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The Health Plan of the Upper Ohio Valley, Inc. (“The Health Plan”) 

Basic and Standard Conversion/Open Enrollment 

Patient Protection and Affordable Care Act of 2010 

AMENDMENT 

 
This Amendment amends your health benefit plan (Plan), and becomes a part of your Plan as of the effective date 
located on your Identification Cards (I.D. card) which are enclosed.  Please place this Amendment with your 
Evidence of Coverage for future reference. 
 

On the Effective Date of this Amendment, certain benefits, terms, conditions, limitations, and exclusions in your 
Plan will be amended to comply with the requirements of the federal health care reform legislation, the Patient Protection 
and Affordable Care Act of 2010. 

 
Regardless of the terms and conditions of any other provisions of your Plan, this Amendment will control. 

 
The following Definition is added to your Plan: 
 
“Essential Health Benefits” is defined under federal law (PPACA) as including benefits  in at least the following 
categories: ambulatory patient services; emergency services; hospitalization; maternity and newborn care; mental health 
and substance use disorder services, including behavioral health treatment; prescription drugs; rehabilitative and 
habilitative services and devices; laboratory services; preventive and wellness services and chronic disease management; 
and pediatric services, including oral and vision care. Your plan may contain some or all of these types of benefits prior to 
2014 when they become mandatory. If your plan contains any of these benefits, there are certain requirements that may 
apply to those benefits, as provided in this Amendment. 
 
Emergency Services 
 
Your Plan covers Emergency Services for an Emergency Medical Condition treated in any hospital emergency 
department. 

Lifetime Dollar Limits  
 
The Essential Health Benefits that may be provided by your Plan are not subject to a lifetime dollar limit.  Plan benefits 
that are not defined as Essential Health Benefits may have a lifetime dollar limit.  If you have reached a lifetime dollar 
limit under your Plan before the federal regulation prohibiting lifetime dollar limits for Essential Health Benefits became 
effective, and you are still eligible under your Plan’s terms, and that Plan is still in effect, you will receive a notice that the 
lifetime dollar limit no longer applies and that you will have an opportunity to enroll or be reinstated under your Plan.  If 
you are eligible for this enrollment opportunity, you will be treated as a special enrollee. 
 
Annual Dollar Limits  
 
Your Plan may have annual dollar limits on the claims the Plan will pay each year for Essential Health Benefits.  Your 
Plan may include other benefits not defined as Essential Health Benefits, and those other benefits may have annual dollar 
limits. If your Plan has annual dollar limits on Essential Health Benefits they are subject to the following: 
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For a plan year beginning on or after September 23, 2010, but before September 23, 2011, the limit can be no less than 
$750,000.  

For a plan year beginning on or after September 23, 2011, but before September 23, 2012, the limit can be no less than 
$1.25 million.  

For a plan year beginning on or after September 23, 2012, but before December 31, 2013, the limit can be no less than $2 
million.  

For a plan year beginning on or after January 1, 2014, there is no dollar limit for Essential Health Benefits under your 
Plan.  

Rescission of Coverage 
 
A rescission of your coverage means that the coverage may be legally voided all the way back to the day the Plan began to 
provide you with coverage, just as if you never had coverage under the Plan.  Your coverage can only be rescinded if you 
(or a person seeking coverage on your behalf), performs an act, practice, or omission that constitutes fraud; or unless you 
(or a person seeking coverage on your behalf) makes an intentional misrepresentation of material fact, as prohibited by the 
terms of your Plan.  Your coverage can also be rescinded due to such an act, practice, omission or intentional 
misrepresentation by your employer. 

You will be provided with thirty (30) calendar days’ advance notice before your coverage is rescinded.  You have the 
right to request an internal appeal of a rescission of your coverage.  Once the internal appeal process is exhausted, you 
have the additional right to request an independent external review. 

Preventive Health Benefits 
 
Under Ohio law, the following preventive health benefits are required to be provided in your Plan: 

• Initial Mammography starting at age 35 
• Annual screening for cervical cancer 
• Child Health Supervision 

 
Your Plan provides additional coverage for selected preventive services without a copayment, coinsurance or deductible 
when these services are delivered by a network provider.  Depending upon your age, services may include: 

• Screenings and tests for diseases    
• Mental Health screenings, including substance abuse 
• Healthy lifestyle counseling  
• Vaccines and immunizations 
• Pregnancy counseling and screenings 
• Well baby and well child visits through age 21 
• Periodic physical exams 

 
Eligible services have been determined by recommendations and comprehensive guidelines of governmental scientific 
committees and organizations.  You will be notified, at least sixty (60) days in advance, if any item or service is removed 
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from the list of eligible services.  Eligible services will be updated annually to include any new recommendations or 
guidelines. 

Please contact us at www.healthplan.org or 740-695-3585 or 1-800-624-6961, if you have any questions or need to 
determine whether a service is eligible for coverage as a preventive service.  For a comprehensive list of recommended 
preventive services, please visit www.healthcare.gov/center/regulations/prevention.html. 

Dependent Coverage  (for plans that make dependent coverage available)     
 
This Plan will cover your married or unmarried child as defined in the Eligibility section in the enclosed Evidence of 
Coverage (Member Handbook) of this Plan until your child reaches age 26.  
 
Ohio Residents:  Your Plan will provide coverage, or offer you the opportunity to purchase coverage, for your unmarried 
natural child, stepchild, or adopted child until your child reaches age 28 if your child is (1) a resident of Ohio or a full-
time student at an accredited public or private institution of higher education; and (2) not employed by an employer who 
offers any health benefit plan under which your child is eligible for coverage; and (3) not eligible for Medicaid or 
Medicare.  
 
Internal Claims and Appeals and External Review Process 

Members have the right to appeal decisions of the Plan.  If the you feel the Plan did not provide or limited benefits you 
should receive under the Plan or you have an administrative complaint, you may file an appeal.  Your appeal rights are 
explained below. 

The Plan has designated a “Grievance Coordinator” to assure that individual members and authorized persons and 
providers, have a meaningful voice in the Plan through an effective Grievance Procedure.  The Grievance Coordinator can 
be contacted by calling: (740) 695-7902, (888) 847-7902, TDD (740) 695-7919, (800) 622-3925.  You may also write to 
or contact in person at:  The Health Plan, Grievance Coordinator, 52160 National Rd. East, St. Clairsville, OH 43950.  
Fax (740) 699-6163 or email: info@healthplan.org  Grievances will be processed in accordance with state laws. 

The Grievance Procedure/Appeal Process is designed to do the following. 

Be prompt and responsive. 

Be flexible enough to manage both complicated and uncomplicated grievances without delay. 

Provide the ability to modify the Plan’s operations in ways that address problems from patterns of grievances. 

Provide a feedback mechanism from both members and providers, meant to improve the Plan’s operations. 

These objectives will guide the Plan in resolving complaints/concerns and/or grievances.  These include but are not 
limited to the following. 

Non-authorization, limitation or reduction of the coverage of healthcare services. 

Administrative complaints such as cancellation/non-renewal or rescission of coverage and eligibility determinations.  
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The Grievance Procedure will involve a Plan employee with problem solving authority in the Grievance Procedure.  
Medically related grievances will have physician involvement in the review process. 

The member is entitled to receive, free of charge and upon request, reasonable access to, or a copy of, all relevant 
documents ruled upon to make the appeal decision. 

The following is a description of the Grievance Procedure process. 

A.  Internal Review. 

When a member receives an “adverse determination” he/she, or an authorized person, may request an Internal Review. 
For prospective or concurrent review determinations, a member’s provider or healthcare facility (rendering the service), 
with consent of the member (“authorized provider”), may also request the reviews.  Members in urgent care situations and 
individuals receiving an ongoing course of treatment may be allowed to proceed with an external review at the same time 
as the internal appeals process. 
 
CONTINUATION OF BENEFITS: 
 

All written appeal decisions, to the requesting party, are in easily understood language and in the prevalent language 
spoken by the member, or in an alternate format for special needs of the visually impaired or those with limited 
reading proficiency. 

Members have a right to receive continuation of benefits while their internal appeal review is pending. Members can 
make their request for continuation of benefits by contacting the Appeals Coordinator at: (740) 695-7902, (888) 847-
7902, TDD (740) 695-7919, (800) 622-3925.  You may also write to or contact in person at: The Health Plan, Appeals 
Coordinator, 52160 National Rd. East, St. Clairsville, OH 43950,  Fax (740) 699-6163 or email: info@healthplan.org.   

NOTE:   Member's  will be liable for the cost of continuation of benefits if the appeal review decision upholds the 
Plan's decision to deny the service/authorization. 

CONTINUATION OF BENEFITS PROCESS: 

The Plan will continue member’s benefits while an internal appeal review is pending when: 

• The member files the appeal timely (timely filing means on or before the later of within ten days of the 
Plan mailing of the notice of the adverse decision or the intended effective date of The Health Plan’s 
proposed action); 

• The member is appealing a decision to terminate, suspend, or reduce a previously authorized course of 
treatment; 

• The services were ordered by an authorized provider; 

• The original period covered by the original authorization has not expired; and 

• The member requests extension of benefits. 

Benefits shall be continued or reinstated until: 
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• The member withdraws the appeal; 

• The member did not request the continuation of benefits within ten days from the date of the Plan's 
appeal notice to the member indicating the denial was upheld, or has requested an external review with 
continuation of benefits until an external review decision is reached; or 

• The time period or service limits of a previously authorized service have been met. 

If the resolution of the appeal reverses the decision of the Plan to deny, limit, or delay services that were not 
furnished, the Plan shall authorize or provide the disputed services promptly or as expeditiously as the member’s 
health condition requires.  If the resolution of the appeal reverses the decision of the Plan to deny authorization of 
services, and the member received the disputed services while the appeal was pending, the Plan must pay for those 
services in accordance with state policy and regulations. 

The member (or authorized person or provider) may request the Plan to reconsider the issue.  The appeal may be written 
or verbal (by phone or in person). and it will be documented by the Plan.  If the adverse determination does not change 
during the initial contact, the Plan employee assisting the member will advise them of how to proceed with the appeal 
process.  The review is a one step appeal process.  For review of care or services not yet preformed (“preservice”), the 
Plan must make its decision within 15 calendar days of the request to reconsider.  For review of care or services already 
received (“postservice”), the Plan must make its decision within 30 calendar days of the request to reconsider.  In 
situations involving an urgent care claim, the Plan will notify the member within 24 hours. 
 
The appeal must be filed within one year of the date of the occurrence leading to the internal review.  A Plan member may 
meet with a Plan representative and/or the Plan’s Appeals Committee to review the situation. If the Plan Appeals 
Committee continues an adverse determination, a physician (of the same or similar specialty who provides or treats the 
requested service) will also review the appeal if it involves medical appropriateness.  If the physician finds the service is 
not medically necessary and appropriate, the Plan will continue not to authorize coverage for the service.  If the physician 
finds that the service is medically necessary and appropriate, the Plan may cover the service.  If the Plan does not cover 
the service, the member may be afforded an independent external review by an independent review organization (“IRO”).  
Such request must be made, in writing, within 180 days after notification (see Independent Review/External Review 
section).  The internal review will be processed in a reasonable length of time, but not to exceed 15 calendar days for 
“preservice” requests and 30 calendar days for “postservice” requests.   Any member's appeal, in which time is of the 
essence, will be handled quickly so that the member may realize the full benefit of a decision made in his/her favor. The 
length of time would depend upon the specific situation, but will be reasonable in respect to the situation, and no more 
than 72 hours after the request is made.  If the member (or authorized person or provider) does not receive a determination 
and notification of the internal review decision within 15 calendar days for “preservice” or 30 calendar days for 
“postservice”, or of the expedited review within 72 hours, this shall be deemed a denial.  The member (or authorized 
person or provider) may be afforded an external review.  Such request must be made, in writing, within 180 days after the 
non-determination (see Independent Review/External Review section). 

Requests for external reviews for services denied not a covered benefit or an administrative complaint, can be made at any 
time (after the Plan’s internal review) to the State Insurance Department that has jurisdiction (see Non-authorization 
Because the Services are Determined by the Plan Not to be a Covered Benefit or Administrative Complaints). 
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Expedited Review. 

Any member's appeal, in which time is of the essence, will be handled quickly so that the member may realize the full 
benefit of a decision made in his/her favor.  The decision is made within 72 hours of the request.  If the member (or 
authorized person or provider) does not receive notification within 72 hours, this is deemed a denial and the member may 
be afforded an independent external review by an independent review organization (“IRO”).  Such request must be made, 
in writing, within 180 days after the notification (see Independent Review/External Review section). 

The expedited review may be requested if the member’s provider certifies that, in the absence of immediate medical 
attention, the following could happen. 

• The health of the member (or unborn child) could be in serious jeopardy. 

• Serious impairment to bodily functions could occur. 

• Serious dysfunction of any body organ or part could occur. 

B.  Non-authorization Because the Services are Determined by the Plan Not to be a Covered Benefit or 
Administrative Complaints (including but not limited to: matters relating to the provisions of the Plan’s contracts, 
claims regarding the scope of coverage for healthcare services; denials, cancellations/non-renewal or rescission of a 
member’s coverage; eligibility determinations; observance of a member’s rights as a patient and the quality of healthcare 
services). 

The Plan may, after internal review, not authorize coverage of a service because the Plan deems the service is not a 
covered benefit or reverse an administrative decision the Plan has deemed appropriate.  In these cases the member, 
authorized person or provider may request a review from the State Insurance Department that has jurisdiction.  This 
review to the State Insurance Department is available only after an internal review has been completed by the Plan. 

Ohio Department of Insurance   West Virginia Insurance Commission 

Consumer Services Division   P.O. Box 50540 

50 W. Town St., 3rd Floor, Suite 300 Charleston, WV  25305-0540 

Columbus, OH  43215-1067   (888) 879-9842 or (304) 558-3386 

(800) 686-1526 or (614) 644-2673      

For example, the appropriate State Insurance Department will review the Plan’s contract benefits and the service 
requested.  If the Insurance Department determines the service is not a covered benefit, the Plan does not have to 
cover/pay for the service.  If the Insurance Department determines the service is a covered benefit the Plan must cover/pay 
for the service or appeal such determination (however such appeal is available). 
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C.  External Independent Review. 

1. Non-authorization Because Services are Not Medically Necessary and Appropriate. 

The Plan may not authorize coverage of a service because it deems the service is not medically necessary and appropriate.  
The member or authorized person or provider may request an external review by an IRO.  The IRO will not be 
professionally or financially affiliated with the Plan. 

The request for review must be made within 180 days of date of letter notifying the member’s, authorized person’s or 
provider’s request was not granted in the internal review process.  This request must be in writing.  

The IRO will review the relevant member’s medical records, Plan medical appropriateness criteria, Plan’s clinical 
rationale and standards it used and other information required by law to make its determination.  If the IRO finds that the 
service is medically necessary and appropriate, the Plan will pay for the service according to the terms of the contract.   If 
the IRO finds that the service is not medically necessary and appropriate, the Plan does not have to cover/pay for the 
service. 
 

2. Non-authorization Because Services Deemed Experimental/Investigational by the Plan. 

Experimental or investigative drugs, devices, procedures or other therapies (“services”) generally are not covered by the 
Plan.  However, a member or authorized person or provider, may request an external review if the Plan does not authorize 
coverage for these types of healthcare services, in the internal review, which would be covered if it were not considered 
by the Plan to be experimental/investigative.  

If the member has a terminal illness, the member may also request an external review when services have not been 
approved for coverage because they are deemed experimental or investigative.  To qualify for this review the member 
must meet all of the following criteria. 

The member has a terminal condition that according to the current diagnosis has a high probability of causing death 
within two years. 

The member or authorized person requests an external review not later than 180 days after receipt of notice of the result 
of the formal review. 

The member’s physician certifies that one of the following situations applies to member’s condition. 

a. Standard therapies have not been effective in improving the member’s condition. 
b. Standard therapies are not medically appropriate for the member. 
c. There is no standard therapy covered by the Plan that will benefit the member more than the therapy requested by 

either the member or their physician. 
The member’s physician has recommended a drug, device, procedure or other therapy that he/she certifies in writing is 
likely to benefit the member more than standard therapies or the member’s requested therapy has been found in 
preponderance of peer-reviewed published studies to be associated with effective clinical outcomes for the same 
condition. 
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If the IRO finds the healthcare service is not experimental/investigational, the Plan will cover the service.  If the IRO finds 
the service is experimental/investigational, the service will not be covered.  The IRO will respond to the Plan and the Plan 
will advise the requesting party of the determination.   

Instructions for requesting an independent review/external review. 

 

This external independent review process is available for 1 and 2 of this section but only after the member, authorized 
person or provider has exhausted the internal appeal offered by the Plan.  The request for an external review must be made 
in writing within 180 days of receiving notice of the result of the Plan’s internal review.  The member, authorized person 
or provider is not required to pay for the review.  The review is paid for by the Plan.  The request for the external review 
must be sent to the Plan.  The Plan will then forward it to the IRO.  

The IRO must provide the member or authorized person (or authorized provider if applicable) and the Plan with a 
response within 30 calendar days of receipt of the review.  The decision will include the following. 

• A description of the member’s condition. 

• The principal reason(s) for the decision. 

• An explanation of the clinical rationale for the decision. 

Expedited Reviews. 
 

Some reviews must be completed quickly because of the member’s medical condition.  In those cases the member, 
authorized person or provider (when applicable) may request an expedited-external review by phone, fax or e-mail. 
However, the member must follow up this request with a written confirmation within five days of the phone, fax or e-mail 
request.  The IRO must provide the requesting party (or the Plan for experimental/investigational reviews) a response to 
an expedited review within seven calendar days of receipt of the request. This is providing the IRO needs no additional 
information. 

The expedited review may be requested if the member’s provider certifies that, in the absence of immediate medical 
attention, the following could happen. 

• The health of the member (or unborn child) could be in serious jeopardy. 

• Serious impairment to bodily functions could occur. 

• Serious dysfunction of any body organ or part could occur. 






