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Understanding Health Insurance
To be an effective advocate for your family’s medical needs, you will need to know the basics of health insurance coverage. This chapter will provide some general information on the 
different types of private and military health insurance plans as well as expected features and timelines for implementation of the Patient Protection and Affordable Care Act (ACA).

Private Health Insurance
If you have health insurance, you have either a traditional plan or some type of managed care plan. no one type of health care plan is better than the other. It really depends on your 
needs, preferences and budget. The first managed care plans were health maintenance organizations (HMOs). There are also preferred provider organizations (PPOs) and point of 
service plans (POS). Other types of plans include fee for service, which is also called an indemnity plan, and consumer-driven health plans. Below are some features that are typical of 
each of the basic plan types.

Managed Care Plans
closed-PAnel HeAltH mAintenAnce 
orgAnizAtion (Hmo)

• You pay a set fee, called a premium, which is usually paid monthly.

• The HMO provides you access to services through its own network of doctors
and health care facilities. 

• You must go to one of the HMO doctors and you will have a co-payment for each
visit, although the out of pocket fees are usually low.

• You must select a primary care physician (PCP). Your PCP is the doctor responsible
for managing your health care.

• If your plan requires a referral for specialty care, your PCP must approve a referral
to a specialist.

aDvantages

• Coordinated approach to care and preventative care

• Lower cost

• Little paperwork (you don’t have to file claims)

DisaDvantages

• Less choice in provider and services

• Must have a PCP

• Need a referral from PCP to see a specialist

Preferred Provider orgAnizAtions (PPo)
• You choose your doctor. The plan coverage differs depending on whether the

doctor is in the PPO network. 

• You will have co-payments and deductibles. 

• You can refer yourself to a specialist without getting approval from a primary care
physician (PCP).

• If you see a doctor in the plan’s network (a preferred provider), the PPO pays
80-100% of the bill.

• If you see a provider outside the plan, the PPO will pay a lower percentage.

aDvantages

• Can go to any specialist in the PPO network without approval from a PCP

• Standard co-pays are $10 to $15

• Little paperwork (no filing of claims)

DisaDvantages

• Premiums may be higher. And, co-pays and deductibles are higher for using an
out-of-network provider

• no PCP is required which may result in lack of care coordination

• Preventative care services may not be covered
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More About Health Care Plans
Point of service PlAns (Pos)

• Similar to PPO, but includes a primary care physician (PCP) you choose among the
POS network of doctors.

• If you see a doctor in the POS network, your bills can be completely covered like
an HMO.

• If you see a doctor or other provider outside the POS network, only a percentage
of the bill is covered.

aDvantages

• Choice in providers and services in and out of the network

• Lower cost when network provider is used

• Little paperwork when network provider used

DisaDvantages

• May have to submit your own claims and paperwork

• PCP required

• Higher cost when using provider outside network

consumer-driven HeAltH PlAns (cdHP)
• Use personal health savings accounts (HSA) and health reimbursement

arrangements (HRA) to pay routine health care expenses directly (like having 
a pre-funded spending account and using special debit card provided by  
insurer or bank).

• Use a health plan policy for catastrophic medical expenses.

• Can “rollover” unused balance for future expenses.

aDvantages

• Offers tax deductions or the benefit of pre-tax dollar contributions

• Lower monthly premiums

DisaDvantages

• High deductibles for people with chronic conditions

• May not have ready access to information about health products and services
when making critical health decisions

fee for service
• You can use any doctor you like. Your provider or hospital will bill your

insurance company.

• The insurance company will pay for the service covered in your policy minus any
deductibles, co-pays, etc. that may apply.

• An explanation of benefits will be provided to you by the insurance company
listing what they paid and the remainder that you owe to the provider.

• The insurance company might pay a claim based on what they decide is
“reasonable and customary.” You will be responsible for the difference between
what is charged and what the insurance company considers reasonable.

aDvantages

• You select your own provider or hospital

• You are covered regardless of where you live or work

• PCP not required

DisaDvantages

• More paperwork (you may receive a bill each time you get health care that you
have to file to get reimbursed)

• More out of pocket costs (premiums, co-pays, deductibles as high as $1,500) and
you have to pay the difference between what is paid by health plan (up to 80%)
and what is owed to provider
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Group vs. Individual Coverage
Most people get health insurance through their job which is a type of group insurance. An individual policy is one that you purchase on your own to cover just you or you and 
your family. 

grouP PlAns
Typically, there are specific times when you are allowed to enroll in a group health plan:

• When You are hireD

Complete simple application when you start your new job

• During oPen enrollMent

Usually during the same month each year

• if You have other health Coverage that enDs

Usually within 30 days in which to enroll

If you, or a family member, have a medical problem, the medical condition cannot make you ineligible for coverage. But, you might pay a higher premium. Check with your new 
employer to see if there are higher fees or a waiting period. 

As a general rule, if your employer changes insurance companies, the new insurance company must insure everyone in the group. Sometimes, your deductibles and co-pays 
will change. When your coverage changes, study the new policy carefully. Don’t assume the benefits are the same.

If your employer does not offer a group health insurance plan, check to see if any of the organizations you belong to (labor union, service club, special interest group, school) offer a 
group plan. Additional options are noted in the section below on the Patient Protection and Affordable Care Act.

There are two types of group plans: 1) insured, and 2) self-funded. Different laws govern the two types of plans.

• fullY insureD Plans are structured so that the employer purchases coverage from an insurance company directly, and the insurance company assumes the financial risk to pay
claims. In Virginia, these plans are regulated by the Bureau of Insurance.

• self-insureD Plans (or self-funded plans) are different in that the employer acts as the insurer ; the employer actually pays the bills for its employees’ healthcare and assumes all
risks. These plans are subject to the Federal Employment Retirement Act (known as ERISA) and regulated by the U.S. Department of Labor.

individuAl Policies
If you cannot get insurance through your employer or other organization, you will need to shop for your own individual plan. This is a good option if you are self-employed, but is 
more expensive than a group plan. 

If you are buying an individual policy, the insurer will review your medical history and decide what your medical future may hold (this is called “underwriting”). Typically, the insurer will 
charge you higher premiums, or choose not to cover you at all if they determine your medical future is likely to involve expensive medical treatment. Additional options are noted in 
the section on the Patient Protection and Affordable Care Act.

In some instances, the insurer may offer you a policy with a “rider.” A rider is extended coverage on a plan that might increase or decrease the scope of coverage. For example, a plan 
with no pharmacy benefits might include a rider for prescription coverage.
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How Much Does Insurance Cost?
Premiums
In any insurance plan, you or your employer will pay premiums monthly, quarterly, or yearly. If you have your own health insurance plan, you will pay the premiums yourself. If your 
coverage is through an employer, the premium is paid for you, although some or all of it may be deducted by your employer from your paycheck.

What an insurer chooses to charge for your premium is dependent on a number of factors. For an individual plan, people who are young, healthy, do not smoke, do not drink, do not 
engage in high-risk behavior, and have a clean medical history, pay the lowest premiums. They are considered low-risk for having to use medical services. People with increased health 
risks and women of child bearing age pay higher premiums since they are more likely to have costly medical bills.

deductibles
Almost all health insurance plans have deductibles. This is the amount of money you pay before your insurer will start to pay your medical bills. Your insurance deductibles apply to 
your total medical expenses in any one calendar or policy year. Each family member may have their own deductible, or there may be an overall family deductible.

co-insurAnce
Co-insurance is the percentage of the bill you pay after the deductible is met. Typically, if you have co-insurance, it is 20% of the remaining expenses.

Example of Co-Insurance: 
You break your leg. You go to hospital for care. If the hospital visit was your first 
medical visit that year, you would have to pay a deductible. After the deductible is 
paid, the insurer will pay 80% of the remaining claim, you pay the remaining 20%.

$5000 hospital bill - $250 deductible = $4750 bill

$4750 x 20% co-insurance = $950

You pay $250 + $950 = $1200 
Your insurer pays $3800

co-PAyments
A co-payment refers to a specific charge you pay every time you get a specific service (such as $25 for every doctor visit, $20 for every prescription filled). Co-pays are separate 
from deductibles and co-insurance. Your health plan may require that you pay all three.

out-of-Pocket mAximum
If you have a serious or chronic medical problem, you have the potential for having large medical bills. Most policies have what is called an “out-of-pocket maximum.” This is the 
highest dollar amount a member will pay in co-payments, deductibles, and co-insurance combined, usually on a calendar year basis. After you reach that maximum level, the insurer will 
pay all of your medical expenses.

lifetime mAximums
Many policies also have lifetime maximums. This lifetime maximum is the total amount your insurer will pay out over the life of an insured person. If you have reached your maximum 
for out-of-pocket costs and the insurance company is paying 100% of your bills, don’t assume that all of your future medical expenses will be taken care of. Lifetime maximums (even 
those of $2 million) can accumulate rapidly if you or a family member has a serious illness.
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The Insurance Policy
tHe Policy
Insurers are required to provide information that explains the care and services covered under your policy.  
The “full policy” (which is the contract you have with your insurer) describes all of the services, charges, 
exemptions and limits on services under your plan. Either you or your employer received a copy of the policy 
when you got coverage. Federal law requires group health insurance plans to provide you with a copy of your 
policy, or summary, within 90 days after you join the plan.

Don’t Be Misled
Many insurers will provide a glossy brochure that highlights 
the main benefits and exclusions in the policy. This is not 
the policy but a marketing tool designed to convince you 
to enroll in the plan.

benefits & exclusions
Every plan has benefits and exclusions. These are the sections of the policy that will tell you about the covered services (benefits) and the specific conditions or procedures for which 
the plan will not provide benefits (exclusions). If you still have questions after reading the policy, call your employer’s human services coordinator or your insurance agent.

Provider list
Managed care organizations will offer you a provider directory that includes the clinics, specialists, and doctors covered under the plan. The directory is a quick way to see if your 
current physician is covered under the plan.

Policy Provisions
It pays to know about your insurance. 

• Who Makes the DeCisions? Ideally, you want to have insurance where you
and your doctor make final decisions regarding your care. However, insurance 
plans usually have their own medical doctor who may review and make final 
coverage decisions. 

• are there Waiting PerioDs? Look to see if there are any waiting periods.

• Do You have notifiCation requireMents? Many policies require that you notify
the plan before you have a surgical procedure (that you planned in advance) and if
you are admitted somewhere for emergency treatment. notification requirements
are also known as pre-approval, prior authorization, or pre-authorization. If you
don’t notify the plan as required, there is a good chance they will not pay the claim.

• hoW MuCh Do You PaY? Know how much your plan premium, co-payments, 
deductibles, and co-insurance rates are. 

• is there a liMit on MY hosPital staY? Read your policy to find out if your policy
limits the number of days you can stay in the hospital. This is especially important
if you have, or develop, a serious medical problem that requires a long period
of hospitalization.

• hoW Do i aPPeal a ClaiM that has been DenieD? Read your policy to find out
how your insurer handles the appeal process. Additional information can be found
at the end of this chapter.

is tHe service medicAlly necessAry?
A service may be covered by your health plan but still not be considered medically necessary for your child. Determining medical necessity can be complicated, and each health plan 
has its own definition. Most plans use the same general principles in determining medical necessity:

• Is the service reasonable and necessary for diagnosis or treatment?

• Is the service appropriate for the child’s age, developmental status, 
and medical needs?

• Will the service help improve treatment, function, ability, and/or
prevent deterioration?

• Is there any equally effective, less costly alternative that has not been tried and
would achieve the same outcome?
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C.O.B.R.A.
“COBRA” (Consolidated Omnibus Budget Reconciliation Act) applies to group health insurance plans sponsored by employers with 20 or more employees. Under COBRA, if you 
have lost your group health insurance, you are able to continue your former employer’s health coverage for you and your dependents for at least 18 months. This period may be 
extended up to 36 months, depending upon the “qualifying event” causing your group coverage to end. If you wish to continue your group health insurance under COBRA, you must 
notify your employer within 60 days of receiving notice of your COBRA eligibility.

some imPortAnt tHings to know:
• Under COBRA, you must pay the entire employer premium on a monthly basis, 

plus an administrative fee, to continue your health coverage under your former 
group plan. COBRA can be expensive, but typically costs less than the same 
coverage under an individual plan.

• Your COBRA coverage must be identical to the health coverage you had before.

• Under COBRA, you can be charged up to 102% of the premium to continue your
health coverage under your former employer’s plan.

• If your former employer switches health plans while you are under COBRA, you
may switch plans or stay with the old one.

Additional COBRA options exist for spouses and dependent children.

It is the employer’s responsibility to notify the health plan administrator within 30 days in the case of an employee’s job termination, hours of employment, eligibility for medicare or 
reduced death.

It is your responsibility (or your family’s) to notify the plan administrator within 60 days in the case of divorce, legal marital separation or child’s loss of dependent status.

COBRA is complicated. Your employer’s human resources office should have a booklet that explains how COBRA works in detail. This information is also available from the Virginia 
Bureau of Insurance (1-800-552-7945).

Military Health Insurance
TRICARE is the Department of Defense’s worldwide health care program for active duty and retired uniformed services members and their families. TRICARE offers three plans:

• TRICARE Prime (managed care option) • TRICARE Extra (preferred provider option) • TRICARE Standard (fee for service option)

Active duty service members are required to enroll in TRICARE Prime. Active duty family members are encouraged, but not required to enroll in TRICARE Prime. 

In the past, TRICARE ended at age 21, or age 23 for full-time college students. But in April of 2011, the Department of Defense announced its introduction of the premium-based 
TRICARE Young Adult Program (TYAP) which extends medical coverage to eligible military family members to the age of 26 (in accordance with the Affordable Care Act).

TRICARE Prime offers lower out-of-pocket costs than any other TRICARE option. Under TRICARE Prime, active duty members and their families do not pay annual deductibles 
or make co-payments for care within the TRICARE network. TRICARE Prime enrollees receive most of their care from military providers or civilian providers who belong to the 
TRICARE Prime network. Enrollees are assigned a care manager who manages their care and provides referrals to specialty care.

TRICARE Extra and TRICARE Standard are available for all TRICARE-eligible persons who elect or are not able to enroll in TRICARE Prime. Active duty service members are not 
eligible for Extra and Standard. TRICARE Extra and Standard enrollees are responsible for annual deductibles and co-insurance (cost shares). This means that, after deductibles have 
been met by the enrollee, a certain percentage of the cost of care will be paid by the government, with the remaining to be paid by the patient. The current cost share percentages,  
as of this printing, are shown on the next page.
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More About Military Health Insurance
Active duty fAmily members

triCare PriMe

• Annual Deductible: None

• Annual Enrollment Fee: None

• Civilian Outpatient Visit: $0

• Civilian Inpatient Admission: $0

triCare extra

• Annual Deductible: 
E-5 and above - $150 per individual or $300 family
E-4 and below - $50 per individual or $100 family

• Annual Enrollment Fee: None

• Civilian Outpatient Visit: $16.85/day or
$25 per admission (whichever is greater)

• Civilian Inpatient Admission: $16.85/day or $25 per
admission (whichever is greater)

triCare stanDarD

• Annual Deductible: 
E-5 and above - $150 per individual or $300 per family
E-4 and below - $50 per individual or $100 per family

• Annual Enrollment Fee: None

• Civilian Outpatient Visit: $16.85 per day or $25 per
admission (whichever is greater)

• Civilian Inpatient Admission: $16.85 per day or $25
per admission (whichever is greater)

retirees, tHeir fAmily members & otHers

triCare PriMe

• Annual Deductible: None

• Annual Enrollment Fee: 
$230 per individual or $460 per family

• Civilian Outpatient Visit: $12

• Emergency Care: $30

• Civilian Inpatient Admission: 
$11 per day (minimum) or $25 for admission

triCare extra

• Annual Deductible: 
$150 per individual or $300 per family

• Annual Enrollment Fee: None

• Civilian Outpatient Visit: 20% of negotiated fee

• Emergency Care: 20% of negotiated fee

• Civilian Inpatient Admission: 
Lesser of $250 per day or 25% of negotiated charges
plus 20% of negotiated professional fees

triCare stanDarD

• Annual Deductible: 
$150 per individual or $300 per family

• Annual Enrollment Fee: None

• Civilian Outpatient Visit: 
25% of allowable charges for covered service

• Emergency Care: 
25% of allowable charges for covered service

• Civilian Inpatient Admission: 
Lesser of $535 per day or 25% of billed charges plus
25% of allowable professional fees

extended cAre HeAltH oPtion
The Extended Care Health Option (ECHO) is a program that is available only to families of active duty service members enrolled in the Exceptional Family Member Program whose 
family member(s) has substantial needs. ECHO supplements limited benefits, or benefits not available through TRICARE and includes, but is not limited to, items such as special 
education, durable equipment, training to use assistive technology devices, rehabilitative care, and respite care. 

Conditions that are eligible for ECHO include:

• Moderate to Severe Intellectual Disabilities

• Serious Physical Disability

• Extraordinary Physical or Psychological Condition of such Complexity that the Beneficiary is Homebound
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More About Military 
Health Insurance
excePtionAl fAmily member ProgrAm 
The Exceptional Family Member Program (EFMP) is a mandatory enrollment program 
that works with military and civilian agencies to provide comprehensive and coordinated 
community support, housing, educational, medical and personnel services to active duty 
personnel who have children with disabilities. 

The EFMP specialist may look different in each branch of the military, but their role is 
similar – to assist with enrollment, provide resources and referrals, and ensure access to 
vital medical, educational and community services. 

Health Insurance Portability 
& Accountability Act 
The U.S. Department of Health and Human Services’ Office for Civil Rights has the 
responsibility for enforcing the Health Insurance Portability and Accountability Act 
(HIPAA) of 1996. A major goal of HIPAA’s privacy rule is to assure that your health 
information is properly protected while allowing the flow of health information needed 
to provide you with high quality health care. 

Protected health information includes demographic data that relates to your past, 
present or future physical or mental health or condition; payments for providing  
your health care; and anything that would identify you (i.e., name, address, social  
security number).

Patient Protection & 
Affordable Care Act
In March 2010, President Obama signed comprehensive health reform, the Patient 
Protection and Affordable Care Act (ACA), into law. The law expands health care 
coverage, controls health care costs, and improves the health care delivery system. 
Because implementation is just beginning at the time of the printing of this book, the 
graphic on the next page is an attempt to provide a snapshot of major ACA provisions 
and timelines. 

The things that are most important to know about ACA as it relates to children and 
youth with special health care needs and disabilities are:

• Insurance Plans Cannot Deny Coverage Based on Pre-Existing Conditions
(A Health Care Need that was Present Before a Person Joined the Health Care
Plan, like Cerebral Palsy)

• Exchange Plan Options will be Offered for Uninsured Children with Special Health
Care Needs/Disabilities
who were Previously Denied Coverage Based on Pre-Existing Conditions

• no Annual or Lifetime Benefit Caps

• Coverage of Young Adults up to Age 26 on their Parent’s Policy even if the Young
Adult No Longer Lives at Home

• Requirement for Preventative Care at no cost and Prohibition of Charging
Co-Pays, Deductibles and Co-Insurance for Preventative Care

community living AssistAnce services 
& suPPorts Provisions
One provision of the ACA is a federally administered voluntary long-term care insurance 
program called the Community Living Assistance Services & Supports (CLASS) program 
that is intended to provide people with disabilities tools that allow them to maintain 
their personal and financial independence and live in the community. Once established, 
employed individuals aged 18 and older could voluntarily enroll in the CLASS program. 
Benefits would include a cash benefit that can be used to purchase things like home 
modifications, assistive technology, respite care, and transportation; advocacy services; 
and assistance with accessing and coordinating long term care services.
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This timeline will you keep track of when the law’s key changes will occur

HealtH Care reform timeline

Small businesses can count 35 percent 
of the money spent on employee health 
insurances as a tax deduction for 2010.

Jan.
2010

June
2010

Sept.
2010

2011

2013

The doughnut hole for 
Medicaid Part D recipients 
shrinks as initial coverage 
rises $500.

Temporary high-risk 
pools are created to 
cover those with pre-
existing conditions.

Rebates of 
$250 start going
out to seniors who 
have reached the gap in 
Medicare Part D coverage.

10% tax imposed on
indoor tanning 
services.

Canceling coverage 
after the fact, known in 
the industry as “recission,” 
becomes illegal.

No deductibiles allowed 
for certain types of 
preventative care.

Parents’ insurance plans 
that cover dependents 
must be extended to cover 
young adults 26 and under.

Lifetime limits on 
insurance benefits 
banned.

Insurance
companies must create 
appeals processes for 
denied claims.

Insurance companies 
can no longer exclude 
a child’s pre-exisiting 
condition from an 
insurance policy.

Medicare Advantage is restructured to 
cut Medicare costs, leading to possible 
cutbacks in benefits for those enrolled.

Brand-name
drugs in the 
Medicare Part D 
coverage gap are         
   discounted by 50 percent.

The income threshold that triggers beneficiary 
premiums for Medicare Part B stops rising with inflation 
until 2019.

Over-the-counter drugs can’t be 
reimbursed through an HRA or FSA, or 
tax-free from an HSA or Archer MSA, 
without a prescription. 

Medicare Part D premium
subsidies for higher-
income taxpayers  
are reduced.

States can begin
expanding their 
Medicaid rolls to include  
   those made eligible by 
            the new law.

Medicare beneficiaries begin 
making free annual wellness visits 
and getting certain other preventative 
care with no co-payments.

Distributions from HSAs or 
Archer MSAs not used for 
eligible medical expenses are 
taxed at higher rates.

Maximum 
contribution to 
a flexible spending 
account falls to $2,500 
a year and is tied to 
inflation. 

Threshold for deducting 
medical expenses jumps 
from 7.5 percent to  
10 percent of adjusted 
gross income. 

Federal subsidy of 25 percent of the 
cost of name-brand drugs filed in the 
Medicare Part D coverage gap starts to 
phase in.

Medicare taxes go up for individuals 
earning more than $200,000 and 
married couples filing jointly earning 
more than $250,000. 

July 2010
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(Continued)

HealtH Care reform timeline

State based insurance changes for 
individuals and small businesses will be online 
with four standard levels of coverage.

Tax credits are issued to help the uninsured earning 
from 100% to 400% of the federal poverty line
to buy insurance.

States expand
their Medicaid
programs to include 
newly eligible 
    beneficiaries.

Maximum small-business
tax credit for buying
employees insurance 
jumps to 
50 percent.

Tax penalty begins phasing in for those without 
insurance. Tax starts at $95 per year in 2014, or 1 
percent of taxable income.

Insurance plans can’t exclude pre-existing 
conditions or consider them when setting 
rates and deciding whom to cover.

Employees who get insurance through their 
employers can opt to receive a voucher for the 
exchanges instead.

Businesses with more than 50 employees are  
required to provide health insurance to employees 
or pay hefty fees.

Maximum tax penalty for not 
having insurance rises to 5325 a year, or 
2 percent of taxable income.

Insurance plans can 
no longer place 
annual dollar limits 
on the amount 
of coverage a 
participant can 
receive.

Businesses with more than 100 
employees can shop for health insurance on 
state insurance exchanges.

Excise tax begins 
on health plans costing 
more than $27,500 for 
families and $10,200 
for individuals.

Drug makers’ discounts and government 
subsidies rise on brand-name drugs for Medicare 
recipients, closing the “doughnut hole.”

2013

Medicaid covers children, parents and 
childless adults not under Medicare who 
earn up to 133 percent of the poverty line.

Maximum tax penalty for not 
having insurance rises to 5695 a year, or 
2.5 percent of taxable income.

2015

2016 2017

2020

2018

From the Administration on Developmental Disabilities
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How To File Insurance Appeals
You can avoid many of the most common insurance problems by making sure you understand your health plan. But even the most sophisticated consumer can run up against a 
bewildering denial of service or payment for services.

PrivAte HeAltH insurAnce

inforMal resolution

When you have a dispute with your insurance company, first try to resolve it informally. 

• Try to approach your insurer in an open and friendly manner

• Threats of legal action may cause the insurer to react defensively

• Investigate the facts of your case – denials should be made based on provisions written in your policy.

• Call a customer services representative at your insurer’s office and ask why the claim was denied. Ask for it in writing. Check the reason against the provisions in your policy. 
If the denial is not based on written policy provisions, you have a good chance of having it reversed.

Keep a record of when you called, with whom you spoke, and what was said. This paper trail may be important if your complaint is not resolved quickly and to your satisfaction.  
There are forms to assist you in Chapter 10.

internal grievanCe

If your initial contact with the insurer did not resolve the issue, you will need to get their attention by writing a letter. Read your policy for specific instructions on how to file your 
complaint. Some sample letters are included in Chapter 10 of this notebook.

• Send a letter by registered mail asking for an explanation of the medical reasons your claim was denied, the names of those responsible for making the decision to deny the
claim, whether these individuals have medical expertise relevant to your problem, and the specific section of your insurance policy they are relying on to deny the claim

• Include copies of letters from your doctors

• If you have a second opinion, include a copy

Typically, the insurer has five business days to acknowledge receipt of your written grievance. Usually, a plan’s appeal board (made up of physicians and administrators) reviews your 
grievance and makes a decision within 30 days (self-funded plans have 60 days). All insurance plans are required to provide you with a written reason why a service is denied or  
not covered.

Do not be surprised if your first grievance is denied. Don’t give up! An initial denial does not mean you’ve come to a dead-end. Be persistent. Do not accept “no” if you feel you 
are right.

File a complaint with the Virginia Bureau of Insurance if you do not receive a written explanation from your insurer listing the specific reason for the denial  
(www.state.va.us/scc/division/boi). If an appeal of benefits is denied by the health plan you have through your employer, you should talk to your human resources 
coordinator about contacting the insurer on your behalf. 
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More About How To File Insurance Appeals
more About PrivAte HeAltH insurAnce

inDePenDent revieW

If you have exhausted your insurer’s grievance procedure, you might want to pursue an independent review. In this process, someone from outside the insurance company reviews 
the merits of the grievance. Typically you have up to four months to request an independent review after you have followed all the other steps. The independent review organization 
has 30 business days to make its decision. Once this decision is made, it is binding on both you and the insurer. This means that you cannot take the insurance company to court if you 
disagree with the decision.

It is important to note, that if you are covered through Medicaid or another federal insurance plan, or if you are covered through your employer’s self-funded insurance plan, you 
cannot request an independent review. 

arbitration

Sometimes, if your appeal is denied, your insurance company will require you to go through arbitration before going through an independent review or the courts. For plans that do 
not have arbitration, you may choose to bypass any further appeals altogether and go directly to court. If you choose arbitration, consider hiring an attorney to present your case.

Court aCtion

Most employer sponsored health plans are protected from certain lawsuits challenging claim denials. There are some cases when going to court may be helpful. Contacting an 
attorney should be your last step. Attorneys can be expensive. Some attorneys will take a case on a contingency basis where you only pay if the attorney wins your case. Many 
attorneys won’t take this type of case unless the claim is financially rewarding.
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More About How To File Insurance Appeals

militAry HeAltH insurAnce
Beneficiaries who disagree with certain decisions related to their benefits made by TRICARE Management Activity or by a TRICARE contractor have the right to appeal that decision. 
The appeals process varies, depending on whether the denial of benefits involves a medical necessity determination, provider authorization, etc. 

Any TRICARE beneficiary or parent/guardian of a beneficiary who is under 18 years of age can appeal one of the following decisions:

• A decision denying TRICARE payment for services or supplies received

• A decision denying preauthorization for requested services or supplies

• A decision terminating TRICARE payment for continuation of services or supplies that were previously authorized

Decisions related to the eligibility as a TRICARE beneficiary cannot be appealed as eligibility is determined by enrollment in the Defense Enrollment and Eligibility Reporting System. 
Beneficiaries must address decisions regarding eligibility through their service branch.

All beneficiaries must:

• Meet all required deadlines (typically within 90 days of the date on the explanation of benefits or decision)

• Send appeals in writing with signatures

• Include copies of all supporting documents in the appeal

• Keep copies of everything

Once an appeal letter has been submitted in writing within established timelines, the TRICARE contractor will review the case and issue a reconsideration decision. If you disagree 
with the reconsideration decision, the next level of appeal is the national quality monitoring contractor. Again, your appeal must be submitted in writing within 90 days of the date of 
the reconsideration decision, and the national quality monitoring contractor will review the case and issue a second reconsideration decision. If the amount of the dispute is less than 
$300, the reconsideration decision by the national quality monitoring contractor is final. If you still disagree with the decision, and if the disputed services are more than $300, you can 
request that TRICARE Management Activity schedule an independent hearing.
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Notes:
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