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A C O N S U M E R G U I D E T O U S I N G Y O U R H E A LT H P L A N

I M P O RTA N T I N FO R M AT I O N
You have a health plan. Great news – now you’re insured! But what’s next? You’ll use your plan to
access health care.
How much your plan will pay or what services it will cover depends on the plan’s details. This tool
will help you know what the details of your health plan mean. It will help you to better understand
your plan. With this information, you can make better decisions about your health care.
The examples in this tool are general. They aren’t specific to your health plan.
There are different types of health plans. This tool doesn’t include details about how to use Medicaid,
Medicare, or other types of health plans like supplemental policies. See the Resources Section to get
information and help with Medicaid, Medicare, and other types of health plans.
See the Glossary for definitions for some of the terms used in this tool.

A special thanks to the
Maine Health Access Foundation
(www.mehaf.org) for information and graphics derived from its original brochure, I Have Health
Insurance! Now What?
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USING YOU R H E A LT H PL A N
HE R E AR E A FEW IM P ORTANT THI NGS YOU NEED TO REMEMB ER:
✓ 	Always carry your insurance card with you. It has basic information about your health plan. It
tells your doctor and other health care providers who the plan covers. Show it when you check in
at your doctor’s office or go to the pharmacy.
➜ Your Insurance Card.............................................................................................. Page 3
✓ 	Understand how your health plan works. The best way to avoid surprise health care bills is to
understand your plan and what your costs will be ahead of time.
➜ Get to Know Your Health Plan.............................................................................. Page 2
➜ Summary of Benefits and Coverage (SBC)............................................................. Page 4
➜ Schedule of Benefits/Outline of Coverage.............................................................. Page 6
➜ Get the Most Out of Your Health Plan................................................................. Page 15
✓ 	Manage your care and out-of-pocket costs. Pick a Primary Care Provider in your plan’s
network. This can be a doctor, nurse, or physician assistant.
➜ Cost-Sharing: How You and Your Health Plan Share Costs................................... Page 7
✓ 	Manage your prescription drugs.
➜ Your Prescription Medicines................................................................................ Page 13
✓ 	Know what to do in an urgent or emergency medical situation.
➜ What to Do in an Emergency.............................................................................. Page 16
✓ 	Plan ahead. Know what you need to do if you have a planned health procedure or a surgery.
Check to make sure the facility (for example, a hospital or lab) and all health care providers are in
your plan’s network. If they aren’t, you’ll have to pay more of the costs yourself. If you’re going to
have a major health care service, like a surgery or procedure, you should call your insurer to ask if
you need their approval before you use the health care service.
➜ Choose a Primary Care Provider in Your Network............................................... Page 10
➜ Avoid Balance Billing........................................................................................... Page 11
➜ Referrals and Prior Authorizations...................................................................... Page 16
✓ 	Understand the key points of your health plan, your health, and your health care.
➜ Different Kinds of Health Plans.......................................................................... Page 12
➜ Job-Based Health Plans....................................................................................... Page 13
➜ If You Have More Than One Health Plan:
➜ Coordination of Benefits..................................................................................... Page 17
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➜ How to File a Claim............................................................................................. Page 20
➜ Health Plan Resources......................................................................................... Page 22
➜ Glossary of Terms................................................................................................ Page 24
✓ 	Update your plan if something in your life changes. Life is unpredictable. If you get married,
divorced, or have a baby or adopt a child, your health plan needs to change. If you’re turning 65,
find out when you need to sign up for Medicare and when you need to cancel your health plan.
Call your insurer and let them know if something in your life changes.
➜ Life Changes – Your Health Plan Should Too...................................................... Page 18

G E T TO K N OW
YOUR H E ALT H P L AN
Not every health plan is the same. Maybe you can’t remember the details about your plan – what it
covers, what it doesn’t, or what your out-of-pocket costs may be.
Don’t worry. You can get that information when you need it. Here is where you can find information
about your plan and get help to understand your benefits.
Check your insurance card. Your insurance card has some of the most important information you
need about your health plan. It tells providers basic information about your plan and who’s covered.
Most insurance cards list toll-free phone numbers and website information where you can access
the most current information for your plan. Be sure you check the back of the card for important
information.
You also may find other important telephone numbers on your insurance card. For example, there
may be a number you can call if your plan offers advice from a nurse or telehealth services.
Check your health plan’s website. Most health insurers have websites you can use to access the most
up-to-date information about your plan. You can learn what your plan covers, what doctors and
facilities (for example, hospitals and labs) are in your plan’s network, what prescription drugs the plan
covers, what claims the plan has paid, and how much of your deductible you still need to meet. You
usually need to register or create an account to log in to get information specific to your health plan.
Check the SBC. Ask your insurer or employer for a Summary of Benefits and Coverage (called
an “SBC”). This is a short list of your benefits and deductibles, co-pays, and coinsurance amounts
(called cost-sharing).
Check the policy or certificate. Be sure you have a copy of your policy and review it for more
information about your benefits. If you get your health insurance through work, look for your plan
certificate.
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Your plan information should include a document called a “Schedule of Benefits” or an “Outline
of Coverage.” Both have more information about your costs and benefits. They’ll also tell you what
services the plan doesn’t cover (called “exclusions”).
Call the insurer. If after looking at your plan documents you still have questions about your plan,
call your health insurer.
Other Resources. If you bought your plan outside of work, ask your health insurance producer
(also known as an agent or broker) for help. If your health plan is through work, ask your Human
Resources Department to explain things.
The next few pages will help you find more information about your health plan.

YOUR INS U R AN CE CAR D
Some of the most important information you need to use your health plan is on your insurance
card. You’ll need the information on your card if you talk on the phone about your plan or look for
information on your insurer’s website.
Your insurance card tells health providers basic information about your plan and who it covers. You’ll
need to show your insurance card any time you receive a health care service or talk to a health care
provider (a doctor, for example) in person. If you’re covered under more than one health plan (you
have coverage through work, but you’re also covered under your spouse’s health plan), you need to
bring both insurance cards with you.
When you get your insurance card, check the information on the front of the card. Does the
information match what you bought? Is the plan type correct? Is the network name what you
expected? Are the cost-sharing amounts correct? If there is a Primary Care Provider (PCP) listed on
your insurance card, is it correct?
If any of this information is wrong, call your health insurer right away.
Make sure you also check the information on the back of the card. This is where you will find other
helpful information – like phone numbers to call your insurer if you have questions.
Health plans usually give you one or two insurance cards. If you don’t get a card, call your insurer.
You also may be able to print a paper copy of your card from your health insurer’s website.
Keep the card with you at all times. Protect your insurance card like you would other sensitive
personal and financial information.
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SA MPLE I N S U R AN C E CARD
Insurer Name
Plan Type: Titanium PPO Plan
Effective Date: 01/01/2020

Prescription Group # XXXX
Prescription Co-Pay
$15.00 Generic
$20.00 Name Brand

www.myplan.com

FRONT
Member Name: Jane Doe
Member Number: XXX-XX-XXX
Group Number: XXXXX-XX
PCP Co-Pay $15.00
Specialist Co-Pay $25.00 Emergency
Room Co-Pay $75.00

Member Service: 800-XXX-XXXX

BACK

Member Service: 800-XXX-XXXX
Nurse Advice Line 24/7: 866-XXX-XXXX
Telehealth Services: 888-XXX-XXXX
Send claims to:
My Plan, Inc
P.O. Box XXXX
City, State XXXXX

SU M M A RY O F B E N E FI TS
A ND COV E R AG E ( S B C)
Information on your insurance card about your plan and your cost-sharing can help you figure
out what your out-of-pocket costs will be. You also can find more information to help you on the
Summary of Benefits & Coverage or SBC. For example, you’ll find information about deductibles
on the SBC. The SBC also tells you the types of services your health plan covers and what co-pays or
coinsurance you’ll pay.
A Summary of Benefits & Coverage is usually available when you shop for a health plan on your own
or through work, or when you renew or change your plan. If you can’t find an SBC for your plan,
ask the insurer, your insurance producer, or your employer for one. Just remember, short-term health
plans aren’t required to give you an SBC. (A short-term plan is one that only covers you for 3 months
or less and doesn’t have to follow the rules in the Affordable Care Act.)
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You can find a sample of an SBC at https://www.healthcare.gov/health-care-law-protections/summary-ofbenefits-and-coverage/.
Below is a picture of the first page of an SBC to give you an idea of what an SBC looks like and
the kind of information it gives. If you have questions about what the underlined words mean,
remember to check the Glossary at the end of this tool.
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SC H E D U L E O F B E N E FI TS/
OUT L INE O F COV E R AG E
You can get a list of the services your health plan covers, along with which costs you’ll have to
pay. You’ll find this list in the Schedule of Benefits (if your plan is through work) or in the Outline
of Coverage (if you bought your plan outside of work). Both list the various services a health plan
covers, along with what costs you’ll have to pay. This document also shows which services the plan
covers and doesn’t cover.
Many health insurers send a printed copy of your Schedule of Benefits (Schedule) or Outline
of Coverage (Outline) when you first enroll in a plan. It’s usually with your insurance policy or
certificate. You also may have access to an electronic copy in your member portal on the plan’s
website. This list will help you get an idea of how much you’ll pay for services. Keep this document
with your insurance papers.
“Benefits” is the term health plans use for health care services the plan covers. The Schedule (or
Outline) lists the various categories of benefits your plan covers, such as preventive, hospital, medical,
surgical, diagnostic, therapeutic, urgent care, and prescription drug services. For example, under
preventive services, the schedule may list “Adult physical examination (1 exam per calendar year).”
A Schedule or Outline is usually broken into several sections:
The heading gives the basic information about your health plan. It explains what type of health plan
you have (HMO, POS, EPO, PPO, or FFS/Indemnity), who the plan is through, the benefit year,
and your plan’s start date. If you get your health plan through work, this start date will be for the
company, not just you. You can learn more about the different plan types on page 12.
The responsibilities section tells you the deductible, co-payments, and coinsurance and what the
annual out-of-pocket maximums are. You can learn more about the different types of cost-sharing on
page 9.
The health benefits section lists the specific covered benefits. This section also often has information
about your cost-sharing.
The pharmacy benefits section identifies the prescription drug benefits in your health plan and the
co-payment. You can learn more about how to use your pharmacy benefits on pages 13 and 14.
The network(s) section tells you the provider network(s) your health plan has contracts with. When
you use providers in the network (sometimes called preferred providers), your costs will be lower
than if you use providers outside the network.
The dependent benefits section lists which dependents your plan covers and for how long.
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COST-S H A RI N G:
HOW YOU A N D YO U R H E ALT H
PL A N S H AR E COSTS
Jot down information about your health plan and cost-sharing below. Use your insurance policy or
certificate, your insurance card, your Schedule of Benefits/Outline of Coverage, and/or your SBC to
find the information.
Then read the next few pages to understand what the different terms mean and how your costs are
calculated.
Deductible: The amount of money you must spend each year on your health care before your plan
starts to pay. If family members are covered under your health plan, there will be two deductibles.
Once you’ve met the family deductible, you’ve also met the individual deductible. Your plan may
pay for some preventive services, like an annual physical, even if you haven’t met your deductible.
You may have a separate deductible for prescription drugs.
Your Deductible (Individual):

		

Your Deductible (Family):		

Prescription Drug (Rx) Deductible:
q included in the deductible above
q Not included in the deductible above
Your Rx Deductible (Individual):

		

Rx Deductible (Family):		

Co-Pay: A fixed fee you pay directly to the provider when you get health care (for example, $40 for
every primary care visit).
Your Co-Pays:
In-network Primary Care:
		
Out-of-network Primary Care:
		
In-network Specialist:
		
Out-of-network Specialist:________________
In-network Emergency Department:
Out-of-network Emergency Department:
In-network Urgent Care:
Out-of-network Urgent Care:
Prescription:
Coinsurance: A percentage you pay for most health care even after you meet your deductible. For
example, if your coinsurance is 20%, then the insurer pays 80% of the covered amount and you pay
20% until you reach your out-of-pocket maximum.
Your Coinsurance:
In-network:
Out-of-network:

Maryland Insurance Administration • 800-492-6116 • www.insurance.maryland.gov
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Out-of-Pocket Maximum: The most you pay during a plan period before your health plan pays all
of the costs for covered services. This maximum doesn’t include your monthly premium.
My Out-of-Pocket Maximum:
Family Out-of-Pocket Maximum:
Monthly Premium: A fixed amount that you pay each month or with each paycheck for your health
plan. If you miss payments or pay late, the insurer could cancel your plan.
Your Monthly Premium:

8
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H OW YOU AN D YOU R HEALTH PL AN SHARE COSTS— EXAMPLE
Jane’s Plan Deductible: $1,500 | Co-Pay: $0 | Coinsurance: 20% | Out-of-Pocket Maximum: $5,000

Patient
Pays 100%

Plan Pays 0%

Patient
Pays 20%

Plan
Pays
80%

Plan Pays
100%

Patient Pays 0%
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C H OOSE A PRI M A RY CA RE
P ROV IDE R I N YO U R N E T WO R K
Your Primary Care Provider is your first stop for health care. It’s where you call or visit each time you
need care. They help you get services from any specialists or other health professionals that you need.
Your insurer may assign you to a Primary Care Provider. Usually you can change providers if you
don’t like the one the plan assigns you. Contact your insurer to find out how.
For most people, it makes sense to pick a Primary Care Provider from your health plan’s network.
You’ll pay the least money out-of-pocket if you use providers in your plan’s network. That’s because
the plan has negotiated contracts with the providers.
To find the names of providers near you who are in your health plan’s network, first you need
to know the name of the network. You’ll find the name in your insurance policy or certificate or
on your insurance card. Then, go on your insurer’s website and look for the directory of network
providers. Or, you can call your insurer. The phone number is on your insurance card. If your health
plan is through work, your employer may have a provider directory.
After you find a provider you want to use, call their office and ask:
1. Are you in my plan’s network?
2. Are you accepting new patients?
If you need help, call your insurer. The number is on your
insurance card. If you need specialized health care, check whether your
local hospitals or specialists are part of your plan’s network.

WH AT I F I N E E D TO S E E AN
OU T-OF-N E T WO RK P ROV I D E R?
If you use a provider outside of your health plan’s network when it’s not an emergency, you
may pay more. However, sometimes, you may not be able to get the health care that you need
from a specialist who is in your insurance company’s network. The in-network specialist may be
unreasonably far away, or might not have an appointment for an unreasonably long time, or may not
be able to treat your condition. When that happens, and you have to go to a specialist that is out-ofnetwork, your insurance company may have to cover the out-of-network specialist the same as they
would an in-network specialist. Your health insurance company has to have a process that you can
use to find out how to get in-network coverage for care by an out-of-network specialist.

10
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Under Maryland law, if your health insurance plan does not have an in-network specialist who can
provide medically necessary services to treat your condition or disease without requiring you to travel
an unreasonable distance or wait an unreasonable amount of time, you can ask for approval from the
health plan to see an out-of-network specialist. If certain conditions are met, your health plan will be
required to cover the services you receive from the out-of-network specialist and process your claims
applying your in-network deductible, coinsurance, or copayment.
Unless it’s an emergency, you must seek approval before your visit to the out-of-network specialist. You
must use the company process. You can call the number on the back of your insurance card, or find the
process at: https://bit.ly/miaccp.
If you do not seek prior approval and choose to see an out-of-network specialist, and in-network
specialists were available, the services will be covered only if you have out-of-network benefits and only
for the amount allowed for out-of-network coverage. If you are not getting the assistance you need fast
enough, the Maryland Insurance Administration can help you. Contact us at (800) 492-6116.

AVOID BAL A N CE BI L L I N G
Balance bills happen when a provider who isn’t in your health plan’s network charges more than your
plan pays, and the provider bills you for the difference for services covered by your health plan. Innetwork providers have agreed to accept the plan’s payment as full payment and will not send you a
balance bill. So, you can avoid the extra cost of balance bills if you choose providers in your health
plan’s network.
Sometimes you may not be able to choose a provider who is in your plan’s network. You may need
emergency treatment, or you may see an out-of-network provider at an in-network hospital. Under
the federal No Surprises Act, health plans may not balance bill when:
1. You receive covered emergency services from an out-of-network provider or an out-of-network
emergency facility.
2. You receive covered non-emergency services from an out-of-network provider while visiting an
in-network health care facility, unless you willingly give written consent in advance to give up
your protections. You can never be asked to waive your protections for emergency medicine,
anesthesia, pathology, radiology, laboratory, neonatology, assistant surgeon, hospitalist, and
intensivist services, and you will never be balanced billed for these services at an in-network
facility.
3. You receive covered air ambulance services provided by an out-of-network provider of air
ambulance services.
Additionally, beginning on January 1, 2023, if you are approved to see an out-of-network specialist for
mental health or substance use disorder services, Maryland law protects you from balance billing.
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DIFFEREN T K I N DS O F H E ALT H P L AN S
My plan is:

q a PPO

q an HMO

q an EPO

q a FFS

q a POS

q I don’t know

See page 10 to learn more about in-network and out-of-network providers.
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JOB - BAS E D H E ALT H P L AN S
Your health plan may be through your job or a family member’s job. If the employer pays the costs
of the health care services these plans cover, the plan is called a self-funded health plan. Many large
employers, unions, government agencies, and school districts have self-funded health plans.
Self-funded health plans usually use a third-party administrator (TPA) to review and pay claims for
the plan. Sometimes, that TPA shares a brand name with a health insurer. But the employer still
is responsible to provide the money to pay claims – not the insurer. If a unit of government is the
employer, then the government is responsible to provide the money to pay claims.
The U.S. Department of Labor’s Employee Benefits Security Administration (DOL-EBSA) regulates
self-funded health plans. State insurance laws generally don’t apply to self-funded plans.
Some employer-based plans are fully insured. Unlike self-funded plans, in a fully-insured plan, an
insurer is responsible for covered health care costs. The insurer charges your employer a premium to
take on that financial responsibility.
The Maryland Insurance Administration regulates fully-insured health plans. These plans, if issued in
Maryland, must follow Maryland’s insurance laws. The Maryland Insurance Administration can help
consumers who have fully-insured plans. If you have coverage under a group plan issued in another
jurisdiction, the other jurisdiction’s laws will apply.

YOUR PRESCRIPTION MEDICINES
Health plans help pay the cost of covered prescription medicines. Insurers use a “formulary” that
determines how much of the cost you’ll pay. You can find a link to your plan’s formulary in the
Summary of Benefits Coverage in the “Common Medical Events” section in the row labeled “if you
need drugs to treat your illness or condition.” A formulary usually has different tiers. Prescription
medicines listed in one tier may cost you more than those in another tier.
Always show your pharmacy your health insurance card. Prescriptions that you pay for will count
toward your annual out-of-pocket maximum.
To find out which prescriptions your plan covers:
• Visit your insurer’s website to find your online health plan formulary.
• Check your insurance policy or certificate to learn more about your formulary.
• If you need help, call your insurer directly to find out what’s covered.
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E X A M P L E : CAT EG OR IES OF PRESCRI PTI O N DRUGS I N A TI ERED FORMUL A RY:
$

Tier 1—Generic drugs. These are lower-cost drugs.

$$	
Tier 2—Preferred, brand-name drugs. These drugs cost more because they’re unique, and just
one drug company makes them.
$$$

Tier 3—Non-preferred, brand-name drugs. These are also brand-name drugs. But they may
cost you more than other brand name drugs that treat the same condition.

$$$$ Tier 4—Some plans use this tier for specialty drugs. Other plans have a separate “specialty”
tier. These are high-cost drugs that treat rare or complex diseases.
It’s a good idea to talk with your providers about the best affordable medications for you, based on
your plan.
If the pharmacy says that your plan doesn’t cover a prescription drug you’ve been taking, some insurers
may let you refill the prescription once. That will give you time to talk with your provider about other
options.
You also can ask your provider to ask your health plan for an exception. With an exception, you can
get a prescription medicine that your plan doesn’t normally cover. Your health insurer might agree
because:
•	All other drugs the plan covers haven’t worked or won’t work as well as the drug the provider
prescribed, or
• All other drugs the plan covers have caused or could cause harmful side effects.
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G ET TH E M OST O U T O F YO U R
HEA LT H P L AN
You can use your health plan to get preventive care to stay healthy. Schedule needed appointments
for you and your family. Avoid emergency department visits when you can – it’ll save you money.
And, your plan may cover other services that can help you stay healthy. Some services that can help
you get the most from your health plan include:
•
•
•
•
•
•
•
•
•
•
•

Care for new mothers and babies
Annual physicals
Well-baby visits
Scheduled preventive screenings such as mammograms, colonoscopies, and others
Other preventive and wellness services
Counseling and services for substance use disorders
Prescription medicines
Laboratory services
Help to manage diseases like diabetes or high blood pressure
Services for kids (for example, vision checks)
Vaccinations

Your plan may pay all of the costs for some of these services even before you meet your deductible.
You don’t have to pay anything for some preventive services. Check with your provider and your plan
to make sure your service is considered preventive.
Your plan likely covers the Essential Health Benefits.1 Any Qualified Health Plan that you buy
through the Maryland Health Connection covers these benefits. Some grandfathered plans or
employer-based plans that you buy outside the Marketplace may not.

1

Essential Health Benefits include these categories:
1. Ambulatory patient services (outpatient services)
2. Emergency services
3. Hospitalization
4. Maternity and newborn care
5.	Mental health and substance use disorder services, including
behavioral health treatment
6. Prescription drugs
7.	Rehabilitative and habilitative services (those that help
patients acquire, maintain, or improve skills necessary for daily
functioning) and devices
8. Laboratory services
9.	Preventive and wellness services and chronic disease
management
10. Pediatric services, including oral and vision care

Maryland Insurance Administration • 800-492-6116 • www.insurance.maryland.gov

15

A C O N S U M E R G U I D E T O U S I N G Y O U R H E A LT H P L A N

WHAT TO D O I N AN
E M E RGEN CY
Use an emergency department (or ER) only if you have a real emergency, such as any severe pain,
like chest or stomach pain, bleeding you can’t stop, or sudden weakness.
You can use urgent care facilities, sometimes called Quick Care, Express Care, or First Care, when
you need to see a provider more quickly than you can see your primary provider. They almost always
cost less than if you go to the emergency department. If your plan has co-pays, your co-pay for
urgent care may not be much more than your co-pay for a doctor visit. Some urgent care facilities
take appointments so you may not have to wait long to see a provider.
Contact your insurer to ask which urgent care facilities near you are in-network.
If you have an emergency or life-threatening situation, call 9-1-1 or go to the nearest emergency department.
In an emergency, you should go to the closest hospital. Your health plan can’t require prior authorization
before you go to the emergency department or charge you more because the hospital isn’t in your plan’s
network. You may still have to pay some of the costs of emergency services, depending on your plan. For
instance, you may have to pay a co-pay or part of the costs if you haven’t met your deductible. Under the
federal No Surprises Act, if you have an emergency medical condition and get emergency services from an
out-of-network provider or facility, the most the provider or facility may bill you is your plan’s in-network
cost-sharing amount (such as copayments and coinsurance). You can’t be balance billed for these emergency
services. This includes services you may get after you’re in stable condition, unless you give written consent
and give up your protections not to be balance billed for these post-stabilization services.
If you’re not sure where to go, don’t be afraid to call your Primary Care Provider.

R E F E R R AL S AN D P R I O R
AU TH O RI ZAT I O N S
Some health plans, mainly Health Maintenance Organizations (HMOs), require a referral before
you get care from some providers. A referral is an order from your Primary Care Provider for you to
see a specialist or get certain medical services. If you don’t get a referral first, the plan may not pay
any of the costs of the services.
Other types of health plans, not just HMOs, may require prior authorization for some services. If you
need a special treatment, service, or medical equipment, you may need to get approval first from your
health plan. This is called prior authorization. A health plan gives prior authorization when a service is
medically necessary. Without it, your health plan may not pay any of the costs. You can ask your provider
if you need prior authorization. Some providers will ask the health plan for prior authorization.
16
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For non-emergency situations, you will generally need prior approval before visiting an out-ofnetwork specialist. You must follow your health plan’s process for seeking approval. This can be
found by calling the number on the back of your insurance called or visiting:
https://bit.ly/miaccp to find out about the referral process.

I F YOU HAV E M O R E T H AN O N E
HE A LTH PL A N : CO O RD I N AT I O N
OF B EN E FI TS
If you have more than one health plan, all of your plans work together to pay their shares of your
health care costs.
You need to tell your providers if you have more than one health plan. Coordination of benefits
rules determine which plan is primary (pays first) and which is secondary (pays second). Talk to both
health insurers. Learn what’s expected of you and how the plans will coordinate.
The primary health plan processes your insurance claim first. If there’s still a balance, then the
secondary plan processes the claim for the balance. The plans won’t pay more than the total claim
amount. You won’t get double the benefits if you have two health plans. And, you have to meet the
deductibles and pay your share of the costs in each plan.
Even if you have more than one plan, that doesn’t mean that the plan covers every health care
service. A plan only pays for covered benefits. So, for example, if you have cosmetic surgery to
improve your looks, neither health plan will pay any of the costs if neither covers cosmetic surgery.
Here’s an example of how coordination of benefits works: Let’s say you visit your doctor and the bill
comes to $100. The primary plan pays the amount it covers. Let’s say that’s $50. If the secondary
plan covers the doctor’s visit, it might pay up to $50 – if you’ve met your deductible and don’t have
any other cost-sharing responsibilities.
A few examples of ways people may have more than one health plan are:
✓ You’re
	
enrolled in your employer’s health plan and your spouse has added you to his or her plan.
✓ A
	 child is covered by both parents’ separate health plans.
	 child has her own health plan (from school or work) and stays on her parent’s plan until age 26.
✓ A
✓ A
	 child is married and is on his/her spouse’s plan and stays on his/her parent’s plan until age 26.
✓ A
	 person is enrolled in Medicare and also has a private health plan.
	 person is enrolled in Medicaid and also has a private health plan.
✓ A
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✓ 	A service member or veteran has TRICARE or coverage through the Veterans Administration
(VA) as well as another health plan.
When you use health care services, check that they are in-network for both health plans if you’ll use
both health plans.

LIFE C H A NGES – YO U R H E ALTH
PL A N S H O U LD TO O
When life changes — for example, a move, a marriage, a job change — you may need to make
changes in your health plan. But often there are special rules about changing your health plan.
Usually you can enroll in health plans only once a year during a set period of time called the annual
open enrollment period. Many life changes qualify you to enroll in or change your plan when the
change happens. You don’t have to wait for the next open enrollment period. These life changes are
called qualifying events. Qualifying events apply to both employer plans and ones you buy on your
own.

C H A NG E S I N YO U R FAM I LY
A family health plan covers more than one family member. When your family changes, due to
marriage, divorce, or a child’s birth or adoption, it’s time to review your health plan. You may need
to add or remove family members. You also might need to change your plan when an adult child
reaches age 26 and isn’t eligible to stay on your plan. You might need to change from an individual
to a family plan – or from a family to an individual plan. You can call your health insurer or visit its
website to learn how to add or remove family members. If your health plan is through work, check
with Human Resources.
As soon as possible, tell your insurer when any of these happen:
• Change of address
• Marriage
• Divorce or separation
• Birth or adoption of a child
• Death of covered family member
• A child on your health plan reaches age 26
• An adult on your health plan reaches age 65
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L E AV ING A G RO U P P L AN
If you change your job, you might need to change your health plan. If your plan was through work
at your old job, you probably have to sign up for a new health plan.
If you lose your job, you may be able to keep the health plan you had through the job. But you’ll
have to pay the full premium – your share and the employer’s share. Ask your employer about
COBRA continuation coverage. And, if you’re 65 or older when you lose your job and haven’t yet
signed up for Medicare, you should do that now to avoid premium penalties or delays in coverage.
Contact the State Health Insurance Assistance Program (https://aging.maryland.gov/Pages/state-healthinsurance-program.aspx) if you have questions.
If you leave a group plan because you can no longer work due to a disability, you can apply for Social
Security disability benefits. Once you’ve received these benefits for two years, you’ll be eligible for
Medicare.

CH EC K FO R A FFO RDA B L E
H E A LTH PL A N O PT I O N S
If your individual or family income changes, it might change your eligibility for help with health
plan costs. You can apply at the Maryland Health Connection (www.marylandhealthconnection.gov)
to find out if you’re eligible for financial help to buy a Marketplace plan. You also might be eligible
for a low- or no-cost health plan through Medicaid or the Children’s Health Insurance Program
(CHIP).
There’s an annual open enrollment period for Marketplace plans. In this period, anyone can enroll in
or change their plan. But you might be eligible to enroll or change plans through the Marketplace at
other times if one of these happens:
• You lose your health plan, but you paid the premiums
• You lose coverage through Medicare, Medicaid, or the Children’s Health Insurance Program
• You can’t stay on the health plan you have now because you’re no longer a dependent
• You move
• You get married
• You divorce or separate from your spouse
• You give birth to or adopt a child
• A covered family member dies
• You become pregnant
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These events qualify you for a special enrollment period – a chance to enroll in or change your health
plan without waiting for the next open enrollment period. But you must contact the Marketplace
within 60 days of the event. If you missed the special enrollment period, you’d have to wait for the
next open enrollment period. You can find out more about special enrollment periods (SEPs) at
https://bit.ly/2Df4Wv7.

M E D I CA RE
If you’re turning 65 years old soon, find out when you should sign up for Medicare. You should sign
up for Medicare Parts A and B if your employer has fewer than 20 employees because Medicare will
be primary (pay claims first). If your employer has 20 or more employees and you do not have a
Health Savings Account (HSA), then you should sign up for Medicare Part A if you qualify for free
coverage. Contact your State Health Insurance Assistance Program (https://aging.maryland.gov/Pages/
state-health-insurance-program.aspx) if you have questions.
Once you stop working or lose your health plan at work, after you turn 65, you have eight months
to sign up for Medicare Part B. If you miss that window, your Medicare premiums will be higher.

H OW TO FI L E A CL A I M
Most providers file insurance claims for you. That’s why they need your insurance card when you
see them. The providers send a bill to your health plan with information about your condition and
how they treated you. Your health plan compares your benefits with the services billed and pays your
provider. This payment won’t include any amounts that are your responsibility – for example, the
deductible, co-payments, or coinsurance. If the plan doesn’t cover any part of your claim or doesn’t
cover the health care service, your health care provider can ask you to pay the balance. If you’ll owe
coinsurance, many providers estimate the amount and ask you to pay that when you see them.
Some health care providers won’t submit claims for you. You can ask your providers if they will.
If you have to submit your own claim, ask your provider to help you so you have the right dates,
procedures, and codes on the claim form. Keep in mind that when you submit your own claim, most
providers require you to pay the full amount upfront. Then, your health plan will reimburse you
after it processes the claim.
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WHEN YO U R H E ALT H P L AN
PAYS YO U R CL A I M S
If your provider submits your claim, don’t pay a bill for a covered service until your health plan has
reviewed the claim.
How do you know if the plan has reviewed the claim? Your health plan will send you an
“Explanation of Benefits” (EOB) after you receive services. The EOB tells what services the plan
paid or didn’t pay, and why.
Your health plan must explain in writing within a set amount of time why it didn’t pay for a service.
If you think the plan should have paid for the service, you can appeal the decision.
Your health plan must tell you how you can appeal their decisions. If taking the time to appeal would
put your life or ability to fully function at risk, you can file an “expedited” appeal to get a quicker
decision.
Your insurer may fully or partially deny a pre-authorization request or a claim for coverage if services
are not covered by your health plan or if it believes services are not medically necessary. For example,
your insurer may say that care is custodial but you think it is medically necessary. If you believe
your request for pre-authorization or claim has been wrongly denied, you can file an appeal with
your insurer. The instructions for filing an appeal will be in your policy, and may also be in the
Explanation of Benefits letter, or in your health plan’s Summary of Benefits and Coverage.
The Health Education and Advocacy Unit (HEAU) of the Consumer Protection Division in the
Office of the Attorney General can help you file an appeal. You can email them at heau@oag.
state.md.us or call 410-528-1840 or toll free at 1-877-261-8807 Monday – Friday 9 a.m. – 4:30
p.m. You can also file your complaint online or by mail. The website to learn more is: http://www.
marylandattorneygeneral.gov/Pages/CPD/HEAU/default.aspx.
If your health plan is subject to Maryland law, you may also be able to file a complaint with the
Maryland Insurance Administration (MIA) by calling 410-468-2340 or toll free at 1-800-492-6116.
Generally, you must appeal the decision through your health plan’s appeal process before filing a
complaint with the MIA. But in some situations, you may be able to file a complaint with the MIA
even if you have not completed your health plan’s appeals process. To learn more, go to:
http://insurance.maryland.gov/Consumer/Pages/FileAComplaint.aspx.
If your health plan is not subject to Maryland law, you may still have the right to an external review
of the health plan’s decision. You should read your policy for instructions about how to request this,
or contact the HEAU for help
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HEA LT H PL AN RE SO U RCE S
Health Education and Advocacy Unit of the Office of the Attorney General of Maryland
200 St. Paul Place Baltimore, MD 21202 410-528-1840 / 877-261-8807
www.marylandattorneygeneral.gov/pages/cpd/heau
Maryland Department of Aging
301 W. Preston Street, Suite 1007 Baltimore, MD 21201
410-767-1100 / 800-243-3425
www.aging.maryland.gov
Maryland Department of Budget and Management - Office of Personnel Services and Benefits
301 W. Preston Street Baltimore, MD 21201
410-767-4765 / 800-705-3493
www.dbm.maryland.gov/Pages/DivOPSB.aspx
Maryland Department of Disabilities
217 E. Redwood Street, Suite 1300 Baltimore, MD 21202
410-767-3660 / 800-637-4113
www.mdod.maryland.gov
Maryland Health Connection
P.O. Box 857 Lanham, MD 20703-0857 855-642-8572
www.marylandhealthconnection.gov
Maryland Insurance Administration
200 St. Paul Place, Suite 2700 Baltimore, MD 21202
410-468-2000 • 800-492-6116 800-735-2258 TTY
www.insurance.maryland.gov
Centers for Medicare and Medicaid Services
7500 Security Boulevard Baltimore, MD 21244
410-786-3000 / 877-267-2323 Medicare Service Center: 800-633-4227
www.cms.gov
Federal Employees Health Benefits Program Office of Personnel Management
ATTN: Insurance Programs 1900 E. Street, NW Washington, DC 20415
202-606-1800 800-877-8339 (TTY)
www.opm.gov
Internal Revenue Service (IRS) 800-829-1040
www.irs.gov
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United States Department of Labor Employee Benefits Security Administration
200 Constitution Avenue, NW Washington, DC 20210
866-444-EBSA (3272) 202-693-8700 (MD District Office)
www.dol.gov/ebsa
Senior Prescription Drug Assistance Program (SPDAP)
628 Hebron Avenue, Suite 100, Glastonbury, CT 06033
800-551-5995 800-877-5156 (TTY)
www.marylandspdap.com
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G LOSSARY O F T E R M S
Balance Billing: When a provider, who isn’t in your plan’s network, charges more than your plan
pays and bills you for the difference in addition to cost-sharing.
Benefits: The health care services a health plan covers. The plan’s documents define the benefits that
it does and doesn’t cover.
Claim: A request for your health plan to pay for health care services. You or your health care provider
submits to the claim.
Coinsurance: The percentage of the cost of a covered health care service you pay (20%, for example)
after you’ve met your deductible.
Let’s say your plan’s allowed amount for an office visit is $100, and your coinsurance is 20%.
• If you’ve met your deductible: You pay 20% of $100 or $20. The insurer pays the rest.
• If you haven’t met your deductible: You pay the full allowed amount, $100.
Coordination of Benefits: A way to figure out which plan pays first when two or more health plans
are responsible to pay the same claim.
Co-payments: A fixed amount ($20, for example) you pay for a covered health care service after
you’ve met your deductible.
Let’s say your health plan’s allowed amount for a doctor’s office visit is $100. Your co-payment for a
doctor’s visit is $20.
• If you’ve met your deductible: You pay $20, usually at the time of the visit.
• If you haven’t met your deductible: You pay $100, the full allowed amount for the visit.
Co-payments (sometimes called “co-pays”) can vary within the same plan for different services, like
drugs, lab tests, and visits to specialists.
Cost-Sharing: The share of costs for covered services that you pay yourself. This term generally
includes deductibles, coinsurance, and co-payments. It doesn’t include premiums, balance billing
amounts for providers not in the network, or the cost of health care services the plan doesn’t cover.
Deductible: The amount you pay for covered health care services before your health plan starts to
pay. If you have a $2,000 deductible, for example, you pay the first $2,000 of covered services in a
plan year. After you’ve paid $2,000 of your own money for covered services, you usually pay only a
co-payment or coinsurance for covered services for the rest of the plan year. Your plan pays the rest.
Exclusions: Health care services your health plan doesn’t cover. If you receive these services, you pay
all of the costs.
Network: The facilities, providers, and suppliers your health plan has a contract with to provide
24
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health care services.
Open Enrollment Period: A time (once a year) when anyone can enroll in or change their health
plan.
Out-of-Pocket Costs: Expenses for health care your health plan doesn’t pay. Out-of-pocket costs
include deductibles, coinsurance, and co-payments for covered services plus all costs for services your
health plan doesn’t cover.
Out-of-Pocket Maximum/Limit: The most you have to pay for covered services in a plan year. After
you spend this amount on deductibles, co-payments, and coinsurance, your health plan pays all of
the costs of covered services.
The out-of-pocket limit doesn’t include your monthly premium. It also doesn’t include anything you
pay for services your plan doesn’t cover.
Primary Care: Health services that include a range of prevention and wellness as well as treatments
for common illnesses.
Primary Care Providers (PCP): Health care professionals (including doctors, nurses, nurse
practitioners, and physician assistants) who manage your care. A PCP often maintains long-term
relationships with you. He/She advises and treats you for a range of health-related issues. A PCP also
may coordinate your care with specialists.
Prior Authorization: Approval from a health plan to get a service or fill a prescription. If your plan
requires prior authorization and you don’t get it, the plan may not pay any of the costs.
Qualifying Event: A life change (for example, a marriage or a job change) that lets you enroll in or
change your health plan before the next open enrollment period.
Referral: An order from your Primary Care Provider to see a specialist or get certain medical services.
Many Health Maintenance Organizations (HMOs) require you to have a referral before they pay for
health care from anyone other than your Primary Care Provider.
Self-Funded Health Plan: A type of plan where the employer itself collects premiums from enrollees
and pays medical claims. Used by many large employers, the employers can contract with a thirdparty administrator to manage enrollment, process claims, and manage provider networks. Or, the
employer can manage the plan itself.
Special Enrollment Period: A time when you can enroll in or change your health plan because of a
qualifying event.
Third-Party Administrator: A company that reviews and pays claims for an employer’s self-funded
health plan. May share a brand name with a health insurer.
Urgent Care: Care for an illness, injury, or condition so serious that a reasonable person would seek
care right away, but not so serious as to require emergency department care.
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N OT E S :
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This consumer guide should be used for educational purposes only. It is not intended to provide
legal advice or opinions regarding coverage under a specific insurance policy or contract; nor
should it be construed as an endorsement of any product, service, person, or organization
mentioned in this guide. Please note that policy terms vary based on the particular insurer and
you should contact your insurer or insurance producer (agent or broker) for more information.
This publication has been produced by the Maryland Insurance Administration (MIA) to
provide consumers with general information about insurance-related issues and/or state programs
and services. This publication may contain copyrighted material which was used with permission
of the copyright owner. Publication herein does not authorize any use or appropriation of such
copyrighted material without consent of the owner.
All publications issued by the MIA are available free of charge on the MIA’s website or by
request. The publication may be reproduced in its entirety without further permission of the
MIA provided the text and format are not altered or amended in any way, and no fee is assessed
for the publication or duplication thereof. The MIA’s name and contact information must
remain clearly visible, and no other name, including that of the insurer or insurance producer
reproducing the publication, may appear anywhere in the reproduction. Partial reproductions are
not permitted without the prior written consent of the MIA.
Persons with disabilities may request this document in an alternative format. Requests should be
submitted in writing to the Director of Communications at the address listed below.

INSURANCE ADMINISTRATION

200 St. Paul Place, Suite 2700
Baltimore, MD 21202
410-468-2000
800-492-6116
800-735-2258 TTY
www.insurance.maryland.gov
www.facebook.com/MdInsuranceAdmin
www.twitter.com/MD_Insurance
www.instagram.com/marylandinsuranceadmin
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