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This Evidence of Coverage and Disclosure Information, along with the Retiree Benefits 
Summary and Insert, contains the terms and conditions of coverage and rights you have 
with the MedicareComplete® Retiree Plan, offered by UnitedHealthcare®, insured by 
PacifiCare of Arizona, Inc., PacifiCare of Colorado, Inc., PacifiCare of Nevada, Inc., 
PacifiCare of Oklahoma, Inc. and PacifiCare of Texas, Inc.  All applicants have a right to 
view this document prior to enrollment.  This information should be read completely and 
carefully.  Individuals with special needs should carefully read those sections that apply to 
them.  This document will be mailed to you annually. 
 
This document is effective January 1, 2008, through December 31, 2008. 

When the Agreement is purchased by the Group to provide benefits under a welfare plan 
governed by the Employee Retirement Income Security Act (ERISA), 29 U.S.C. §1001 et seq., 
we are not the plan administrator or named fiduciary of the welfare plan, as those terms are used 
in ERISA. 

Federal law mandates that UnitedHealthcare comply with Title VI of the Civil Rights Act of 
1964, the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, the Americans with 
Disabilities Act, and other laws applicable to recipients of federal funds, and all other applicable 
laws and rules.  Specifically, UnitedHealthcare does not discriminate, neither in the employment 
of staff nor in the provision of health care services, on the basis of race, disability, religion, sex, 
sexual orientation, health, ethnicity, creed, age or national origin. 

Any notices required to be given by us to the Member under this Evidence of Coverage and 
Disclosure Information shall be in writing, delivered by United States mail and sent to the 
Member at the address last known to us.  Any notices required to be given to us by the Member 
under this Evidence of Coverage and Disclosure Information shall be in writing and be delivered 
either in person or by United States mail to the address below. 

If you have any questions or need any additional information, call SecureHorizons Customer 
Service at 1-866-622-8055 (TTY 1-888-685-8480), 8 a.m. to 8 p.m., 7 days a week.  You can 
also write to: 
SecureHorizons Customer Service 
P.O. Box 29800 
Hot Springs, AR  71903-0800 
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Contracted Medical Provider - A health professional, a supplier of health items or a health 
care facility having an agreement with us or a Contracted Medical Group/IPA, to provide or 
coordinate medical services to Members.  Contracted Medical Providers are independent 
contractors and are not the employees or agents of UnitedHealthcare. 

Contracted Provider - A health professional or a supplier of health items (such as a dentist, 
optometrist or chiropractor) having an agreement with us to provide or coordinate Covered 
Services to Members.  Contracted Medical Providers are independent contractors and are not the 
employees or agents of UnitedHealthcare. 

Contracted Specialist - Any duly licensed physician, osteopath, psychologist or other 
practitioner (as defined by Medicare), who has an agreement with us to provide health care 
services to Members for a specific disease, condition or body part.  

Coordinated Care Plans - Medicare Advantage Plans that use a network of Providers, which 
are under contract or arrangement with a Medicare Advantage Organization or its Contracted 
Medical Groups/IPAs, to provide covered benefits.  MedicareComplete is a Coordinated Care 
Plan. 

Copayment - The fee you pay at the time of medical services in accordance with your  
MedicareComplete plan. 

Covered Service(s) – Those health services, including services, supplies, or pharmaceutical 
products, which we determine to be all of the following: 

• Provided for the purpose of preventing, diagnosing or treating a Sickness, Injury, Mental 
Illness, substance abuse, or their symptoms. 

• Consistent with nationally recognized scientific evidence as available, and prevailing 
medical standards and clinical guidelines as described below.   

• Not provided for the convenience of the Member, Physician, facility or any other person. 
• Described in this Evidence of Coverage under the Retiree Benefits Summary and Insert. 
• Not otherwise excluded in this Evidence of Coverage under Section 11  

MedicareComplete Limitations and Exclusions 

In applying the above definition, “scientific evidence” and “prevailing medical standards” shall 
have the following meanings: 

• “Scientific evidence” means the results of controlled clinical trials or other studies 
published in peer-reviewed, medical literature generally recognized by the relevant 
medical specialty community. 

• “Prevailing medical standards and clinical guidelines” means nationally recognized 
professional standards of care including, but not limited to, national consensus 
statements, nationally recognized clinical guidelines, and national specialty society 
guidelines. 

 MedicareComplete covers all services and supplies offered by Medicare, plus additional 
services and supplies not covered by Medicare. 
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Custodial Care – Services that assist an individual in the activities of daily living.  Examples 
include:  assistance in walking, getting in or out of bed, using the toilet, bathing, dressing, 
feeding, preparation of special diets and supervision of the administration of medication that 
usually can be self-administered.  Custodial Care includes all homemaker services, respite care, 
convalescent care or extended care not requiring skilled nursing.  Custodial Care does not 
require the continuing attention of trained medical or paramedical personnel.  Custodial Care is 
not a Covered Service. 

Disenroll or Disenrollment - The process of ending your membership in  MedicareComplete.  
Disenrollment may be voluntary or involuntary. 

Durable Medical Equipment (DME) - Equipment that can withstand repeated use and is not 
disposable; is primarily and usually used to serve a medical purpose; is generally not useful to a 
person in the absence of illness or injury; and is appropriate for use in the home (the definition of 
home as determined by Medicare coverage guidelines). To be covered, Durable Medical 
Equipment must be prescribed by a Contracted Medical Provider for use in your home.  An 
institution is not considered a Member’s home if it meets the basic requirements of a Hospital or 
Skilled Nursing Facility. 

Effective Date - The date your  MedicareComplete plan coverage begins.  You receive written 
notification of your Effective Date from us. 

Emergency - Those situations where a medical condition manifests itself by acute symptoms of 
sufficient severity (including severe pain) such that a prudent layperson, who possesses an 
average knowledge of health and medicine, could reasonably expect the absence of immediate 
medical attention to result in: (a) placing the health of the individual (or, with respect to a 
pregnant woman, the health of the woman or her unborn child) in serious jeopardy, (b) serious 
impairment to bodily functions, or (c) serious dysfunction of any bodily organ or part. 

Emergency Medical Condition – An Emergency Medical Condition is a medical condition 
recognizable by symptoms serious enough (including severe pain, serious injury) that a person 
with an average knowledge of health and medicine, could reasonably expect the lack of 
immediate medical attention to result in: 1) placing your health at serious risk 2) serious harm to 
bodily functions; 3) serious dysfunction of any bodily organ or part; 4) In the case of a pregnant 
woman, an Emergency Medical Condition exists if the pregnant woman is in Active Labor, 
meaning labor at a time in which either of the following would occur: a) there is not enough time 
to safely transfer the pregnant woman to another hospital before delivery; or b) a transfer may 
pose a threat to the health and safety of the pregnant woman or the unborn child. 

Emergency Services - Covered Services that are 1) furnished by a Provider qualified to furnish 
Emergency Services and 2) needed to evaluate or stabilize a medical emergency.  (See the 
definition of Emergency Medical Condition.) 

Enrollment Application Form - The enrollment form a Medicare beneficiary or legal 
representative must complete (with your signature and date) in order to be enrolled as a Member 
of the MedicareComplete Retiree Plan.  This form is submitted to CMS for approval. 
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Evidence of Coverage and Disclosure Information – A document that explains Covered 
Services and defines your rights and responsibilities as a Member, and those of 
UnitedHealthcare. 

Exclusion or Excluded - Items or services that are not covered under this Evidence of Coverage 
and Disclosure Information and Retiree Benefits Summary and Insert.  Benefit specific 
Exclusions are disclosed in the Retiree Benefits Summary and Insert.  You are responsible for 
paying for excluded items or services.  (See Section 11 for the list of  MedicareComplete 
Exclusions.) 

Experimental and Investigational Services and Items - May include any procedure, study, 
test, drug, equipment or facility still undergoing study and for which there is not FDA and CMS 
approval.  Any interpretation for specific cases must rely on and be consistent with Medicare 
Rules, Statutes, Federal Regulations, CMS Program Manuals, and other publications by CMS 
that are in place (including all CMS National Coverage Decisions) at the time the services are 
provided and that apply to the specific procedure, drug, or item requested. 

Grievance - The type of complaint you make if you have a complaint or problem that does not 
involve payment or provision of services by us or a Contracted Medical Provider.  For example, 
you would file a Grievance if you have a problem with things such as the quality of your care, 
general dissatisfaction with the way  MedicareComplete benefits are designed, waiting times for 
appointments or in the waiting room, the way your doctors or others behave, not being able to 
reach someone by phone or obtain the information you need, or the lack of cleanliness or the 
condition of the doctor’s office. 

Health Plan Premium - The monthly payment to UnitedHealthcare, if applicable, along with 
the Medicare Part B Premium and Medicare Part A Premium, paid to Medicare, if applicable, 
that entitle you to the Covered Services outlined in this Evidence of Coverage and Disclosure 
Information.   MedicareComplete benefit plans that offer Medicare Part D prescription drug 
coverage may also have a Medicare Part D Premium. 

Home Health Agency - A Medicare-certified agency, which provides intermittent Skilled 
Nursing Care and other medically necessary therapeutic services in your home, when you are 
confined to your home, and when authorized by your Primary Care Physician or Contracted 
Medical Provider. 

Hospice - An organization or agency certified by Medicare, which is primarily engaged in 
providing pain relief, symptom management and supportive services to terminally ill people and 
their families. 

Hospital - A Medicare-certified institution licensed by the State, which provides inpatient, 
outpatient, emergency, diagnostic and therapeutic services.  The term "Hospital" does not 
include a convalescent nursing home, rest facility, or facility for the aged which furnishes 
primarily Custodial Care, including training in routines of daily living. 

Hospital Stay - A Hospital Stay commences on the first day of Covered Services in an Acute 
Care Hospital.  A Hospital Stay ends when the Member is either discharged from the Hospital or 
transferred to another level of care, for example, home health care or Skilled Nursing Facility.  If 
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a Member subsequently transfers from an Acute Care Hospital to a Skilled Nursing Facility; a 
Skilled Nursing Facility to an Acute Care Hospital; or Home Health Agency to an acute or 
Skilled Nursing Facility, another applicable Copayment period begins. 

Hospitalist - When you are admitted for a medically necessary procedure or treatment at a 
Network Hospital, your health care may be coordinated by a physician who specializes in 
treating inpatients (patients in a Hospital).  This allows your Primary Care Physician or 
Contracted Medical Provider to continue to see other patients in his or her office, while you are 
hospitalized.  

Independent Review Entity – An entity under contract with CMS which reviews Appeals by 
members of Medicare Advantage plans, including  MedicareComplete. 

Lock-In Feature - An arrangement under which all Covered Services, with the exception of 
Emergency Services, Urgently Needed Services, out-of-area and routine travel renal dialysis or 
post-stabilization services, must be provided by your Contracted Medical Provider or your 
Primary Care Physician.  If you receive services from a Non-Contracted Medical Provider or 
Facility, or a Contracted Medical Provider such as a Specialist, without approval from us or a 
Contracted Medical Provider (in accordance with the terms of this Evidence of Coverage), 
neither UnitedHealthcare nor Medicare will pay for that care.  There are very limited exceptions 
to this rule.  See the Retiree Benefits Summary and Insert for specific limitations that apply. 

Medicaid - A joint federal/State medical assistance program established by Title XIX of the 
Social Security Act.  Some Medicare beneficiaries are also eligible for Medicaid.  Unlike 
Medicare, Medicaid can cover long-term care, such as Custodial Care.  Medicaid can cover all or 
part of your Medicare premiums and/or deductibles and Coinsurance, if your income and 
resources fall below specific levels.  You may inquire about Medicaid and related programs - 
Qualified Medicare Beneficiary, Special Low Income Medicare Beneficiary, Qualified Disabled 
Working Individual and Qualified Individual - at your local Department of Human Service.   

Medical Director - A licensed physician who is an employee of UnitedHealthcare and is 
responsible for monitoring and overseeing the quality of care to  MedicareComplete plan 
Members. 

Medically Necessary or Medical Necessity – A health intervention will be covered under the  
MedicareComplete Health Plan if it is an otherwise Covered Service, not an Excluded service, 
and Medically Necessary.  An intervention may be medically indicated yet not be a covered 
benefit or meet the definition of Medical Necessity.  An intervention is Medically Necessary if, 
as recommended by the treating physician and determined by the Medical Director of 
UnitedHealthcare, it is all of the following: 

(a) A health intervention for the purpose of treating a medical condition; 
(b) The most appropriate supply or level of service, considering potential benefits and harms 

to the Member; 
(c) Known to be effective in treating the medical condition.  For existing interventions, 

effectiveness is determined first by scientific evidence, then by professional standards, 
then by expert opinion.  For new interventions, effectiveness is determined by scientific 
evidence; and 
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(d) If more than one health intervention meets the requirements of (a) through (c) above, 
furnished in the most cost-effective manner, which may be provided safely and 
effectively to the Member. 

In applying the above definition of Medical Necessity, the following terms shall have the 
following meanings: 

(i) A health intervention is an item or service delivered or undertaken primarily to treat 
(that is, prevent, diagnose, detect, treat or palliate) a medical condition or to maintain 
or restore functional ability.  A medical condition is a disease, illness, injury, genetic 
or congenital defect, pregnancy or a biological condition that lies outside the range 
of normal, age-appropriate human variation.  A health intervention is defined by the 
intervention itself, the medical condition and the patient indications for which it is 
being applied. 

(ii) Effective means that the intervention can reasonably be expected to produce the 
intended results and to have expected benefits that outweigh potential harmful 
effects. 

(iii) Scientific evidence consists primarily of controlled clinical trials that either directly 
or indirectly demonstrate the effect of the intervention on health outcomes.  If 
controlled clinical trials are not available, observational studies that suggest a causal 
relationship between the intervention and health outcomes can be used.  Such studies 
do not, by themselves, demonstrate a causal relationship, unless the magnitude of the 
effect observed exceeds anything that could be explained, either by the natural 
history of the medical condition, or potential experimental biases.  For existing 
interventions, the scientific evidence should be considered first, and to the greatest 
extent possible, should be the basis for determination of Medical Necessity.  If no 
scientific evidence is available, professional standards of care should be considered.  
If professional standards of care do not exist, or are outdated or contradictory, 
decisions about existing interventions should be based on expert opinion.  Giving 
priority to scientific evidence does not mean that coverage of existing interventions 
should be denied in the absence of conclusive scientific evidence.  Existing 
interventions can meet the definition of Medical Necessity in the absence of 
scientific evidence, if there is a strong conviction of effectiveness and benefit 
expressed through up-to-date and consistent professional standards of care, or in the 
absence of such standards, convincing expert opinion. 

(iv) A new intervention is one which is not yet in widespread use for the medical 
condition and patient indications being considered.  New interventions for which 
clinical trials have not been conducted because of epidemiological reasons (such as 
rare or new diseases or orphan populations) shall be evaluated on the basis of 
professional standards of care.  If professional standards of care do not exist, or are 
outdated or contradictory, decisions about such new interventions should be based 
on convincing expert opinion. 

(v) An intervention is considered cost effective if the benefits and harms relative to costs 
represent an economically efficient use of resources for patients with this condition. 
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Medicare (Original Medicare) - The federal government health insurance program established 
by Title XVIII of the Social Security Act for people 65 years of age or older, certain younger 
people with disabilities and people with end-stage renal disease (ESRD). 

Medicare Advantage Organization (MAO) - A public or private entity organized and licensed 
by the State as a risk-bearing entity that is certified by CMS as meeting Medicare Advantage 
requirements.  MAOs can offer one or more Medicare Advantage Plans.  PacifiCare of Arizona, 
Inc., PacifiCare of Colorado, Inc., PacifiCare of Nevada, Inc., PacifiCare of Oklahoma, Inc. and 
PacifiCare of Texas, Inc. are MAOs. 
 
Medicare Advantage Plan - A policy or benefit package offered by a Medicare Advantage 
Organization, under which a specific set of health benefits are offered at a uniform premium and 
uniform level of cost-sharing to all Medicare beneficiaries residing in the Service Area covered 
by the Medicare Advantage Plan.  An MAO may offer more than one Medicare Advantage Plan 
in the same Service Area. 

Medicare-Covered Physical Exam – this exam includes measurement of height, weight and 
blood pressure, an electrocardiogram, education, counseling and referral with respect to covered 
screenings and preventive services.  This exam does not include lab tests. 

Medicare Part A - Hospital insurance benefits, including inpatient Hospital care, Skilled 
Nursing Facility care, Home Health Agency care and Hospice care offered through Medicare. 

Medicare Part A Premium - Part A is financed by part of the Social Security payroll 
withholding tax paid by workers and their employers and by part of the Self-Employment Tax 
paid by self-employed persons.  Generally, people age 65 and older may obtain premium-free 
Medicare Part A benefits based on their own or their spouse's employment.  If you are under 65, 
you may obtain premium-free Medicare Part A benefits if you have been a disabled beneficiary 
under Social Security or the Railroad Retirement Board (1-800-808-0772, TTY, 1-312-751-
4701) for more than 24 months.  If you do not qualify for premium-free Part A benefits, you may 
buy the coverage if you are at least 65 years old and meet certain requirements.  Also, you may 
be able to buy Medicare Part A if you are disabled and lost your premium-free Part A because 
you are working. You may contact the Social Security Administration Office at 1-800-772-1213 
toll free, (TTY the toll-free number 1-800-325-0778), 7 a.m. to 7 p.m., Monday through Friday.  
You also may visit the Social Security Web site at www.ssa.gov. 

Medicare Part B - Supplementary medical insurance that is optional and requires a monthly 
premium.  Part B covers physician services (in both Hospital and non-hospital settings) and 
services furnished by certain non-physician practitioners.  Other Part B services include lab 
testing, Durable Medical Equipment, diagnostic tests, ambulance services, prescription drugs 
that cannot be self-administered, certain self-administered anti-cancer drugs, some other therapy 
services, certain other health services and blood not covered under Part A. 

Medicare Part B Premium - A monthly premium paid to Medicare (usually deducted from 
your Social Security check) to cover Part B services.  You must continue to pay this premium to 
Medicare to receive Covered Services, whether a Medicare Advantage Plan or Medicare covers 
you.   If you are eligible for a Medicare Savings Program, the State may pay all or part of your 
Medicare Part B Premium. 
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Medicare Part D – A voluntary prescription drug benefit program approved by Medicare and 
offered to Medicare beneficiaries through Medicare Advantage Organizations, such as 
UnitedHealthcare, which offers  MedicareComplete and through stand alone Prescription Drug 
Plans.  Please refer to your Retiree Benefits Summary and Insert to determine your coverage. 

Medicare Part D Premium – A monthly premium paid to Medicare Part D providers, such as 
UnitedHealthcare (may be deducted from your Social Security check) to cover Part D 
prescription drug coverage.  Not all  MedicareComplete Medicare Advantage benefit plans that 
offer Medicare Part D prescription drug coverage have a Medicare Part D Premium. Not all 
MedicareComplete plans have Medicare Part D prescription drug coverage. Please refer to your 
Retiree Benefits Summary and Insert to determine your coverage. 

Medicare Savings Program – A program usually administered by Medicaid State agencies, 
which offers assistance to low income Medicare beneficiaries.  This type of program includes 
Medicare beneficiaries who qualify as a Medicaid Qualified Medicare Beneficiary, Special Low 
Income Medicare Beneficiary, Qualified Disabled Working Individual or a Qualified Individual. 

MedicareComplete - A SecureHorizons Medicare Advantage Plan insured by PacifiCare of 
Arizona, Inc., PacifiCare of Colorado, Inc., PacifiCare of Nevada, Inc., PacifiCare of Oklahoma, 
Inc. and PacifiCare of Texas, Inc., Medicare Advantage Organization with a Medicare contract. 
 
Member (“MedicareComplete Retiree Plan Member”)– You, the Medicare-eligible retired 
employee, and your Medicare-eligible dependents who meet the eligibility requirements of your 
Plan Sponsor for enrollment in the employer-sponsored group retiree health plan available 
through UnitedHealthcare and whose enrollment has been confirmed by CMS, and thus is 
entitled to receive Covered Services. 

Network - Providers, facilities and Hospitals contracted by UnitedHealthcare to deliver the 
Covered Services provided for in this Evidence of Coverage and Disclosure Information and 
Retiree Benefits Summary and Insert. 

Network Hospital - A Hospital that has a contract with UnitedHealthcare to provide services 
and supplies to  MedicareComplete plan Members. 

Non-Contracted Medical Provider or Facility - Any professional person, organization, health 
facility, Hospital, or other person or institution licensed and/or certified by the State or Medicare 
to deliver or furnish health care services, and who is neither employed, owned, operated by, nor 
under contract with UnitedHealthcare to deliver Covered Services to  MedicareComplete plan 
Members. 

Non-Contracted Specialist - Any duly licensed physician, osteopath, psychologist or other 
practitioner (as defined by Medicare), who provides health care services for a specific disease, 
condition or body part, who is neither employed by nor under contract with UnitedHealthcare to 
deliver Covered Services to you.  Also any duly licensed emergency room physician who 
provides Emergency Services to you. 
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Nurse Practitioner – A registered nurse who has graduated from a program which prepares 
registered nurses for advanced practice and who is certified as a nurse practitioner by the 
American Nursing Association. 

Office Visit - A visit for Covered Services to your Primary Care Physician, Contracted 
Specialist, Nurse Practitioner, Physician’s Assistant, Psychologist, other Contracted Medical 
Provider, and with Prior Authorization a Non-Contracted Medical Provider. 

Optional Supplemental Benefits (If applicable) - Your Plan Sponsor may have elected to offer 
(or endorse) these additional benefits.  Refer to your Retiree Benefits Summary and Insert to 
determine your coverage Non Medicare covered benefits that may be offered beyond the benefits 
included in the basic MedicareComplete plan, which may be elected at a Member’s option.  
There is a Plan Premium associated with Optional Supplemental Benefits.  Members of 
MedicareComplete must voluntarily elect Optional Supplemental Benefits in order to receive 
them. 

Outpatient Mental Health Care - Covered Services include, but are not limited to, the 
following:  Mental health services provided by a doctor, clinical psychologist, clinical social 
worker, clinical nurse specialist, nurse practitioner, physician assistant, or other Medicare-
qualified mental health care professional as allowed under applicable state laws. 

Outpatient Services - Ambulatory medical services received by a Member when the Member is 
not admitted to a Hospital or Skilled Nursing Facility. 

Physician Assistant – A health care professional licensed to practice medicine with physician 
supervision. Physician assistants are trained in intensive education programs accredited by the 
Commission on Accreditation of Allied Health Education Programs (previously by the American 
Medical Association’s Committee on Allied Health Education and Accreditation). 

Plan Sponsor – Your former employer or trust administrator. 
 
Prescription Drug Plans – Medicare approved stand-alone drug plans that only cover Medicare 
Part D prescription drugs, not other benefits or services.    

Primary Care Physician - The Contracted Medical Provider whom you choose and who is 
responsible for providing Covered Services while you are a Member of  MedicareComplete.  
Primary Care Physicians are generally physicians specializing in Internal Medicine, Family 
Practice or General Practice.  

Prior Authorization - A system whereby a Provider must receive approval from us before you, 
the Member, receive certain Covered Services.  Among other services, all services rendered by 
Non-Contracted Medical Providers and Non-Contracted Specialists must have Prior 
Authorization, unless provided during an Emergency, or while you are temporarily out of the 
Service Area and need Urgent Care.  Services requiring Prior Authorizations are listed in this 
Evidence of Coverage and in the Retiree Benefits Summary and Insert. 
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Provider - Any professional person, organization, health facility, Hospital or other person or 
institution licensed and/or certified by the State or Medicare to deliver or furnish health care 
services. 

Quality Improvement Organization (QIO) -An independent contractor paid by CMS to review 
medical necessity, appropriateness and quality of medical care and services provided to 
Medicare beneficiaries.  The QIO must review complaints about the quality of care given by 
physicians in inpatient Hospitals, outpatient Hospital facilities, Hospital emergency rooms, 
Skilled Nursing Facilities, Home Health Agencies, ambulatory surgical centers and Private Fee-
for-Service plans. 

Referral - A formal recommendation by your Primary Care Physician for you to receive care 
from a Specialist or Contracted Medical Provider. 

Retiree Benefits Summary and Insert - The documents which provide the details of your 
particular benefit plan, including any Copayments and Coinsurance that you pay when receiving 
a Covered Service.  Together with this Evidence of Coverage and Disclosure Information 
document, the Retiree Benefits Summary and Insert explains your health care coverage. 

SecureHorizons Customer Service - A department dedicated to answering your questions 
concerning (but not limited to) your membership, Covered Services, Grievances and Appeals. 

Service Area - A geographic area approved by CMS within which a Medicare Advantage 
eligible individual may enroll in a particular Medicare Advantage Plan offered by us.  Service 
Areas may contain different benefit plans that offer different benefits, Health Plan Premiums, 
Copayment and Coinsurance amounts. 

Skilled Nursing Care - Medically Necessary services that can only be performed by, or under 
the supervision of, licensed nursing personnel. 

Skilled Nursing Facility (SNF) - A facility that provides inpatient Skilled Nursing Care, 
rehabilitation services or other related health services, and is State licensed and/or certified by 
Medicare.  The term "Skilled Nursing Facility" does not include a convalescent nursing home, 
rest facility or facility for the aged that furnishes primarily Custodial Care, including training in 
routines of daily living. 

Specialist - Any duly licensed physician, osteopath, psychologist or other practitioner (as 
defined by Medicare), who provides health care services for a specific disease, condition or body 
part to whom you may be referred to by your Primary Care Physician or Contracted Medical 
Provider.  Also, any duly licensed emergency room physician who provides Emergency Services 
to you.  Specialists may be Contracted Specialists or Non-Contracted Specialists. 

Time-Sensitive - A situation in which waiting for a standard decision on an authorization, 
request for services or an Appeal could seriously jeopardize your life, health, or your ability to 
recover from an illness, injury or condition. 

UnitedHealthcare (the Plan) - Within this document, UnitedHealthcare refers to PacifiCare of 
Arizona, Inc., PacifiCare of Colorado, Inc., PacifiCare of Nevada, Inc., PacifiCare of Oklahoma, 
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Inc. or PacifiCare of Texas, Inc.  PacifiCare of Arizona, Inc., PacifiCare of Colorado, Inc., 
PacifiCare of Nevada, Inc., PacifiCare of Oklahoma, Inc. and PacifiCare of Texas, Inc. are State 
corporations that are organized and licensed by their States as risk-bearing entities and are 
certified by CMS as meeting Medicare Advantage requirements.  UnitedHealthcare is a 
Medicare Advantage Organization that offers  MedicareComplete plans.  We, us and our, when 
used in this document, refer to UnitedHealthcare. 

Urgently Needed Services - Covered Services provided when you are temporarily absent from  
MedicareComplete Service Area (or, under unusual and extraordinary circumstances, provided 
when you are in the Service Area but your Contracted Medical Provider is temporarily 
unavailable or inaccessible), when such services are Medically Necessary and immediately 
required:  1) as a result of an unforeseen illness, injury or condition; and 2) it is not reasonable, 
given the circumstances, to obtain the services through your Contracted Medical Provider. 

Utilization Review - A comprehensive, integrated process in which a team of health care 
professionals evaluates your treatment in an effort to promote the efficient use of resources and 
the quality of health care.  Duties of the Utilization Review staff include Prior Authorization, 
concurrent and retrospective review of medical services. 
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Section 2 Eligibility, Enrollment Periods and Effective Date  

Are You Eligible to Enroll in the MedicareComplete Retiree Plan? 

To be able to enroll in MedicareComplete: 
 
1. You must be entitled to Medicare Part A and enrolled in Medicare Part B.  You must be 

enrolled in Medicare Part A and Medicare Part B as of the Effective Date of your enrollment 
in MedicareComplete.   

       
2. You must meet the eligibility requirements of your former employer or trust administrator 

(Plan Sponsor). 
 
3. You must not currently have end-stage renal disease (ESRD) or receive routine kidney 

dialysis.  However, if either of these conditions applies to you, in some instances you may be 
eligible to enroll through an employer group sponsored Medicare Advantage (MA) health 
plan or as an individual. You may be newly eligible or able to continue your enrollment 
under the following circumstances: 

 
• Individuals with ESRD who age into Medicare can enroll in any MA plan sponsored by 

their employer or union group regardless of prior commercial coverage affiliation. 
 
• If an employer or union group offers an MA plan as a new option to its employees and 

retirees, regardless of whether it has been an option in the past, ESRD retirees may select 
this new MA plan option as the employer or union’s open enrollment rules allow. 

 
• If an employer or union group that has been offering a variety of coverage options 

consolidates its employee/retiree offerings (i.e., it drops one or more plans), current 
enrollees of the dropped plans may be accepted into an MA plan that is offered by the 
group. 

 
• If an employer or union group has contracted locally with an MA organization in more 

than one geographic area (for example, in two or more states), an ESRD retiree who 
relocates permanently from one geographic location to another may remain with the MA 
organization in the local employer or union MA plan. 

 
• Individuals with ESRD who are affected by the contract termination, non-renewal or 

service area reduction of another Medicare Advantage Organization (MAO) may make 
one election to enroll in an MA plan offered by a different MAO during the appropriate 
election period. 

 
• Once enrolled in an MA plan, an individual with ESRD may elect other MA plans 

offered by the same MA organization (within the same CMS contract) during an 
allowable election period. Standard MA eligibility rules apply. 

 
Note: If you have received a transplant that has restored your kidney function and you no longer 
require a regular course of dialysis, you are not considered to have ESRD and you are eligible 
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to enroll in the MedicareComplete Retiree Plan. 
 
4. You must permanently reside in the Service Area, as defined in Section 15. 
 
5. You must complete and sign an Enrollment Application Form or make an election through 

your Plan Sponsor.  If another person assists you in completing the Enrollment Application 
Form, that person must also sign the form and state his or her relationship to you. 

 
6. You must agree to abide by the MedicareComplete Retiree Plan rules. 
 
If you meet the above eligibility requirements, you cannot be denied membership in  
MedicareComplete on the basis of your health status, excluding end-stage renal disease as 
described above.   
 
When You May Enroll in the MedicareComplete Retiree Plan 
 
Eligible individuals can enroll in the MedicareComplete Retiree Plan at the following times: 
 
• Open Enrollment – You may enroll in your former employer’s group plan when that plan is 

in open enrollment. For more information regarding your open enrollment period, please 
contact your former employer or trust administrator. 

 
• Special Election Period (SEP) - Special periods of time in which you can discontinue 

enrollment in a Medicare Advantage Plan, and change your enrollment to another Medicare 
Advantage Plan or return to Medicare.  In the event of the following circumstances, a Special 
Election Period is warranted: the Medicare Advantage Plan in which you are enrolled is 
discontinued in the Service Area in which you live; you move out of the Service Area of the 
Medicare Advantage Plan; the Medicare Advantage Organization offering the plan violated a 
material provision of its contract with you; or you meet such other material conditions as 
CMS may provide.   

 
As a MedicareComplete Retiree Plan Member, the information below does not apply to you 
because you are allowed to make enrollment changes at times designated by your Plan Sponsor 
(see above).  However, if you ever choose to discontinue your employer-sponsored health care 
coverage, the information below (up to Medicare Part D Late Enrollment Penalty) will apply to 
you. 
 
In general, there are only certain times during the year when you can change the way you get 
your Medicare coverage.  There are also Medicare program limits on how often you can make a 
change to your Medicare coverage and what types of changes you are allowed to make. 
 

Note:  Certain eligible Medicare beneficiaries such as those who are institutionalized, those who 
receive Medicaid, or those eligible for a Medicare Savings Program such as Medicaid Qualified 
Medicare Beneficiary, Special Low Income Medicare Beneficiary, Qualified Disabled Working 
Individual or a Qualified Individual may enroll in MedicareComplete at any time during the 
calendar year.   
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For Medicare beneficiaries who currently have Medicare coverage, the following dates are 
important: 

From November 15, 2007 through December 31, 2007, anyone with Medicare may change the 
way they get their Medicare coverage for an effective date of January 1, 2008. 

Medicare beneficiaries who are enrolled in a Medicare Part D plan and who want to keep their 
Medicare Part D drug coverage have the following options: 

• You may leave your current Medicare Advantage Plan with Medicare Part D drug 
coverage and enroll in another Medicare Advantage Plan with Medicare Part D drug 
coverage.   

• You may leave your current Medicare Advantage Plan with Medicare Part D drug 
coverage and enroll in Prescription Drug Plan and return to Original Medicare coverage. 

• You may leave your current Prescription Drug Plan and enroll in another Prescription 
Drug Plan in addition to Original Medicare. 

Medicare beneficiaries who are enrolled in a Medicare Part D plan and who do not want to keep 
their Medicare Part D drug coverage have the following options: 

• You may leave your current Medicare Advantage Plan with Medicare Part D drug 
coverage and enroll in a “medical only” Medicare Advantage Plan without Medicare Part 
D drug coverage. 

• You may leave your current Medicare Advantage Plan with Medicare Part D drug 
coverage and return to Original Medicare. 

• You may leave your current Prescription Drug Plan and continue with Original Medicare 
coverage. 

• You may leave your current Prescription Drug Plan and enroll in a in a “medical only” 
Medicare Advantage Plan without Medicare Part D drug coverage. 

Medicare beneficiaries who are not enrolled in a Medicare Part D plan and who want to enroll in 
a Medicare Part D plan have the following options: 

• You may leave your current Medicare Advantage Plan without Medicare Part D drug 
coverage and enroll in another Medicare Advantage Plan with Medicare Part D drug 
coverage. 

• You may leave your current Medicare Advantage Plan without Medicare Part D drug 
coverage and enroll in a Prescription Drug Plan and return to Original Medicare 
coverage. 

• You may enroll in a Prescription Drug Plan with Original Medicare coverage. 
• You may leave Original Medicare and enroll in a Medicare Advantage Plan with 

Medicare Part D drug coverage. 

From January 1, 2008 through March 31, 2008, Medicare beneficiaries (including Members 
of the MedicareComplete plan) have one chance to change the way they get their health care 
coverage.  However, there are limits on when you may change benefit plans and the type of plan 
that you may join.  If you are not enrolled in a plan with Medicare Part D drug coverage, you 
may not use this time period to enroll in a plan with Medicare Part D drug coverage. 
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Medicare beneficiaries who are enrolled in a Medicare Part D plan have the following options: 

• You may leave your current Medicare Advantage Plan with Medicare Part D drug 
coverage and enroll in another Medicare Advantage Plan with Medicare Part D drug 
coverage. 

• You may leave your current Medicare Advantage Plan with Medicare Part D drug 
coverage and enroll in a Prescription Drug Plan and return to Original Medicare 
coverage. 

• You may leave your current Prescription Drug Plan and enroll in a Medicare Advantage 
Plan with Medicare Part D drug coverage. 

Medicare beneficiaries who are not enrolled in a Medicare Part D plan have the following 
options: 

• You may leave your current Medicare Advantage Plan without Medicare Part D drug 
coverage and enroll in another Medicare Advantage Plan without Medicare Part D drug 
coverage.   

• You may leave your current Medicare Advantage Plan without Medicare Part D drug 
coverage and return to Original Medicare. 

• If you currently have Original Medicare, you may enroll in a Medicare Advantage Plan 
without Medicare Part D drug coverage. 

Generally, Medicare beneficiaries cannot make any other changes during 2008 unless they 
meet special exceptions, including but not limited to:  

• the Medicare Advantage Plan in which the beneficiary is enrolled is discontinued in the 
Service Area in which the beneficiary lives 

• the beneficiary moves out of the Service Area of the Medicare Advantage Plan 
• the beneficiary meets such other material conditions as CMS may provide 
• the beneficiary has Medicaid coverage  
• the beneficiary receives assistance from a Medicare Savings Program  
• the beneficiary is in a long-term care facility such as a nursing home 

If you are a Medicare beneficiary who is newly eligible for Medicare coverage: 

You may elect to enroll in a Medicare Advantage Plan when you first become entitled to both 
Part A and Part B of Medicare.  Your enrollment period begins on the first day of the third 
month before the date on which you are entitled to both Part A and Part B, and ends on the last 
day of the third month after the date on which you become eligible for both Parts of Medicare.  
For example:  if you are eligible for both Part A and Part B on September 1, you may enroll in  
MedicareComplete as early as June 1, but not later than August 31, for a September 1 Effective 
Date. 

Medicare Part D Late Enrollment Penalty 

You may be assessed a penalty by the Federal government when you enroll in Medicare Part D if 
you did not enroll in a Medicare Part D drug plan during your initial enrollment period and you 
did not have creditable coverage for a continuous period of 63 days or more after your initial 
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enrollment period.  Creditable prescription drug coverage is coverage that is at least as good as 
the standard Medicare prescription drug coverage. You pay this late enrollment penalty for as 
long as you have Medicare prescription drug coverage.  The amount of the penalty may increase 
every year. 

The late enrollment penalty may also apply to individuals who qualify for extra help with their 
drug plan costs, if they do not enroll in a Part D plan or have creditable coverage by 2009.  
However, Medicare helps pay for the penalty for individuals who qualify for the most help.  
People who qualify for the most help will pay 20% of the penalty for the first 60 months and 
none of the penalty afterwards. 

If you must pay a late enrollment penalty, your penalty is calculated when you first join a 
Medicare drug plan.  To estimate your penalty, take 1% of the national base beneficiary premium 
for the year you join (in 2007, the national base beneficiary premium is $27.35).  Multiply it by 
the number of full months you were eligible to join a Medicare drug plan but didn’t, and then 
round that amount to the nearest ten cents.  This is your estimated penalty amount, which is 
added each month to your Medicare drug plan’s premium for as long as you are in that plan. 

If you disagree with your late enrollment penalty, you may be eligible to have it reconsidered 
(reviewed).  Call SecureHorizons Customer Service to find out more about the reconsideration 
process and how to ask for such a review. 

You won’t have to pay a late enrollment penalty if: 

• You had creditable prescription drug coverage (as good as Medicare’s)  
• The period of time that you didn’t have creditable prescription drug coverage was less 

than 63 continuous days 
• You prove that you were not informed that your prescription drug coverage was not 

creditable  
• You lived in an area affected by Hurricane Katrina AND you signed up for a Medicare 

prescription drug plan by December 31, 2006, AND you stay in a Medicare prescription 
drug plan  

• You received or are receiving extra help AND you join a Medicare prescription drug plan 
by December 31, 2008, and you stay in a Medicare prescription drug plan 

Your late enrollment penalty may be reduced or eliminated if: 

• You receive extra help in 2008 or after 

 

Creditable Coverage 

As a MedicareComplete Retiree Plan member, your Plan Sponsor will determine whether or not 
to offer you a Medicare Part D Prescription Drug Plan.  Please refer to your Retiree Benefits 
Summary and Inset to determine your coverage.  Medicare Part D prescription drug coverage is 
considered to be Creditable Coverage. 
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If your Plan Sponsor does not offer you Medicare Part D prescription drug coverage, but the 
prescription drug coverage you receive through your Plan Sponsor is at least as good as the 
standard Part D Medicare prescription drug coverage, it is considered to be Creditable Coverage 
and you will NOT incur a late enrollment penalty if you later decide after May 15, 2006 to enroll 
in a standard Part D Medicare Prescription Drug Plan.  Your plan administrator is responsible to 
notify you if your prescription drug coverage is or is not considered to be Creditable Coverage.  
If you have questions about your prescription drug coverage, please contact your Plan Sponsor. 

If your prescription drug coverage is not considered to be Creditable Coverage, you will have to 
pay a penalty if you do not enroll in a Medicare Part D Drug Plan during your initial enrollment 
period and you do not have creditable coverage for a continuous period of 63 days or more after 
your initial enrollment period. See the Medicare Part D Late Enrollment Penalty section above 
for more information.  

If you purchase a Medicare Part D Prescription Drug Plan on your own, it could result in 
the loss of your medical coverage provided through the MedicareComplete Retiree Plan 
and could affect your employer or union-sponsored health benefits.  It is important to read 
the communications your former employer or union (plan administrator) sends you, and 
consult with them before you take any action.   

More detailed information about Medicare plans that offer prescription drug coverage is 
available in the “Medicare & You 2008” handbook.  You’ll get a copy of the handbook in the 
mail from Medicare. You can also get more information about Medicare Prescription Drug Plan 
from these places: 

• Visit www.medicare.gov for personalized help, 

• Call your State Health Insurance Assistance Program (see your copy of the Medicare & 
You handbook for their telephone number) 

• Call 1-800-MEDICARE (1-800-633-4227), (hearing impaired, 1-877-486-2048), 24 
hours a day, 7 days a week. 

Your Enrollment Application Form 

Once you complete and sign an Enrollment Application Form, or make an election through your 
Plan Sponsor, this information is submitted to CMS for verification of eligibility in 
MedicareComplete Retiree Plan.  If CMS rejects your Enrollment Application Form or election 
through your Plan Sponsor, we will contact you for additional information or provide you with 
instructions for resubmitting the Enrollment Application Form or election through your Plan 
Sponsor. 

When Your MedicareComplete Plan Coverage Begins 

The proposed Effective Date of enrollment in MedicareComplete will determined by your Plan 
Sponsor.  We will send you a letter that informs you when your coverage begins.  Generally, 
completed Enrollment Application Forms received by the end of the month will be effective the 
first day of the following month.  For example, if we receive your completed Enrollment 
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Application Form on January 31, your Effective Date is February 1.  If we receive your 
completed Enrollment Application Form on February 28, your Effective Date is March 1. 

From your Effective Date forward, you must receive all routine Covered Services from 
Contracted Medical Providers.  Neither UnitedHealthcare nor Medicare will pay for services 
received from Non-Contracted Medical Providers, except for: 

• Emergency Services anywhere in the world 
• Urgently Needed Services that were not foreseeable when you left the Service Area 
• Out-of-area renal dialysis services (must be received at a Medicare Certified Dialysis 

Facility within the United States) 
• Covered Services approved by us or ordered by a Contracted Physician or other 

Contracted provider in accordance with the terms of this EOC 

If you receive any medical services not covered by Medicare before your MedicareComplete 
plan coverage takes effect, you are financially responsible for those services. 

Our Liability upon Your Initial Enrollment 

We are responsible for the full scope of Part B services, as required by Medicare, beginning on 
your Effective Date.  However, if your Effective Date occurs during an inpatient stay in a 
Hospital, we are not responsible for arranging or paying for any of the inpatient Hospital services 
under the Medicare Hospital Insurance Plan (Part A).  We must assume responsibility for 
arranging or paying for inpatient Hospital services under the Medicare Hospital Insurance Plan 
(Part A) on the day following the day of discharge. 

About Your Medicare Supplement (Medigap) Policy 

After you receive written confirmation from us of your Effective Date, you may consider 
canceling any Medicare supplement (Medigap) policy you may have.  If you currently have a 
Medigap policy with prescription drug coverage, you must inform your Medigap issuer you have 
enrolled in our plan.  Medigap policies do not reimburse you for Health Plan Premiums, 
Copayments, or other amounts that Medicare Advantage Plans charge for Medicare-covered 
services.  However, if you Disenroll from MedicareComplete, you may not be able to have your 
Medigap policy reinstated and you will not, under any circumstances, be able to have your 
Medigap policy with prescription drugs reinstated. 

Note:  In certain cases, you may be guaranteed the issue (without medical underwriting or 
pre-existing condition exclusions) of a Medicare supplemental (Medigap) policy. 

You must apply for a Medigap policy within sixty-three (63) days after your  MedicareComplete 
plan coverage terminates and submit evidence of the date of your loss of coverage.  For 
additional information regarding guaranteed Medicare supplemental policies, please call 1-800-
MEDICARE (1-800-633-4227), (TTY 1-877-486-2048), 24 hours a day, 7 days a week. 
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Should you choose to keep your Medicare supplement (Medigap) policy, you may not be 
reimbursed for services you receive from Non-Contracted Medical Providers.  Most 
supplemental (Medigap) policies will not pay for any portion of such services because: 

• Supplemental insurers (Medigap insurers) process their claims based on proof of an 
Original Medicare payment, usually in the form of an Explanation of Medicare Benefits 
(EOMB).  However, as long as you are a Member of MedicareComplete, Original 
Medicare will not process any claims for medical services that you receive. 

• We have the financial responsibility for all Medicare-Covered Services you need as long 
as you follow MedicareComplete procedures on how to receive medical services. 

Some states provide additional Medigap protections.  For State specific information, please call 
SecureHorizons Customer Service, your State’s Department of Insurance or  

Arizona 
State Health Insurance Assistance Program  
1789 W. Jefferson  
Site Code 950A 
Phoenix, AZ 85007 
1-602-542-6595 or 1-800-432-4040 
TDD 1-602-542-6366 
 

Colorado 
Senior Health Insurance Assistance Program 
Colorado Division of Insurance 
1560 Broadway, Suite 850 
Denver, CO 80202 
1-303-894-7490 or 1-888-696-7213 
TTY 1-303-894-7880 

Nevada 
Nevada State Health Insurance Assistance 
Program (SHIP) 
3100 W. Sahara Ave, Suite 110 
Las Vegas, NV 89102 
1-702-486-3478 or 1-800-307-4444 

Oklahoma 
Senior Health Insurance Counseling Program 
(SHICP) 
2401 N.W. 23rd, Suite 28 
Oklahoma City, OK 73107 
1-405-521-6628 or  
1-800-763-2828 (in-state calls only) 
 

Texas 
Health Information, Counseling and Advocacy 
Program (HICAP) 
P.O. Box 149030 Mail Code: W350 
Austin, TX 78714-9030 
1-800-252-9240 or 1-512-438-3011  
TTY 1-800-735-2989 
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Section 3 MedicareComplete Member Rights and Responsibilities  

As a Member you have the right to receive information about, and make recommendations 
regarding, your rights and responsibilities. 

You have the right to: 

• Receive information about us, Contracted Providers and the Covered Services under your 
plan. 

• Submit complaints regarding us or Contracted Providers or request appeals for denied 
service. 

• Be treated with dignity and respect and have your right to privacy recognized in 
accordance with State and federal laws. 

• Discuss and actively participate in decision-making with your Contracted Medical 
Provider regarding the full range of appropriate or medically necessary treatment options 
for your condition, regardless of cost or benefit coverage. 

• Refuse any treatment or leave a medical facility, even against the advice of a Contracted 
Medical Provider.  Your refusal in no way limits or otherwise precludes you from 
receiving other medically necessary Covered Services for which you consent. 

• Complete an Advance Directive, living will or other directive and provide it to your 
Contracted provider to include in your medical record.  Treatment decisions are not based 
on whether or not an individual has executed an Advance Directive. 

• Exercise these rights, regardless of your race, physical or mental disability, ethnicity, gender, 
sexual orientation, creed, age, religion, national origin, cultural or educational background, 
economic or health status, English proficiency, reading skills, or source of payment for your 
health care. 

Your Responsibilities Are To: 

• Review information regarding your benefits, Covered Services, any Exclusions, 
limitations, deductibles or Copayments, and the rules you need to follow as stated in your 
Evidence of Coverage and Disclosure Information and Retiree Benefits Summary and 
Insert.  

• Provide us and Contracted Medical Providers, to the degree possible, the information 
needed to provide care to you. 

• Follow treatment plans and care instructions as agreed upon with your Contracted 
Medical Provider.  Actively participate, to the degree possible, in understanding and 
improving your own medical and behavioral health condition and in developing mutually 
agreed upon treatment goals. 

• Accept your financial responsibility for Health Plan Premiums (if you are responsible to 
pay your Health Plan Premiums directly to UnitedHealthcare), any other charges owed, 
and any Copayment or Coinsurance associated with services received while under the 
care of a Contracted provider or while a patient in a facility. 

If you have questions or concerns about your rights, please call SecureHorizons Customer 
Service.  If you need help with communication, such as help from a language interpreter, 
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SecureHorizons Customer Service representatives may assist you.  The Medicare program has 
written a booklet called Your Medicare Rights and Protections.  To receive a free copy, call  
1-800-MEDICARE (1-800-633-4227) (TTY, 1-877-486-2048), 24 hours a day, 7 days a week.  
Or you may access the Medicare Web site at www.medicare.gov to order this booklet or print it 
directly from your computer. 
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Section 4 How Your MedicareComplete Plan Coverage Works 

Your MedicareComplete Plan Identification Card 

Your MedicareComplete plan identification card provides information to assist you in receiving 
all your MedicareComplete plan Covered Services.  In nearly all instances, you will need to 
present your plan identification card to your Contracted Medical Provider to verify your 
coverage and obtain Covered Services. 

Carry your MedicareComplete plan identification card with you at all times.  Although you 
never need to discard your Medicare card, you must now use your MedicareComplete plan 
identification card to receive Covered Services. 

It is important for you to use only your MedicareComplete plan identification card – NOT your 
Medicare card - for these reasons: 

1. To prevent you from receiving medical services from Non-Contracted Medical Providers 
in error. 

2. In the case of a Medical Emergency, to alert Hospital staff of the need to notify your 
Primary Care Physician or us as soon as possible so that we are  involved in the 
management of your care. 

3. To prevent errors in billing.  We pay the bills on behalf of Medicare.  Medicare will not 
pay the bills while you are a Member of MedicareComplete. 

If you lose your MedicareComplete plan identification card or change your address, please call 
SecureHorizons Customer Service.   

How the Lock-In Feature Works for You and UnitedHealthcare 

As a MedicareComplete plan Member, all your medical benefits (except for Emergency 
Services, Urgently Needed Services, out-of-area renal dialysis and post-stabilization services) 
are provided or arranged by your Primary Care Physician, a personal physician you choose from 
the plan’s list of Contracted Medical Providers.  The day you become a Member of  
MedicareComplete (your Effective Date), you are Locked-In to your Primary Care Physician, 
who will provide and coordinate all of your routine health care services.  Although the 
MedicareComplete Provider Directory lists many Contracted Providers, once you are Locked-In, 
you must receive a Referral from your Primary Care Physician to receive services from other  
MedicareComplete Contracted Providers. 

You may change your Primary Care Physician by calling SecureHorizons Customer Service.  
(See Section 5 for information on how to change your Primary Care Physician.) 

Neither UnitedHealthcare nor Medicare will pay for services, supplies, treatments, 
surgeries, and/or drug therapies for which a Referral is required, but was not obtained 
from your Primary Care Physician, except for Emergency Services, Urgently Needed 
Services, out-of-area renal dialysis and post-stabilization services, or when you have 
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approval from us or when ordered by a Contracted Physician or other Contracted 
provider in accordance with the terms of this Evidence of Coverage. 

The Lock-In feature is an important part of our contract with CMS, the governmental agency that 
oversees Medicare.  Using the Lock-In feature, we are able to offer Medicare beneficiaries 
MedicareComplete, with additional benefits that Original Medicare does not offer.  Under the 
CMS contract, the federal government agrees to pay us a fixed monthly dollar amount for each 
Member.  We use the monthly amount received from the federal government to contract with 
physicians, Hospitals and other health care Providers to arrange care for you. 
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Section 5 Working with Your Contracted Medical Providers  

Your Primary Care Physician 

As a Member of MedicareComplete, you must select a Primary Care Physician upon enrollment.  
Your relationship with your Primary Care Physician is an important one because your Primary 
Care Physician is responsible for the coordination of your health care and can refer you to a 
Contracted Specialist when necessary. 

If you need assistance in choosing your Primary Care Physician, please refer to the Provider 
Directory for a listing of Primary Care Physicians.  For a copy of the most recent Provider 
Directory, or to seek additional assistance, please call SecureHorizons Customer Service, or you 
may consult the online Provider Directory at www.SecureHorizons.com. 
 
To promote a smooth transition of your health care when you first join MedicareComplete, 
please inform us if you are currently seeing a Specialist, receiving Home Health Agency services 
or using Durable Medical Equipment.  Please call SecureHorizons Customer Service so that we 
may assist you with the transfer of care or equipment. 

Once you have chosen your Primary Care Physician, we recommend that you have all your 
medical records transferred to his or her office.  This will provide your Primary Care Physician 
with access to your medical history, and make him or her aware of any existing health conditions 
you may have. 

Always ask to see your Primary Care Physician when you make an appointment.  Your Primary 
Care Physician is now responsible for all your routine health care services, so he or she should 
be the first one you call with any health concerns.  When you select a Primary Care Physician, 
it is important to remember that this limits you to the panel of Specialists who are affiliated 
with your Contracted Medical Group/IPA or Network. 

Physician-Patient Relationship  

You are responsible for selecting a Primary Care Physician.  The physician-patient relationship 
shall be maintained by you and your Primary Care Physician.  We are not a health care provider. 

We do not prohibit or otherwise restrict a Provider, acting within the lawful scope of practice, 
from advising, or advocating on your behalf about: 

1. Your health status, medical care or treatment options 
2. The risk, benefits, and consequences of treatment or non-treatment  
3. The opportunity for you to refuse treatment and to express preferences about future 

treatment decisions 

Changing your Primary Care Physician 

If you want to change your Primary Care Physician, you must call SecureHorizons Customer 
Service.  If the new Primary Care Physician is accepting additional MedicareComplete plan 
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Members, the change will become effective on the first day of the following month.  You will 
receive a new plan identification card that shows this change. 

Although we will not deny your request, for continuity of care reasons, it is recommended that 
you postpone a request to change your Primary Care Physician if you are an inpatient in a 
Hospital, a Skilled Nursing Facility or other medical institution at the time of your request. 

If you change your Primary Care Physician to one who is in a different Contracted Medical 
Group/IPA or Network, any Referrals to Specialists or Referrals for Covered Services that you 
previously received may no longer be valid.  In this situation, you will need to ask your new 
Primary Care Physician for a new Referral, which may require further evaluation.  In some 
cases, the request for a new Referral will need to have Prior Authorization from us. 

Since your Primary Care Physician is responsible for the coordination of all of your health care 
needs, it is important that you notify him or her if you wish to continue to receive services or 
Specialist care from a Provider who is affiliated with your previous Primary Care Physician or 
Contracted Medical Group/IPA or Network. 

If you think that you need to continue to receive ongoing services or Specialist care from the 
prior Contracted Medical Group/IPA or Network, then for continuity of care reasons, you should 
discuss this with your Primary Care Physician prior to the determination to transfer to a different 
Primary Care Physician or Contracted Medical Group/IPA or Network. 

If you continue to receive services or Specialist care without a new Referral from your new 
Primary Care Physician, you may be financially responsible for the cost of those services.  In 
certain circumstances, we may authorize continued care. 

Continuity of care when you change your Contracted Medical Group/IPA or Network 

To promote a smooth transition of your health care when you change your Contracted Medical 
Group/IPA or Network, please let us know if you are currently seeing a Specialist, receiving 
Home Health Agency services, or using Durable Medical Equipment.  It is important that you 
contact SecureHorizons Customer Service, who will assist you in transferring your care and/or 
equipment. 

If your Primary Care Physician changes to a different Contracted Medical Group/IPA or 
Network 

Sometimes a Primary Care Physician will change to a different Contracted Medical Group/IPA 
or Network.  If you choose to continue care with the Primary Care Physician and change your 
Contracted Medical Group/IPA or Network, you may need to ask him or her for new Referrals to 
Specialists for Covered Services, which may require further evaluation.  In some cases, this 
request for a new Referral will need to have Prior Authorization from us. 

Because your Primary Care Physician is affiliated with a different group of Specialists, if you 
think that you need to continue to receive ongoing services or Specialist care from the prior 
Contracted Medical Group/IPA or Network, then for continuity of care reasons, you should 
discuss this with your Primary Care Physician.  A new authorization may be needed for 
continued care from the prior Specialist. 
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If you continue to receive services or Specialist care without a new Referral from your new 
Primary Care Physician, you may be financially responsible for the cost of those services.  
In certain circumstances, we may authorize continued care.  Please see the heading 
“Continuity of Care for Members with Terminating Physicians” on a following page of this 
section for more information. 

It is important to remember that your Primary Care Physician selection determines the network 
of Specialists who are affiliated with your Primary Care Physician’s Contracted Medical 
Group/IPA or Network. 

Provider Terminations 

It is our policy to give each affected Member timely and consistent notice when his or her 
Primary Care Physician or Specialist no longer contracts with us.  It is our goal to make a good 
faith effort to notify you within thirty (30) days of the termination of your Primary Care 
Physician.  We will make the same effort to notify you when a Specialist is terminated, and you 
may be affected.  If you choose, we will assist you in selecting a new Primary Care Physician or 
Contracted Specialist. 

We will make a good faith effort to inform you of your right to maintain your treatment with the 
Specialist through other avenues which may include joining another Coordinated Care Plan or 
returning to Medicare. 

How to Schedule an Appointment with Your Primary Care Physician 

To schedule an appointment, call your Primary Care Physician’s office.  There are no special 
rules to follow.  Appointments are scheduled according to the type of medical care you are 
requesting.  Medical conditions requiring more immediate attention are scheduled sooner.  If you 
have difficulty obtaining an appointment with your Primary Care Physician, please call 
SecureHorizons Customer Service. 

The telephone numbers for your Primary Care Physician and/or Contracted Medical Group/IPA 
or Network are listed on your plan identification card. If you are unable to keep a scheduled 
appointment, please call your Primary Care Physician twenty-four (24) hours in advance. 

How to Receive Care After Hours 

If you need to talk to or see your Primary Care Physician after the office has closed for the day, 
call your Primary Care Physician’s office.  When the physician on call returns your call, he or 
she will advise you on how to proceed.  See Section 6, Emergency and Urgently Needed 
Services, for what to do in case of an emergency. 

How to Receive Covered Services from a Specialist  

Even though your Primary Care Physician is trained to handle the majority of common health 
care needs, there may be a time when he or she feels you need more specialized treatment.  In 
that case, you may receive a Referral to an appropriate Specialist.  In some cases, the request for 
a Referral will need to have Prior Authorization from us.  When you select a Primary Care 
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Physician it is important to remember this limits you to the network of Specialists who are 
affiliated with your Primary Care Physician’s Contracted Medical Group/IPA or Network. 

Neither UnitedHealthcare nor Medicare will pay for services, supplies, treatments, 
surgeries, and/or drug therapies for which a Referral is required, but was not obtained 
from your Primary Care Physician or us, except for Emergency Services, Urgently Needed 
Services, out-of-area renal dialysis and post-stabilization services, or when you have a 
Prior Authorization and/or a Referral to a Non-Contracted Provider. 

Please refer to the Provider Directory for a listing of MedicareComplete Specialists available 
through your Network.  For a copy of the most recent Provider Directory, or to seek additional 
assistance, please call SecureHorizons Customer Service, or you may consult the online Provider 
directory at:  www.SecureHorizons.com. 
 
Standing Referrals to Specialists  

You may receive a standing Referral to a Specialist, if your Primary Care Physician determines, 
in consultation with the Specialist or one of our Medical Directors that you need continuing care 
from a Specialist.  A “standing Referral” means a Referral by your Primary Care Physician for 
more than one visit to a Specialist as indicated in the treatment plan without requiring the 
Primary Care Physician to provide a specific Referral for each visit.  The standing Referral will 
be made according to a treatment plan approved by one of our Medical Directors, in consultation 
with your Primary Care Physician, the Specialist, and you, if you have a complex or serious 
medical condition or a treatment plan is otherwise considered necessary.  The treatment plan 
may limit the number of your visits to the Specialist or may limit the period of time your visits 
are authorized.  The Specialist will provide your Primary Care Physician with regular reports on 
the health care provided to you.  You may request a standing Referral from your Primary Care 
Physician or a Specialist. 

Extended Referral for Coordination of Care by a Specialist  

If you have a life-threatening, degenerative, or disabling condition or disease which requires 
specialized medical care over a prolonged period of time, you may receive a Referral to a 
Specialist or specialty care center with expertise in treating the condition or disease, for the 
purpose of having the Specialist coordinate your health care with your Primary Care Physician.  
To receive an “extended specialty Referral”, your Primary Care Physician must determine, in 
consultation with the Specialist or specialty care center and one of our Medical Directors, that 
this extended specialized medical care is Medically Necessary.  The extended specialty Referral 
will be made according to a treatment plan approved by one of our Medical Directors, in 
consultation with your Primary Care Physician, the Specialist and you.  After the extended 
specialty Referral is made, the Specialist will serve as the main coordinator of your care, subject 
to the approved treatment plan.  You may request an extended specialty Referral by asking your 
Primary Care Physician or Specialist. 
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Access to OB/GYN Physician Services and Women’s Routine and Preventive 
Health Care Services  

You may self-refer to an obstetrical and gynecological (OB/GYN) Specialist within your 
Contracted Medical Group/IPA or Network for an annual routine Pap test, pelvic exam and 
breast exam.  You may receive these Covered Services without Prior Authorization or a Referral 
from your Primary Care Physician.  In all cases, however, you must receive Covered Services 
from an obstetrical and gynecological (OB/GYN) Specialist within your Contracted Medical 
Group/IPA or Network. 

If you visit an OB/GYN or family practice Specialist not affiliated with your Contracted Medical 
Group/IPA or Network and without Prior Authorization or a Referral, you will be financially 
responsible for these services.  Any OB/GYN inpatient or Hospital services, except Emergency 
or Urgently Needed Services, must be Prior Authorized by your Contracted Medical Group/IPA 
or Primary Care Physician or us. 

To receive OB/GYN Specialist services: 

• Select an OB/GYN Specialist within your Contracted Medical Group/IPA or Network.  
You may select an OB/GYN Specialist from the Provider Directory, visit 
www.SecureHorizons.com for an on-line directory or call SecureHorizons Customer 
Service for assistance in selecting an OB/GYN within your Contracted Medical 
Group/IPA or Network.  You may also obtain OB/GYN Covered Services from your 
Primary Care Physician.   

• Telephone and schedule an appointment with your selected OB/GYN or Primary Care 
Physician, if applicable. 

Continuity of Care for Members with Terminating Physicians 

In the event your Contracted Medical Provider is terminated by us for reasons other than a 
medical disciplinary cause, fraud or other criminal activity, you may be eligible to continue 
receiving care from your physician following the termination, providing the terminated physician 
agrees to the terms and conditions of the contract.  Continued care from the terminated physician 
may be provided for up to ninety (90) days, or a longer period if Medically Necessary, for 
chronic serious or acute conditions or through the post-partum period for pregnancy related 
conditions or until your care may safely be transferred to another physician.  This does not apply 
to physicians who have voluntarily terminated their contract with us. 

If you are receiving treatment for: 

• an acute condition (such as open surgical wounds or recent heart attack), 
• serious chronic condition (such as chemotherapy or radiation therapy), 
• a high-risk pregnancy (such as multiple babies, where there is a high likelihood of 

complications), 
• pregnancy in the second or third trimester, 

and your physician is terminated; you may request to continue receiving treatment from the 
terminated physician beyond the termination date by calling SecureHorizons Customer Service.  



Please call SecureHorizons Customer Service at 1-866-622-8055 (TTY 1-888-685-8480), 8 a.m. 
to 8 p.m., 7 days a week, for more information. 

33 

One of our Medical Directors in consultation with your terminated physician will determine the 
best way to manage your ongoing care.  In order for you to continue to receive treatment 
from the terminated physician, we must provide Prior Authorization of services for 
continued care.  If you have any questions, or would like a copy of our Continuity of Care 
Policy, or would like to appeal a denial of your request for continuation of services from your 
terminated physician, call SecureHorizons Customer Service. 

Access to Your Medical Records and Files 

You have the right to access your medical records and files.  We must provide timely access to 
your records and any information that pertains to them.  Please contact your Contracted Medical 
Provider directly for a copy of your medical records.  Except as authorized by federal and State 
laws, we must obtain written permission from you or your authorized representative before 
medical records may be made available to any person not directly concerned with your care, or 
responsible for making payments for the cost of such care. 

Utilization Review  

UnitedHealthcare uses processes to review, approve, modify, delay or deny, based on Medical 
Necessity, requests by Providers for authorization of the provision of health care services to 
Members.  This process of Utilization Review (or medical management) is a way to make sure 
that Members receive the right care, at the right place, by the right Provider. 

UnitedHealthcare may also use Utilization Review criteria or guidelines to determine whether to 
approve, modify, delay or deny, based on Medical Necessity, requests by Providers of health 
care services for Members.  The criteria used as the basis of a decision to modify, delay or deny 
requested health care services in a specific case under review, will be disclosed to the Provider 
and the Member in that specific case.  The criteria or guidelines used to determine whether to 
authorize, modify, delay or deny health care services are available to the public upon request, 
limited to the criteria or guidelines for the specific procedure or condition requested. 

Decisions to modify, delay or deny requests for authorization of health care services for a 
Member, based on Medical Necessity, are made only by licensed physicians. 

UnitedHealthcare makes these decisions at least within the timeframes required by federal law or 
regulation.  Please see Section 9 of this Evidence of Coverage and Disclosure Information for 
specific information regarding the timeframes by which we must make a determination 
(decision) on your request for payment or the provision of health care services. 

If you have general questions regarding Utilization Review and/or would like a copy of our 
policies and procedures (a description of the processes utilized for authorization, modification, 
delay or denial of health care services), or our criteria or guidelines, please call SecureHorizons 
Customer Service.  If you have specific questions regarding your case, SecureHorizons 
Customer Service will direct you to the appropriate representative who can address issues of 
approvals or denials of care. 
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Practitioners and Utilization Review 

Utilization Review decision-making is based only on appropriateness of care, service and 
existence of coverage.  While we do compensate practitioners or other individuals conducting 
utilization review, we do not provide additional compensation to practitioners or other 
individuals specifically for denying the coverage or services.  Financial incentives for Utilization 
Review decision-makers do not encourage denials of coverage or service. 

Second Medical Opinions 

You may ask your Primary Care Physician for an authorization for a Second Medical Opinion 
regarding the advisability of a particular surgery, major nonsurgical procedure or therapeutic 
procedure.  Your request will be evaluated by the Contracted Medical Group/IPA or Network (or 
one of our Medical Directors) based on Medical Necessity.  In some instances, such as when you 
receive conflicting First and Second Medical Opinions, you may request an authorization for a 
Third Medical Opinion from your Primary Care Physician.  All decisions regarding Second 
Medical Opinions will be made within the following time limits:  emergency procedures within 
twenty-four (24) hours; urgent procedures within seventy-two (72) hours and elective procedures 
within fourteen (14) calendar days. 

Second Medical Opinions can only be made by a physician qualified to review the Member’s 
medical condition in question.  Referrals to Non-Contracted Medical Providers or Facilities will 
be approved only when the services requested are not available within the network of Contracted 
Medical Providers available through your benefit plan.  If the Provider giving the Second 
Medical Opinion recommends a particular treatment, we are not obligated to cover the 
recommended treatment unless the treatment is determined by us to be Medically Necessary and 
a Covered Service.  If we determine the diagnostic test or service is Medically Necessary and a 
Covered Service, we may then arrange the treatment, the diagnostic test or service.  If you are 
denied a Second Medical Opinion, you may appeal the denial by following the procedures 
outlined in Section 9, the Appeals Process. 

We have approved procedures to identify, assess and establish treatment plans (including direct 
access visits to Specialists) for Members with complex or serious medical conditions.  In 
addition, we will maintain procedures to make sure that Members are informed of health care 
needs which require follow-up, and receive training in self-care and other measures to promote 
their own health. 

Prior Authorization 

Prior Authorization is required for a number of elective treatments, surgeries and drug therapies.  
The Prior Authorization process is used to make sure the requested procedure is a Covered 
Service and is necessary and appropriate for the Member’s medical situation.  Our medical 
personnel evaluate whether or not the Member meets specific predetermined medical criteria, 
and either approve or deny the requested treatment based upon the assessment.  While we may 
determine the specific requested treatment is not necessary, and a more appropriate therapy is 
available, the Member may choose to privately pay for the requested treatment.  As a Member, 
you have the right to file an Expedited Appeal or a Standard Appeal when a Prior Authorization 
is denied.  For further information on how to file an Appeal, please refer to Section 9, 
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Organization Determination, Appeal and Grievance Procedures.  Decisions to deny coverage 
because a treatment is not Medically Necessary are made only by licensed physicians. 

If you change your Primary Care Physician to one who is affiliated with a different Contracted 
Medical Group/IPA or Network, any Prior Authorizations for Covered Services that you 
received from your previous Contracted Medical Group/IPA or Network, may no longer be 
valid.  In this situation, you will need to ask your new Primary Care Physician for assistance in 
receiving a new Prior Authorization from us for the requested procedure.   

Neither UnitedHealthcare nor Medicare will pay for services, supplies, treatments, 
surgeries, and/or drug therapies for which a Referral is required, but was not obtained 
from your Primary Care Physician, except for Emergency Services, Urgently Needed 
Services, out-of-area renal dialysis, post-stabilization services, or when you have a Prior 
Authorization and/or a Referral to a Non-Contracted Provider. 

Hospitalization 

If your Primary Care Physician or Specialist determines you require hospitalization, Outpatient 
Services, Home Health Agency Care or Skilled Nursing Care, he or she will arrange these 
Covered Services for you.   

Coverage for Acute Care (referred to in the Member materials as "inpatient Hospital benefits") 
consists of Medically Necessary inpatient Hospital services authorized by us, including Hospital 
room, intensive care, definitive observation, isolation, operating room, recovery room, labor and 
delivery room, laboratory, diagnostic and therapeutic radiology, nuclear medicine, pharmacy, 
inhalation therapy, dialysis, EKG, EEG, EMG, blood and blood plasma, anesthesia supplies, 
surgically implanted devices and post mastectomy implanted breast prosthesis, nursing services, 
professional charges by the Hospital pathologist or radiologist, coordinated discharge planning 
and other miscellaneous Hospital charges for Medically Necessary care and treatment. 

Coverage for Acute Care and subacute care includes Medically Necessary inpatient services 
authorized by your Contracted Medical Provider provided in an Acute Care Hospital, a 
comprehensive, free-standing acute rehabilitation facility or a specially designed unit within a 
Skilled Nursing Facility. 

With the exception of Emergency or Urgently Needed Services, you will only be admitted to 
those Hospitals, Acute Care and Skilled Nursing Facilities that are Prior Authorized by your 
Contracted Medical Provider and under contract with us.  If you are Hospitalized as the result of 
a Medical Emergency Condition, it is important that you notify your Primary Care Physician or 
us within forty-eight (48) hours or as soon as reasonably possible, so your Primary Care 
Physician or we may be involved in the management of your health care.  Please contact your 
Primary Care Physician or us at the number located on your plan identification card (See Section 
6 for more information on emergency Hospital admissions.) 

You may call SecureHorizons Customer Service to request a copy of our Utilization Review and 
Prior Authorization processes that apply to care provided in subacute care, transitional inpatient 
care and Skilled Nursing Facilities. 
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One of our Medical Directors or designee determines the Hospital or Outpatient Services facility 
designated by us for elective services.  We reserve the right to decline to pay for care for 
members stable for transfer unless the member is transferred to another facility based upon 
factors that may include Contracted Medical Provider Hospital privileges, capabilities of the 
Hospital and outcomes. 

Please note:  We will not pay federal Hospitals, such as Veteran’s Administration (VA) 
Hospitals, for Emergency and non-emergency items and services furnished to veterans, retired 
military personnel or eligible dependents.  However, we will reimburse Members who are 
veterans, retired military personnel or eligible dependents for any Copayments or Coinsurance 
paid to the VA Hospitals for Emergency Services, up to the amount of  MedicareComplete 
Emergency Services Copayment.  For Members who are not eligible for VA benefits, we will 
cover emergency, urgent and post-stabilization care provided by a VA facility; these services are 
considered out-of-network. 

Please refer to the Retiree Benefits Summary and Insert for further details.  

Hospital Copayments, Coinsurance and Benefit Periods 

Depending upon your benefit plan, Inpatient Hospital care Copayments or Coinsurance for each 
Hospital Stay are charged on either: 1) a per admission basis, or 2) a daily basis for a specified 
number of days.  Once you are discharged from a Hospital, any subsequent Hospital admissions, 
even for the same medical condition at the same Hospital, will require a Hospital Copayment or 
Coinsurance.  In certain circumstances, you may be discharged from a Hospital and transferred 
to a Skilled Nursing Care unit or transitional care unit within the same Hospital.  If you are later 
re-admitted to the Hospital from the Skilled Nursing Care unit or transitional care unit, you will 
pay the Hospital Copayment or Coinsurance.  Original Medicare Hospital Benefit Periods do 
not apply.  For inpatient Hospital care, you are covered for an unlimited number of days, as long 
as the Hospital Stay is Medically Necessary and authorized by us or Contracted Medical 
Providers. 

Hospitalist  

When you are admitted to a Hospital, a Hospitalist may coordinate your inpatient care.  
Hospitalists are physicians who are specially trained to care for patients who are acutely ill in the 
Hospital, and are responsible for coordinating all aspects of your Hospital care.  They remain in 
the Hospital and are available to react should your condition change.  This allows your Primary 
Care Physician or Contracted Medical Provider to continue to see other patients in his or her 
office while you are Hospitalized.  Hospitalists collect and manage all information related to 
your condition and treatment, and communicate with you, your family and your Primary Care 
Physician or Contracted Medical Provider throughout your Hospital Stay.  Hospitalists work 
together with your Primary Care Physician or Contracted Medical Provider during the course of 
your stay and to transition your care upon discharge. Upon discharge, your Primary Care 
Physician will again assume coordination of your care. 
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Skilled Nursing Facility (SNF) Care 

 MedicareComplete covers Medically Necessary inpatient Skilled Nursing Care and services in a 
Medicare-certified Skilled Nursing Facility under contract with us.  Skilled Nursing Care is 
covered if the Member requires Skilled Nursing Care services or skilled rehabilitation services 
on a daily basis, and these skilled services can be provided only on an inpatient basis in a Skilled 
Nursing Facility.  Inpatient stays solely to provide Custodial Care are not covered.  Members 
may not self-refer to a Skilled Nursing Facility.  For a list of Skilled Nursing Facility services, 
please see the Retiree Benefits Summary and Insert. 

In certain circumstances, Members may be able to receive Skilled Nursing Care from a Skilled 
Nursing Facility that is not under contract with us.  Generally, Members must use Skilled 
Nursing Facilities contracted with us.  However, if certain conditions are met, we may be able to 
arrange for a Member to receive Skilled Nursing Care from one of the following facilities 
(“Home Skilled Nursing Facility”):  a nursing home or continuing care retirement community 
where the Member was living prior to the Hospital admission (as long as the facility provides 
Skilled Nursing Care) or in a Skilled Nursing Facility where the Member’s spouse resides at the 
time of the Member’s Hospital discharge.  In order to access these services, the Skilled Nursing 
Facility that is not under contract with us must be willing to accept our rates for payment. 

Prosthetic Devices, Orthotic Appliances and Durable Medical Equipment and 
Supplies 

Prosthetic devices, orthotic appliances and Durable Medical Equipment (and supplies) are 
Covered Services according to Medicare coverage guidelines when Medically Necessary.  
Prosthetic devices aid body functioning or replace a limb or body part. Orthotic appliances are 
worn or used to correct a defect of body form or function. This includes therapeutic shoes for 
people with diabetes who have severe diabetic foot disease, including fitting of shoes or inserts 
according to Medicare coverage guidelines. 

Repair or replacement of such devices or equipment is covered only when the present device or 
equipment no longer fulfills its intended function due to: (a) loss, irreparable damage, or 
excessive wear, except when loss, damage, or excessive wear is due to your fault; or (b) a 
significant change in your condition.  If more than one type of device or equipment can meet 
your functional needs, only the most cost-effective device or equipment is a Covered Service.  
Repairs, including the replacement of essential accessories, such as hoses, tubes, mouth 
pieces, etc., for necessary DME are covered when necessary to make the item/device serviceable 
and the estimated repair expense does not exceed the cost of purchasing or renting another 
item/device. 

Ambulance  

 MedicareComplete covers Medically Necessary ambulance services for Emergency or Urgently 
Needed Services, or when authorized by us or our designee, according to Medicare guidelines.  
Ambulance services will be provided to the nearest facility with the ability to treat your medical 
condition.  Covered services include ambulance services to an institution (like a hospital or 
SNF), from an institution to another institution, from an institution to your home. 
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 MedicareComplete will not cover ambulance services that are:  

1. Member-initiated for social or convenience reasons, not primarily medical in nature, 
including, but not limited to, moving to be closer to family, and transferring from one 
nursing facility to another, while an inpatient in an acute, psychiatric or nursing facility. 

2. From a Contracted facility to another Contracted facility, unless the transfer is necessary 
to deliver medical services authorized by us but not available at the first facility.  

3. Air Ambulance services for return to the United States from another country. 

Home Health Agency Care Services 

If your Primary Care Physician or Specialist determines that you require Home Health Agency 
care, he or she will arrange these Covered Services for you.  In order to qualify for home health 
benefits, a Member must be confined to his or her home, be under a plan of treatment reviewed 
and approved by a physician, and require a Medically Necessary qualifying skilled service. 

Covered Home Health Agency services for those who qualify may include:  part-time or 
intermittent skilled nursing and home health aide services, physical and occupational therapy and 
speech-language pathology services, medical social services, medical supplies and Durable 
Medical Equipment (such as wheelchairs, hospital beds, oxygen and walkers). 

When you qualify for coverage of Home Health Agency services, MedicareComplete covers 
both part-time or intermittent skilled nursing and home health aide services in accordance with 
Medicare guidelines.  Part-time or intermittent means any number of days per week up to 
twenty-eight (28) hours per week of skilled nursing and home health aide services combined for 
less than eight (8) hours per day, based upon the reasonable need for such care.   
MedicareComplete may cover, subject to review on a case-by-case basis depending on the need 
for such care, thirty-five (35) or fewer hours per week of skilled nursing and home health aide 
services combined for less than eight (8) hours per day. 

A homebound Member has restricted ability, due to an illness or injury, to leave home without 
assistance of another person or aid of a supportive device (such as crutches, a cane, a wheelchair 
or a walker) or if leaving the home is contraindicated.  You do not have to be bedridden in order 
to be considered confined to the home.  However, your condition should be such that there exists 
a normal inability to leave the home, and consequently, leaving the home would require a 
considerable and taxing effort.  If you leave the home, you may be considered homebound if the 
absences from the home are infrequent or for periods of relatively short duration, or to receive 
medical treatment, including regular absences for the purpose of participating in therapeutic, 
psychosocial or medical treatment in an adult day-care program that is licensed or certified by 
the State, or to attend religious services.  Home Health Agency services do not include the costs 
of housekeepers, food service arrangements or full-time nursing care at home. 

Hospice 

Hospice care provides palliative services.  Generally, it is based on the philosophy that everyone 
has the right to spend his or her remaining days in peace and with dignity.  Hospice focuses on 
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comfort, dignity and pain control, responding to the symptoms, needs and goals of patients and 
families.  Hospice is dedicated to helping the terminally ill live each day to the fullest throughout 
the dying process, and supporting them to be with their family and friends in a home setting if 
they wish. 

The original Medicare benefit includes: 

• Physician and nursing services; 
• Drugs, including outpatient prescription drugs for pain relief and symptom management; 
• Physical therapy, occupational therapy, and speech therapy; medical social services and 

counseling to the Medicare beneficiary and family members; and 
• Short-term inpatient care, including respite care; that is, a short inpatient stay for the 

person with the terminal illness, which is intended to give temporary relief (up to 5 days 
in a row) to the person who regularly assists with home care and other services not 
otherwise covered by Medicare and home care. 

Hospice care is not a MedicareComplete plan Covered Service.  However, we will cover one 
(1) Hospice evaluation for Members who have not yet chosen Hospice care to determine if 
Hospice care is an appropriate health care option. 

In order to access Hospice care, Members must elect Hospice care under Medicare.  Upon 
making this election, all care related to the terminal illness will be provided by the Medicare-
certified Hospice, which is billed directly to Medicare.  You may remain enrolled in 
MedicareComplete even if you elect Medicare-certified Hospice coverage for your terminal 
condition.  We will continue to arrange coverage of non-Medicare-covered benefits, to which 
you are entitled under your MedicareComplete benefit plan, such as routine vision coverage, 
routine physical exams, and any Optional Supplemental Benefits to which you may be entitled. 
Any other Medicare-covered services that are not related to the terminal illness will also be 
covered by us. 

As an  MedicareComplete plan Member, you have the right to obtain information about all 
available Medicare-certified Hospice Providers.  For more information regarding electing 
Hospice care, including those Hospice facilities that have an agreement with us, please call 
SecureHorizons Customer Service. 

Clinical Trials  

A “clinical trial” is a method of testing new types of medical care and treatment.  Clinical trials 
are one of the final stages of a research process to find better ways to prevent, diagnose, or treat 
diseases.  Medical care provided as a part of a clinical trial is not a MedicareComplete plan 
Covered Service.  Medicare pays for routine costs if you take part in a clinical trial that meets 
Medicare requirements.  Routine costs include costs such as room and board for a Hospital Stay 
that Medicare would pay for even if you weren’t in a trial, an operation to implant an item that is 
being tested, and items and services to treat side effects and complications arising from the new 
care. Generally, Medicare will not cover the costs of experimental care, such as the drugs or 
devices being tested in a clinical trial.  If you participate in a qualifying clinical trial, you will 
have to pay Original Medicare Coinsurance for the services you receive.  For example, you will 
be responsible for Part B Coinsurance, usually 20% of the Medicare-approved amount for most 
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doctor services and most other outpatient services.  However, there is no Coinsurance for 
Medicare-covered clinical laboratory services related to the clinical trial. 

When you enroll in a clinical trial, the Providers are paid directly by Medicare for all services 
you receive that are covered by Medicare.  The clinical trial Providers do not have to be 
Contracted Medical Providers. 

You do not need to obtain a Referral or Prior Authorization to join a clinical trial; however, you 
should inform us before you begin a clinical trial.  This allows us to continue to keep track of 
your health care services.  You may remain enrolled in MedicareComplete, even if you do elect 
to participate in a clinical trial.  Your care unrelated to the clinical trial must continue to be 
arranged by us. 

In 2008 CMS will continue to pay through Original Medicare for clinical trial items and services 
covered under the September 2000 National Coverage Determination that are provided to 
Medicare Advantage Plan Members. 

The Medicare program has written a booklet about “Medicare and Clinical Trials”.  To receive a 
free copy, call 1-800-MEDICARE (1-800-633-4227) (TTY, 1-877-486-2048), 24 hours a day, 7 
days a week, or visit www.medicare.gov on the Web. 

Religious Non-medical Health Care Institutions (RNHCIs) Care 

Care in a Medicare-certified Religious Non-medical Health Care Institution (RNHCI) is covered 
by us under certain conditions.  Covered Services in a RNHCI are limited to non-religious 
aspects of care.  To be eligible for Covered Services in a RNHCI, you must have a medical 
condition that would allow you to receive inpatient Hospital care or extended care services, or 
care through a Home Health Agency.  You may get services when furnished in the home, but 
only items and services ordinarily furnished by Home Health Agencies that are not RNHCIs.  In 
addition, you must sign a legal document that says you are conscientiously opposed to the 
acceptance of “non-excepted” medical treatment.  ("Excepted" medical treatment is medical care 
or treatment that you receive involuntarily or that is required under federal, State or local law.  
"Non-excepted" medical treatment is any other medical care or treatment.)  You must also get 
authorization (approval) in advance from us, or your stay in the RNHCI may not be covered. 

Organ Transplants  

1. Organ Transplant Definitions 

• Donor: A person who undergoes a surgical procedure for the purpose of donating either 
a body organ or body tissue for transplant procedures. 

• Histocompatibility Testing: Testing that involves matching or typing of the human 
leukocyte antigen in preparation for organ or tissue transplant. 

• UnitedHealthcare United Resource Network facility: A network of transplant facilities 
that are: licensed in the State in which they operate, certified by Medicare as a transplant 
facility for a specific organ transplant, and satisfy our quality of care standards, to be 
designated by us as a transplant facility for a specific organ program.  UnitedHealthcare 
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United Resource Network Facilities may be located outside the Service Area based on a 
number of factors including quality, cost, and outcomes. 

• Regional Organ Procurement Agency: An organization designated by the federal 
government and responsible for the procurement of organs for transplantation and the 
promotion of organ donation. 

2. Transplant Services 

Human organ and tissue transplants are limited to non-experimental/non-investigational 
procedures that are determined to be Medically Necessary.  Coverage is provided for the 
medical, surgical and Hospital services required for pre-transplant, transplant and post-
transplant.  All transplant procedures must be performed by approved UnitedHealthcare 
United Resource Network Facilities.  Examples of covered transplant services include: 

• Heart transplants 
• Lung transplants 
• Heart/lung transplants 
• Liver transplants 
• Kidney transplants 
• Simultaneous pancreas/kidney transplants  
• Pancreas transplant after kidney transplant 
• Intestinal and multivisceral transplants 
• Cornea transplants (not part of United Resource Network Program) 
• Allogeneic bone marrow or stem cell transplant 
• Autologous bone marrow or stem cell transplant 

We shall intermittently review new developments in medical technology based on scientific 
evidence to determine if the list of covered transplants should be revised. 

Heart transplants including Ventricular Assist Devices (as both “a bridge to transplant,” and 
for “destination therapy”) are only covered when the procedure is performed at a 
UnitedHealthcare United Resource Network Facility or other UnitedHealthcare authorized 
transplant facilities when determined medically necessary by the UnitedHealthcare United 
Resource Network Medical Director or designee.   

Bone Marrow and Stem Cell Transplants:  The testing of immediate blood relatives to 
determine compatibility of bone marrow and stem cells is limited to sisters, brothers, parents 
and natural children.  The testing for compatible unrelated donors and costs for computerized 
national and international searches for unrelated allogeneic bone marrow or stem cell donors 
conducted through a registry are covered when the Member is the intended recipient.  Costs 
for such searches are covered up to a maximum of $15,000. An approved UnitedHealthcare 
United Resource Network facility must conduct the computerized searches.  There is no 
dollar limitation for Medically Necessary donor related clinical transplant services once a 
donor is identified. 

Transportation provided for the Member and one person escort to a facility, if the facility is 
greater than sixty (60) miles from the Member’s primary residence, or out-of-state, 
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regardless of mileage, as Prior Authorized.  Food and housing will be provided for the 
Member and one escort and is limited to $125 per day (excludes liquor and tobacco). 

3. Organ Procurement, Transplant and Transplant Services 

Coverage of services shall include: 

• Pre-transplant testing and evaluation, including histocompatibility testing of transplant 
recipient and non-related or related donor. 

• Organ procurement from cadaver or live donor and organ transportation.  Covered 
Services for living donor are limited to Medically Necessary services once a donor is 
identified. 

• Oral or dental examination performed on an inpatient basis as part of comprehensive 
evaluation work-up prior to transplant procedure. 

• When the transplant recipient is a MedicareComplete Member, reasonable and necessary 
Hospital services of the donor solely for the transplant procedure are covered (the donor 
does not need to be a MedicareComplete Member). 

• Services and/or charges related to a national donor search. 
• Outpatient, post-transplant, immunosuppressive drug therapy (Please see your Retiree 

Benefits Summary and Insert.) 
• Reasonable transportation and lodging for the transplant recipient and one person escort 

determined by transplant facility and/or UnitedHealthcare.  Transportation and non-
clinical expenses of the living donor are excluded from coverage and are the 
responsibility of the Member, who is the recipient of the transplant. 

4. Prior Authorization 

Coverage for transplant services must be authorized by us prior to the transplant evaluation 
and prior to listing and services must be performed at a UnitedHealthcare United Resource 
Network designated facility, which may be located outside the Service Area based on a 
number of factors including quality, cost and outcomes.  New Members, already listed at a 
non-UnitedHealthcare United Resource Network facility, will be evaluated for continuity of 
care.  UnitedHealthcare requires thirty (30) days to obtain and review relevant clinical 
information.  Transplant benefits are available only where a facility designated by us is 
utilized and the Member is a recipient of the transplant. 

Please note:  We evaluate each transplant case to determine the appropriate transplant 
facility for each Member. We will select a transplant facility within the United Resource 
Network based on the medical needs of the Member in consultation with the Member’s 
treating physician and our Transplant Medical Director.  Notwithstanding the foregoing, we 
reserve the right to utilize alternative transplant facilities as authorized by UnitedHealthcare. 

5. Continuity and Coordination of Care 

UnitedHealthcare United Resource Network will continually work closely with the Member, 
the Member's family, the Member's treating physicians and facilities to monitor the 
continuity and coordination of services during the pre-transplant evaluation, transplant 
hospitalization and post-transplant follow-up care.  This includes, but is not limited to, 
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reviewing requests from Primary Care Physicians/treating physician for transplant services, 
facilitating placement on the UnitedHealthcare United Resource Network waiting lists and 
coordinating post-transplant services. 

Following a determination by UnitedHealthcare United Resource Network and the facility 
that a Member is a candidate for a transplant, the Member will be placed on the transplant 
waiting list of the UnitedHealthcare United Resource Network facility.  For Members who 
receive transplant services from a UnitedHealthcare United Resource Network facility 
outside of the Service Area, UnitedHealthcare will work closely with the Member, the 
UnitedHealthcare United Resource Network facility and the Member’s Primary Care 
Physician/treating physician to coordinate travel to the UnitedHealthcare United Resource 
Network facility, as appropriate, and at no expense to the Member. 

Following transplant and the stabilization of the Member, UnitedHealthcare United Resource 
Network will coordinate post-transplant services between the UnitedHealthcare United 
Resource Network Facility and the Member's Primary Care Physician/treating physician.  
Depending on the UnitedHealthcare United Resource Network facility, the Member may 
receive post-transplant services locally, or the Member may be required to travel outside of 
the Service Area.  If the Member is required to travel outside the Service Area, 
UnitedHealthcare will coordinate travel, as appropriate, at no expense to the Member. 

6. Continuity of Care 

Listing of the Member at a second UnitedHealthcare United Resource Network facility is 
excluded, unless the Regional Organ Procurement Agencies are different for the two 
facilities and the Member is accepted for listing by both facilities, when associated with 
continuity of care.  If the Member is dual listed, his or her coverage is limited to the actual 
transplant facility.   UnitedHealthcare will collaborate with the Member to determine to 
which transplant facility he or she should be referred.  Duplicated diagnostic costs at a 
second UnitedHealthcare United Resource Network facility, when the Member has already 
been evaluated at a UnitedHealthcare United Resource Network facility, will be determined 
on a case-by-case basis when associated with continuity of care, hardship or when Medically 
Necessary as defined by UnitedHealthcare transplant policy. 

The following services and items are excluded from coverage under the UnitedHealthcare 
United Resource Network transplant program: 

• Unauthorized or not Prior Authorized organ procurement and transplant related services. 
• Transplants performed in a non-UnitedHealthcare United Resource Network facility. 
• Transplant services, including donor costs, when the transplant recipient is not a 

Member. 
• Artificial or non-human organs. 
• Transportation services for any day a Member is not receiving Medically Necessary 

transplant services. 
• Transportation of any potential donor for typing and matching. 
• Food and housing costs for any day a Member is not receiving Medically Necessary 

transplant services. 
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• Storage costs for any organ or bone marrow, unless authorized by the UnitedHealthcare 
Transplant Medical Director. 

• Services for which government funding or other insurance coverage is available 

Behavioral Health Services  

 MedicareComplete and United Behavioral Health (UBH) provide the Covered Services you 
need for mental health and chemical dependency issues. 

How to access your behavioral health benefits 

To directly access your behavioral health benefits  
Arizona & Nevada Members please call UBH at 1-800-579-5222 (TTY, 1-800-735-2929) 
Colorado, Oklahoma & Texas Members please call UBH at 1-888-777-2735  
(TTY, 1-800-735-2929) 
 
24 hours a day, 7 days a week.  When you call, you will speak with a representative who will 
check your eligibility and obtain basic information about you and your situation.  Depending on 
the help you need, a clinician may then talk with you about the problem you are experiencing 
and assess what Provider and treatment would be appropriate for your situation.  If you are 
referred to a behavioral health Provider, you will need to call for an open certification prior to 
receiving Covered Services.  The open certification is issued for a one-year period of time to see 
any participating behavioral health physicians and/or clinicians. You may also ask your Primary 
Care Physician to contact UBH and arrange a referral on your behalf.  You may also call to 
receive information about Contracted practitioners, subspecialty care and obtaining care after 
normal office hours.  All Covered Services provided by UBH must be pre-approved by us. 

UBH maintains confidentiality to the fullest extent permitted by law so that you may be assured 
that what you discuss with its staff is kept strictly confidential. 

Is Prior Authorization always necessary to start a treatment program? 

Yes, all benefits must be Prior Authorized by UBH, except in an emergency, in which case you 
are strongly encouraged to call UBH as soon as possible, preferably within forty-eight (48) 
hours.  Utilization Review criteria or guidelines for specific mental health and chemical 
dependency conditions are used to authorize treatment.  Specific care and treatment may vary 
depending on individual needs and benefit plan.  The criteria are available upon request by 
calling SecureHorizons Customer Service. 

What happens in an Emergency? 

In the event of a behavioral health emergency, go to the closest emergency room or call 911.  We 
will cover Emergency Services, whether you are in or out of the Service Area.  Ambulance 
Services dispatched through 911 are only covered if transportation in any other vehicle could 
endanger your life.  Emergency Services are covered whether or not a Contracted Medical 
Provider provides them.  You are strongly encouraged to call UBH as soon as possible, 
preferably within forty-eight (48) hours of a behavioral health medical emergency, so that UBH 
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may be involved in the management of your health care.  (For more information regarding 
Emergency and Urgently Needed Services, please see Section 6.) 

What do I do if I receive a bill? 

All services authorized by UBH should be billed directly to UBH.  However, if you receive a bill 
for Emergency Services from a Non-Contracted Medical Provider, or for Covered Services from 
a Contracted Provider, please mail the bill to: 

United Behavioral Health 
P.O. Box 31053 
Laguna Hills, CA 92654-1053 
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Section 15 Notice 

Your Notices To Us 

We welcome your telephone call with any questions or concerns about any aspect of Covered 
Services, any inquiries about the Contracted status of any Contracted Medical Provider or 
provider, or any of our procedures or conditions of Coverage.  Please contact us at the numbers 
shown at the bottom of each page of this EOC. 

Telephone calls may not preserve all of your legal rights.  You may write to us at any time at the 
address shown above at the beginning of this EOC.  You may also bring a Grievance or formal 
Medicare appeal at any time by following the Grievance Resolution Process or the Medicare 
Appeals Process, both shown in Section 9, Organization Determination, Medicare Appeal and 
Grievance Process. 

Our Notices To You 

We will send any correspondence, including any legal notices, to you at the most recent address 
we have for you.  It is your responsibility to advise us as soon as possible of any address 
changes. 
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Section 16 MedicareComplete Service Area  

This is the statewide Service Area listing for  MedicareComplete.  Specific benefit plan service 
areas vary by county. 

You are eligible for enrollment and continued coverage as long as you reside in one of the 
counties listed below:  

Arizona: Maricopa, Pima, Pinal 
 
Colorado: Adams, Arapahoe, Boulder, Broomfield, Denver, Douglas, El Paso, Freemont, 
Jefferson, Larimer, Pueblo, Teller  
 
Nevada: Clark, Nye 
 
Oklahoma: Canadian, Cleveland, Creek, Mayes, Oklahoma, Osage, Pottawatomie, Rogers, 
Tulsa, Wagoner 
 
Texas: Atascosa, Bexar, Collin, Comal, Dallas, Denton, Ellis, Guadalupe, Johnson, Kaufman, 
Kendall, Rockwall, Tarrant, Wilson 



Please call SecureHorizons Customer Service at 1-866-622-8055 (TTY 1-888-685-8480), 8 a.m. 
to 8 p.m., 7 days a week, for more information. 

98 

Privacy Notice 

Internal Protection of Information within UnitedHealth Group 

UnitedHealth Group collects and maintains oral, written and electronic information to administer 
our business and to provide products, services and information of importance to our enrollees. 
We provide physical, electronic and procedural security safeguards in the handling and 
maintenance of our enrollees’ information to protect against risks such as loss, destruction or 
misuse. We conduct regular audits to guarantee appropriate and secure handling and processing 
of our enrollees’ information. 

NOTICE OF PRIVACY PRACTICES 
Effective 12/04/07 

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. 

We* are required by law to protect the privacy of your health information. We are also required 
to send you this notice, which explains how we may use information about you and when we can 
give out or "disclose" that information to others. You also have rights regarding your health 
information that are described in this notice. We are required by law to abide by the terms of this 
notice. 

The terms “information” or “health information” in this notice include any personal information 
that is created or received by a health care provider or health plan that relates to your physical or 
mental health condition, the provision of health care to you, or the payment for such health care. 

We have the right to change our privacy practices. If we do, we will provide the revised notice to 
you within 60 days by direct mail or post it on our website www.myuhc.com. 

_________________________________ 
*For purposes of this Notice of Privacy Practices, “we” or “us” refers to the following 
UnitedHealthcare entities: ACN Group of California, Inc.; All Savers Insurance Company; 
American Medical Security Life Insurance Company; AmeriChoice of New Jersey, Inc.; 
AmeriChoice of New York, Inc.; AmeriChoice of Pennsylvania, Inc.; Arizona Physicians IPA, 
Inc.; Arnett HMO, Inc.; Dental Benefit Providers of California, Inc.; Dental Benefit Providers of 
Illinois, Inc.; Dental Benefit Providers of Maryland, Inc.; Evercare of Arizona, Inc.; Evercare of 
Texas, L.L.C.; Golden Rule Insurance Company; Great Lakes Health Plan, Inc.; IBA Health and 
Life Assurance Company; MAMSI Life and Health Insurance Company; MD-Individual 
Practice Assocation, Inc.; Midwest Security Life Insurance Company; National Pacific Dental, 
Inc.; Neighborhood Health Partnership, Inc.; Nevada Pacific Dental, Inc.; Optimum Choice, Inc.; 
Oxford Health Insurance, Inc.; Oxford Health Plans (CT), Inc.; Oxford Health Plans (NJ), Inc.; 
Oxford Health Plans (NY), Inc.; Pacific Union Dental, Inc.; PacifiCare Behavioral Health of 
California, Inc.; PacifiCare Behavioral Health, Inc.; PacifiCare Dental; PacifiCare Dental of 
Colorado, Inc.; PacifiCare Insurance Company; PacifiCare Life and Health Insurance Company; 
PacifiCare Life Assurance Company; PacifiCare of Arizona, Inc.; PacifiCare of California; 
PacifiCare of Colorado, Inc.; PacifiCare of Nevada, Inc.; PacifiCare of Oklahoma, Inc.; 
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PacifiCare of Oregon, Inc.; PacifiCare of Texas, Inc.; PacifiCare of Washington, Inc.; Rooney 
Life Insurance Company; Spectera, Inc.; U.S. Behavioral Health Plan, California; United 
HealthCare of Alabama, Inc.; United HealthCare of Arizona, Inc.; United HealthCare of 
Arkansas, Inc.; United HealthCare of Colorado, Inc.;; United HealthCare of Florida, Inc.; United 
HealthCare of Georgia, Inc.; UnitedHealthcare of Illinois, Inc.; United HealthCare of Kentucky, 
Ltd.; United HealthCare of Louisiana, Inc.; UnitedHealthcare of the Mid-Atlantic, Inc.; United 
HealthCare of the Midlands, Inc.; United HealthCare of the Midwest, Inc.; United HealthCare of 
Mississippi, Inc.; UnitedHealthcare of New England, Inc.; UnitedHealthcare of New York, Inc.; 
UnitedHealthcare of North Carolina, Inc.; United HealthCare of Ohio, Inc.; United HealthCare 
of Tennessee, Inc.; United HealthCare of Texas, Inc.; United HealthCare of Utah; 
UnitedHealthcare of Wisconsin, Inc.; Unimerica Insurance Company; Unimerica Life Insurance 
Company of New York; United Behavioral Health; United HealthCare Insurance Company; 
United HealthCare Insurance Company of Illinois; United HealthCare Insurance Company of 
New York; United HealthCare Insurance Company of Ohio;  UnitedHealthcare Insurance 
Company of the River Valley; UnitedHealthcare Plan of the River Valley, Inc. 

How We Use or Disclose Information 

We must use and disclose your health information to provide information: 

• To you or someone who has the legal right to act for you (your personal representative); 
• To the Secretary of the Department of Health and Human Services, if necessary, to make 

sure your privacy is protected; and 
• Where required by law. 

We have the right to use and disclose health information to pay for your health care and operate 
our business. For example, we may use your health information: 

• For Payment of premiums due us and to process claims for health care services you 
receive. 

• For Treatment. We may disclose health information to your physicians or hospitals to 
help them provide medical care to you. 

• For Health Care Operations. We may use or disclose health information as necessary 
to operate and manage our business and to help manage your health care coverage. For 
example, we might talk to your physician to suggest a disease management or wellness 
program that could help improve your health. 

• To Provide Information on Health Related Programs or Products such as alternative 
medical treatments and programs or about health related products and services. 

• To Plan Sponsors. If your coverage is through an employer group health plan, we may 
share summary health information and enrollment and disenrollment information with the 
plan sponsor. In addition, we may share other health information with the plan sponsor 
for plan administration if the plan sponsor agrees to special restriction on its use and 
disclosure of the information. 

• For Appointment Reminders. We may use health information to contact you for 
appointment reminders with providers who provide medical care to you. 



Please call SecureHorizons Customer Service at 1-866-622-8055 (TTY 1-888-685-8480), 8 a.m. 
to 8 p.m., 7 days a week, for more information. 
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We may use or disclose your health information for the following purposes under limited 
circumstances: 

• To Persons Involved With Your Care We may use or disclose your health information 
to a person involved in your care, such as a family member, when you are incapacitated 
or in an emergency, or when permitted by law. 

• For Public Health Activities such as reporting disease outbreaks. 
• For Reporting Victims of Abuse, Neglect or Domestic Violence to government 

authorities, including a social service or protective service agency. 
• For Health Oversight Activities such as governmental audits and fraud and abuse 

investigations. 
• For Judicial or Administrative Proceedings such as in response to a court order, search 

warrant or subpoena. 
• For Law Enforcement Purposes such as providing limited information to locate a 

missing person. 
• To Avoid a Serious Threat to Health or Safety by, for example, disclosing information 

to public health agencies. 
• For Specialized Government Functions such as military and veteran activities, national 

security and intelligence activities, and the protective services for the President and 
others. 

• For Workers Compensation including disclosures required by state workers 
compensation laws of job-related injuries. 

• For Research Purposes such as research related to the prevention of disease or 
disability, if the research study meets all privacy law requirements. 

• To Provide Information Regarding Decedents. We may disclose information to a 
coroner or medical examiner to identify a deceased person, determine a cause of death, or 
as authorized by law. We may also disclose information to funeral directors as necessary 
to carry out their duties. 

• For Organ Procurement Purposes. We may use or disclose information for 
procurement, banking or transplantation of organs, eyes or tissue. 

If none of the above reasons applies, then we must get your written authorization to use or 
disclose your health information. If a use or disclosure of health information is prohibited or 
materially limited by other applicable law, it is our intent to meet the requirements of the more 
stringent law. In some states, your authorization may also be required for disclosure of your 
health information. In many states, your authorization may be required in order for us to disclose 
your highly confidential health information, as described below. Once you give us authorization 
to release your health information, we cannot guarantee that the person to whom the information 
is provided will not disclose the information. You may take back or "revoke" your written 
authorization, except if we have already acted based on your authorization. To revoke an 
authorization, contact the phone number listed on your ID card. 

Highly Confidential Information 

Federal and applicable state laws may require special privacy protections for highly confidential 
information about you. “Highly confidential information” may include confidential information 


