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Out-of-Network Services 
 

With the exception of Emergency Department services, all physician 
visits, laboratory studies (blood work), radiology studies (x-rays), and 
other patient care services must be performed within the Charter 
Health Plan network.  If your medical condition requires out-of-
network services, your physician must obtain prior approval from the 
Charter Health Plan Medical Director.  Even if a patient is directed to 
an out-of-network facility by a physician, payment for any services 
performed outside the designated network without prior authorization 
will be denied.   When such claims are denied by The Charter Health 
Plan payment for services provided becomes the member’s entire 
responsibility. 
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Calling   917- 8500 …….. MAKES BEING A CHARTER HEALTH PLAN MEMBER EASY . . .  

As a Charter Health Plan member, you have a convenient telephone resource available to you by calling 
917-8500.  Dial this number for more information about your benefits.  This is also the number you and 

your doctor use to obtain prior authorizations.  
 
After you dial 917-8500, press 1 for English or 2 for Spanish.   

If you are a member, please press #1 
You’ll have these choices: 

#1 Prior Authorizations 
#2 Claims, Benefits and Member Services 
#3 Pharmacy Benefits 

 

You may visit the Charter Health Plan website at www.smhcharterplan.com.  This website 
includes the provider directory and benefit information. 

Medical Management 

 
Prior authorization is required for all hospitalizations, outpatient surgery, more than three visits to a single 
specialty within ninety days, more than six visits to a single specialty within one year  and out-of-network 
services. 
 
Failure to obtain prior authorization will result in claim payment denial and member responsibility 
for the entire cost of the service. 

Emergency Medical Care 

 
The Charter Health Plan follows the prudent layperson guideline when considering the appropriateness of 
Emergency Department utilization.  If you go to the Emergency Department, you will pay a copayment 
and coinsurance as long as your condition is a true emergency.  To determine if your situation is a true 
emergency, the “prudent layperson” rule is applied.  That rule states that a true emergency is a condition 
characterized by acute symptoms, including severe pain, such that a prudent person with average 
knowledge of health and medicine could expect his or her health, or the health of an unborn child in the 
case of a pregnant woman, to be in serious jeopardy without immediate medical attention.   All 
emergency care is limited to the in network contracted reimbursement rate.  Members are responsible for 
any charges above this amount.   
 
Utilization of the Emergency Department for non-emergent services, as defined by the prudent 
layperson guideline, will result in claim payment denial.  Consequently, the entire cost of medical 
services provided will become the member’s responsibility. 
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INTRODUCING THE CHARTER HEALTH PLAN    

 
It takes more than one person’s effort to make the Charter Health Plan a top-notch health plan – it takes teamwork.  
Likewise, teamwork is important when it comes to your own health care coverage.  This medical plan emphasizes 
teamwork between you, your employer, your physician and the Charter Health Plan.  By working together, we have 
the best opportunity to deliver high quality cost-efficient health care.   

 
WHAT THIS MANUAL COVERS 

 
HOW THE CHARTER HEALTH PLAN WORKS      

Charter Health Plan Roles and Responsibilities………………………   5 
Your Primary Care Physician……………………………………………   6 
Changing Your Primary Care Physician……………………………….   6 
Covered Services …………………………………………………….…   7 
Schedule Medical Benefits Including Maximums……………………..   8 

 
SPECIAL CHARTER HEALTH PLAN FEATURES  

Referral Requirements  ………………………………………….……… 10 
Prior Authorization Requirements……………………………….……… 10 
Referral Process Diagram…………………………………….………… 11 
Emergency Care ………………………………………………………… 12 
Receiving Care Away From Home ……………………………………. 12 
Organ Transplants ………………………………………………………. 13  

 
WHAT IS NOT COVERED BY THE CHARTER HEALTH PLAN  
 Pre-Existing Condition Limits …………………………..…………….… 14 
 Expenses Not Covered ………………………………………..……….. 15 

 
TAKING PART IN THE CHARTER HEALTH PLAN 

Who’s Eligible  …………………………..……………………………….. 16 
How and When Coverage Begins ……………………………………… 16 
Paying the Cost of Coverage ……………………………………………  16 
Changing Your Coverage ………………………………………………. 17 
Special Enrollment Periods …………………………………………….. 17 
When Coverage Ends …………………………………………………… 18 
Certificate of Coverage from the Charter Health Plan ……………… 18 

 
GENERAL PROVISIONS  
 How To File A Medical Claim  …………….……………………………. 19 
 Timely Filing ……………………………………………………………….       19 

Appealing a Claim Denial ……………………………………………….. 19 
Appeals Procedure...………………………………………………………      20 
Claims Determination Timeliness Requirements ……………………… 21 
Appeal Determination Timeliness Requirements……………………… 21 

 Coordinating Benefits with Other Coverage ………………………….. 22 
 Qualified Medical Child Support Order …………………………………. 22 
 Subrogation, Reimbursement & Third Party Provision ……………….. 22 

 
COVERAGE CONTINUATION 
 Family and Medical Leave Act ……….………………………………….. 24 
 Availability of Group Health Care Continuation Coverage……………. 24 
  Statement of Rights under the Newborns and Mothers Health               
                Protection Act………………………………………………………. …….. 27 

 
DEFINITIONS ……………………………………………………………….. 28 

 
IMPORTANT INFORMATION ABOUT THE PLAN ………………….….. 32 

 
NOTICE OF PRIVACY PRACTICES……………………………………….   36 



 
 

 4 

 
HOW THE CHARTER HEALTH PLAN WORKS         
 
The four participants that team up to make the Charter Health Plan a success are: 
 
 You, the member 
 
 Your employer 

 
 The Charter Health Plan, and 

 
 Your Primary Care Physician (PCP) and other Charter Health Plan providers. 

 
Each of these team members plays a special role and has specific responsibilities. 

 
 
BE WISE ABOUT YOUR HEALTH WITH HEALTHWISE® 
 

The Charter Health Plan encourages members to share in the responsibility of their health and to make 
informed health care decisions.  In order to help with this, we make the Healthwise® self care information 
program available to all of our members.  When you enroll in the Charter Health Plan, you will receive a 
Healthwise® Handbook and all Charter Health Plan members have access to the more comprehensive 
and continually updated health information through a link on the Charter Health Plan web site 
(www.smhcharterplan.com). 

 
We encourage you to use the Healthwise® Handbook and online medical information.  By doing so you 
may receive helpful information and be better able to answer your doctor’s questions. 
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Charter Health Plan Roles and Responsibilities 

 

 
Member 

 
Charter Health Plan 

 
Primary Care Physician (PCP) 
and other Charter Health Plan 

providers 

 Schedule your first PCP visit 
within 90 days of enrolling. 

 
 Call your PCP before an 

Emergency Department visit, 
unless you have a life or limb-
threatening injury or illness. 

 
 Verify that all referrals are to 

in-network providers before 
receiving services. 

 
 Verify that all required prior 

authorizations have been 
obtained. 

 
 Carry and present your 

Charter Health Plan ID card 
before receiving services. 

 
 Use generic prescriptions 

whenever available. 
 
 Always contact your PCP 

before receiving other health 
services. 

 
 Refer to your Charter Health 

Plan brochure or visit the 
Charter Health Plan web site 
(www.smhcharterplan.com) 
for questions about covered 
benefits.  

 
 Refer to your Healthwise®                   

Handbook or online health 
information for medical 
questions.  

 
 Questions? Call 917- 8500  

or visit our website 
www.smhcharterplan.com 

 Credential and re-
credential physicians 

 
 Administer the network of 

participating providers. 
 
 Oversee claims 

processing. 
 
 Monitor quality and 

utilization. 
 
 Provide member services 

and education. 
 

 Currently participates in other 
The Charter Health Plan 
products. 

 
 Actively participates in 

meetings and training 
programs. 

 
 Meets availability/accessibility 

standards – open practice for 
new Charter Health Plan 
members. 

 
 Use available tools to promote 

efficient, quality care, including: 
 

 Healthwise® books 

 Online health information 

 Milliman USA practice 
guidelines 

 Office coding program 
 
 Internet access in office. 
 

 
Charter Health Plan provides health care services through a network of doctors, and other providers with 

all care coordinated by your Primary Care Physician (PCP).  When you need medical care, contact your 
PCP.   

 

http://www.varsityhealth.net/
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Your Primary Care Physician (PCP) 

When you enroll in the Charter Health Plan, a provider directory will be available free of charge from 
which you must choose a PCP for yourself and for each covered member of your family.  Each family 
member may select a different PCP.  A PCP may be a family practitioner, internist or pediatrician.  If you 
fail to choose a PCP, one will be assigned to you.  Visit our website for the most current provider directory 
at www.smhcharterplan.com. 
 
You and your covered family members should visit your PCP(s) within 90 days of enrolling to allow your 
PCP to become familiar with you, your medical history, and your change in health plan.  If you have had 
an annual physical with your elected PCP in the past 12 months, this requirement is waived. 
 
You and each of your covered dependents choose a PCP to: 

 Advise you on ways to stay healthy 

 Work with you to understand the wellness care you need 

 Diagnose and treat illness or injury 

 Coordinate referrals to network specialists  

 Arrange hospital stays and other specialty treatment. 
 
It’s important to keep in mind, there’s an advantage to having a PCP who gets to know you and 
your medical history and coordinates all of your healthcare needs. 
 
The Primary Care Physician (PCP) Panel 

The Charter Health Plan is committed to offering a network whose providers meet strict quality 
requirements.  Providers are thoroughly screened before they are allowed to join the Charter Health Plan 
network and on an ongoing basis.  The screening focuses on: 
 
 Licensing 
  Valid hospital privileges 
 Malpractice history 
 Practice patterns and procedures 
 Condition of office 
 Customer service performance 

      
Changing Your Primary Care Physician 

You may change your PCP at any time by contacting 917-8500 or you may log on to 
www.smhcharterplan.com, click on the For Members tab, and select PCP Change under the Forms.  
You will be asked to enter your Member ID (found on your Charter Health Plan ID card) and select your 
Existing PCP from the dropdown list.  After you have entered the information, select your New PCP from 
the other dropdown list and click on Submit.   Your new choice will go into effect the first day of the 
month following the change. You will receive a new identification card showing your new PCP’s name. 
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Covered Services 

The schedule that follows provides an overview of services covered by the Charter Health Plan and your 
share of the cost for each service.  To protect you against high out-of-pocket expenses, the Charter 
Health Plan has an out-of-pocket limit of $2,000 per member and $6,000 per family.  That means once 
you have paid $2,000 in coinsurance and copayment per covered person, you will not be required to pay 
any additional expenses for covered services for that covered person for the rest of that calendar year.  
Charges for non-covered services, pharmacy copayments, deductibles and services provided beyond 
benefit limitations do not apply to this maximum. 
 
Only services that are medically necessary will be considered to be covered services.  Medically 
necessary means services or supplies provided by a hospital, physician, or other licensed provider to 
identify or treat an illness or injury and which are: 

 
 consistent with symptoms, or diagnosis and treatment of the condition, disease, ailment, or 
      injury 

 
 appropriate with regard to standards of good medical practice, and 

 
 not primarily for the convenience of the patient, the patient’s family, the physician, or other  

       provider. 

 
Just because a service is recommended by a physician does not mean the service is medically 
necessary, reasonable or covered by the Charter Health Plan. 
 
With the exception of emergency services that meet the prudent layperson definition of 
emergency and any out of network services authorized by the Charter Health Plan Medical 
Director, you must obtain all covered services from Charter Health Plan network providers.  You 
will be responsible for the cost of any out of network services that do not meet these guidelines.  
Payment by the Charter Health Plan for any out of network emergency services will be limited to 
the amount payable when the same services are provided in network.  Out of network emergency 
services payments are also subject to coinsurance, copay and deductible. 
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Schedule of Medical Benefits 
Plan Maximums and Limitations 

Lifetime Maximum $2,000,000 per individual 

Managed Transplant Program Subject to Lifetime Maximum 
Service Member’s Cost Special Limits/Circumstances 

Calendar Year Deductible In-network services and out of network 
emergency services –  

$500 per member 

$1,500 per family  
 

 
 

 

 

Doctor’s Care 

 Primary Care 
 

 
 Specialty Care 

 
 

 
 

 Wellness Services 

 
 

 
 

 Well Child Visits 
 

 
 

 

 
 

 Depo-Provera Injections 

 

$20 per visit up to four (4) times per year, then 
deductible and coinsurance apply 

 
20% after deductible has been met 

 
 

 
 

$300 annual maximum payable by the Plan, 

then deductible and 20%. 
 

 
 

$300 annual maximum payable by the Plan, 
then deductible and 20%.   

 
 

 

 
 

20% after deductible has been met 

 

 
 

 
Referral from PCP required and Specialist must 

be in network.  Exception:  No referral needed 
for annual preventive well woman 

gynecological visit. 
 

$300 per year Maximum and then deductible and 

80% coinsurance.  Once per year routine physical 
exam includes woman gynecological visit, 

mammogram, PSA test, lab and colon screening.   
 

Physical Exam and appropriate immunizations.  
Immunizations are covered according to the 

Department of Health and Human Services/ 
Centers for Disease Control and Prevention -  

Recommended Childhood and Adolescent 

Immunization Schedule. 
 

Provided in physician’s office. 

Inpatient Hospital Care Including: 
 Hospital room, board and nursing 

care 
 Semi-private room per day 

 Room, board and treatment in an 
intensive or cardiac care unit 

 Other necessary services and 
supplies 

 
20% after deductible has been met 

 
Except in cases of emergency, all inpatient 

hospital services must be obtained at Sarasota 
Memorial Hospital.  Exceptions require prior 

authorization and payment will be limited to the 
contracted reimbursement. 

All inpatient days must be preauthorized and will 
be reviewed daily by the Medical Director for 

appropriateness.  Inpatient care not meeting 

medical standards will not be covered. 

Outpatient Surgical Care 
 Treatment in the outpatient facility of 

a hospital or free standing surgical 
facility 

 
20% after deductible has been met 

 
All outpatient surgical care must be performed at 

Sarasota Memorial Hospital facilities.  All 
exceptions require prior authorization and 

payment will be limited to the contracted 
reimbursement. 

All outpatient surgeries require prior authorization. 

Other Outpatient Medical Services 
 

 X-ray, Laboratory, Ultrasound 
 

 

 Diagnostic Procedures, Invasive 
procedures such as MRI, PET, CT 

 
 Rehab Services (physical, 

occupational, and speech therapy) 
 

 Durable Medical Equipment 

 
 

20% after deductible has been met 
 

 

20% after deductible has been met 
 

 
20% after deductible has been met 

 
 

20% after deductible has been met 

 
All outpatient diagnostic care must be performed 

in Sarasota Memorial Hospital facilities.  All 
exceptions require prior authorization. 

 

Prior authorization is required for PET scans. 
 

 
Combined five (5) visits in a calendar year. 

 
Maximum of $250 per calendar year.  No 

authorization required. 
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Schedule of Medical Benefits 
Service Member’s Cost Special Limits/Circumstances 

Behavioral Health  
 Outpatient mental health counseling 

by a licensed mental health 
professional 

 

 
$  0 copay first 4 visits 

$30 copay for visits 5-20 
 

 

 
Benefits paid for up to 20 visits per calendar year; 

100 visits per lifetime 
All Behavioral Health benefits must be arranged 

through the Employee Assistance Program (EAP); 
call 917-8500. 

 

No referral or pre-authorization required. 

Maternity Care 
 Pre-natal care and monitoring 

 
 Delivery at Sarasota Memorial 

Hospital including a 48 hour stay after 
normal delivery or a 96 hour stay 

after cesarean delivery 
 

 Hospital and physician services 

provided to your newborn child 

 
$35 per visit 

 
20% after deductible has been met 

 
Coverage is provided for female members who 

are either employees or their spouses. 
See next page for additional specific limits 

and circumstances. 
 

Newborn coverage is limited to 30 days after 
delivery.  During this time period your 

newborn child must be enrolled as a 

dependent to continue coverage. 

Emergency Department visits and 

necessary ambulance services for 

conditions that are life or limb threatening 
 

--------------------------------------------- 
Sarasota Memorial Walk-In Medical 

Centers for minor emergencies (see 
definition on page 30) 

$100 per visit plus 20% after deductible has 

been met 

 
 

 
------------------------------------------------- 

20% after deductible and coinsurance has 
been met 

 

Unless member’s condition appears to be life 

threatening, an effort should be made to contact 

member’s PCP before obtaining emergency care 
or Walk-In Medical Center Services.   

Coverage is limited to the contractual 
reimbursement.  Member is responsible for any 

charges above this limit. 

Prescriptions Drugs-Retail only 
 Generic 

 
 Brand 

 
$15 per 30 day supply 

 
$40 plus the difference between generic and 

brand cost when generic is available per 30 

day supply 

 
$1,200 annually per member 

 
See next page for pharmacy coverage 

specifics. 

Out of Pocket Maximums 

 Member’s Cost Special Limits/Circumstance 

Individual 

 

 
Family 

$ 2,000 in network plus emergency services 

 

$6,000 in network plus emergency services  

 

 

Charges for non-covered services, pharmacy copayments, deductibles and services provided beyond benefit limitations do not 
apply to these maximums. 

Emergency Care 
Except in cases of life threatening emergency, consult your Healthwise® Handbook, online health information or call your Primary 
Care Physician before visiting a hospital emergency department. 
 
Members who obtain emergency department treatment for non-emergency services will be responsible for payment of 
the entire bill.  The Charter Health Plan will not pay benefits for non-emergent visits to a hospital emergency department. 
 
A statement from an answering service or an answering machine does not constitute approval to visit the emergency department. 
 
To determine if a medical problem is a true emergency, the “prudent layperson” rule is applied.  This rule states that a true 
emergency is a condition characterized by acute symptoms, including severe pain, such that a prudent person with average 
knowledge of health and medicine could expect his or her health, or the health of an unborn child in the case of a pregnant 
woman, to be in serious jeopardy without immediate attention. 
 
In the event of emergency hospitalization, members have two (2) business days to obtain authorization.  All emergency care is 
limited to the contracted reimbursement.  Member is responsible for any charges above this limit. 
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Newborn Coverage 
Newborn, adopted children or children placed for adoption of a covered Employee are automatically enrolled in this Plan for 30 

days. Maternity benefits for the facility charges under the plan are all-inclusive Mother/Baby benefit regardless of vaginal delivery of 
C-Section.  The claims will be processed under the mother’s coverage.  If additional facility expenses for Mother /Baby are 

submitted after the original claim is processed, the charges will be denied.  Any other expenses incurred by the baby will be 
processed under the baby’s coverage.  Baby will have his/her own deductible and co-insurance.  If a baby is added to the plan and 

mother was not covered under the plan, baby will be treated as a dependent and the claims will be subject to his/her own deductible 
and co insurance.   

 

If the newborn or adopted child or child placed for adoption is not enrolled in this Plan within the 30 day notification process, there 
will be no payment from the Plan after the 30 days and the covered parent (subscriber)  will be responsible for any bills occurring 

after the 30 notification process. 
 

Clarification of Newborn Claim Issues 
 

Example 
 

1. A well baby is defined as one that is discharged from the hospital with the mother. 

 
2. If baby and mom are discharged and baby is required to be readmitted to the hospital or receives any type of medical care, this 

would qualify as care and treatment of an illness.  Claims would be entered under Baby and subject to any deductible, 
coinsurance/co-pays. 

 
3. The baby needs to go to physician office for two week well child check up – this claim would be entered under the baby’s name 

as a dependant.   
 

4. The baby goes to neonatal unit and is transferred to All Children’s Hospital on day 2 of hospitalization – this would be 

considered a sick baby and all expenses from the date of birth would be under the baby’s coverage with applicable 
deductible/coinsurance/co-pays. 

 
 
 
Pharmacy Coverage Specifics 
As a Charter Health Plan member, your Primary Care Physician (PCP), or a specialist referred by your PCP, may add prescription 

drugs to your treatment regimen.  To offset your costs for prescription medications, the Charter Health Plan drug benefit will pay up 

to $1,200 per year.  To receive this benefit you must use these authorized pharmacies only: Davidson Drugs or Target Pharmacies.  
 

Your Charter Health Plan drug benefit covers both retail generic and brand name medications.  Generic drugs have the same active 
ingredients as brand name drugs, but are less expensive.  Brand name drugs are manufactured by the company named on the 

application to the Food and Drug Administration (FDA) for new-drug approval.  These companies make the initial investment for 
product research and development, resulting in higher costs for the brand name drugs.   

You are encouraged to discuss your prescription drugs with your doctor to see if generics are acceptable substitutes for brand name 
drugs. This will help keep your cost down for these medications.  

Please note the following Charter Health Plan drug benefit restrictions below: 
 

EXCLUDED 

• Injectibles (other than insulin,  
   Lovenox, Glucagon, Epi-pen) 

• Over the counter drugs 
• Fertility drugs 

• Contraceptives (other than oral) 
• Anti-obesity agents 

• Smoking deterrents 

• Cosmetic agents  

• Acne preparations 
• Prescription vitamins 

• Fluoride preparations 
• Growth hormones 

• Mifeprex (RU486) 
• Gleevec 

• Nuvaring 

• Botox  

• Remicade 
• Kineret 

• Enbrel 
• Humira  

• Cox-1 NSAIDS  
   (Celebrex, etc.) 

• Impotence drugs  

REQUIRES PRIOR CHARTER HEALTH PLAN AUTHORIZATION  

• Hyperactivity agents 
• Multiple sclerosis medications  

   (Betaseron, Avonex, etc.)  

• Proton pump inhibitors  
• Triptans  (Imitrex, Maxalt, etc. – greater than 2   doses 

per month) 

If you have any questions regarding your Charter Health Plan drug benefits, please call the Charter Health Plan Pharmacy Case 
Manager at 917-8500 (press 1 for member assistance and then choose option 3). 
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SPECIAL CHARTER HEALTH PLAN FEATURES 
 
Referral Requirements   

Your PCP must provide you with a referral for any type of service he or she cannot provide.  If you need 
to see a specialist, you must first obtain a referral from your PCP.   The Charter Health Plan will not pay 
benefits for services that you obtain without a referral from your PCP.   The Charter Health Plan will not 
consider referrals for non-emergent conditions received after the date of service. All referrals are subject 
to prior authorization requirements listed below.  Please refer to the next page for a diagram of the 
referral process. 

 
Prior Authorization Requirements 

You are responsible to ensure that you or your provider obtains prior authorization for all:  
 Hospitalizations 
 Outpatient Surgeries 
 PET Scans 
 More than three (3) visits to a single specialty within ninety (90) days  
 More than six (6) visits to a single specialty within one (1) year 
 Out-of-network referrals (PCP requests will be considered by the Charter Health Plan Medical 

Director, under exceptional circumstances). 
 
If prior authorization is not obtained for the services listed above, you will have to pay the entire cost of 
the service.  If, however, you receive any of the above services on an emergency basis, you, or your 
representative, have two (2) business days in which to obtain an authorization.  Call 917-8500 in either 
case.   

 
Besides obtaining prior authorization, it’s important to verify that the provider of these services is in the 
Charter Health Plan network.   Even if you do obtain prior authorization, but a non-network provider 
performs the service, the Charter Health Plan will not cover the service or any expenses associated with 
it. 
 
To verify the prior authorization process, call 917-8500. 
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THE CHARTER HEALTH PLAN 
REFERRAL PROCESS  

FOR MEMBERS & PHYSICIANS 

Charter Health Plan 
member makes 

appointment to see 
PCP  

 

If PCP determines that member needs to see a specialist for a problem 

outside the PCP’s scope of practice……… 

………then the PCP must complete a Charter Health Plan referral form 
and forward it to WebTPA.  The PCP must indicate the number of visits 

needed as 1, 2, or 3 within 90 days.  If more than 3 visits are requested 
during the 90 day period, *or the number of  visits exceed 6 during the 
year, authorization by the Charter Health Plan Medical Director is 
required. 

 

The specialist sees the member for the number of visits specified.  The 
specialist requests additional visits or refers the patient back to the PCP 
for follow-up care. 

 

If additional visits are needed within 90 days, the specialist will enter the 
authorization request and fax the supporting data to the Charter Health 
Plan Case Manager for Medical Management review. 
 

*Please Note…….All requests for >6 visits to a single specialist will have 

medical-appropriateness review prior to authorization. 

A WebTPA representative enters the referral into the system, noting the 

number of visits requested or authorized. 
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Emergency Care 

Unless you have an emergency which is life threatening, you are encouraged to consult your 
Healthwise® Handbook or online health information and, if necessary, call your PCP before going to the 
Emergency Department.  
 
If you go to the Emergency Department for a non-emergency, you will be responsible for the entire 
bill.  The Charter Health Plan will not pay benefits for Emergency Department visits for non-
emergencies. 

 
A statement from an answering service or an answering machine does not constitute approval to 
visit the Emergency Department. 

   
If you go to the Emergency Department, you will pay a copayment and coinsurance as long as your 
condition is a true emergency.  To determine if your situation is a true emergency, the “prudent layperson” 
rule is applied.  This rule states that a true emergency is a condition characterized by acute symptoms, 
including severe pain, such that a prudent person with average knowledge of health and medicine could 
expect his or her health, or the health of an unborn child in the case of a pregnant woman, to be in 
serious jeopardy without immediate medical attention.    
 
If your emergency visit leads to hospital admission, you have up to 2 business days to obtain 
authorization.   

 
Receiving Care Away From Home 

The Charter Health Plan provides coverage for emergency medical care anywhere in the United States.  
You are encouraged to consult your Healthwise® Handbook or online health information and contact your 
PCP before seeking treatment, unless you feel your condition is life threatening.   In the event you receive 
emergency care out of area, it will be your responsibility to submit a claim within 90 days of the date you 
received services. 
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Organ Transplants 

 
Transplant coverage is offered through a network of specialized professionals and facilities.  When you 
follow the plan’s transplant procedure and use network providers, coverage is 100% of eligible charges 
for the following Covered Transplant Procedures: 
 Heart 
 Lung 
 Bone marrow 
 Liver 
 Heart/lung 
 Pancreas 
 Kidney  
 Digestive  
 

There is no coverage for Organ Transplants when the plan’s transplant procedure is not followed 
or when network providers are not used. 
 
Coverage continues for the Transplant Benefit Period, which begins ten (10) days immediately before the 
Covered Transplant Procedure occurs and ends on the date that is 12 consecutive months after the date 
of Covered Transplant Procedure.  In the case of a bone marrow transplant, the date the marrow is re-
infused is considered the date of the transplant.  Charges are covered for a total of three transplants per 
person, per lifetime. 

  
Transplant Authorization Process  
Within ten (10) days of your PCP’s recommendation for a transplant, you and your PCP must contact the 
Charter Health Plan for evaluation and authorization.   A comprehensive treatment plan must be 
developed for the plan’s review, and must include the following information: 
 Diagnosis 
 Nature of the transplant 
 Name and address of the hospital 
 Any secondary medical complications 
 A five-year prognosis 
 Two qualified opinions confirming the need for the transplant 
 A description of the proposed transplant 

 
Transplant Covered Charges 
 If the transplant procedure is approved, the plan will cover charges for:  
 The evaluation, screening, and candidacy determination process 
 Organ transplantation 
 Organ procurement, including donor expenses not covered under the donor’s health coverage. 

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

 Charges for organ procurement for a living donor will be provided for the costs involved in screening the 
potential donor, transporting the donor to and from the site of the transplant, as well as for medical  
expenses associated with removal of the donated organ and the medical services provided to the donor 
in the interim and for follow up care. 

 If the transplant procedure is a bone marrow transplant, coverage will be provided for the cost involved 
in the removal of the patient’s bone marrow (autologous) or donated marrow (allogenic).  Coverage will 
also be provided for search charges to identify an unrelated match, treatment and storage costs of the 
marrow, up to the time of reinfusion.  The harvesting of the marrow does not need to be performed 
within the transplant benefit period. 

 Follow up care, including immuno-suppressant therapy. 
 Transportation to and from the site of the Covered Organ Transplant Procedure, if outside of a 50-

mile radius from the recipient’s home, for the recipient and one other individual, or in the event that 
the recipient or the donor is a minor, two other individuals.  In addition, necessary lodging and meal 
expenses incurred during the Transplant Benefit Period will be covered up to a maximum $200 per 
day and $10,000 per Transplant Benefit Period.
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WHAT IS NOT COVERED BY THE CHARTER HEALTH PLAN 

 
Pre-Existing Condition Limits 

A pre-existing condition is any medical condition, other than pregnancy or medical treatment of a newborn 
or newly adopted child, for which a person has expenses or receives advice, care, diagnosis, or treatment 
within six months before medical coverage begins.  A pre-existing medical condition also includes 
manifested symptoms which would cause an ordinarily prudent person to seek treatment.  The Plan does 
not cover any Plan member expenses, for a pre-existing condition until the member has been covered by 
the Plan for 12 continuous months.  This exclusion does not apply to prescription drugs. 

 
Creditable coverage – the number of days you and/or your dependents were covered by a previous 
employer’s plan or by COBRA coverage – can reduce or eliminate the 12-month limit on coverage for pre-
existing conditions as long as you don’t have a break in coverage of 63 or more days between the time 
you and/or your dependents had other coverage and the time you become covered by the Charter Health 
Plan. 
 
Example: Here’s how creditable coverage under a previous employer’s plan could reduce the Charter 
Health Plan pre-existing condition limit.  For this example, assume that this employee: 

 
 Is hired 10/1/04 
 Chooses Charter Health Plan medical coverage, effective 1/1/05 
 Was treated for asthma several times during the six months before Charter Health Plan coverage  
      goes into effect  
 Has four months of creditable coverage under his previous health plan. 

 
Regular pre-existing condition limit under the Charter Health Plan   12 months 
Minus 
Creditable coverage under the previous plan     - 4 months 
Minus 
Waiting Period         - 3 months 
 
Equals the Charter Health Plan pre-existing condition limit     5 months 
 
Because this employee has four months of creditable coverage, the limit on coverage for his pre-existing 
condition – asthma – is reduced to five months.  This means the Charter Health Plan will not provide 
coverage for asthma treatment until 6/1/04 – five months from his eligibility date for coverage. 

 
A lapse in coverage for more than 63 days, pre-existing applies and there is no credit given 
towards the 12 month exclusion. 

 
Generally, when your coverage under a previous medical plan ends, you will receive a certificate showing 
your creditable coverage under that plan.  If you or any of your dependents have a pre-existing condition 
and enroll in the Charter Health Plan, you may send a copy of your certificate to us, with a request to 
apply your creditable coverage to reduce the 12-month pre-existing condition limit.  You will receive a 
notice from the Charter Health Plan indicating whether any pre-existing condition limit applies to you, and 
how the decision was made. 
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Expenses Not Covered
The Charter Health Plan does not provide benefits for: 

 Abortion 
 Air conditioning, water, electrical, or air purification units 

 Allergy testing and injections 
 Any professional, medical or surgical services rendered 

by an individual who is related to you by blood, legal 

adoption, or marriage 
 Artificial insemination, invitro fertilization 

 Autopsies 
 Biofeedback 

 Bioterrorist prevention- immunizations, medications, 
supplies or other related services 

 Blepharoplasty/Canthopexy/Canthoplasty 
 Breast or penile implants, except for reconstructive 

surgery following mastectomy 

 Breast reduction/Mammoplasty 
 Bunionectomy or Hammertoe surgery 

 Care for sickness or injuries in the military forces as a 
result of war, whether declared or undeclared 

 Care obtained without cost 
 Charges for missed appointments or non-completion of 

forms 
 Charges in excess of $1,000 to transport a newborn 

 Charges in excess of the Charter Health Plan contracted 
fee schedule 

 Chiropractic services 

 Claims filed more than 90 days after a service is 
provided 

 Cloning 
 Compound drugs 

 Contraceptive devices  
 Dental care, including temporomandibular joint 

dysfunction  
 Dental implants and oral appliances 

 Ecological or environmental medicine 

 Educational or vocational testing/training 
 Emergency Department treatment for a non-emergent 

condition 
 Eye refractions, eyeglasses or vision corrective surgery 

(i.e. LASIK) 
 Excision of excessive skin due to weight loss 

 Gene Therapy 
 Gastroplexy/ Gastric bypass 

 Growth hormones 

 Hair replacement     
 Hearing aids and implants   

 Holistic or homeopathic medicine 
 Home health care and private duty nursing 

 Hypnotherapy 
 Immunizations other than those approved by the Charter 

Health Plan 
 Infertility 

 Injectables (self administered, except insulin, Glucagon, 

Lovenox, Epi-pen) 
 Inpatient mental health and substance abuse treatment 

 Instruction in alternate life patterns 
 Lipectomy or excess fat removal 

 Manicures, pedicures, body piercing or any resultant 
complications 

 Massage therapy 
 Medical treatment provided outside the United States 

 Nicotine addiction treatment, other than prescription 

medication 
 Non-Diabetic routine foot care 

 Non-emergency care outside the Charter Health Plan 
provider network 

 Non-prescription drugs 
 Optometry Services 

 Orthognathic procedures 
 Orthotics and Prosthetic devices 

 Outpatient cardiac rehabilitation 
 Pain treatment other than oral medications 

 Pectus excavatum repair 

 Personal comfort or convenience items 
 Plasmapheresis 

 Pregnancy of dependent child. 
 Replacement of prescriptions previously filled 

 Rhinoplasty / Rhytidectomy 
 Sclerotherapy or surgery for varicose veins 

 Services rendered after the Charter Health Plan Medical Director 
advises that further hospitalization is not medically necessary (The 

attending physician and patient may choose to continue inpatient 

care at the patient’s expense) 
 Services and supplies of a custodial or domiciliary nature such as 

those normally provided at health resorts, rest homes, nursing 
homes, health spas, and convalescent centers 

 Services and supplies payable by Medicare, Medicaid or any other 
third party payor  

 Services billed in advance 
 Services in a veteran’s facility or military hospital 

 Services not performed or authorized by a physician or mid-level 
practitioner 

 Services or supplies for cosmetic purposes unless required for 

corrective surgery due to accidental injury or to restore normal 
bodily functions 

 Services or supplies for surgery for sexual reassignment or 
complications of such surgery 

 Services or supplies, including surgery, transplants and drugs, 
which are experimental or not provided in accordance with 

accepted professional medical standards in the United States, 
including research activities 

 Services of a skilled nursing, sub-acute or acute rehabilitation 

facility 
 Services you perform yourself 

 Sex counseling, therapy and treatment 
 Sleep studies 

 Spinal manipulation 
 Sports related injuries resulting from professional sports 

 Sterilization reversal 
 Supervised or unsupervised exercise programs 

 Surgical treatment of gynecomastia 

 Surrogate mother charges 
 Tattoo removal, revision or application 

 Travel, whether or not prescribed by a physician  
 Travel related care for international travel 

 Treatment of complications resulting from non-covered services 
 Treatment of illness or injuries resulting from intoxication or use of 

controlled substances 
 Treatment of injuries resulting from participation in high-risk 

activities including motorized racing, bicycle racing, motorcycle 

riding, mountain climbing, bungee jumping, non-commercial 
aviation, SCUBA diving, skydiving, parasailing, hunting or any 

other high risk pursuit 
 Treatment of injuries or illness related to illegal activities 

 Treatment for the diagnosis and correction of snoring 
 Treatment of penile dysfunction  

 Treatment of work related illness or injury unless amendment 
attached electing the 24/7 coverage  

 Uvulopalatopharyngoplasty including laser assisted procedures 

 Vitamins or dietary supplements, other than pre-natal vitamins 
 Weekend non-emergent hospital admissions 

 Weight control, obesity treatment 
 Wigs are covered to a maximum of $250 per lifetime for members 

undergoing chemotherapy treatment

 



 

  

TAKING PART IN THE CHARTER HEALTH PLAN 

 
Who’s Eligible – Groups that have been uninsured for at least 6 consecutive months prior to the 
effective date of coverage in which the average employee earns no more than 250% of the Federal 
Poverty Guideline. 
  

All full or part-time employees working at least 20 hours per week (your employer may have different 
minimum hour requirements for part-time status) are eligible for the Charter Health Plan.  If you choose 
coverage for yourself, you may also cover your eligible dependents, including: 
 Your spouse 
 Your unmarried dependent children through age 19 who reside locally. 
 Your unmarried children of any age who 

 Cannot hold a self-supporting job due to mental or physical disability  
And 

 Depend on you for support and care. 
In this case, you must provide proof of incapacity.  Additional proof may be required at any time. 

 
The term children means, your biological children, stepchildren, or legally adopted children who select 
their PCP in the network area and are claimed on your tax return.  To be eligible, your children must also 
be in your custody and be financially dependent on you and reside locally.   If your children are not in your 
custody, they may still be eligible if a court order or divorce decree requires you to provide coverage and 
your children reside locally. 

 
How and When Coverage Begins 

Coverage eligibility begins the first of the month following your employer’s required waiting period of 
continuous employment.  This waiting period can be 30, 60, 90, or 180 days, as determined by the 
employer at the time of group application, and applies to all classes of employees with no exceptions. 
 
You must complete and return an enrollment form. Every covered employee and their dependents must 
attend a mandatory orientation before their eligibility date.  
 
You must be actively at work on the day your coverage begins. Otherwise your coverage will not start 
until the day you return to active work.  For continual coverage, you must work a minimum of 20 hours per 
week and this must be recorded on the employer payroll document. 
 
Paying the Cost of Coverage 

You and your Employer share the cost of Charter Health Plan coverage.  For your share of the cost, you 
will contribute money from your pay.   Employees share the cost of health care coverage in two ways.   
 Employees contribute a portion of the monthly premium through payroll deduction, and 
 Employees pay a portion of the cost of medical services received through deductibles, copayments 

and coinsurance 
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Changing Your Coverage 

When you enroll for benefits, coverage is effective for the Plan year.  Once you have enrolled, you cannot 
change coverage during the Plan year unless you have a change in family status.  Any change you make 
to your coverage must be consistent with the family status change.  For instance, if you marry, you could 
add your spouse to the Plan – changing your coverage category from employee only to employee plus 
spouse.  The following chart shows family status changes and the kinds of changes you can make to your 
Charter Health Plan coverage for each event. 

 
If you . . .  You may . . . 

Marry  Adjust coverage category as needed 
 Select or decline coverage 

Divorce, legal separation  Adjust coverage category as needed 
 Select coverage 

Add a dependent child (including adoption and 
placement of a child for adoption) 

 Adjust coverage category as needed 
 Select coverage 

Lose a dependent child  Adjust coverage category as needed 

Dependent loses eligibility  Adjust coverage category as needed 

Lose other coverage  Select coverage 

Have a change in other coverage  Adjust coverage category as needed 
 Select coverage 

Have a spouse who begins or ends 
employment or changes employment status 

 Adjust coverage category as needed 
 Select coverage 

Have a spouse go on unpaid leave of absence 
when dependents are covered under spouse’s 
plan 

 Adjust coverage category as needed 
 Select coverage 

  
If you have a family status change, you must notify your Employer and complete the required 
enrollment form and orientation within 30 days of the change.  This includes enrolling new dependents 
and completing a Health Status Questionnaire for each of them even if you already have family coverage 
under the Plan.  Newborns will automatically be enrolled for the first 30 days of life.  You must enroll 
your newborn within this first 30 days to continue coverage.  If the Plan does not receive a Health 
Status Questionnaire and application for the newborn before the 30 days ends, your newborn will no 
longer be covered under the Plan and will not be eligible for enrollment until your employer’s next open 
enrollment. 
 
If you are expecting a change in family status, it’s a good idea to contact your Employer in advance and 
find out what you need to do to make any changes in your coverage. 

    
Special Enrollment Periods 

If you decline medical coverage through the Charter Health Plan for your spouse or your dependents 
since you have other medical coverage, or if you declined coverage for yourself in the past since you had 
other coverage, and you later lose that coverage because 
 Eligibility for the other coverage ends 
 Employer contributions for the other coverage end, or 
 COBRA coverage available through the other coverage is completely used 
 
Then you can enroll in the Charter Health Plan as long as you complete an enrollment form and Health 
Status Questionnaire and return them to your Employer as well as complete orientation within 30 days of 
the date your other coverage ends.  If you decide to continue the coverage you lost through COBRA, you 
have until 30 days from the date your COBRA coverage ends to enroll in the Charter Health Plan. 
 
If you acquire a new dependent because of marriage, birth, adoption or placement for adoption, you can 
enroll yourself, your new dependent and any other dependents in the Charter Health Plan by completing 
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an enrollment form and a PCP designation form, and returning these forms to your Employer and 
complete orientation within 30 days of the marriage, birth or adoption. 
 
When Coverage Ends 

 
Your coverage under the Plan ends  

 The date the Plan terminates 
 The end of the month in which the employee is no longer eligible for coverage under the Plan 
 The end of the month in which the employee begins active duty in the Armed Forces of any country 
 The date of your death 
 The end of the month following the employee’s employment termination date 
 The end of the month following the date that the employee elects in writing that termination of 

coverage occurs 
 When you do not make the required contributions for coverage 
  
Your dependent’s coverage under the Plan ends when  

 The date the Plan terminates 
 The end of the month in which your dependent is no longer eligible for coverage under the Plan 
 The end of the month in which your dependent begins active duty in the Armed Forces of any country 
 The date of your dependent’s death 
 The date benefits cease for the employee 
 The end of the month in which your dependent ceases to meet the Plan’s definition of a dependent 
 The end of the month following the date that the employee elects in writing that termination of 

dependent coverage occurs 
 The date your dependent moves outside the Charter Health Plan’s service area 
 When you do not make the required contributions for coverage 

 
*Please Note: It is the responsibility of the insured to notify the Plan within 30 days of any change 
or termination of dependant status.  No refund will be giving beyond the 30 days.  

 
Certificate of Coverage from the Charter Health Plan 

If you or a dependent loses coverage under the Charter Health Plan, you will automatically receive a 
certificate showing your creditable coverage under the plan.  This certificate provides proof of creditable 
coverage for future coverage you may have with another employer (see Prior-Existing Condition Limits 
under WHAT IS NOT COVERED BY THE CHARTER HEALTH PLAN).  
 
You will receive this certificate when coverage ends, and again when any COBRA coverage ends.  In 
addition, you may request a certificate, in writing, at any time during the 24-month period following your 
initial loss of coverage and/or the loss of COBRA coverage.  
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GENERAL PROVISIONS 

 
How To File a Medical Claim 

As long as your PCP coordinates your care, you do not file a claim.  Your PCP or other network doctor, 
hospital or provider that your PCP refers you to will do that for you.  You will present your medical plan ID 
card when you go to receive care, and pay any applicable copayment.  You will receive an explanation of 
benefits (EOB) showing the cost of your care, Plan benefits paid, and any amount you owe.    
 
Timely Filing 

Claims must be filed within 90 days of the date the service was provided.  The Charter Health Plan will 
not pay claims filed later than 90 days after the service is provided.  Remember, even though your doctor 
will usually file your claim, it is your ultimate responsibility to ensure your claim is filed on a timely basis. 
  
Appealing A Claim Denial 

If you are unable to receive satisfactory resolution by calling 917-8500, you, or your authorized 
representative, can appeal a claim that is denied within 180 days after you receive the denial.  The appeal 
form is available at www.smhcharterplan.com; or by calling 917-8500, then selecting option 1 followed by 
option 2. 
 
When you file a claim for a benefit under the Plan, you will be notified whether the claim is approved or 
denied within the time limits for claims determinations described on page 24 based on whether your claim 
is a pre-service claim, urgent care claim, pre-service non-urgent care claim, post service claim or 
concurrent claim.  If an extension is required, the notice will inform you of the special circumstances that 
require an extension and will also indicate the date by which the Plan expects to make a determination.  If 
more time is needed because information is missing from your claim request, the notice will describe what 
information is still needed and you or your representative must provide this additional information within 
45 days of your receipt of the notice or 48 hours in the case of pre-service urgent care claims.  The period 
for determining your claim will be suspended on the date the Plan sends the notice of missing information 
and will resume on the date you or your representative responds to the notice. 
 
If your claim is denied in whole or in part, the notification you receive will provide:  

 
o the specific reasons for the adverse determination; 

o specific reference to the pertinent provisions of the Plan documents on which the decision 

was based; 

o a description of any additional information or materials needed to further process the claim, 

including an explanation of why such information or materials are necessary;  

o if the benefit denial was based on a medical necessity, experimental treatment or similar 
exclusion or limit, either an explanation of the scientific or clinical judgment for the denial 
applying the terms of the Plan to your medical circumstances, or a statement that such 
explanation will be provided free of charge upon request; 

o in the case of an adverse benefits determination concerning a claim involving urgent care, 

a description of the expedited review process applicable to such claim; 
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o any internal rule, guideline, protocol or other similar criteria relied upon in making the 
benefit denial, or a statement that a copy of this information will be provided free of charge 

to you upon request; and 

o an explanation of the steps you can take to have the adverse determination reviewed and 
the applicable time limits, including a statement of your rights to bring civil action under 

Section 502(a) of ERISA following an adverse benefit determination on appeal. 

Appeals Procedure 

If your claim is denied and you are unable to receive satisfactory resolution by calling 917-8500 and you 
would like to appeal the denial of your claim, you must submit a request in writing within 180 days of 
receiving notification of denial.  You should include in your request for appeal a copy of your denial and 
why you think your appeal should be approved and include any information, documents and records 
supporting your appeal.  The appeal form is available at www.smhcharterplan.com; or by calling 917-

8500, then selecting option 1 followed by option 2.                                                                                                                                   

You may request from the Plan Administrator, at no charge, reasonable access to and copies of all documents and 
records relevant to your appeal and other information that: 

o was relied upon in making the benefit denial; 

o was submitted, considered, or generated in the course of making the benefit denial, regardless of 
whether it was relied upon in making the decision; 

o identifies the medical or vocational experts whose advice was obtained in connection with the benefit 
denial, regardless of whether the advice was relied upon in making the decision; 

o demonstrates compliance with the administrative processes and safeguards required in making the 
benefits denial; and 

o constitutes a policy statement or Plan guideline concerning the benefit denial, regardless of whether 
the policy or guideline was relied on. 

The review will take into account all of the information you have submitted including comments, 
documents and records, whether or not such information was submitted or considered in the initial claims 

determination. 

Someone who was not involved in the initial denial of your claim will review your appeal.  Appeals 
involving medical necessity or clinical appropriateness will be considered by a health care professional 

with training and experience in the appropriate field(s) of medicine under consideration. 

You will be notified, in writing, of the decision on your appeal within the time limits for appeal 
determinations described on page 24 based on the type of your claim.  If more information is needed to 
make a determination, we will notify you in writing prior to the end of the initial period to specify any 
additional information needed to complete the review.  A notice of an adverse determination on your 

appeal will include: 

o the specific reason or reasons for the adverse determination; 

o reference to the specific Plan provision including any internal rules, guidelines and protocols on which the 
decision was based (a copy of such internal rules, guidelines and protocols are available upon request free 
of charge); 

o a statement that the claimant is entitled to receive, upon request and free of charge, reasonable access to 
and copies of all documents, records and other relevant information without regard to whether such 
documents and records were considered or relied upon in deciding the appeal (including the identities of and 
reports by any experts whose advice was obtained). 

o if the benefit denial was based on a medical necessity, experimental treatment or similar exclusion or limit, 
either an explanation of the scientific or clinical judgment for the denial applying the terms of the Plan to your 
medical circumstances, or a statement that such explanation will be provided free of charge upon request; 
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o any internal rule, guideline protocol or other similar criteria relied upon in making the benefit denial, or a 
statement that a copy of this information will be provided free of charge to you upon request; and 

o  the written notice will also contain a statement of the claimant's right to bring civil action under ERISA 
Section 502(a) after all administrative remedies under the Plan have been exhausted 

If you are not satisfied with the decision on appeal, you or the Plan may have other voluntary alternative dispute 
resolution options such as mediation.  One way to find out what may be available is to contact your local U.S. 
Department of Labor office and your State insurance regulatory agency.  You may also contact the Plan 

Administrator. 

 
CLAIM DETERMINATION TIMELINESS REQUIREMENTS 

 
Pre-service urgent claims 
 The Plan must notify the Participant of its benefit determination within 72 hours of receipt of the claim.  

If additional information is required for the Plan Administrator to make a benefits determination, the 
Plan has 24 hours from receipt of the claim to advise the member of the specific information required 
to make a benefits determination.  The Participant would have 48 hours from the notification for 
additional information to provide the information.  The Plan Administrator has 48 hours to make a 
benefit determination after the requested information is received.  Notice of determinations may be 
oral but must be followed with a written explanation within three days. 

 
Pre-service non-urgent claims 

 The Plan Administrator has 15 days from receipt of the claim to make a benefit determination.  An 
extension may be granted if the Plan Administrator is unable to make a benefits determination within 
15 days, but the Participant must be contacted within the initial 15 days from the date the claim was 
received regarding the Plan Administrator's need to have more time to make a benefits determination.  
If additional information is needed, the Participant has 45 days from the request for an extension to 
provide the information. 

 
Post-Service Claims 

 The Plan Administrator has 30 days from receipt of the claim to make a benefit determination.  The 
deadline may be extended 15 days at the request of the Plan Administrator if the reason for the 
extended deadline is beyond the Plan Administrator's control.  If additional information is necessary to 
make a benefit determination, the Participant has 45 days from the request to provide the additional 
information. 

 
Concurrent Claims  

 Applies to urgent care claims requesting to extend a course of treatment beyond the initially 
prescribed period.  The Plan Administrator has within but not more than 24 hours from the expiration 
of the initially prescribed period of time to decide on the claim.  If the claim is denied, it is appealable 
as an urgent care claim.  Any request to extend a course of treatment that is not an urgent claim is 
governed by the standards applicable to non-urgent claims. 

 
 
APPEAL DETERMINATIONS TIMELINESS REQUIREMENTS 

 
Pre-Service Claims Ruling 

The Plan will rule on the appeal within seventy-two (72) hours for pre-service, urgent care claims, and 
within thirty (30) days for the other pre-service claims.   
 
For Post-Service Claims Ruling 

The Plan has sixty (60) days to rule on the appeal.  If the claim is denied again, it shall include specific 
reasons for denial, written in a manner understandable to the Covered Person, and will contain specific 
reference to the pertinent Plan provisions upon which the decision was based.
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Coordinating Benefits With Other Coverage 
If you, your spouse, or your dependents have coverage under this Plan as well as coverage under any 
other group health plan, benefits from this Plan will coordinate with any other benefits you receive.  When 
benefits are coordinated, the total benefits payable from both plans will not be more than 100% of the 
total eligible expense.  Here are some guidelines for determining which plan pays first. 
 
For All Covered Individuals 
 A plan without a coordination of benefits provision pays first. 
 The plan covering the person as an employee pays before the plan covering the person as a 

dependent. 

 
For Eligible Dependent Children 
 The plan of the parent whose birthday comes first in the calendar year pays first for covered 

dependent children, unless the parents are divorced or separated. 
 In the case of divorce or separation, the plan of the parent with custody pays first, except where a 

court decrees otherwise. 
 If the parent with legal custody has remarried 

 The plan of the parent with legal custody pays first 
 The plan of the stepparent with custody pays next 
 The plan of the parent without custody pays last. 

 
If none of these rules apply, the plan that has covered the person for the longest time pays first. 

 
When You Become Eligible For Medicare 
It is important for you or your dependents to enroll for Medicare coverage when you first become eligible.  
If you are an active employee 65 or older – or have covered dependents 65 or older – this Plan will pay 
benefits first.  Medicare will pay second.  Contact your local Social Security Administration office if you 
have questions about Medicare eligibility and enrollment. 
 
Coordination with Personal Injury Protection (PIP) 
If you or a covered dependent are eligible for a minimum of $10,000 in medical benefits under Florida’s 
No-Fault Personal Injury Protection and you are injured in an automobile accident, No-Fault PIP, by law, 
pays benefits first.   This coordination of benefits rule applies whether you actually have $10,000 PIP 
coverage or not, so it is important that you have at least $10,000 of PIP coverage.      
   
Qualified Medical Child Support Order 

The Plan will comply with any medical child support order (as defined under Section 609(a) of ERISA) 
that is a qualified medical child support order.  The Plan will establish procedures for: 
 notifying employees and alternative recipients who have or may have an interest in  
      benefits under medical child support orders, 
 determining whether the medical child support orders are qualified under the law, and 
 administering the provision of benefits under qualified medical child support orders. 

 
Subrogation, Reimbursement and Third Party Recovery Provision 

If you are injured and entitled to receive money from any third party source, the benefits provided or to be 
provided by this Plan will be paid only if you fully cooperate with the terms and conditions of the Plan.  
You are hereby deemed to be the constructive trustee of any money that you are awarded by any third 
party, regardless of whether or not such money is currently in your possession.  If you remit any of this 
money to your attorney, your attorney will be deemed to be the constructive trustee of such funds.  The 
term "you" in this section shall mean you or anyone engaging in legal proceedings on your behalf.  

 
When the Charter Health Plan receives your claim for medical expenses and your claim is eligible for 
payment under this provision, the Charter Health Plan will request and must receive all required 
information before payment of your claim can be considered.  You must complete, sign, and return all 
required documents, including written acknowledgment of the Plan's subrogation rights, furnish required 
accident reports and generally assist and fully cooperate with the Charter Health Plan in obtaining 
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information from third parties, insurance companies, etc.  You must notify the Charter Health Plan 
immediately if you become a party to a legal proceeding, such as a lawsuit or settlement negotiations, 
with any third party.  In addition, you must notify the Charter Health Plan if there is a change in the status 
of your legal proceedings, for example, when judgment is rendered or a settlement reached.  If you do not 
fully cooperate with the Charter Health Plan as described, benefits will not, under any circumstances, be 
paid by the plan, and you will be responsible for payment of your claims.  Failure or refusal to execute 
such agreements or furnish information does not preclude the Plan from exercising its rights to 
subrogation or obtaining full reimbursement.   
 
Any settlement or recovery received from a third party for which benefits have been paid under the Plan 
shall first be subject to the Plan's recovery rights.  As a condition of receiving benefits under the Plan, you 
will be required to reimburse the Plan for 100% of benefits provided by the Plan.  You also agree, as a 
condition of receiving benefits under the Plan, to assign all rights of recovery and collection to the Charter 
Health Plan.  Neither the Common Fund Doctrine nor the Make Whole Doctrine shall apply.  
Reimbursement shall be made immediately upon collection of any sum(s) recovered regardless of its 
legal, financial or other sufficiency.  You agree that you will request that any judgment or settlement 
received from a third party will first be allocated to reimburse past medical expenses.  If the injured person 
is a minor, any amount recovered by the minor, the minor's trustee, guardian, parent or other 
representative, shall be subject to this provision.   
 
Once a settlement or judgment has been agreed upon or reached, the Plan will pay no further claims 
resulting from the underlying illness or injury for a period of two years following the settlement or 
judgment date, unless such claims were incurred and presented to the Plan prior to the date of the 
settlement or judgment.  Any future benefits you are due under the Plan will be offset by payments 
previously made to you by the Plan, for which the Plan has not been reimbursed.   
 
If it becomes necessary for the Charter Health Plan to enforce this provision by initiating any action 
against you, you will be required to pay the Plan's attorney's fees and costs associated with the action 
regardless of the outcome of the action. 
 
If you take no action to recover any money from any source, the Charter Health Plan may initiate its own 
direct action for recovery, and the Plan shall be entitled to retain from any judgment, settlement or any 
other award of monies because of your injury or illness, the amount of benefits paid or to be paid to you 
together with all court costs and attorney fees.  The remainder of any recovery shall be paid to you or as 
a court directs. 
 
The Charter Health Plan has sole discretion to interpret the terms of this provision in its entirety and 
reserves the right to make changes as it deems necessary. 
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COVERAGE CONTINUATION 

 
Family and Medical Leave Act 

The Family and Medical Leave Act (FMLA), which went into effect on August 5, 1993, allows eligible 
employees to take up to 12 weeks of combined paid and unpaid, job-protected leave during a 12-month 
period for specific medical and/or family reasons. 
 
You are eligible for FMLA leave if you have been with your Employer, for one year and have completed 
1,250 hours of service in the previous 12 months. 
 
The following reasons qualify for leave 
 Birth of your child, or the placement of a child for adoption or foster care in your home 
 Care for an immediate family member – your spouse/domestic partner, child or parent – with a 

serious health condition 
 Your inability to work because of a serious health condition. 

 
Going on Leave 
You must give 30 days advance notice to your Employer if your leave is foreseeable.  If you cannot give 
30 days notice, you should provide as much notice as possible.  Your Employer may require a doctor’s 
notice as proof of a serious health condition.  Your Employer may also require you to get a second or 
third medical opinion.  Any expenses you have for obtaining the additional medical opinions will be paid 
by your Employer.   
 
While On Leave 
If you are on leave because of a family member’s or your own health condition, you may be asked to 
provide medical proof of that condition periodically. 

 If you are covered by the plan before going out on leave, your coverage may continue as long as 
you make any required contributions.   

Your Employer may require a medical release from your doctor before you can return to work. 
 
If You Do Not Return To Work 
If you do not come back to work when your leave ends, you may be eligible to continue healthcare 
coverage through COBRA.  The date you should have returned to work will be the date your coverage is 
considered to end for determining COBRA coverage.  See the following COBRA section for details.  
 
More Information  
For more information on the Family and Medical Leave Act, contact your Employer or the Wage and Hour 
Division of the US Department of Labor. 
 

 
Availability Of Group Health Care Continuation Coverage 

A Federal law known as COBRA, requires that employers sponsoring group health plans offer employees 
and their families the opportunity for a temporary extension of health coverage (called "continuation 
coverage") at group rates, to be paid by the employee or his or her family, in certain instances where 
coverage under the Plan would otherwise end.  This notice is intended to inform you, in a summary 
fashion, of your rights and obligations under the continuation coverage provisions of the law.  You, and in 

the event you are married, your spouse, should take the time to read this notice carefully.  

If you are an employee whose Employer must offer COBRA and are covered by the Plan you have a right 
to choose this continuation coverage if you lose your group health coverage because of a reduction in 
your hours of employment or the termination of your employment (for reasons other than gross 

misconduct on your part). 

If you are the spouse of an employee covered by the Plan, you have the right to choose continuation 
coverage for yourself if you lose group health coverage under the Plan for any of the following four 

reasons: 
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(1) The death of your spouse; 

(2) A termination of your spouse's employment (for reasons other than gross misconduct) or 
reduction in your spouse's hours of employment with the Employer; 

(3) Divorce or legal separation from your spouse; or 

(4) Your spouse becomes entitled to Medicare. 

In the case of a dependent of an employee covered by the Plan, he or she has the right to continuation 

coverage if group health coverage is lost for any of the following five reasons: 

(1) The death of the parent employed by the Employer; 

(2) The termination of a parent's employment (for reasons other than gross misconduct) or 
reduction in a parent's hours of employment with the Employer); 

(3) Parent's divorce or legal separation; 

(4) The parent employed with the Employer becomes entitled to Medicare; or 

(5) The dependent ceases to be a "dependent child" under the Plan. 

Under the law, the employee or a family member has the responsibility to inform the Plan Administrator of 

a divorce, legal separation or a child losing dependent status under the Plan within 60 days of the later of: 

(i) the date of the event, or 

(ii) the date on which coverage would end under the Plan because of the event. 

The Employer has the responsibility to notify the Plan Administrator of the employee's death, termination 
of employment or reduction in hours or Medicare entitlement.  Similar rights may apply to certain retirees, 
spouses and dependent children if the Employer commences a bankruptcy proceeding and these 

individuals lose coverage. 

When notified that one of the events described has occurred, the Plan Administrator will in turn notify you 
that you have the right to choose continuation coverage.  Under the law, you have at least 60 days from 
the date you would lose coverage because of one of the events described above (or the date you receive 
this notice, if later) to inform the Plan Administrator that you want continuation coverage.  You will have 
45 days from the date you choose continuation coverage to pay the back premium necessary to avoid a 
gap in pre-election coverage.  If you do not choose continuation coverage on a timely basis, your group 

health insurance coverage will end. 

If you choose continuation coverage, the Employer is required to give you coverage which, as of the time 
coverage is being provided, is identical to the medical coverage provided under the Plan to similarly 
situated employees or family members.  The law requires that you be afforded the opportunity to maintain 
continuation coverage for 36 months unless you lose group health coverage because of a termination of 
employment or reduction in hours.  In that case, the required continuation coverage period is 18 months.  
The 18 month period may be extended to 36 months if other events (such as death, divorce, legal 

separation, or Medicare entitlement) occur during that 18 month period. 

The 18 month period may be extended to 29 months if the employee, spouse or dependent is determined 
by the Social Security Administration to be disabled (for Social Security disability purposes) at any time 
during the first 60 days of continuation coverage and the Plan Administrator is notified of that 
determination within the first 60 days but before the end of the original 18 month period.  Nondisabled 
family members (who are receiving continuation coverage) of a disabled individual who is receiving 
continuation coverage are also eligible for 29 months of continuation coverage.  The affected individual 
must also notify the Plan Administrator within 30 days of any final determination that the individual is no 
longer disabled.  In no event will continuation coverage last beyond 36 months from the date of the event 

that originally made a beneficiary eligible to elect coverage. 
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If during the period of continuation coverage a child is born to, or adopted by, the employee who has 
elected continuation coverage, the child is also eligible for continuation coverage under the Plan.  The 
employee must notify the Plan Administrator within 30 days of the child's birth or adoption to add such 

child to continuation coverage. 

However, the law also provides that your continuation coverage may be cut short for any of the following 

five reasons: 

(1) The Employer no longer provides group health coverage to any of its employees; 

(2) The premium for your continuation coverage is not paid by you or your family on time; 

(3) You become covered under another group health plan that does not contain any exclusion 
or limitation with respect to any preexisting medical condition you may have;  

(4) You become entitled to Medicare; or 

(5) You were entitled to extended coverage for up to 29 months because you, your spouse or 
your dependent (if any), were determined to be disabled and there has been a final 
determination that you, your spouse or your dependent is no longer disabled. 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) restricts the extent to which 
group health plans may impose pre-existing condition limitations.  These rules are generally effective for 
plan years beginning after June 30, 1997.  HIPAA coordinates COBRA's other coverage cut-off rule with 

these new limits, as described below. 

If you become covered by another group health plan and that plan contains a pre-existing condition 
limitation that affects you, your COBRA coverage cannot be terminated.  However, if the other plan's pre-
existing condition rule does not apply to you by reason of HIPAA's restrictions on pre-existing condition 

clauses, the Plan may terminate your COBRA coverage. 

You do not have to show that you are insurable to choose continuation coverage.  However, continuation 
coverage under COBRA is provided subject to your eligibility for coverage.  The Plan Administrator 

reserves the right to terminate your COBRA coverage retroactively if you are determined to be ineligible. 

Under the law, you may have to pay all or part of the premium for your continuation coverage.  Once you 
choose continuation coverage, you must pay the regularly scheduled premium within 30 days from the 
date the premium is due.  The law also says that at the end of the 18 month, 29 month or 36 month 
continuation coverage period, you must be allowed to enroll in an individual conversion health plan 

provided under the Plan, if available. 

If you have any questions about COBRA, please contact your Employer.  Also, if you have changed 
marital status, if a dependent ceases to be a "dependent child" under the Plan, or you or your spouse 

have changed addresses, please notify your Employer in writing. 
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Statements of Rights under the Newborns and Mothers Health Protection Act 

 
Under federal law, group health plans and health insurance issuers offering group health 

insurance coverage generally may not restrict benefits for any hospital length of stay in connection with 
childbirth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less than 
96 hours following a delivery by cesarean section. However, the Plan or issuer may pay for a shorter stay 
if the attending provider (e.g., your Physician, nurse midwife or physician assistant), after consulting with 
the mother, discharges the mother or newborn earlier. 

 
Also, under federal law, plans and issuers may not set the level of benefits or out of pocket costs 

so that any later portion of the 48-hour (or 96-hour) stay is treated in a manner less favorable to the 
mother or newborn than any earlier portion of the stay. 

 
In addition, a plan or issuer may not, under federal law, require that a physician or other health 

care provider obtain authorization for prescribing a length of stay of up to 48 hours (or 96 hours). 
However to use certain providers or facilities, or to reduce your out of pockets costs, you may be required 
to obtain prior authorization. For information on prior authorization, contact your Plan Administrator 
 
Statements of Rights under the Women's Health and Cancer Rights Act of 1998 

 
The Women's Health and Cancer Rights Act of 1998 requires that benefits be provided for breast 
reconstruction in connection with a mastectomy in a manner determined in consultation with the attending 
physician and the patient, according to the following provisions: 
 
 Reconstruction of the breast of which the mastectomy was performed; 
 
 Surgery and reconstruction of the other breast to produce symmetrical appearance; 
 
 Coverage for prostheses and physical complications of all stages of mastectomy, including 

lymphedemas. 
 
These benefits are subject to the applicable terms and conditions of the Charter Health Plan, including 
copayments, deductibles and coinsurance provisions (see page 10).  Call your Plan Administrator for 
additional information. 
 

If you would like more information about the Charter Health Plan, call 917- 8500. 
 

www.smhcharterplan.com 
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DEFINITIONS 
 
Here are definitions of key medical terms used throughout this summary plan description. 
 
Accident or Accidental Injury . . . a specific unforeseen sudden event occurring by chance and resulting in bodily 

injury sustained independently of all other causes. 
 
Actively at Work . . . actively at work means active performance of all assigned duties of an employee’s occupation 

for a normal scheduled work day at the usual place of employment, or a place designated by the employer. 
 
A dependent will be considered Actively at Work if the dependent is engaged in all the usual and customary activities 
of an individual of the same age and sex who is in good health and, except for a newborn, if not confined in a medical 
facility. 
 
Bed and Board . . . charges made by a hospital for room and meals and for all general services and activities 
needed for the care of registered bed patients. 
 
Brand Name Drug . . . a drug manufactured by the company named on the application to the Food and Drug 

Administration (FDA) for new-drug approval. 
 
Chronic Pain Management . . . pain that persists longer than six months from the time of the  accident. 

 
Confinement . . . admission to any inpatient facility. 
  
Copayment . . . the cost, if any, you pay at the time a service is provided which may include, but may not be limited 

to: 
 Office visits and related laboratory services 
 Emergency department services 
 Services for prescription drugs. 

The amount of the copayment for these services may change from time to time. 
 
Cosmetic Procedure . . . means a procedure performed primarily for the improvement of a covered person’s 

appearance rather than for the improvement or restoration of bodily function. 
 
Covered Charge . . . medical expenses you have under the direction of a doctor while covered by the Charter Health 
Plan.  The covered charge must be medically necessary for the treatment of an illness or injury not specifically 
excluded or otherwise limited under the Plan.   
     
Custodial Services . . . Custodial services are not primarily for treating a specific injury or sickness, and include: 
 Watching or protecting a person 
 Helping a person with daily living activities, such as walking, grooming, bathing, dressing, getting in and out of 

bed, toileting, eating, preparing foods and taking medications 
 People who are not trained or skilled medical or paramedical personnel can provide custodial are. 
 
Doctor . . . a person legally licensed to practice medicine. 

 
Effective Date of Coverage . . . the date the participant becomes eligible for coverage under the Plan.  The first of 
the month, following 90 days of employment and all mandated requirements i.e. educational training and enrollment 
forms. 
 
Eligible Dependent . . . means an individual who meets the requirements for such status as stated in the eligibility 
section of this document. 

 
Eligible Employees . . . employees who work at least 20 hours per week. 

       
Emergency . . . a condition characterized by acute symptoms, including severe pain, such that a prudent person with 

average knowledge of health and medicine could expect his or her health, or the health of an unborn child in the case 
of a pregnant woman, to be in serious jeopardy without immediate medical attention. 
 
Enrollment period . . . means the period when you may enroll, elect or change benefit coverage.   
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Facility . . . facility includes hospitals, emergency care centers, surgery centers, psychiatric hospitals, home health 

care agencies, nursing homes, and urgent care centers. 
   
Home Hospice . . . a program approved by the attending physician for care rendered in the home to a terminally ill 

covered person with a medical prognosis that life expectancy is six months or less. 
 
Hospice . . . a facility licensed by the appropriate state agency to provide treatment and counseling for terminally ill 
patients and their families. 
 
Hospital . . . a facility licensed by the appropriate state agency that: 

 Charges for the services and supplies it provides 
 Keeps a medical record of each patient 
 Provides an ongoing quality assurance program with reviews by MDs or DOs 
 Primarily provides inpatient services on the premises for surgical and medical diagnosis 
 Provides treatment or care of diseased or injured persons 
 Is supervised 24 hours a day by a staff of MDs or DOs 
 Provides 24-hour-a-day skilled nursing services by RNs 
 Is accredited by the Joint Commission on the Accreditation of Health Care Organizations (JCAHO). 

. . Although it provides medical or psychiatric treatment, it is not primarily: 
 A nursing home 
 A convalescent or extended care facility 
 A place of rest for the aged 
 A place for drug addicts or alcoholics 
 A place providing education or behavior modification services in a residential setting or for children or 

adolescents with behavioral social problems, mental retardation or autism 
 A hospital is not a place for career advice, job training, vocational rehabilitation and/or a place to reside, play 

or exercise. 
Illness . . . includes a sickness, pregnancy, disease, and physical or mental disorder. 

 
Injury . . . a wound or other damage to the body that is sustained accidentally and occurs independently of an illness.  
Injury does not include self-inflicted bodily injury. 
    
Intensive care unit . . . a unit reserved for seriously ill patients who need constant observation as prescribed by the 

attending doctor and that provide: 
 Room and board 
 Nursing care by nurses assigned only to that unit 
 Special equipment or supplies for immediate availability 

 
Late Enrollee . . . a participant not enrolled within 30 days following the eligibility date. 

 
Licensed Medical Provider . . . a person or facility legally licensed to provide healthcare services. 

 
Life Threatening Condition . . . a sudden and unexpected onset of a medical condition requiring medical or surgical 

care which the individual secures immediately after the onset, but no later than 24 hours.   For example, life 
threatening conditions usually include one or more of the following: severe chest pain, profuse hemorrhaging 
(bleeding), difficulty breathing, sudden onset of weakness or paralysis of a body part, unconsciousness, non-
repetitive convulsions, severe burns, significant multiple injuries, or major trauma, partial or complete severing of a 
limb; ingestion of poisonous substance, snake bites, or insect stings. 
 
The final determination of conditions qualifying as life threatening for payment will be the responsibility of the Plan.  It 
will be based on information contained in the individual’s medical records or claim file. 
 
Lifetime Maximum . . . The total amount the Plan will pay in lifetime benefits for each Plan participant including 

organ transplant. 
 
Maternity . . . benefits provided to the female employee and the spouse of the male employee, subject to the same 

limitations and exclusions as all other conditions under the Plan. 
 
Recognized providers of maternity services are physicians (MDs), osteopaths (DOs), and nurse midwives.  A nurse 
midwife is defined as a graduate registered nurse or a lay midwife who is licensed to provide maternity care under 
Florida law. 
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Medical Expense . . . means the charges you have as the result of an injury or illness for medically necessary 

services, treatments, supplies, or drugs.  Medical expenses will be considered to occur as of the date of the 
performance of the service or treatment, or the date of purchase of the supply or drug. 
   
Medically Necessary . . . services or supplies provided by a hospital, physician, or other licensed provider to identify 

or treat an illness or injury and which are: 
 consistent with symptoms, or diagnosis and treatment of the condition, disease, ailment, or injury 
 appropriate with regard to standards of good medical practice, and not primarily for the convenience of the 

patient, the patient’s family, the physician, or other provider. 
 
Just because a service is recommended by a physician does not mean the service is medically necessary, 
reasonable or covered by the Charter Health Plan. 
 
Medicare . . . Title XVIII of the Social Security Act (Federal Health Insurance for the Aged) as it is now or as it may be 

amended. 
 
Member . . . is a person covered under this Plan or the legal representative or guardian of a minor or incompetent 

person covered under this plan. 
 
Mental Illness . . . a disorder that impairs the behavior, emotional reaction or thought process of a person.  Mental 

illness does not include a disorder caused by alcohol or drug abuse.   
 
Minor Emergencies… an injury that is not life-threatening, such as a cut requiring stitches, sprains and possible 

fractures, insect bites, etc. 
 
Network Provider . . . providers of services included in the Charter Health Plan Provider Network.   
 
Non-Occupational . . . a disease or injury which does not arise, and which is not caused or contributed to, by, or as 

a consequence of, any disease or injury which arises out of, or in the course of, any employment or occupation for 
compensation or profit. 
 
Out-of-Network Provider . . . providers of services who are not included in the Charter Health Plan Provider 

Network. 
 
Physical Disability . . . a physical condition which causes a person to be substantially incapable of performing the 

usual and customary duties or activities of an individual of the same age and sex who is in good health. 
 
A person, who develops a physical disability as a result of use of illegal substances, or an overdose or abuse of 
prescribed drugs or medications, shall not be considered physically disabled for purposes of this Plan. 
    
Physician . . . a licensed medical practitioner who is practicing within the scope of his license and is licensed to 

prescribe and administer drugs or to perform surgery.  Physician also includes any other medical practitioner whose  
services are required to be covered by law if he is operating within the scope of his license and 
performing a service that is covered by the Plan when performed by a physician.   
A physician may not be an immediate relative, or a member of your household. 
 
Post-Service Claim:   

All claims under a group health plan that are not pre-service claims. 
 
Prior authorization . . . necessary approval from the Charter Health Plan before you receive certain services.  Prior 

authorization is obtained by calling 917-8500.  
 
Prescription drugs . . .  
 Brand . . . prescription drugs manufactured under a brand name. 

 
Generic . . . include the same active ingredients as brand name, but are less expensive because the brand 

name manufacturer makes the initial investment for product research and development.  
Pre-Service Claim:   

Any request for approval of a benefit with respect to which the terms of the Plan condition receipt of the benefit, is 
whole or in part, on approval of the benefit in advance of obtaining medical care, i.e., any review or approval the Plan 
requires as part of the process for receiving benefits such as pre-certification or prior authorization. 
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Pre-Service Urgent Claims:   

Any claim for medical care or treatment with respect to which the application of the time periods for making non-
urgent care determinations, 1) could seriously jeopardize the life or health of the claimant or the ability of the claimant 
to regain maximum function, or 2) In the opinion of the physician with knowledge of the claimant’s medical condition, 
would subject the claimant to severe pain that cannot be adequately managed without the care or treatment that is 
the subject of the claim. 

 
Primary Care Physician . . . a physician you choose to provide and arrange your medical care, who qualifies as a 

participating provider in general practice, internal medicine, family practice or pediatrics. 
 
Reasonable and Customary . . . the normal charge made by a provider for a service or supply that does not exceed 
the normal charge made by other providers for the same service in the same geographic area. 
 
Referral . . . your PCP must provide a referral before you visit any other medical provider.   

 
Third Party Administrator (TPA) . . . an outside company hired by the Charter Health Plan to pay all medical claims. 

 
Utilization Manager (UM) . . . services reviewed by a professional health care management company to ensure cost-

effective quality of care and to assist in determining whether or not proposed services are appropriate for 
reimbursement under the Plan. 
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IMPORTANT INFORMATION ABOUT THE PLAN 

 
Plan Name  The Charter Health Plan  
 
Plan Sponsor  Sarasota County Public Hospital Board 
   1700 South Tamiami Trail 
   Sarasota, Florida 34239-3555 
   
Plan Administrator Sarasota Memorial Hospital Physician Hospital Organization 
   
Agent for Service 
Of Legal Process Williams, Parker, Harrison, Dietz & Getzen 
   200 South Orange Avenue 
   Sarasota, Florida 34236 

    
Plan Year  September 1 to August 31 
 
Plan Number  501 
 
Employer Identification 
Number   59-6012500 
 
Type of Plan  Welfare plan providing healthcare benefits. 
 
Plan Documents 
And Contracts  This booklet is intended to serve as a summary plan description for 

the Plan.  The descriptions contained in this booklet are intended to provide a 
summary explanation of your benefits.  Easy-to-read language has been used as 
much as possible to help you understand the Plan provisions.  Official plan 
documents govern the operation of and are the legally governing instruments in 
determining all rights and obligations under the Plan. 
 
Your rights to inspect or obtain copies of these documents are described under 
“Your Rights Under ERISA.”  In case of any discrepancies between this 
handbook and the official Plan documents, the Plan documents will control.  

 
How the Plan Is  
Funded The Plan is fully insured by Employers’ contributions and any contributions from 

your pay help fund your healthcare benefits.   

 
How the Plan is  
Administered The Charter Health Plan contracts with a third-party administrator to process 

claims based on the plan provisions.  The Plan Administrator is responsible for 
claim review and payment.  The address for WEBTPA is: P.O. Box 99906, 
Grapevine, TX  76099-9706. 

 
Rights to  
Employment   The existence of this Plan does not affect the employment rights of any 

employee or the rights of the employer to discharge an employee. 
 
Right to Amend 
Or Terminate Plans Sarasota County Public Hospital Board has arranged to sponsor this Plan 

indefinitely, but reserves the right to amend, suspend, or terminate the Plan for 
any reason.  You will be given notice of any changes to the Plan. 

 
Your Rights Under ERISA 
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As a participant in Plan you are entitled to certain rights and protections under the Employee Retirement 

Income Security Act of 1974 (ERISA).  ERISA provides that all plan participants shall be entitled to: 

Receive Information About Your Plan and Benefits 

Examine, without charge, at the Plan Administrator’s office and at other specified locations, such as 
worksites and union halls, all documents governing the Plan, including insurance contracts and collective 
bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed by the plan with 
the U.S. Department of Labor and available at the Public Disclosure Room of the Pension and Welfare 

Benefit Administration. 

Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of 
the Plan, including insurance contracts and collective bargaining agreements, and copies of the latest 
annual report (Form 5500 Series) and updated summary Plan description.  The Administrator may make 

a reasonable charge for the copies. 

Receive a summary of the Plan’s annual financial report.  The Plan Administrator is required by law to 

furnish each participant with a copy of this summary annual report.   

Continue Group Health Plan Coverage 

Continue health care coverage for yourself, spouse or dependents if there is a loss of coverage under the 
Plan as a result of a qualifying event.  You or your dependents may have to pay for such coverage.  
Review this summary Plan description and the documents governing the Plan on the rules governing your 

COBRA continuation coverage rights. 

Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group 
health plan, if you have creditable coverage from another plan.  You should be provided a certificate of 
creditable coverage, free of charge, from your group health plan or health insurance issuer when you lose 
coverage under the Plan, when you become entitled to elect COBRA continuation coverage, when your 
COBRA  continuation coverage ceases, if you request it before losing coverage, or if you request it up to 
24 months after losing coverage.  Without evidence of creditable coverage, you may be subject to a pre-
existing condition exclusion for 12 months (18 months for late enrollees) after your enrollment date in your 

coverage. 

Prudent Actions by Plan Fiduciaries 

In addition to creating rights for Plan participants ERISA imposes duties upon the people who are 
responsible for the operation of the employee benefit plan.  The people who operate your Plan, called 
“fiduciaries” of the Plan, have a duty to do so prudently and in the interest of you and other Plan 
participants and beneficiaries.  No one, including your employer, your union, or any other person, may fire 
you or otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or 

exercising your rights under ERISA. 

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why 
this was done, to obtain copies of documents relating to the decision without charge, and to appeal any 

denial, all within certain time schedules. 

Under ERISA, there are steps you can take to enforce the above rights.  For instance, if you request a 
copy of Plan documents or the latest annual report from the Plan and do not receive them within 30 days, 
you may file suit in a Federal court.  In such a case, the court may require the Plan Administrator to 
provide the materials and pay you up to $110 a day until you receive the materials, unless the materials 
were not sent because of reasons beyond the control of the administrator.  If you have a claim for benefits 
which is denied or ignored, in whole or in part, you may file suit in a state or Federal court after you have 
exhausted all administrative remedies under the Plan.  In addition, if you disagree with the Plan’s decision 
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or lack thereof concerning the qualified status of a domestic relations order or a medical child support 
order, you may file suit in Federal court after you have exhausted all administrative remedies under the 
Plan.  If it should happen that Plan fiduciaries misuse the Plan’s money, or if you are discriminated 
against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may 
file suit in a Federal court.  The court will decide who should pay court costs and legal fees.  If you are 
successful the court may order the person you have sued to pay these costs and fees.  If you lose, the 

court may order you to pay these costs and fees, for example, if it finds your claim is frivolous. 

Assistance with Your Questions 

If you have any questions about your Plan, you should contact the Plan Administrator.  If you have any 
questions about this statement or about your rights under ERISA, or if you need assistance in obtaining 
documents from the Plan Administrator, you should contact the nearest office of the Employee Benefit 
Security Administration, U.S. Department of Labor, listed in your telephone directory or the Division of 
Technical Assistance and Inquiries, Employee Benefit Security Administration, U.S. Department of Labor, 
200 Constitution Avenue N.W., Washington, D.C.  You may also obtain certain publications about your 
rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefit 

Security Administration. 

 
Privacy and Confidentiality of Your Health Information 
 

When you completed the Primary Care Provider Designation Form and applied for the Charter Health 
Plan coverage, you signed a statement which reads:  “I authorize those providing services to me or my 
dependents to release relevant information or medical records to the Plan.”  What does this mean to you 
as a patient? 
To assist physicians in the course of medical treatment, authorization of services and referrals, and the 
management of diseases and preventive care, actual test results, physical findings, and medical histories 
may be needed for review by the Charter Health Plan Medical Director and designated staff.  Results and 
findings related to AIDS/HIV and toxicology (including alcohol, drug, and mental health records) are not 
requested by the Plan, due to the confidential nature of such conditions.   
Be assured that systems and processes are in place to protect the privacy and confidentiality of your 
medical information.  For further details, please refer to the Charter Health Plan Privacy Of Your 
Information pamphlet. 
 
 
IF YOU HAVE QUESTIONS 

 
If you have questions regarding this summary, contact 917-8500. 
 

This booklet summarizes the contracts, which legally govern all plan operations.  Full details of 
the plan are covered in the contracts.  In case of any conflict between this booklet and the plan 
contracts, the provisions of the actual contracts will control.      
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CHARTER HEALTH PLAN  

NOTICE OF PRIVACY P RACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT 

CAREFULLY. 

This Notice of Privacy Practices describes how protected health information may be used or disclosed by your Group 

Health Plan to carry out payment, health care operations, and for other purposes that are permitted or required by law.  

This Notice also sets out our legal obligations concerning your protected health information, and describes your rights 

to access and control your protected health information. 

Protected health information (or ñPHIò) is individually identifiable health information, including demographic 

information, collected from you or created or received by a health care provider, a health plan, your employer (when 

functioning on behalf of the group health plan), or a health care clearinghouse and that relates to: (i) your past, 

present, or future physical or mental health or condition; (ii) the provision of health care to you; or (iii) the past, 

present, or future payment for the provision of health care to you. 

This Notice of Privacy Practices has been drafted to be consistent with what is known as the ñHIPAA Privacy Rule,ò 

and any of the terms not defined in this Notice should have the same meaning as they have in the HIPAA Privacy 

Rule. 

If you have any questions or want additional information about the Notice or the policies and procedures described in 

the Notice, please contact:  Charter Health Plan, 1991 Main Street, Suite 147 Sarasota, FL  34236. Phone number is 

941-917-8500. 

The Charter Plan complies with the provisions of all applicable state and federal laws, rules and regulations 

regarding your protected health information. While we try to keep our Notice of Privacy Practices up to date, the 

laws, rules and regulations can change and this Notice may not reflect the most current laws rules and regulations.  If 

you have any questions about the provisions of this Notice, or about how we handle your protected health 

information, please contact: Charter Health Plan, 1991 Main Street, Suite 147, Sarasota, FL 34236.  Phone number 

is 941-917-8500. 

EFFECTIVE DATE 

This Notice of Privacy Practices becomes effective on November 1, 2003. 

OUR RESPONSIBILITIES 

We are required by law to maintain the privacy of your protected health information.  We are obligated to provide you 

with a copy of this Notice of our legal duties and of our privacy practices with respect to protected health information, 

and we must abide by the terms of this Notice.  We reserve the right to change the provisions of our Notice and make 

the new provisions effective for all protected health information that we maintain.  If we make a material change to 

our Notice, we will mail a revised Notice to the address that we have on record for the contract holder for your 

member contract. 

Primary Uses and Disclosures of Protected Health Information 

The following is a description of how we are most likely to use and/or disclose your protected health information. 

 Payment and Health Care Operations 
We have the right to use and disclose your protected health information for all activities that are included 

within the definitions of ñpaymentò and ñhealth care operationsò as set out in 45 C.F.R. Ä 164.501 (this 
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provision is a part of the HIPAA Privacy Rule).  We have not listed in this Notice all of the activities 

included within these definitions, so please refer to 45 C.F.R. § 164.501 for a complete list. 

 Payment 

We will use or disclose your PHI to pay claims for services provided to you and to obtain stop-loss 

reimbursements or to otherwise fulfill our responsibilities for coverage and providing benefits.  For 

example, we may disclose your protected health information when a provider requests information 

regarding your eligibility for coverage under our health plan, or we may use your information to 

determine if a treatment that you received was medically necessary. 

 Health Care Operations 

We will use or disclose your protected health information to support our business functions.  These 

functions include, but are not limited to: quality assessment and improvement, reviewing provider 

performance, licensing, stop-loss underwriting, business planning, and business development.  For 

example, we may use or disclose your protected health information: (i) to provide you with 

information about one of our disease management programs; (ii) to respond to a customer service 

inquiry from you; or (iii) to perform case management functions such as coordination of care or 

pharmacy benefits. 

 Business Associates 
We contract with individuals and entities (Business Associates) to perform various functions on our behalf or 

to provide certain types of services.  To perform these functions or to provide the services, our Business 

Associates will receive, create, maintain, use, or disclose protected health information, but only after we 

require the Business Associates to agree in writing to contract terms designed to appropriately safeguard your 

information.  For example, we may disclose your protected health information to a Business Associate to 

administer claims or to provide service support, utilization management, subrogation, or pharmacy benefit 

management.  Examples of our business associates would be our Third Party Administrator, which will be 

handling many of the functions in connection with the operation of our Group Health Plan; the retail 

pharmacy; agents, and the health underwriters.  

 Other Covered Entities 
We may use or disclose your protected health information to assist health care providers in connection with 

their treatment or payment activities, or to assist other covered entities in connection with payment activities 

and certain health care operations.  For example, we may disclose your protected health information to a 

health care provider when needed by the provider to render treatment to you, and we may disclose protected 

health information to another covered entity to conduct health care operations in the areas of quality 

assurance and improvement activities, or accreditation, certification, licensing or credentialing.  This also 
means that we may disclose or share your protected health information with other insurance carriers in order 

to coordinate benefits, if you or your family members have coverage through another carrier. 

 Plan Sponsor 
We may disclose your protected health information to the Plan sponsor of the Group Health Plan for 

purposes of Plan Administration or pursuant to an authorization request signed by you. 

Potential Impact of State Law 

The HIPAA Privacy Regulations generally do not ñpreemptò (or take precedence over) state privacy or other 

applicable laws that provide individuals greater privacy protections.  As a result, to the extent state law applies, the 

privacy laws of a particular state, or other federal laws, rather than the HIPAA Privacy Regulations, might impose a 

privacy standard under which we will be required to operate.  For example, where such laws have been enacted, we 

will follow more stringent state privacy laws that relate to uses and disclosures of protected health information 

concerning HIV or AIDS, mental health, substance abuse/chemical dependency, genetic testing, reproductive rights, 

etc. 

Other Possible Uses and Disclosures of Protected Health Information 
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The following is a description of other possible ways in which we may (and are permitted to) use and/or disclose your 

protected health information. 

 Required by Law 
We may use or disclose your protected health information to the extent that federal law requires the use or 

disclosure.  When used in this Notice, ñrequired by lawò is defined as it is in the HIPAA Privacy Rule.  For 

example, we may disclose your protected health information when required by national security laws or 

public health disclosure laws. 

 Public Health Activities 
We may use or disclose your protected health information for public health activities that are permitted or 

required by law.  For example, we may use or disclose information for the purpose of preventing or 

controlling disease, injury, or disability, or we may disclose such information to a public health authority 

authorized to receive reports of child abuse or neglect.  We also may disclose protected health information, if 

directed by a public health authority, to a foreign government agency that is collaborating with the public 

health authority. 

 Health Oversight Activities 
We may disclose your protected health information to a health oversight agency for activities authorized by 

law, such as: audits; investigations; inspections; licensure or disciplinary actions; or civil, administrative, or 

criminal proceedings or actions.  Oversight agencies seeking this information include government agencies 

that oversee: (i) the health care system; (ii) government benefit programs; (iii) other government regulatory 

programs; and (iv) compliance with civil rights laws. 

 Abuse or Neglect 
We may disclose your protected health information to a government authority that is authorized by law to 

receive reports of abuse, neglect, or domestic violence.  Additionally, as required by law, we may disclose to 

a governmental entity authorized to receive such information your information if we believe that you have 

been a victim of abuse, neglect, or domestic violence. 

 Legal Proceedings 
We may disclose your protected health information: (1) in the course of any judicial or administrative 

proceeding; (2) in response to an order of a court or administrative tribunal (to the extent such disclosure is 

expressly authorized); and (3) in response to a subpoena, a discovery request, or other lawful process, once 

we have met all administrative requirements of the HIPAA Privacy Rule.  For example, we may disclose 

your protected health information in response to a subpoena for such information, but only after we first meet 

certain conditions required by the HIPAA Privacy Rule. 

 Law Enforcement 
Under certain conditions, we also may disclose your protected health information to law enforcement 

officials.  For example, some of the reasons for such a disclosure may include, but not be limited to: (1) it is 

required by law or some other legal process; (2) it is necessary to locate or identify a suspect, fugitive, 

material witness, or missing person; and (3) it is necessary to provide evidence of a crime that occurred on 

our premises. 

 Coroners, Medical Examiners, Funeral Directors, and Organ Donation 
We may disclose protected health information to a coroner or medical examiner for purposes of identifying a 

deceased person, determining a cause of death, or for the coroner or medical examiner to perform other 

duties authorized by law.  We also may disclose, as authorized by law, information to funeral directors so 

that they may carry out their duties.  Further, we may disclose protected health information to organizations 

that handle organ, eye, or tissue donation and transplantation. 

 Research 
We may disclose your protected health information to researchers when an institutional review board or 

privacy board has: (1) reviewed the research proposal and established protocols to ensure the privacy of the 

information; and (2) approved the research. 
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 To Prevent a Serious Threat to Health or Safety 
Consistent with applicable federal and state laws, we may disclose your protected health information if we 

believe that the disclosure is necessary to prevent or lessen a serious and imminent threat to the health or 

safety of a person or the public.  We also may disclose protected health information if it is necessary for law 

enforcement authorities to identify or apprehend an individual. 

 Military Activity and National Security, Protective Services 
Under certain conditions, we may disclose your protected health information if you are, or were, Armed 

Forces personnel for activities deemed necessary by appropriate military command authorities.  If you are a 

member of foreign military service, we may disclose, in certain circumstances, your information to the 

foreign military authority.  We also may disclose your protected health information to authorized federal 

officials for conducting national security and intelligence activities, and for the protection of the President, 

other authorized persons, or heads of state. 

 Inmates 
If you are an inmate of a correctional institution, we may disclose your protected health information to the 

correctional institution or to a law enforcement official for: (1) the institution to provide health care to you; 

(2) your health and safety and the health and safety of others; or (3) the safety and security of the correctional 

institution. 

 Workersô Compensation 
We may disclose your protected health information to comply with workersô compensation laws and other 

similar programs that provide benefits for work-related injuries or illnesses. 

 Others Involved in Your Health Care 
Using our best judgment, we may make your protected health information known to a family member, other 

relative, close personal friend or other personal representative that you identify.  Such a use will be based on 

how involved the person is in your care, or payment that relates to your care. We may release information to 

parents or guardians, if allowed by law. 

We also may disclose your information to an entity assisting in a disaster relief effort so that your family can 

be notified about your condition, status, and location. 

If you are not present or able to agree to these disclosures of your protected health information, then, using 

our professional judgment, we may determine whether the disclosure is in your best interest. 

Required Disclosures of Your Protected Health Information 

The following is a description of disclosures that we are required by law to make. 

 Disclosures to the Secretary of the U.S. Department of Health and Human Services 
We are required to disclose your protected health information to the Secretary of the U.S. Department of 

Health and Human Services when the Secretary is investigating or determining our compliance with the 

HIPAA Privacy Rule. 

 Disclosures to You 
We are required to disclose to you most of your protected health information in a ñdesignated record setò 

when you request access to this information.  Generally, a ñdesignated record setò contains medical and 

billing records, as well as other records that are used to make decisions about your health care benefits.  We 

also are required to provide, upon your request, an accounting of most disclosures of your protected health 

information that are for reasons other than payment and health care operations and are not disclosed through 

a signed authorization. 

We will disclose your protected health information to an individual who has been designated by you as your 

personal representative and who has qualified for such designation in accordance with relevant state law.  

However, before we will disclose protected health information to such a person, you must submit a written 
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notice of his/her designation, along with the documentation that supports his/her qualification (such as a 

power of attorney). 

Even if you designate a personal representative, the HIPAA Privacy Rule permits us to elect not to treat the 

person as your personal representative if we have a reasonable belief that: (i) you have been, or may be, 

subjected to domestic violence, abuse, or neglect by such person; (ii) treating such person as your personal 

representative could endanger you; or (iii) we determine, in the exercise of our professional judgment, that it 

is not in your best interest to treat the person as your personal representative. 

Other Uses and Disclosures of Your Protected Health Information 

Other uses and disclosures of your protected health information that are not described above will be made only with 

your written authorization.  If you provide us with such an authorization, you may revoke the authorization in writing, 
and this revocation will be effective for future uses and disclosures of protected health information.  However, the 

revocation will not be effective for information that we already have used or disclosed, relying on the authorization. 

YOUR RIGHTS 

The following is a description of your rights with respect to your protected health information. 

 Right to Request a Restriction 
You have the right to request a restriction on the protected health information we use or disclose about you 

for payment or health care operations. 

We are not required to agree to any restriction that you may request with some limited exceptions for health 

care that you pay for on your own.  If we do agree to the restriction, we will comply with the restriction 

unless the information is needed to provide emergency treatment to you. 

You may request a restriction by calling us at 941-917-8326 or writing to Varsity Health Charter Plan, P. O. 
Box 459, Sarasota, FL 34230.  It is important that you direct your request for restriction to this 

number/address so that we can begin to process your request.  Requests sent to persons or offices other than 

the number/address indicated might delay processing the request. 

We will want to receive this information in writing and will instruct you where to send your request when 

you call.  In your request, please tell us: (1) the information whose disclosure you want to limit; and (2) how 

you want to limit our use and/or disclosure of the information. 

 Right to Request Confidential Communications 
If you believe that a disclosure of all or part of your protected health information may endanger you, you 

may request that we communicate with you regarding your information in an alternative manner or at an 

alternative location.  For example, you may ask that we only contact you at your work address or via your 

work e-mail. 

You may request a restriction by calling/writing us at the number listed in the summary page of this Notice to 

Varsity Health Charter Plan, P.O. Box 459, Sarasota, FL 34230.  It is important that you direct your request 

for confidential communications to this number/address so that we can begin to process your request.  

Requests sent to persons or offices other than the one indicated might delay processing the request. 

We will want to receive this information in writing and will instruct you where to send your written request 

when you call.  In your request, please tell us: (1) that you want us to communicate your protected health 

information with you in an alternative manner or at an alternative location; and (2) that the disclosure of all 

or part of the protected health information in a manner inconsistent with your instructions would put you in 

danger. 

We will accommodate a request for confidential communications that is reasonable and that states that the 

disclosure of all or part of your protected health information could endanger you.  As permitted by the 
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HIPAA Privacy Rule, ñreasonablenessò will (and is permitted to) include, when appropriate, making 

alternate arrangements regarding payment. 

Accordingly, as a condition of granting your request, you will be required to provide us information 

concerning how payment will be handled.  For example, if you submit a claim for payment, state or federal 

law (or our own contractual obligations) may require that we disclose certain financial claim information to 

the plan participant (e.g., an EOB).  Unless you have made other payment arrangements, the EOB (in which 

your protected health information might be included) will be released to the plan participant. 

Once we receive all of the information for such a request (along with the instructions for handling future 

communications), the request will be processed usually within three business days. 

Prior to receiving the information necessary for this request, or during the time it takes to process it, 
protected health information may be disclosed (such as through an Explanation of Benefits, ñEOBò).  

Therefore, it is extremely important that you contact us at the number listed in the summary page of this 

Notice as soon as you determine that you need to restrict disclosures of your protected health information. 

If you terminate your request for confidential communications, the restriction will be removed for all your 

protected health information that we hold, including protected health information that was previously 

protected.  Therefore, you should not terminate a request for confidential communications if you remain 

concerned that disclosure of your protected health information will endanger you. 

 Right to Inspect and Copy 
You have the right to inspect and copy your protected health information that is contained in a ñdesignated 

record set.ò Generally, a ñdesignated record setò contains medical and billing records, as well as other 

records that are used to make decisions about your health care benefits.  However, you may not inspect or 

copy psychotherapy notes or certain other information that may be contained in a designated record set. 

To inspect and copy your protected health information that is contained in a designated record set, you must 

submit your request by calling us at the number listed in the summary page of this Notice.  It is important 

that you call this number to request an inspection and copying so that we can begin to process your request.  

Requests sent to persons, offices, other than the one indicated might delay processing the request.  If you 

request a copy of the information, we may charge a fee for the costs of copying, mailing, or other supplies 

associated with your request. 

We may deny your request to inspect and copy your protected health information in certain limited 

circumstances.  If you are denied access to your information, you may request that the denial be reviewed.  

To request a review, you must contact us at the number provided in this Notice.  A licensed health care 

professional chosen by us will review your request and the denial.  The person performing this review will 

not be the same one who denied your initial request.  Under certain conditions, our denial will not be 

reviewable.  If this event occurs, we will inform you in our denial that the decision is not reviewable. 

 Right to Amend 
If you believe that your protected health information is incorrect or incomplete, you may request that we 

amend your information.  You may request that we amend your information by calling/writing to Varsity 

Health Charter Plan, P.O. Box 459, Sarasota, FL 34230.  Additionally, your request should include the reason 

the amendment is necessary.  It is important that you direct your request for amendment to this 
number/address so that we can begin to process your request.  Requests sent to persons or offices, other than 

the one indicated might delay processing the request. 

In certain cases, we may deny your request for an amendment.  For example, we may deny your request if the 

information you want to amend is not maintained by us, but by another entity.  If we deny your request, you 

have the right to file a statement of disagreement with us.  Your statement of disagreement will be linked 
with the disputed information and all future disclosures of the disputed information will include your 

statement. 
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 Right of an Accounting 
You have a right to an accounting of certain disclosures of your protected health information that are for 

reasons other than treatment, payment, or health care operations.  No accounting of disclosures is required for 

disclosures made pursuant to a signed authorization by you or your personal representative.  You should 

know that most disclosures of protected health information will be for purposes of payment or health care 

operations, and, therefore, will not be subject to your right to an accounting.  There also are other exceptions 

to this right. 

An accounting will include the date(s) of the disclosure, to whom we made the disclosure, a brief description 

of the information disclosed, and the purpose for the disclosure. 

You may request an accounting by submitting your request in writing to Varsity Health Charter Plan, P.O. 

Box 459, Sarasota, FL 34230.  It is important that you direct your request for an accounting to this address so 

that we can begin to process your request.  Requests sent to persons or offices other than the one indicated 

might delay processing the request. 

Your request may be for disclosures made up to 6 years before the date of your request, but not for 

disclosures made before November 1, 2003.  The first list you request within a 12-month period will be free.  

For additional lists, we may charge you for the costs of providing the list.  We will notify you of the cost 

involved and you may choose to withdraw or modify your request at the time before any costs are incurred. 

 Right to a Paper Copy of This Notice 
You have the right to a paper copy of this Notice, even if you have agreed to accept this Notice 

electronically. 

COMPLAINTS 

You may complain to us if you believe that we have violated your privacy rights.  You may file a complaint with us 

by calling us at the number listed in this Notice.  A copy of a complaint form is available from this contact office. 

You also may file a complaint with the Secretary of the U.S. Department of Health and Human Services.  Complaints 

filed directly with the Secretary must: (1) be in writing; (2) contain the name of the entity against which the complaint 

is lodged; (3) describe the relevant problems; and (4) be filed within 180 days of the time you became or should have 

become aware of the problem. 

We will not penalize or any other way retaliate against you for filing a complaint with the 

Secretary or with us. 

  

 


