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We do not Cover implants or implant related services.   
 

Fixed bridges are not Covered unless they are required: 

• For replacement of a single upper anterior (central/lateral incisor or cuspid) in a patient with 
an otherwise full complement of natural, functional and/or restored teeth; 

• For cleft palate stabilization; or  

• Due to the presence of any neurologic or physiologic condition that would preclude the 
placement of a removable prosthesis, as demonstrated by medical documentation. 
 

G. Oral Surgery.  We Cover non-routine oral surgery, such as partial and complete bony 
extractions, tooth re-implantation, tooth transplantation, surgical access of an unerupted tooth, 
mobilization of erupted or malpositioned tooth to aid eruption, and placement of device to 
facilitate eruption of an impacted tooth. We also Cover oral surgery in anticipation of, or leading 
to orthodontics that are otherwise Covered under this Contract 

 
H. Orthodontics.  We Cover orthodontics used to help restore oral structures to health and function and 

to treat serious medical conditions, such as:  cleft palate and cleft lip; maxillary/mandibular 
micrognathia (underdeveloped upper or lower jaw); extreme mandibular prognathism; severe 
asymmetry (craniofacial anomalies); ankylosis of the temporomandibular joint; and other significant 
skeletal dysplasias.   

 
Procedures include but are not limited to:   

• Rapid Palatal Expansion (RPE); 

• Placement of component parts (e.g. brackets, bands); 

• Interceptive orthodontic treatment;  

• Comprehensive orthodontic treatment (during which orthodontic appliances are placed for 
active treatment and periodically adjusted); 

• Removable appliance therapy; and 

• Orthodontic retention (removal of appliances, construction and placement of retainers).   
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SECTION XVII 
 

Exclusions and Limitations 
 

No coverage is available under this Contract for the following:  
 
A.  Aviation.   
We do not Cover services arising out of aviation, other than as a fare-paying passenger on a scheduled 
or charter flight operated by a scheduled airline. 
 
B.  Convalescent and Custodial Care.   
We do not Cover services related to rest cures, custodial care or transportation.  “Custodial care” means 
help in transferring, eating, dressing, bathing, toileting and other such related activities.  Custodial care 
does not include Covered Services determined to be Medically Necessary. 
 
C.  Conversion Therapy. 
We do not Cover conversion therapy.  Conversion therapy is any practice by a mental health 
professional that seeks to change the sexual orientation or gender identity of a Member under 18 years 
of age, including efforts to change behaviors, gender expressions, or to eliminate or reduce sexual or 
romantic attractions or feelings toward individuals of the same sex.  Conversion therapy does not 
include counseling or therapy for an individual who is seeking to undergo a gender transition or who is 
in the process of undergoing a gender transition, that provides acceptance, support, and understanding 
of an individual or the facilitation of an individual’s coping, social support, and identity exploration and 
development, including sexual orientation-neutral interventions to prevent or address unlawful conduct 
or unsafe sexual practices, provided that the counseling or therapy does not seek to change sexual 
orientation or gender identity. 
 
D.  Cosmetic Services.   
We do not Cover cosmetic services, Prescription Drugs, or surgery, unless otherwise specified, except 
that cosmetic surgery shall not include reconstructive surgery when such service is incidental to or follows 
surgery resulting from trauma, infection or diseases of the involved part, and reconstructive surgery 
because of congenital disease or anomaly of a covered Child which has resulted in a functional defect.   
We also Cover services in connection with reconstructive surgery following a mastectomy, as provided 
elsewhere in this Contract.  Cosmetic surgery does not include surgery determined to be Medically 
Necessary.  If a claim for a procedure listed in 11 NYCRR 56 (e.g., certain plastic surgery and 
dermatology procedures) is submitted retrospectively and without medical information, any denial will not 
be subject to the Utilization Review process in the Utilization Review and External Appeal sections of this 
Contract unless medical information is submitted. 
 
E.  Coverage Outside of the United States, Canada or Mexico.   
We do not Cover care or treatment provided outside of the United States, its possessions, Canada or 
Mexico except for Emergency Services, Pre-Hospital Emergency Medical Services and ambulance 
services to treat Your Emergency Condition.  
 
F.  Dental Services.   
We do not Cover dental services except for: care or treatment due to accidental injury to sound natural 
teeth within 12 months of the accident; dental care or treatment necessary due to congenital disease or 
anomaly; or dental care or treatment specifically stated in the Outpatient and Professional Services and 
Pediatric Dental Care sections of this Contract. 
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G.  Experimental or Investigational Treatment.   
We do not Cover any health care service, procedure, treatment, device, or Prescription Drug that is 
experimental or investigational.  However, We will Cover experimental or investigational treatments, 
including treatment for Your rare disease or patient costs for Your participation in a clinical trial as 
described in the Outpatient and Professional Services section of this Contract, or when Our denial of 
services is overturned by an External Appeal Agent certified by the State.  However, for clinical trials, We 
will not Cover the costs of any investigational drugs or devices, non-health services required for You to 
receive the treatment, the costs of managing the research, or costs that would not be Covered under this 
Contract for non-investigational treatments.  See the Utilization Review and External Appeal sections of 
this Contract for a further explanation of Your Appeal rights. 
 
H.  Felony Participation.   
We do not Cover any illness, treatment or medical condition due to Your participation in a felony, riot or 
insurrection.  This exclusion does not apply to Coverage for services involving injuries suffered by a victim 
of an act of domestic violence or for services as a result of Your medical condition (including both physical 
and mental health conditions). 
 
I.  Foot Care.   
We do not Cover routine foot care in connection with corns, calluses, flat feet, fallen arches, weak feet, 
chronic foot strain or symptomatic complaints of the feet.  However, we will Cover foot care when You 
have a specific medical condition or disease resulting in circulatory deficits or areas of decreased 
sensation in Your legs or feet.  
 
J.  Government Facility.   
We do not Cover care or treatment provided in a Hospital that is owned or operated by any federal, state 
or other governmental entity, except as otherwise required by law. 
 
K.  Medically Necessary.   
In general, We will not Cover any health care service, procedure, treatment, test, device or Prescription 
Drug that We determine is not Medically Necessary.  If an External Appeal Agent certified by the State 
overturns Our denial, however, We will Cover the service, procedure, treatment, test, device or 
Prescription Drug for which coverage has been denied, to the extent that such service, procedure, 
treatment, test, device or Prescription Drug is otherwise Covered under the terms of this Contract. 
 
L.  Medicare or Other Governmental Program.   
We do not Cover services if benefits are provided for such services under the federal Medicare program 
or other governmental program (except Medicaid).  When You are eligible for Medicare, We will reduce 
Our benefits by the amount Medicare would have paid for the Covered Services.  Except as otherwise 
required by law, this reduction is made even if You fail to enroll in Medicare or You do not pay Your 
Medicare premium.  Benefits for Covered Services will not be reduced if We are required by federal law 
to pay first or if You are not eligible for premium-free Medicare Part A. 
 
M.  Military Service.   
We do not Cover an illness, treatment or medical condition due to service in the Armed Forces or auxiliary 
units. 
 
N.  No-Fault Automobile Insurance.   
We do not Cover any benefits to the extent provided for any loss or portion thereof for which mandatory 
automobile no-fault benefits are recovered or recoverable.  This exclusion applies even if You do not 
make a proper or timely claim for the benefits available to You under a mandatory no-fault policy. 
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O.  Services Not Listed.   
We do not Cover services that are not listed in this Contract as being Covered. 
 
P.  Services Provided by a Family Member.   
We do not Cover services performed by a member of the covered person’s immediate family.  “Immediate 
family” shall mean a child, spouse, mother, father, sister or brother of You or Your Spouse. 
 
Q.  Services Separately Billed by Hospital Employees.   
We do not Cover services rendered and separately billed by employees of Hospitals, laboratories or other 
institutions. 
 
R.  Services with No Charge.   
We do not Cover services for which no charge is normally made. 
 
S.  Vision Services.  
We do not Cover the examination or fitting of eyeglasses or contact lenses, except as specifically stated 
in the Pediatric Vision Care section of this Contract;  
 
T.  War.   
We do not Cover an illness, treatment or medical condition due to war, declared or undeclared. 
 
U.  Workers’ Compensation.   
We do not Cover services if benefits for such services are provided under any state or federal Workers’ 
Compensation, employers’ liability or occupational disease law. 
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SECTION XVIII 
 

Claim Determinations 
 

A.  Claims.   
A claim is a request that benefits or services be provided or paid according to the terms of this Contract.  
When You receive services from a Participating Provider, You will not need to submit a claim form.  
However, if You receive services from a Non-Participating Provider either You or the Provider must file a 
claim form with Us.  If the Non-Participating Provider is not willing to file the claim form, You will need to 
file it with Us.   
 
B.  Notice of Claim.   
Claims for services must include all information designated by Us as necessary to process the claim, 
including, but not limited to:  Member identification number; name; date of birth; date of service; type of 
service; the charge for each service; procedure code for the service as applicable; diagnosis code; name 
and address of the Provider making the charge; and supporting medical records, when necessary.  A 
claim that fails to contain all necessary information will not be accepted and must be resubmitted with all 
necessary information.  Claim forms are available from Us by calling the number on Your ID card.  
Completed claim forms should be sent to the address in the How Your Coverage Works section of this 
Contract.  You may also submit a claim to Us electronically by sending it to the e-mail address in the How 
Your Coverage Works section of this Contract.   
 
C.  Timeframe for Filing Claims.   
Claims for services must be submitted to Us for payment within 180 days after You receive the services 
for which payment is being requested.  If it is not reasonably possible to submit a claim within the 180-
day period, You must submit it as soon as reasonably possible.   
 
D.  Claims for Prohibited Referrals.   
We are not required to pay any claim, bill or other demand or request by a Provider for clinical laboratory 
services, pharmacy services, radiation therapy services, physical therapy services or x-ray or imaging 
services furnished pursuant to a referral prohibited by Section 238-a(1) of the New York Public Health 
Law. 
 
E.  Claim Determinations.   
Our claim determination procedure applies to all claims that do not relate to a medical necessity or 
experimental or investigational determination.  For example, Our claim determination procedure applies 
to contractual benefit denials and Referrals.  If You disagree with Our claim determination, You may 
submit a Grievance pursuant to the Grievance Procedures section of this Contract. 
 
For a description of the Utilization Review procedures and Appeal process for medical necessity or 
experimental or investigational determinations, see the Utilization Review and External Appeal sections 
of this Contract. 
 
F.  Pre-Service Claim Determinations.   

1. A pre-service claim is a request that a service or treatment be approved before it  
has been received.  If We have all the information necessary to make a determination regarding 
a pre-service claim (e.g., a covered benefit determination or Referral), We will make a 
determination and provide notice to You (or Your designee) within 15 days from receipt of the 
claim. 
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If We need additional information, We will request it within 15 days from receipt of the claim.  You 
will have 45 calendar days to submit the information.  If We receive the information within 45 days, 
We will make a determination and provide notice to You (or Your designee) in writing, within 15 
days of Our receipt of the information.  If all necessary information is not received within 45 days, 
We will make a determination within 15 calendar days of the end of the 45 day period. 

 
2. Urgent Pre-Service Reviews.  With respect to urgent pre-service requests, if We have all 

information necessary to make a determination, We will make a determination and provide notice 
to You (or Your designee) by telephone, within 72 hours of receipt of the request.  Written notice 
will follow within three (3) calendar days of the decision.  If We need additional information, We 
will request it within 24 hours.  You will then have 48 hours to submit the information.  We will 
make a determination and provide notice to You (or Your designee) by telephone within 48 hours 
of the earlier of Our receipt of the information or the end of the 48-hour period.  Written notice will 
follow within three (3) calendar days of the decision. 

 
G.  Post-Service Claim Determinations. 
A post-service claim is a request for a service or treatment that You have already received.  If We have 
all information necessary to make a determination regarding a post-service claim, We will make a 
determination and notify You (or Your designee) within 30 calendar days of the receipt of the claim if We 
deny the claim in whole or in part.  If We need additional information, We will request it within 30 calendar 
days.  You will then have 45 calendar days to provide the information.  We will make a determination and 
provide notice to You (or Your designee) in writing within 15 calendar days of the earlier of Our receipt of 
the information or the end of the 45-day period if We deny the claim in whole or in part. 
 
H.  Payment of Claims. 
Where Our obligation to pay a claim is reasonably clear, We will pay the claim within 30 days of receipt 
of the claim (when submitted through the internet or e-mail) and 45 days of receipt of the claim (when 
submitted through other means, including paper or fax).  If We request additional information, We will 
pay the claim within 30 days (for claims submitted through the internet or e-mail) or 45 days (for claims 
submitted through other means, including paper or fax) of receipt of the information. 
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SECTION XIX 
 

Grievance Procedures 
 

A.  Grievances. 
Our Grievance procedure applies to any issue not relating to a Medical Necessity or experimental or 
investigational determination by Us.  For example, it applies to contractual benefit denials or issues or 
concerns You have regarding Our administrative policies or access to Providers.   
 
B.  Filing a Grievance.  You can contact Us by phone at 888-250-2220, in person, or in writing to file a 
Grievance.  You may submit an oral Grievance in connection with a denial of a Referral or a covered 
benefit determination.  We may require that You sign a written acknowledgement of Your oral Grievance, 
prepared by Us.  You or Your designee has up to 180 calendar days from when You received the decision 
You are asking Us to review to file the Grievance.   
 
When We receive Your Grievance, We will mail an acknowledgment letter within 15 business days.  The 
acknowledgment letter will include the name, address, and telephone number of the person handling 
Your Grievance, and indicate what additional information, if any, must be provided.   
 
We keep all requests and discussions confidential and We will take no discriminatory action because of 
Your issue.  We have a process for both standard and expedited Grievances, depending on the nature 
of Your inquiry.  
 
You may ask that We send You electronic notification of a Grievance or Grievance Appeal 
determination instead of notice in writing or by telephone.  You must tell Us in advance if You want to 
receive electronic notifications.  To opt into electronic notifications, call the number on Your ID card.  
You can opt out of electronic notifications at any time.     
 
C.  Grievance Determination.   
Qualified personnel will review Your Grievance, or if it is a clinical matter, a licensed, certified or registered 
Health Care Professional will look into it.  We will decide the Grievance and notify You within the following 
timeframes:  
  

Expedited/Urgent Grievances By phone, within the earlier of 48 hours of receipt of all 
necessary information or 72 hours of receipt of Your 
Grievance. Written notice will be provided within 72 hours 
of receipt of Your Grievance.                                                                    

Pre-Service Grievances 
(A request for a service or a treatment 
that has not yet been provided.) 

In writing, within 15 calendar days of receipt of Your 
Grievance. 

Post-Service Grievances 
(A claim for a service or a treatment 
that has already been provided.) 

In writing, within 30 calendar days of receipt of Your 
Grievance. 

All Other Grievances 
(That are not in relation to a claim or 
request for service or treatment.) 

In writing, within 30 calendar days of receipt of Your 
Grievance.  

 
D.  Assistance. 
If You remain dissatisfied with Our Grievance determination, or at any other time You are dissatisfied, 
You may: 
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Call the New York State Department of Health at 1-800-206-8125 or write them at: 
New York State Department of Health 
Office of Health Insurance Programs 
Bureau of Consumer Services – Complaint Unit  
Corning Tower – OCP Room 1609 
Albany, NY 12237 
E-mail:  managedcarecomplaint@health.ny.gov 
Website:  www.health.ny.gov 
 
If You need assistance filing a Grievance or Appeal, You may also contact the state independent 
Consumer Assistance Program at:   
   
Community Health Advocates 
633 Third Avenue, 10th Floor 
New York, NY 10017 
Or call toll free: 1-888-614-5400, or e-mail cha@cssny.org 
Website: www.communityhealthadvocates.org 
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SECTION XX 
 

Utilization Review 
 
A.  Utilization Review. 
We review health services to determine whether the services are or were Medically Necessary or 
experimental or investigational ("Medically Necessary").  This process is called Utilization Review.  
Utilization Review includes all review activities, whether they take place prior to the service being 
performed (Preauthorization); when the service is being performed (concurrent); or after the service is 
performed (retrospective).  If You have any questions about the Utilization Review process, please call 
the number on Your ID card.  The toll-free telephone number is available at least 40 hours a week with 
an after-hours answering machine. 
 
All determinations that services are not Medically Necessary will be made by: 1) licensed Physicians; or 
2) licensed, certified, registered or credentialed Health Care Professionals who are in the same 
profession and same or similar specialty as the Provider who typically manages Your medical condition 
or disease or provides the health care service under review; or 3) with respect to mental health or 
substance use disorder treatment, licensed Physicians or licensed, certified, registered or credentialed 
Health Care Professionals who specialize in behavioral health and have experience in the delivery of 
mental health or substance use disorder courses of treatment.  We do not compensate or provide 
financial incentives to Our employees or reviewers for determining that services are not Medically 
Necessary.   
 
We have developed guidelines and protocols to assist Us in this process.  We will use evidence-based 
and peer reviewed clinical review criteria that are appropriate to the age of the patient and designated 
by OASAS for substance use disorder treatment or approved for use by OMH for mental health 
treatment.  Specific guidelines and protocols are available for Your review upon request.  For more 
information, call the number on Your ID card. 
 
You may ask that We send You electronic notification of a Utilization Review determination instead of 
notice in writing or by telephone.  You must tell Us in advance if You want to receive electronic 
notifications.  To opt into electronic notifications, call the number on Your ID card.  You can opt out of 
electronic notifications at any time. 

 
B.  Preauthorization Reviews.   

1. Non-Urgent Preauthorization Reviews.  If We have all the information necessary to make a 
determination regarding a Preauthorization review, We will make a determination and provide 
notice to You (or Your designee) and Your Provider, by telephone and in writing, within three (3) 
business days of receipt of the request. 

 
If We need additional information, We will request it within three (3) business days.  You or Your 
Provider will then have 45 calendar days to submit the information.  If We receive the requested 
information within 45 days, We will make a determination and provide notice to You (or Your 
designee) and Your Provider, by telephone and in writing, within three (3) business days of Our 
receipt of the information.  If all necessary information is not received within 45 days, We will 
make a determination within 15 calendar days of the earlier of the receipt of part of the requested 
information or the end of the 45 day period. 

 
2. Urgent Preauthorization Reviews.  With respect to urgent Preauthorization requests, if We have 

all information necessary to make a determination, We will make a determination and provide 
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notice to You (or Your designee) and Your Provider, by telephone, within 72 hours of receipt of 
the request.  Written notice will be provided within three (3) business days of receipt of the request.  
If We need additional information, We will request it within 24 hours.  You or Your Provider will 
then have 48 hours to submit the information.  We will make a determination and provide notice 
to You (or Your designee) and Your Provider by telephone within 48 hours of the earlier of Our 
receipt of the information or the end of the 48 hour period.   Written notification will be provided 
within the earlier of three (3) business days of Our receipt of the information or three (3) calendar 
days after the verbal notification.   
  

3. Court Ordered Treatment.  With respect to requests for mental health and/or substance use 
disorder services that have not yet been provided, if You (or Your designee) certify, in a format 
prescribed by the Superintendent of Financial Services, that You will be appearing, or have 
appeared, before a court of competent jurisdiction and may be subject to a court order requiring 
such services, We will make a determination and provide notice to You (or Your designee) and 
Your Provider by telephone within 72 hours of receipt of the request.  Written notification will be 
provided within three (3) business days of Our receipt of the request.  Where feasible, the 
telephonic and written notification will also be provided to the court. 
 

4. Inpatient Rehabilitation Services Reviews.  After receiving a Preauthorization request for 
coverage of inpatient rehabilitation services following an inpatient Hospital admission provided 
by a Hospital or skilled nursing facility, We will make a determination and provide notice to You 
(or Your designee) and Your Provider, by telephone and in writing, within one (1) business day 
of receipt of the necessary information.  
 

C.  Concurrent Reviews. 
1. Non-Urgent Concurrent Reviews.  Utilization Review decisions for services during the course of 

care (concurrent reviews) will be made, and notice provided to You (or Your designee) and Your 
Provider, by telephone and in writing, within one (1) business day of receipt of all necessary 
information.  If We need additional information, We will request it within one (1) business day.  You 
or Your Provider will then have 45 calendar days to submit the information.  We will make a 
determination and provide notice to You (or Your designee) and Your Provider, by telephone and 
in writing, within one (1) business day of Our receipt of the information or, if We do not receive the 
information, within the earlier of 15 calendar days of the receipt of part of the requested information 
or 15 calendar days of the end of the 45-day period.   

 
2. Urgent Concurrent Reviews.  For concurrent reviews that involve an extension of urgent care, if 

the request for coverage is made at least 24 hours prior to the expiration of a previously approved 
treatment, We will make a determination and provide notice to You (or Your designee) and Your 
Provider by telephone within 24 hours of receipt of the request.  Written notice will be provided 
within one (1) business day of receipt of the request.  

 
If the request for coverage is not made at least 24 hours prior to the expiration of a previously 
approved treatment and We have all the information necessary to make a determination, We will 
make a determination and provide written notice to You (or Your designee) and Your Provider 
within the earlier of 72 hours or one (1) business day of receipt of the request.  If We need additional 
information, We will request it within 24 hours.  You or Your Provider will then have 48 hours to 
submit the information.  We will make a determination and provide written notice to You (or Your 
designee) and Your Provider within the earlier of one (1) business day or 48 hours of Our receipt 
of the information or, if we do not receive the information, within 48 hours of the end of the 48-hour 
period. 
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following discharge from an inpatient Hospital admission, services in which a Provider requests 
an immediate review, mental health and/or substance use disorder services that may be subject 
to a court order, or any other urgent matter will be handled on an expedited basis.  An expedited 
Appeal is not available for retrospective reviews.  For an expedited Appeal, Your Provider will 
have reasonable access to the clinical peer reviewer assigned to the Appeal within one (1) 
business day of receipt of the request for an Appeal.  Your Provider and a clinical peer reviewer 
may exchange information by telephone or fax.  An expedited Appeal will be determined within 
the earlier of 72 hours of receipt of the Appeal or two (2) business days of receipt of the 
information necessary to conduct the Appeal. Written notice of the determination will be provided 
to You (or Your designee) within 24 hours after the determination is made, but no later than 72 
hours after receipt of the Appeal request. 

  
Our failure to render a determination of Your Appeal within 30 calendar days of receipt of the 
necessary information for a standard Appeal or within two (2) business days of receipt of the 
necessary information for an expedited Appeal will be deemed a reversal of the initial adverse 
determination. 

 
4. Substance Use Appeal.  If We deny a request for inpatient substance use disorder treatment 

that was submitted at least 24 hours prior to discharge from an inpatient admission, and You or 
Your Provider file an expedited internal Appeal of Our adverse determination, We will decide the 
Appeal within 24 hours of receipt of the Appeal request.  If You or Your Provider file the expedited 
internal Appeal and an expedited external appeal within 24 hours of receipt of Our adverse 
determination, We will also provide coverage for the inpatient substance use disorder treatment 
while a determination on the internal Appeal and external appeal is pending.   

 
J.  Full and Fair Review of an Appeal. 
We will provide You, free of charge, with any new or additional evidence considered, relied upon, or 
generated by Us or any new or additional rationale in connection with Your Appeal.  The evidence or 
rationale will be provided as soon as possible and sufficiently in advance of the date on which the 
notice of final adverse determination is required to be provided to give You a reasonable opportunity to 
respond prior to that date.   
 
K.  Appeal Assistance.  
If You need Assistance filing an Appeal, You may contact the state independent Consumer Assistance 
Program at:  
Community Health Advocates 
633 Third Avenue, 10th Floor 
New York, NY 10017 
Or call toll free: 1-888-614-5400, or e-mail cha@cssny.org 
Website:  www.communityhealthadvocates.org 
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