
From: Andrea Gambardella
To: E-OHPSCA2715.EBSA
Subject: Summary of Benefits for Self Funded Health Plans
Date: Tuesday, October 18, 2011 8:48:27 AM
Attachments: Sample SBC.docx

Dear Department of Labor:
 
As a TPA located in CT for over 35 years we are doing our best to comply with all the new
requirements of PPACA on behalf of our self funded clients.  At times this can be quite challenging
and labor intensive, however we continue to ensure our clients and their associated health plans
remain compliant with health care reform.
Most recently we are having difficulties, translating a self-funded plan on to the Summary of
Benefits Coverage (SBC).  Much of the fully insured terminology utilized does not apply to self
funded plans, or requires further explanation.  For example:

                           Fully Insured                                                                                       Self Funded

Insurance Company Health Plan /Plan Sponsor
Policy Summary Plan Description
Individual /Spouse Single/Dual/ Family
Premium Employee Contribution
Balance Billing Usual, Reasonable, Customary

 

Further, the template is difficult to complete when there are dollar maximums, visit limits or tiered
level of payments for a specific benefit.  Each self-funded client has the ability to customize the
benefits provided, allowing for hundreds of variations of what would need to be completed.  It is
also very common for our clients to have multiple unique plan options such as various HDHP and
PPO designs.

Rather than the complex examples provided to demonstrate how medical services may be covered,
it may be better to demonstrate for self-funded plans the difference between services being paid
in-network vs. out of network.  In self funding, it is nearly impossible to reflect allowed amounts for
services that would apply to the majority of the population. The network contracts are provider
specific and vary depending upon economic area and provider specialty.  Education on the
Identification Card and the PPO network utilized would also prove to be beneficial.

We feel that to proceed with the template provided would cause greater confusion and mislead
the participant into believing they have a fully insured program. It is our hope that you will
consider creating a separate template for self-funded, taking into consideration our suggestions.
 Attached is our attempt to modify the template for a self-funded case. We are sure this can also
be improved.

We look forward to a positive response to our suggestions.
 
Sincerely,

mailto:AGambardella@stirlingbenefits.com
mailto:E-OHPSCA2715.EBSA@dol.gov





This is not a Summary Plan Description (SPD). You can get a copy of the SPD from your Human Resources Department.

The SPD has complete information regarding eligibility, prior-authorization requirements, coverage and exclusions.

		Important Questions

		Answers

		Why this Matters:



		



What is the employee contribution towards the total premium?

		

Please contact your Employer to obtain this information

		The premium is the amount paid for health insurance.  The employee contribution is the amount you pay towards the premium for the health plan coverage you selected.



		What is the overall deductible?

		

There is a $0.00 deductible for 

in-network provider services.

There is a $500 Single/ $1,000 Family deductible for out- of -network provider services. Pages 3-6 will identify any service that has a deductible.

		 You must pay all costs up to the deductible amount before this health plan begins to pay for covered services you receive. The deductible starts over each year in January and only applies when you see an out of network provider.



		Is there an out of pocket limit on my expenses?

		Yes. For out- of -network services only there is a $1,000 Single /$2,000 Family Out of Pocket Limit.

		The Out of Pocket Limit is the most you could pay during the policy period for your share of the cost of covered services. This limit helps you plan for health care expenses.



		What is not included in the Out–of–Pocket Limit?

		Copayments, Deductibles, Balance Billed Charges, and Non-Covered Services are not included in the Out of Pocket Limit.

		Even though you pay these expenses, they do not count toward the 

Out of Pocket Limit.



		Is there an overall annual limit on what the insurer pays?

		 Yes. For 2011 the annual limit of benefits payable is $1,000,000.

		This plan will pay for all covered services up to this annual limit during each policy period (January-December)



		Does this plan use a network of providers?

		Yes.  This plan uses the PHCS Network.  For a list of participating providers please go to www.multiplan.com.



		If you use an in-network provider, this plan will pay some or all of the cost of covered services. You can use a non-participating provider; however the out of pocket cost may be greater for the covered services performed. 



		Do I need a referral to see a specialist?

		 No. Referrals to a specialist are not required.

		You can see the specialist  of your choice without permission from this plan



		Are there services I need to obtain prior approval before receiving?

		Yes. This is referred to as prior-authorization or pre-certification. 

		 Before certain services are performed, on a non‑emergency basis, the health plan will review the care as appropriate for reimbursement. You or your doctor will contact the health plan at the telephone number on your ID Card prior to the service being performed to begin the process.
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	Co-payments are fixed dollar amounts (for example, $20 you pay for an office visit), usually at time of the service.

	Co-insurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. You pay this plus any deductible amounts you owe under this health insurance plan. For example, if the health plan’s allowed amount for a diagnostic test is $300 and you’ve met your deductible, your co-insurance payment of 10% would be $30. 

	The plan’s payment for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed

amount, you may have to pay the difference. For example, if an out-of-network provider charges $500 for a diagnostic test and the allowed amount is $300, you may have to pay the $200 difference because it is above the usual and reasonable charge for that test. 

 This plan may encourage you to use PHCS providers by charging you lower deductibles, co-payments and co-insurance amounts.	

		



Common

Medical Event

		



Services You May Need

		Your cost if you use a

		



Limitations & Exceptions



		

		

		

Participating

Provider

		*Non- Participating Provider

		



		

If you visit a health care provider’s office for injury or illness

		Primary Care Physician Visit 

		$20 copay

		20% after deductible

		



		

		Specialist Visit

		

		20% after deductible

		



		

		

		$30 copay

		20% after deductible

		



		If you visit a health care provider for routine or wellness exams



		Adult Wellness Exam-(covered annually)

		$0 copay

		20% after deductible

		*Includes all related lab, immunizations and x-ray services.



		

		Child Wellness Exam –(see SPD for frequency)

		$0 copay

		20% after deductible

		*Includes all related lab, immunizations, vision and hearing exams



		

If you have a diagnostic 

test for an injury or illness

		Diagnostic X-ray & Lab( for an illness or injury)

		$0 copay

		20% after deductible

		



		

		*High Cost Imaging (CT/PET scans, MRIs)

		$75 copay 

		20% after deductible

		*Pre-certification is required



		If you need a prescription medication

For more information you may contact Express Scripts  at : (800) 451-6245 

or  via the web:

www.express-scripts.com







		Generic Drugs

		$5 copay

		Not Covered

		



		

		Preferred Brand Drugs

		$20 copay

		Not Covered

		



		

		Non-Preferred Brand Drugs

		$40 copay

		Not Covered

		



		

		Specialty Drugs

		20% up to $300 copay 

		Not Covered

		



		If you have outpatient surgery

		*Facility Fee 

Facility Fee (e.g., ambulatory surgery center)

		$200 copay

		20% after deductible

2



0% after deductible

		*Pre-certification is required



		

		Physician/Surgeon Fees

		$0 copay

		20% after deductible

		



		

		Anesthesia Services

		$0 copay

		20% after deductible

		









		



Common

Medical Event

		



Services You May Need

		Your cost if you use a

		



Limitations & Exceptions



		

		

		

Participating

Provider

		Non- Participating Provider

		



		If you need immediate medical attention

		Emergency Medical Transportation

		$0

		$0

		



		

		Emergency Room Services

		*$150 copay

		*$150 copay

		*$150 copay is waived if admitted



		

		Urgent Care Services

		$50 copay

		20% after deductible

		



		If you have an inpatient  hospital stay

		*Facility Fee (e.g., hospital room)

		$500 copay

		$500 copay and      20% after deductible

		*Pre-certification is required



		

		Inpatient Physician Services

		$0 copay

		20% after deductible

		



		If you have mental health or substance abuse needs

		Mental Health/Substance Abuse 

Outpatient Services 

		$30 copay

		20% after deductible

		



		

		*Mental Health/Substance Abuse 

Inpatient Services (Facility Fee)

		$500 copay

		20% after deductible

		*Pre-certification is required



		If you become pregnant

		Pre and Postnatal Care Including Delivery

		 *$20 copay

		20% after deductible

		*Copay applies to initial visit only 



		

		*Inpatient Facility Fee

		$500 copay

		20% after deductible

		*Pre-certification is required when admitted



		

If you have a recovery or other special health need

		*Skilled Nursing Facility Fee



		$500 copay

		20% after deductible

		*Pre-certification is required



		

		Home Health Care

		$30 copay

		20% after deductible

		



		

		Physical Therapy

		$30 copay

		20% after deductible

		



		

		Chiropractic Care

		$30 copay

		20% after deductible

		



		



Are if you need a Vision or Hearing exam

		Durable Medical Equipment

		$0 copay

		20% after deductible

		



		

		Eye Exam

		*$0 copay

		20% after deductible

		*See Plan Limitations and Exclusions



		

		Glasses

		Not Covered

		Not Covered

		



		

		Hearing Exam

		*$0

		20% after deductible

		*See Plan Limitations and Exclusions













Excluded Services:



Services Your Plan Does NOT Cover-Plan Limitations and Exclusions (This isn’t a complete list. Check your SPD for a complete listing.)

 (
 Complications of 
non
covered
 treatments 
 Custodial care  
 E
ye Refraction
 
 Excess charges    
 Experimental or not Medically Necessary     
 Hazardous Hobby or Activity   
 Illegal acts     
 No Physician recommendation     
 Personal comfort items   
 
Hearing Aids
    
)



 		 



Your Rights to Continue Coverage:	

Employee coverage will terminate on the earliest of these dates (except in certain circumstances, a covered Employee may be eligible for COBRA continuation coverage. For a complete explanation of when COBRA continuation coverage is available, what conditions apply and how to select it see your Summary Plan Description.

(1)  The date the Plan is terminated.

(2)	The date the covered Employee's Eligible Class is eliminated.

(3)	The last day of the calendar month in which the covered Employee ceases to be in one of the Eligible Classes. This includes death or termination of Active Employment of the covered Employee. (See the section entitled Continuation Coverage Rights under COBRA.) It also includes an Employee on disability, leave of absence or other leave of absence, unless the Plan specifically provides for continuation during these periods.

(4)	The end of the period for which the required contribution has been paid if the charge for the next period is not paid when due.

(5)	The earliest date the Employee has a claim that is denied in whole or in part because the Employee has met or exceeded a lifetime limit on all benefits.

(6)	If an Employee commits fraud or makes a material misrepresentation in applying for or obtaining coverage, or obtaining benefits under the Plan, then the Employer or Plan may either void coverage for the employee and covered Dependents for the period of time coverage was in effect, may terminate coverage as of a date to be determined at the Plan's discretion, or may immediately terminate coverage.



Your Grievance and Appeals Rights:

· You are entitled to a review (Appeal) of any benefit determination if you have questions or do not agree.

To obtain a review, you should call our member services department at 1-800-447-6689or submit a request in writing to Stirling Benefits, Inc. 20 Armory Lane, Milford, CT 06460.



· For CT residents: If your claim was denied as not medically necessary, or not a covered benefit, you have the right to contact the Office of the

Healthcare Advocate if you believe you may have been given erroneous information. Contact them at:



Office of the Healthcare Advocate

P.O. Box 1543

Hartford, CT 06144

Toll-Free Phone: 1-866-HMO-4446

Fax: (860) 297-3992 E-mail: Healthcare.advocate@ct.gov



––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.––––––––––––––––––––––











 (
Coverage
 
Examples
)



About these Coverage Examples:



These examples compare how this plan might cover medical care in-network vs. out- of-network. Use this example to see, in general, how much you can save by using a participating provider with the PHCS network.


Having a baby

(Normal Delivery)

In-Network





 Amount owed to providers:

$20,000

 Plan pays $18,980

 You pay $1,020







Sample care costs:


Having a baby

(Normal Delivery)

Out-of-Network



 Amount owed to providers:

$25,650

 Plan pays $17,650

 You pay $6,000







Sample care costs:








 (
First office visit
$15
0
Radiology
$
4
00
Laboratory tests
$
3
00
Routine obstetric care
$
4
,000
Hospital charges
(mother)
    $1
3,5
0
0
Hospital charges
(baby)
$
5,5
00
Anesthesia
$1,000
Circumcision
$
6
00
Vaccines, other
preventive
$
2
00
Total
$
) (
First office visit
$
100
Radiology
$300
Laboratory tests
$200
Routine obstetric care
$2,000
Hospital charges
(mother)
     
$11,0
0
0
Hospital charges
(baby)
$
5
,
0
0
0
Anesthesia
$1,000
Circumcision
$
3
00
Vaccines, other
preventive
$1
00
Total
$
)









This is

not a cost estimator.



Don’t use this example to estimate your actual costs under this plan. The actual care you receive will be different from this example, and the cost of that care also will be different.



See the next page for important information about this example.


































You pay:

 (
Deductibles
$
0
Co-pays
$
1,020
Co-insurance
$
0
Charges over Reasonable & Customary
$
0
Total
$
1,020
)
































You pay:

 (
Deductibles
$
1,000
Co-pays
$
1,000
Co-insurance
$
2,000
Charges over Reasonable & Customary
$
2,000
Total
$
6,000
)




















Questions and answers about Coverage Examples:









What are some of the assumptions behind the Coverage Example?



	Patient’s condition was not an excluded or preexisting condition.

	All services and treatments started and ended in the same policy period.

	There are no other medical expenses for any member covered under this plan.

Out-of-pocket expenses are based only on treating the condition in the example.

	For the in-network example, all providers utilized were participating in the PHCS network. 

· For the out- of- network example, not only did the providers not participate in the network but in some cases charged above the reasonable and customary amount for the service provided.

.


What does a Coverage Example show?



For each treatment situation, the Coverage Example helps you see how deductibles, co- payments, and co-insurance can add up. It

also helps you see what expenses might be left up to you to pay because the charge was above the reasonable and customary amount for the service.





Does the Coverage Example predict my own care needs?



 No. Treatments shown are just examples.

The care you would receive for these conditions could be different, based on your doctor’s advice, your age, how serious your condition is, and many other factors.





Does the Coverage Example predict my future expenses?



No. Coverage Examples are not cost estimators. You can’t use the examples to estimate costs for an actual condition. They are for comparative purposes only. Your own costs will be different depending on

the care you receive, the prices your providers charge, and the reimbursement your health plan allows.


Are there other costs I should consider when comparing plans?



Yes. An important cost is the contribution you pay for the health plan coverage.  Generally, the lower your contribution, the more you’ll pay in out-of- pocket costs, such as co-payments, deductibles, and co-insurance. You also should consider contributions to accounts such as health savings accounts (HSAs), flexible spending arrangements (FSAs) or health reimbursement accounts (HRAs) that help you pay out-of-pocket expenses.
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Andrea Gambardella
Andrea Gambardella 
Group Administration Manager
Stirling Benefits, Inc. 
20 Armory Lane 
Milford, CT 06460 
Phone: (203) 647-0621 
Toll Free: (800) 447-6689 Ext. 121 
Fax: (203) 647-0695
www.stirlingbenefits.com

CONFIDENTIALITY NOTICE:  
The information in this email and in any attachments is confidential and may be privileged. If you are not the intended
recipient, please destroy this message, delete any copies held on your systems and notify the sender immediately. You
should not retain, copy or use this email for any purpose, nor disclose all  or any part of its content to any other person.
 
Stirling Benefits safeguards Protected Health Information (PHI).  Please do not include member Social Security Numbers,
dates of birth or other PHI in e-mails to us unless this information is password protected in an attachment.  Thank you.

P Stirling Benefits, Inc. supports preserving the environment.  Please print only when necessary.
 

 
 




