicate which product is amended by this filing.  

 INDIVIDUAL HEALTH BENEFIT PLANS (Complete SECTION A only) 

                       SMALL / LARGE GROUP HEALTH BENEFIT PLANS (Complete SECTION B only) 

 
This form filing compliance summary is to be submitted with your [endorsement][contract] to comply with the immediate market reform 
requirements of the Patient Protection and Affordable Care Act (PPACA). These PPACA requirements apply only to policies for health insurance 
coverage referred to as “major medical” in the statute, which is comprehensive health coverage that includes PPO and HMO coverage.  This form 
includes the requirements for grandfathered (coverage in effect prior to March 23, 2010) and non-grandfathered plans, and relevant statutes. Refer to 
the relevant statute to ensure compliance. Complete each item to confirm that diligent consideration has been given to each. (If submitting your filings 
electronically, bookmark the provision(s) in the form(s) that satisfy the requirement and identify the page/paragraph on this form.) 

*For all filings, include the Type of Insurance (TOI) in the first column. 

 Check box if this is a paper filing. 

 

                                                                                            COMPANY INFORMATION 

Company Name NAIC Number SERFF Tracking 
Number(s) *if applicable 

Form Number(s) of Policy 
being endorsed 

Rate Impact 

 

 

 

        

     Yes             No 

 



 PPACA Uniform Compliance Summary 
 

SECTION A – Individual Health Benefit Plans 

TOI Category Statute Section Grandfathered Non-
Grandfathered 

 

 2 

 
Eliminate Pre-existing Condition Exclusions for Enrollees 
Under Age 19 

[Sections 2704 and 1255 of the 
PHSA/Section 1201 of the PPACA] N/A 

 Yes   No 
If no, please explain.  

Explanation:    

 

Page Number:    

Eliminate Annual Dollar Limits on Essential Benefits 
Except allows for “restricted” annual dollar limits for essential 
benefits for plan years prior to January 1, 2014. 

[Section 2711 of the PHSA/Section 
1001 of the PPACA] N/A 

 Yes   No 
If no, please explain.  

Explanation:    

 

Page Number:    

Eliminate Lifetime Dollar Limits on Essential Benefits  [Section 2711 of the PHSA/Section 
1001 of the PPACA] 

 Yes   No 
If no, please explain.  

 Yes   No 
If no, please explain. 

Explanation:    

 

Page Number:    

Prohibit Rescissions – Except for fraud or intentional 
misrepresentation of material fact. 

[Section 2712 of the PHSA/Section 
1001 of PPACA] 

 Yes   No 
If no, please explain.  

 Yes   No 
If no, please explain 

Explanation:    

 

Page Number:    



 PPACA Uniform Compliance Summary 
 

SECTION A – Individual Health Benefit Plans 

TOI Category Statute Section Grandfathered Non-
Grandfathered 

 

 3 

Preventive Services – Requires coverage and prohibits the 
imposition of cost-sharing for specified preventative services. 

[Section 2713 of the PHSA/Section 
1001 of the PPACA] 

N/A  Yes   No 
If no, please explain.  

Explanation:    

 

Page Number:    

Extends Dependent Coverage for Children Until age 26 – If 
a policy offers dependent coverage, it must include dependent 
coverage until age 26. 

[Section 2714 of the PHSA/Section 
1001 of the PPACA] 

 Yes   No 
If no, please explain.  

 Yes   No 
If no, please explain. 

Explanation:    

 

Page Number:    

Appeals Process – Requires establishment of an internal 
claims appeal process and external review process.  

[Section 2719 of the PHSA/Section 
1001 of the PPACA] N/A 

 Yes   No 
If no, please explain. 

Explanation:    

 

Page Number:    

Emergency Services – Requires plans that cover emergency 
services to provide such coverage without the need for prior 
authorization, regardless of the participating status of the 
provider, and at the in-network cost-sharing level. 

[Section 2719A of the PHSA/Section 
10101 of the PPACA] 

N/A 
 

 Yes   No 
If no, please explain. 

Explanation:    

 

Page Number:    



 PPACA Uniform Compliance Summary 
 

SECTION A – Individual Health Benefit Plans 

TOI Category Statute Section Grandfathered Non-
Grandfathered 

 

 4 

Access to Pediatricians – Mandates that if designation of a 
PCP for a child is required, the person be permitted to designate 
a physician who specialized in pediatrics as the child’s PCP if 
the provider is in-network. 

[Section 2719A of the PHSA/Section 
10101 of the PPACA] N/A 

 Yes   No 
If no, please explain.  

Explanation:    

 

Page Number:    

Access to OB/GYNs – Prohibits authorization or referral 
requirements for obstetrical or gynecological care provided by 
in-network providers who specialize in obstetrics or 
gynecology.  

[Section 2719A of the PHSA/Section 
10101 of the PPACA] N/A 

 Yes   No 
If no, please explain.  

Explanation:    

 

Page Number:    

 



            PPACA Uniform Compliance Summary 
SECTION B – Group Health Benefit Plans (Small and Large) 

TOI Category Statute Section Grandfathered Non-
Grandfathered 

 
 

 5 

Eliminate Pre-existing Condition Exclusions for Enrollees 
Under Age 19 

[Sections 2704 of the PHSA/Section 
1201 of the PPACA] 

 Yes   No 
If no, please explain.  

 Yes   No 
If no, please explain. 

Explanation:    

 

Page Number:    

Eliminate Annual Dollar Limits on Essential Benefits – 
Except allows for “restricted” annual dollar limits for essential 
benefits for plan years prior to January 1, 2014. 

[Section 2711 of the PHSA/Section 
1001 of the PPACA] 

 Yes   No 
If no, please explain.  

 Yes   No 
If no, please explain. 

Explanation:    

 

Page Number:    

Eliminate Lifetime Dollar Limits on Essential Benefits  [Section 2711 of the PHSA/Section 
1001 of the PPACA] 

 Yes   No 
If no, please explain.  

 Yes   No 
If no, please explain. 

Explanation:    

 

Page Number:    

Prohibit Rescissions – Except for fraud or intentional 
misrepresentation of material fact. 

[Section 2712 of the PHSA/Section 
1001 of PPACA] 

 Yes   No 
If no, please explain.  

 Yes   No 
If no, please explain. 

Explanation:    

 

Page Number:    

 

 



            PPACA Uniform Compliance Summary 
SECTION B – Group Health Benefit Plans (Small and Large) 

Non-TOI Category Statute Section Grandfathered Grandfathered 

 
 

 6 

◊ For plan years beginning before January 1, 2014, grandfathered group plans are not required to extend coverage to a child until the age of 26 if such child is 
eligible to enroll in another employee-sponsored plan  

Preventive Services – Requires coverage and prohibits the 
imposition of cost-sharing for specified preventative services 

[Section 2713 of the PHSA/Section 
1001 of the PPACA] N/A 

 Yes   No 
If no, please explain.  

Explanation:    

 

Page Number:    

Extends Dependent Coverage for Children Until age 26 – If 
a policy offers dependent coverage, it must include dependent 
coverage until age 26. ◊ 

[Section 2714 of the PHSA/Section 
1001 of the PPACA] 

 Yes◊   No 
If no, please explain. 

 Yes   No 
If no, please explain. 

Explanation:    

 

Page Number:    

Appeals Process – Requires establishment of an internal 
claims appeal process and external review process.  

[Section 2719 of the PHSA/Section 
1001 of the PPACA] N/A 

 Yes   No 
If no, please explain. 

Explanation:    

 

Page Number:    

 

 

 



            PPACA Uniform Compliance Summary 
SECTION B – Group Health Benefit Plans (Small and Large) 

TOI Category Statute Section Grandfathered Non-
Grandfathered 

 
 

 7 

Emergency Services – Requires plans that cover emergency 
services to provide such coverage without the need for prior 
authorization, regardless of the participating status of the 
provider, and at the in-network cost-sharing level. 

[Section 2719A of the PHSA/Section 
10101 of the PPACA] N/A 

 Yes   No 
If no, please explain.  

Explanation:    

 

Page Number:    

Access to Pediatricians – Mandates that if designation of a 
PCP for a child is required, the person be permitted to 
designate a physician who specialized in pediatrics as the 
child’s PCP if the provider is in-network. 

[Section 2719A of the PHSA/Section 
10101 of the PPACA] N/A 

 Yes   No 
If no, please explain.  

Explanation:    

 

Page Number:    

Access to OB/GYNs – Prohibits authorization or referral 
requirements for obstetrical or gynecological care provided by 
in-network providers who specialize in obstetrics or 
gynecology. 

[Section 2719A of the PHSA/Section 
10101 of the PPACA] 

N/A 

 Yes   No 
If no, please explain.  

Explanation:    

 

Page Number:    
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YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN 
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES. 
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           Page 1 of 6 

Schedule of Benefits 

This Schedule is part of Your COC but does not replace it.  Many words are defined 
elsewhere in the COC, and other limitations or exclusions may be listed in other sections of 
Your COC.  Reading this Schedule by itself could give You an inaccurate impression of the 
terms of Your Coverage.  This Schedule must be read with the rest of Your COC.  [This is a 
QHDHP.   Please see Section 2.11 for additional information regarding Your benefits.] 
Coinsurance amounts are a percentage of the Plan’s Out of Network Rate (ONR).  Prior 
Authorization may be required for some services.  Please refer to Your COC for further 
details or contact Member Services at the phone number listed in the “Schedule of Important 
Numbers and Addresses” section of Your COC or on the back of Your ID card. 
  

 
Member Responsibility In-Network Out-of-Network 
Annual Deductible 

Total amount a Member is required to 
pay each [calendar] [Contract] Year 
before he or she is eligible for certain 
Health Services.  The Annual 
Deductible need only be met once per 
Member per [calendar] [Contract] Year. 
 
[Pharmacy Services are included in the 
Deductible.] 
 
In some cases, In-Network Deductible 
will not  apply. 

Individual 
[$0-$15,000] 

 
[Family 

[$0-$45,000]] 
 

Individual 
[$0-$45,000] 

 
[Family 

[$0-$90,000]] 

Annual Out-of-Pocket Maximum 

[Copayments,] [Annual Deductible,] 
[and] [Coinsurance] apply to the Out-of-
Pocket Maximum 
 
[Pharmacy Services are included in the 
Annual Out-of-Pocket Maximum.] 
 

Individual 
[$0-$25,000] 

 
[Family 

[$0-$75,000]] 
 

Individual 
[$0-$50,000] 

 
[Family 

[$0-$150,000]] 

[Maximum Annual Benefit 

Combined total of all benefits each 
[calendar][Contract] Year. 
 

Individual 
[$10,000-unlimited] 

 
[Family 

[$10,000-unlimited]] 
 

Individual 
[$10,000-unlimited] 

 
[Family 

[$10,000-unlimited]]] 
 

Maximum Lifetime Benefit 

Combined total of all benefits. 

Unlimited Unlimited 

Physician Office - Preventive Care  $0 For Primary Care 
Services [$0-$250 Copay 



YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN 
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES. 
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[Preventative services for adults and 
children (PCP& Specialist) includes A 
and B Services recommended by the US 
Preventative Services Task Force.] 
Services include routine health 
assessment, well-child care, child health 
supervision services, childhood 
immunizations, hearing test, annual self-
referred gynecological examination, 
mammogram and pap smear. 
 
 [Maximum benefit is an In-Network 
and Out-of-Network combined limit.] 
 
 

per visit] [or] [then] [0-
50% [of ONR] 

Coinsurance [per visit]] 
[after Deductible] [4-

unlimited visits] 
For Specialty Care 

Services [$0-$250 Copay 
per visit] [or][then] [0-

50% [of ONR] 
Coinsurance [per visit]] 

[after Deductible] 

Physician Office – Medical Services 
Services include diagnosis, consultation 
and treatment, diagnostic tests and 
radiology services, immunizations and 
injections, surgery, allergy tests and 
treatment. 
 
 

For Primary Care 
Services [$0-$250 Copay 

per visit] [or][then[ [0-
50% Coinsurance [per 

visit]] [after Deductible] 
For Specialty Care 

Services [$0-$250 Copay 
per visit] [or][then[ [0-
50% Coinsurance [per 

visit]] [after Deductible] 

For Primary Care 
Services [$0-$250 Copay 
per visit] [or] [then] [0-

50% [of ONR] 
Coinsurance [per visit]] 
[after Deductible] For 

Specialty Care Services 
[$0-$250 Copay per visit] 

[or][then[ [0-50% [of 
ONR] Coinsurance [per 
visit]] [after Deductible] 

Chiropractic Office Visits 
Services include treatment that is 
Medically Necessary, clinically 
appropriate, and within the 
chiropractor’s scope of practice.  
 
[Visit limitation is an In-Network and 
Out-of-Network combined limit.] 
 
 

[$0-$250 Copay per visit] 
[or] [then] [0-50% 

Coinsurance [per visit]] 
[after Deductible] [10-

unlimited visits] 

[$0-$250 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
visit]] [after Deductible] 

[10-unlimited visits] 

Emergency Room Services 
Coverage is provided for worldwide 
Emergency Health Services as defined 
in section  [1.35] of the COC. 
 
 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 

Coinsurance [per visit]] 
([Copay; Coinsurance] 
waived if the patient is 

admitted) [after 
Deductible] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 
ONR] Coinsurance per 

visit] ([Copay; 
Coinsurance] waived if 
the patient is admitted) 

[after Deductible] 
Emergency Ambulance Services 
Coverage is provided for Emergencies 
as defined in Sections [1.35] and 6 of the 

[$0-$500 Copay per 
occurrence] [or] [then] [0-

50% Coinsurance [per 

[$0-$500 Copay per 
occurrence] [or] [then] [0-

50% [of ONR] 



YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN 
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COC. [visit]] [after Deductible] Coinsurance [per visit]] 
[after Deductible] 

Urgent Care Services 
Urgent Care Services at Alternate 
Facilities both in and out of the Service 
Area are Covered. 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 

Coinsurance [per visit]] 
[after Deductible] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
visit]] [after Deductible] 

Outpatient Services and Diagnostic 
Procedures and Tests 
Coverage includes diagnostic procedures 
and tests, including but not limited to lab 
and radiology, not performed in the 
Physician’s office.  Certain procedures 
and tests are considered surgery, 
including but not limited to colonoscopy 
and endoscopy.  Refer to the Outpatient 
Surgery section. 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 

Coinsurance [per visit]] 
[after Deductible] [0-20% 

penalty for failure to 
precertify] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
visit]] [after Deductible] 

[0-20% penalty for failure 
to precertify] 

Outpatient Surgery   
Benefits are provided for Covered 
Services rendered at an outpatient 
Hospital and may include an overnight 
observation stay. Certain procedures and 
tests are considered surgery, including 
but not limited to colonoscopy and 
endoscopy. 

 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 

Coinsurance [per visit]] 
[up to a maximum of $0-

$2000] [per [calendar] 
[[Contract] Year] [after 

Deductible] [0-20% 
penalty for failure to 

precertify] 
 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
visit]] [up to a maximum 

of $0-$2000] [per 
[calendar][Contract] 

Year] [after Deductible] 
[0-20% penalty for failure 

to precertify] 

[Outpatient Surgery Freestanding 
Facility 
Benefits are provided for Covered 
Services rendered at a Freestanding 
surgery center. 
 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 

Coinsurance [per visit]] 
[up to a maximum of $0-

$2000] [per 
[calendar][Contract] 

Year] [after Deductible] 
[0-20% penalty for failure 

to precertify] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
visit]] [up to a maximum 

of $0-$2000] [[per 
[calendar][Contract] 

Year] [after Deductible] 
[0-20% penalty for failure 

to precertify]] 
[High Technology Diagnostic Services, 
Tests, and Procedures 
Including, but not limited to:  MRI, 
MRA, CT Scans, Thallium Scans, 
Nuclear Stress Tests, PET Scans, 
Echocardiograms, Ultrasounds 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 

Coinsurance [per visit]] 
[up to a maximum of $0-

$2000] [per 
[calendar][Contract] 

Year] [after Deductible] 
[0-20% penalty for failure 

to precertify] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
visit]] [up to a maximum 

of $0-$2000] [per 
[calendar][Contract] 

Year] [after Deductible] 
[0-20% penalty for failure 

to precertify]] 
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[Injectables 
Includes Injectable medications, allergy 
and therapeutic injections and 
chemotherapy. There may be more than 
one Copayment/Coinsurance charged by 
the same Provider on the same day.] 
 
 

[[$0-$500 Copay] [or] 
[then] [0-50% 

Coinsurance] [up to a 
maximum of $0-$500] 
per injection with the 

exception of 
immunizations [after 

Deductible]] 

[[$0-$500 Copay] 
[or] [then] [0-50% [of 

ONR] Coinsurance] [up 
to a maximum of $0-

$500] per injection with 
the exception of 

immunizations [after 
Deductible]] 

[Self-Injectable Medications 
Medications considered by the Plan to 
be Self-Injectable Medications are 
Covered only under a Pharmacy Rider, 
if purchased.] 

 
[Not Covered under the 

medical policy.] 

 
[Not Covered under the 

medical policy.] 

Inpatient Hospital Services 
Coverage is provided for Medically 
Necessary Physician and surgeon 
services, Semi-private room, operating 
rooms and related facilities, intensive 
and coronary care units, laboratory, x-
rays, radiology services and procedures, 
medications and biologicals, anesthesia, 
special duty nursing as prescribed, short-
term rehabilitation services, nursing 
care, meals and special diets. 

 [$0-$1000 Copay] 
[or][then] [0-50% 
Coinsurance] [per 

admission; per day] [up to 
a maximum of $0-$2000] 
[per [calendar][Contract] 
Year] [after Deductible] 
[$0-$1000 penalty for 
failure to precertify] 

[$0-$1000 Copay] 
[or][then] [0-50% [of 

ONR] Coinsurance] [per 
admission; per day] [up to 
a maximum of $0-$2000] 
[per [calendar] [Contract] 
Year] [after Deductible] 
[$0-$1000 penalty for 
failure to precertify] 

Transplant Services 
Services and supplies for certain 
transplants are Covered [when provided 
at a  Designated Transplant Network 
Facility and by a Designated Transplant 
Network Physician].   [Please see Your 
COC for further details.] 
 
Donor screening testing is limited to 
four (4) donors. This is a combined 
In-Network and Out-of-Network 
limit. 
 

 [$0-$1000 Copay] 
[or][then] [0-50% 
Coinsurance] [per 

admission; per day] [up to 
a maximum of $0-$2000] 
[per [calendar] [Contract] 
Year] [after Deductible] 
[$0-$1000 penalty for 
failure to precertify] 

  
Covered only at a 

Designated Transplant 
Network Facility by a 
Designated Transplant 

Network Physician 
 

Skilled Nursing Facility 
[Coverage is provided when approved 
by the Plan.] 

[Coverage is provided in lieu of an 
inpatient Hospital admission when 
approved by the Plan.] 

[Coverage is provided on a Semi-private 

[$0-$1000 Copay] 
[or][then] [0-50% 
Coinsurance] [per 

admission; per day] [up to 
a maximum of $0-$2000] 
[per [calendar] [Contract] 
Year] Limited to [0-150] 

days per [[calendar] 

[$0-$1000 Copay] 
[or][then] [0-50% [of 

ONR] Coinsurance] [per 
admission; per day] [up to 
a maximum of $0-$2000] 
[per [calendar] [Contract] 
Year] Limited to [0-150] 

days per  [[calendar] 
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basis.] 

 

[Maximum benefit is an In-Network and 
Out-of-Network combined limit.] 

[Contract] Year] [after 
Deductible] [$0-$1000 
penalty for failure to 

precertify] 

[Contract] Year] [after 
Deductible] [$0-$1000 
penalty for failure to 

precertify] 

Home Health Care  
Coverage is provided when services are 
rendered by licensed Providers and 
Authorized in advance by the Plan. 

[Maximum benefit is an In-Network and 
Out-of-Network combined limit.] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 
Coinsurance per 

[visit][day]] [Limited to 
20-50 [visits][days] per 
[calendar] [Contract] 

Year][after Deductible] 
[0-20% penalty for failure 

to precertify] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 
ONR] Coinsurance per 
[visit][day]] [Limited to 
20-50 [visits][days] per 
[calendar]  [Contract] 

Year] [after Deductible] 
[0-20% penalty for failure 

to precertify] 
Hospice 
Coverage is provided when services are 
rendered by licensed Providers and 
Authorized in advance by the Plan. 

[Maximum benefit is an In-Network and 
Out-of-Network combined limit.] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 
Coinsurance [per 

[visit][day]] [Limited to 
20-50 [visits][days] per 
[calendar] [Contract] 

Year][ [after Deductible] 
[0-20% penalty for failure 

to precertify] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
[visit][day]] [Limited to 
20-50 [visits][days] per 
[calendar] [Contract] 

Year] [after Deductible] 
[0-20% penalty for failure 

to precertify] 
Durable Medical Equipment (DME), 
Orthotics and Prosthetics    
Coverage is provided when services are 
rendered by [licensed] Providers and 
Authorized in advance by the Plan. 
 
[Maximum benefit is an In-Network and 
Out-of-Network combined limit.] 

[0-50% Coinsurance [of 
Covered expenses]] [after 

Deductible] [0-20% 
penalty for failure to 

precertify] 

[0-50% [of ONR] 
Coinsurance [of Covered 

expenses]] [after 
Deductible] [0-20% 
penalty for failure to 

precertify] 

[Eyeglasses and Contacts  
Coverage is provided for the first pair of 
eyeglasses or corrective lenses following 
cataract surgery 
 
[Maximum benefit is an In-Network and 
Out-of-Network combined limit.] 

100% of Covered 
eyewear up to [$50-$500] 

[0-50% Coinsurance [of 
Covered expenses]] [after 

Deductible]]  

[Hearing Aids 
Coverage is provided for hearing aids. 
 
[Maximum benefit is an In-Network and 
Out-of-Network combined limit.] 

[$0-$500 Copay per 
hearing aid] [or] [then] 

[0-50% Coinsurance [per 
hearing aid]] [limited to a 

benefit maximum of 
$250-$5000] [after 

Deductible] 

[$0-$500 Copay per 
hearing aid] [or] [then] 

[0-50% [of ONR] 
Coinsurance [per hearing 
aid]] [limited to a benefit 

maximum of $250-
$5000] [after 
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Deductible]] 
Physical, Occupational, and Speech 
Therapy 
Coverage is provided for Medically 
Necessary inpatient or outpatient 
physical, occupational, and speech 
therapy when [rendered by licensed 
Providers and] Authorized in advance by 
the Plan.   

[Maximum benefit is an In-Network and 
Out-of-Network combined limit.] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% 
Coinsurance [per 
[visit][day]] [after 

Deductible] [0-20% 
penalty for failure to 

precertify]  
[Physical therapy: 20-

unlimited visits] 
[Occupational therapy: 

20-unlimited visits] 
[Speech therapy: 20-

unlimited visits] 
 [10-60 combined visits] 
[Limited to 12-unlimited 

visits per 
[Contract][calendar] 

Year] 

[$0-$500 Copay per visit] 
[or] [then] [0-50% [of 

ONR] Coinsurance [per 
[visit][day]] [after 

Deductible] [0-20% 
penalty for failure to 

precertify] 
[Physical therapy: 20-

unlimited visits] 
[Occupational therapy: 

20-unlimited visits] 
[Speech therapy: 20-

unlimited visits] 
 [10-60 combined visits 
[Limited to 12-unlimited 

visits per 
[Contract][calendar] 

Year] 
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