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Member Services .................................................................................... 801-442-5038 (Salt Lake area) or 800-538-5038

Weekdays, from 7:00 a.m. to 8:00 p.m., and Saturdays, from 9:00 a.m. to 2:00 p.m.

Member Services can help you understand how your insurance plan works or provide foreign language assistance.

SelectHealth Member Advocates® ........................................................... 801-442-4993 (Salt Lake area) or 800-515-2220 

Weekdays, from 7:00 a.m. to 8:00 p.m., and Saturdays, from 9:00 a.m. to 2:00 p.m.

Member Advocates can help you find a doctor, help schedule an appointment right away, or give you information about a certain provider. 

Preventive care hotline ........................................................................... 801-442-6492 (Salt Lake area) or 800-374-4949 

Weekdays from 8:00 a.m. to 5:00 p.m.

Preventive care includes services that promote wellness and prevent disease.

SelectHealth Healthy Beginnings® .......................................................... 801-442-5052 (Salt Lake area) or 866-442-5052  

Weekdays from 8:00 a.m. to 5:00 p.m.

SelectHealth’s prenatal program can help you have a healthy pregnancy and baby.

Behavioral Health AdvocatesSM ............................................................... 801-442-1989 (Salt Lake area) or 800-876-1989 

Weekdays from 8:00 a.m. to 6:00 p.m.

Behavioral Health Advocates can help you with questions about mental health and substance abuse. 

Appeals department ................................................................................................................................... 801-442-4684 

Weekdays from 8:00 a.m. to 5:00 p.m.

The Appeals department can help if you want to appeal a decision about a claim or if you feel SelectHealth has discriminated against you in any way.

MyHealth ......................................................................................................................... www.selecthealth.org/myhealth

My Health is your online source for personalized health and plan option information.
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A set dollar amount that you must pay 

for yourself and/or family members 

before your health plan begins to pay for 

covered medical services.

The maximum dollar amount that 

your health plan will pay per member 

per calendar year for services from 

nonparticipating providers covered as a 

nonparticipating benefit. Dollar amounts 

applied to this maximum are also applied 

to the lifetime maximum benefit limit.

Refer to this line to determine if your 

benefits apply to a calendar or plan year. 

Benefits are calculated on a yearly basis. 

For calendar year plans, the out-of-

pocket maximums and limited benefits 

start over on January 1. For plan year 

plans, the out-of-pocket maximums and 

limited benefits start over on your group 

renewal date.

A condition that is present during the 

six-month period before your plan 

enrollment date for which medical 

advice, diagnosis, care, or treatment was 

either received from or recommended by 

a provider. This section tells you if you 

have a waiting period before coverage 

starts for a PEC.

The total amount the plan pays for 

each covered family member in his or 

her lifetime.

The maximum dollar amount that you 

and/or your family pays each year for 

covered medical services in the form of 

deductibles, copays, and coinsurance.

PARTICIPATING NONPARTICIPATING
(In-Network) (Out-of-Network)

When using participating providers, you are responsible 
to pay the amounts in this column.

When using nonparticipating providers, you are 
responsible to pay the amounts in this column.

 CONDITIONS AND LIMITATIONS

 Lifetime Maximum Plan Payment - Per Person . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 Pre-Existing Conditions (PEC) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
 Benefit Accumulator Period . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

MEDICAL DEDUCTIBLE AND MEDICAL OUT-OF-POCKET PARTICIPATING NONPARTICIPATING

 Deductible - Per Person/Family (per calendar year) . . . . . . . . . . . . . . . . . . . . . . . . . . . . $500/$1000 $1000/$2000
 Out-of-Pocket Maximum - Per Person/Family (per calendar year) . . . . . . . . . . . . . . . . $2000/$4000 $4000/$8000

(Deductible Included) (Deductible Included)
 INPATIENT SERVICES PARTICIPATING NONPARTICIPATING

 Medical, Surgical, Hospice, and Emergency Admissions . . . . . . . . . . . . . . . . . . . . . . . 

 Maternity and Adoption 1 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 Skilled Nursing Facility - Up to 60 days per calendar year . . . . . . . . . . . . . . . . . . . . . . 

 Inpatient Rehab Therapy: Physical, Speech, Occupational . . . . . . . . . . . . . . . . . . . . . . 20% after deductible 40% after deductible with precert
      Up to 40 days per calendar year for all therapy types combined
 PROFESSIONAL SERVICES PARTICIPATING NONPARTICIPATING

 Office Visits & Minor Office Surgeries
               Primary Care Provider (PCP) 2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $25 40% after deductible
               Secondary Care Provider (SCP) 2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $35 40% after deductible
 Preventive Care

               Primary Care Provider (PCP) 2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $25 Not Covered
               Secondary Care Provider (SCP) 2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $35 Not Covered
               Adult and Pediatric Immunizations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Covered 100% Not Covered
               Elective Immunizations 3 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20% Not Covered
               Diagnostic Tests: Minor 3 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Covered 100% Not Covered
 Allergy Tests . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . See Office Visits Above Not Covered
 Allergy Treatment and Serum . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20% Not Covered
 Major Office Surgery (Surgical and Endoscopic Services Over $350) . . . . . . . . . . . . . 20% 40% after deductible
 Physician's Fees - (Medical, Surgical, Maternity, Anesthesia) . . . . . . . . . . . . . . . . . . . . 20% after deductible 40% after deductible with precert
 OUTPATIENT SERVICES PARTICIPATING NONPARTICIPATING

 Outpatient Facility and Ambulatory Surgical - (all related services) . . . . . . . . . . . . . . . 20% after deductible 40% after deductible with precert
 Ambulance (Air or Ground) - Emergencies Only . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20% after deductible See Participating Benefit
 Emergency Room - (Participating facility) - Includes all services rendered in conjunction with the ER  . . . . $100 after deductible See Participating Benefit
 Emergency Room - (Nonparticipating facility) - Includes all services rendered in conjunction with the ER  . $150 after deductible See Participating Benefit
 Intermountain InstaCareSM Facilities, Urgent Care Facilities . . . . . . . . . . . . . . . . . . . . . $35 40% after deductible
 Intermountain KidsCareSM Facilities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $25 40% after deductible
 Chemotherapy, Radiation and Dialysis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20% after deductible 40% after deductible
 Diagnostic Tests: Minor 3 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Covered 100% 40% after deductible
 Diagnostic Tests: Major 3 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20% after deductible 40% after deductible
 Home Health, Hospice, Outpatient Private Nurse . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20% after deductible 40% after deductible with precert
 Outpatient Rehab Therapy: Physical, Speech, Occupational . . . . . . . . . . . . . . . . . . . . . $35 after deductible 40% after deductible
      Up to 20 visits per calendar year for each therapy type

 20% after deductible

 20% after deductible

MEMBER PAYMENT SUMMARY

$2,500,000

calendar year

 40% after deductible with precert 20% after deductible

None

 40% after deductible with precert

 40% after deductible with precert

       01/01/2009



PARTICIPATING NONPARTICIPATING
(In-Network) (Out-of-Network)

 MISCELLANEOUS SERVICES PARTICIPATING NONPARTICIPATING

 Durable Medical Equipment (DME) 4 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20% after deductible 40% after deductible with precert
         (Max Plan Payment $1,500/ calendar year)
 Infertility - Selected Services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . *50% after deductible Not Covered
         (Max Plan Payment $1,500/ calendar year; $5,000 lifetime)
 Miscellaneous Medical Supplies (MMS) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20% after deductible 40% after deductible

 BENEFIT RIDERS PARTICIPATING NONPARTICIPATING

 Catastrophic Mental Health and Chemical Dependency (combined benefits)

 Mental Health Deductible - Per Person/Family - (per calendar year) $500/$1000 N/A
 Mental Health Out-of-Pocket Maximum - Per Person/Family - (per calendar year) $2000/$4000 N/A
       Mental Health Office Visits $25 after mental health deductible Not Covered

       Inpatient  50% after mental health deductible Not Covered

       Outpatient 50% after mental health deductible Not Covered

 Injectable Drugs and Specialty Medications  + 20% after deductible 40% after deductible with precert

 Prescription Drugs - Up to 30 Day Supply of Covered Medications +

       Tier 1
       Tier 2
       Tier 3
 Maintenance Drug Benefit-90 Day Supply (Medco by Mail or Retail90SM)-selected drugs +

       Tier 1
       Tier 2
       Tier 3
 Generic Substitution Required

1  SelectHealth provides an allowable adoption amount of $4,000 as outlined by the state of Utah.  Medical deductible and copay/coinsurance applies.
2  Refer to your SelectHealth Provider & Facility Directory to identify whether a provider is a primary or secondary care provider.
3  Refer to your Membership Guide for more information.

6  Dollar amount applied to the Maximum Annual Out-Of-Network Payment is also applied to the Lifetime Maximum Benefit.

*  Not applied to Medical out-of-pocket maximum.

MPS-PLUS 01/01/09 v2-0 C
www.selecthealth.org08/22/08

All deductible/copay/coinsurance amounts and plan payments are based on eligible charges only and not on the provider's billed or other charges.  You are responsible to 
pay for charges in excess of eligible charges for covered services obtained from non-participating providers and facilities. Such excess charges are not applied to the 
medical out-of-pocket maximum.  Refer to your Contract, Membership Guide, or Provider & Facility Directory for more information.

5  Precertification is required for all the following: inpatient services; maternity stays longer than two days for a normal delivery or longer than four days for a cesarean; 
home health nursing services; and pain management/pain clinic services. If you fail to precertify, benefits are reduced to 50 percent and will not be applied to your out-of-
pocket maximum.

Select Care Plus participating benefits are administered and underwritten by SelectHealth.  Select Care Plus nonparticipating benefits are administered by SelectHealth and underwritten by SelectHealth 
Benefit Assurance Company.

       01/01/2009
MEMBER PAYMENT SUMMARY

+ Preauthorization is required on certain injectable and prescription drugs.  If you fail to preauthorize, the drug will not be covered.  Please refer to your membership guide 
for more information.

*$15
*$30

*$15
*$60

4  DME is limited to the cost of the item(s) up to the annual DME maximum. Certain DME items are excluded from the annual DME maximum and require prior 
notification or precertification for coverage.  Refer to your Membership Guide, or contact SelectHealth Member Services for additional information.

*$150
Generic required or must pay copay plus cost
difference between name brand and generic

*$50

The specific dollar amount that you pay 

directly to a provider when you receive 

covered services.

The percentage of eligible charges that 

you pay directly to a provider when you 

receive covered services.

Participating benefits apply when 

you receive covered services from 

participating providers.

Nonparticipating benefits allow you 

the flexibility to use nonparticipating 

providers and facilities at a lesser benefit.

A set dollar amount that you must pay 

for yourself and/or family members 

before your health plan begins to pay for 

covered prescription drugs.

A set dollar amount that you must pay 

for yourself and/or family members 

before your health plan begins to pay 

for covered mental health and chemical 

dependency services.

The maximum dollar amount that you 

and/or your family pays each year for 

covered mental health and chemical 

dependency services in the form of 

deductibles, copays, and coinsurance.
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MEMBER PAYMENT SUMMARY

PARTICIPATING

(In-Network)
When using participating providers, you are responsible to pay the amounts in this column.

Services from nonparticipating providers are not covered (except emergencies).

 CONDITIONS AND LIMITATIONS

 Lifetime Maximum Plan Payment - Per Person . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $2,500,000

 Pre-Existing Conditions (PEC) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . None

 Benefit Accumulator Period . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . calendar year

MEDICAL DEDUCTIBLE AND MEDICAL OUT-OF-POCKET PARTICIPATING

 Deductible - Per Person/Family (per calendar year) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $100/$200

 Out-of-Pocket Maximum - Per Person/Family (per calendar year) . . . . . . . . . . . . . . . . . . . . . . . . . . $2000/$4000

(Deductible Included)

 INPATIENT SERVICES PARTICIPATING

 Medical, Surgical, Hospice, and Emergency Admissions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

 Maternity and Adoption 
1
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

 Skilled Nursing Facility - Up to 60 days per calendar year . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

 Inpatient Rehab Therapy: Physical, Speech, Occupational . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

      Up to 40 days per calendar year for all therapy types combined

 PROFESSIONAL SERVICES PARTICIPATING

 Office Visits & Minor Office Surgeries

               Primary Care Provider (PCP) 
2
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

               Secondary Care Provider (SCP) 
2
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

 Preventive Care

               Primary Care Provider (PCP) 
2
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Covered 100%

               Secondary Care Provider (SCP) 
2
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Covered 100%

               Adult and Pediatric Immunizations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Covered 100%

               Elective Immunizations 
3
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10%

               Diagnostic Tests: Minor 
3
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Covered 100% 

 Allergy Tests . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . See Office Visits Above

 Allergy Treatment and Serum . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

 Major Office Surgery (Surgical and Endoscopic Services Over $350) . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

 Physician's Fees - (Medical, Surgical, Maternity, Anesthesia) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

 OUTPATIENT SERVICES PARTICIPATING

 Outpatient Facility and Ambulatory Surgical - (all related services) . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

 Ambulance (Air or Ground) - Emergencies Only . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

 Emergency Room - (Participating facility) - Includes all services rendered in conjunction with the ER . . . . . . . . . . . . . . 10% after deductible

 Emergency Room - (Nonparticipating facility) - Includes all services rendered in conjunction with the ER . . . . . . . . . . . 10% after deductible

 Intermountain InstaCare
SM

 Facilities, Urgent Care Facilities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

 Intermountain KidsCare
SM

 Facilities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

 Chemotherapy, Radiation and Dialysis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

 Diagnostic Tests: Minor 
3
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Covered 100% after deductible

 Diagnostic Tests: Major 
3
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

 Home Health, Hospice, Outpatient Private Nurse . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

 Outpatient Rehab Therapy: Physical, Speech, Occupational . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

      Up to 20 visits per calendar year for each therapy type

MPS-HMO 01/01/09 See other side for additional benefits

 10% after deductible

 10% after deductible

 10% after deductible
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MEMBER PAYMENT SUMMARY

PARTICIPATING

(In-Network)
 MISCELLANEOUS SERVICES PARTICIPATING

 Durable Medical Equipment (DME)
4
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

         (Max Plan Payment $1,500/ calendar year)

 Infertility - Selected Services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . *50% after deductible

         (Max Plan Payment $1,500/ calendar year; $5,000 lifetime)

 Miscellaneous Medical Supplies (MMS) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

 BENEFIT RIDERS PARTICIPATING

 Catastrophic Mental Health and Chemical Dependency (combined benefits)

 Mental Health Deductible - Per Person/Family - (per calendar year) $100/$200

 Mental Health Out-of-Pocket Maximum - Per Person/Family - (per calendar year) $2000/$4000

       Mental Health Office Visits 10% after mental health deductible

       Inpatient  10% after mental health deductible

       Outpatient 10% after mental health deductible

 Chiropractic - up to 20 visits per calendar year  1-800-678-9133 *$10

 Injectable Drugs and Specialty Medications  + 10% after deductible

 Pharmacy Deductible - Per Person per calendar year *$50

 Prescription Drugs - Up to 30 Day Supply of Covered Medications +

       Tier 1 ^*$10

       Tier 2 ^*$25

       Tier 3 ^*$45

 Maintenance Drug Benefit-90 Day Supply (Medco by Mail or Retail90
SM

)-selected drugs +

       Tier 1 ^*$10

       Tier 2 ^*$50

       Tier 3 ^*$135

 Generic Substitution Required Generic required or must pay copay plus cost

difference between name brand and generic

1  SelectHealth provides an allowable adoption amount of $4,000 as outlined by the state of Utah.  Medical deductible and copay/coinsurance applies.

2  Refer to your SelectHealth Provider & Facility Directory to identify whether a provider is a primary or secondary care provider.

3  Refer to your Membership Guide for more information.

*  Not applied to Medical out-of-pocket maximum.

^  After Pharmacy Deductible.

MPS-HMO 01/01/09 v2-0 C

07/04/08 www.selecthealth.org

+  Preauthorization is required on certain injectable and prescription drugs.  If you fail to preauthorize, the drug will not be covered.  Please refer to your membership guide 

for more information.

Select Med is administered and underwritten by SelectHealth.

All deductible/copay/coinsurance amounts and plan payments are based on eligible charges only and not on the provider's billed or other charges.  You are responsible to 

pay for charges in excess of eligible charges for covered services obtained from non-participating providers and facilities. Such excess charges are not applied to the 

medical out-of-pocket maximum.  Refer to your Contract, Membership Guide, or Provider & Facility Directory for more information.

4  DME is limited to the cost of the item(s) up to the annual DME maximum. Certain DME items are excluded from the annual DME maximum and require prior 

notification for coverage.  Refer to your Membership Guide, or contact SelectHealth Member Services for additional information.



The information* below outlines the significant enhancements and clarifications made 

for 2009 plans.

SelectHealth’s mental health network has been simplified. 
Members are no longer limited to the managed mental 
health network and gateway referrals are no longer 
required. Beginning January 1, 2009, all members will 
have access to SelectHealth’s full mental health network. 
A complete list of participating providers will be available 
in the 2009 Provider Directory.

The new DME benefit is designed to provide members 
with greater choice and enhanced coverage. Fewer items 
will require prenotification, making it easier for members 
to obtain necessary DME.

The DME benefit is limited to the cost of the item(s) up 
to the annual DME maximum of $1500 per member. 
The following DME items are not subject to the 
annual DME maximum and require prenotification/ 
precertification for coverage:

• 
• 

• 
• 

Note: Prenotification requirements for the new DME benefit 
will be effective January 1, 2009. The annual maximum will 
be effective for new groups January 1 and upon renewal for 
existing groups.

Since January 2008, services for the evaluation, diagnosis, 
or treatment of the temporomandibular joint (TMJ) and 
temporomandibular disorders (TMD) have been covered 
at the benefit levels listed below. Beginning January 1, 
2009, orthognathic surgery will also apply to this benefit.

• 
• 
• 
• 
• 

• 
• 

Note: This change will take place upon renewal for  
existing groups.

* This is not a legal document and the information has  
been summarized.
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Each year you will receive an updated SelectHealth ID 

Card. You will be asked to present this card each time you 

receive care. This information allows your provider to bill 

SelectHealth correctly.

Log in to My Health and connect to your wellness and benefit 

plan information.

Have your ID Card ready and get connected at www.

selecthealth.org/myhealth.

Refer to the Provider & Facility Directory for a listing of providers 

and facilities that participate with SelectHealth. You can use the 

printed directory to identify whether a provider is a Primary Care 

Provider (PCP) or a Secondary Care Provider (SCP).

The network of participating providers and facilities 

occasionally changes. The most current information can be 

found on our Web site. 

Member Advocates is a service provided by a team of 

representatives who are available to give you information about 

available doctors.

Member Advocates offers the following services:

To contact Member Advocates, call 801-442-4993 (Salt Lake 

area) or 800-515-2220 weekdays, from 7:00 a.m. to 8:00 p.m., 

and Saturdays, from 9:00 a.m. to 2:00 p.m.

We encourage you to maintain a relationship with a 

participating provider who focuses on primary care services 

(Primary Care Provider). Primary Care Providers are doctors 

who specialize in family practice, internal medicine, pediatrics, 

or obstetrics/gynecology. They can meet your general medical 

and preventive care needs, as well as help you decide if you 

need to see a Secondary Care Provider (a specialist).

To get care from a participating Primary Care Provider, 

Secondary Care Provider, or any other participating provider 

or facility, simply refer to the Provider & Facility Directory, 

call the provider or facility you would like to use, and make an 

appointment. When you arrive at the participating provider’s 

office, please present your ID Card.

SelectHealth will pay for covered services from nonparticipating 

providers and facilities in the following instances:

Nonparticipating providers and facilities may charge more than 

SelectHealth’s fee schedule for covered services. If this is the 

case, you will be responsible to pay for any charges that exceed 



the amount that SelectHealth pays for covered services. These 

excess charges do not apply to your out-of-pocket maximum. 

Whenever possible, use a Beech Street provider or facility for 
emergencies and urgent condition services rendered outside 
of Utah to avoid being billed for excess charges. You will not 
be responsible for excess charges when you use a Beech Street 
provider or facility. 

Present your SelectHealth ID Card when visiting a Beech Street 
provider or facility. Your card has the Beech Street logo on the 
back, giving you access to the network.

To find a Beech Street provider or facility, call 800-937-2277 

or visit their Web site at www.beechstreet.com.

If you have an illness or injury that is not life threatening but 

needs medical attention within 24 hours, call a participating 

provider. If the provider is unavailable, then you can do any of 

the following:

For urgent conditions, the service area is defined as 40 miles 
from a participating provider or facility. 

If you are within SelectHealth’s service area, participating 
benefits apply for urgent condition services rendered by a 
participating provider or facility. 

If you are within SelectHealth’s service area, urgent 
condition services will not be covered when rendered by a 

nonparticipating provider or facility.

If you are outside SelectHealth’s service area (more than 

40 miles away from a participating provider or facility), 

participating benefits apply to services for urgent conditions 

rendered in any doctor’s office or any urgent care facility. Refer 

to the Member Payment Summary for specific urgent condition 

benefit information.

If you experience an emergency, call 911 or go to the nearest 

hospital. Using a participating emergency room will cost you 

less than using a nonparticipating emergency room. Refer 

to your ID Card or Member Payment Summary for specific 

benefit information. 

Regardless of where you are when you need to go to an 

emergency room, your emergency room benefits consist of 

two levels:

Emergency room services in participating facilities cost 

significantly less than nonparticipating facilities. Therefore, 

you will pay a lower copay at a participating emergency room. 

We encourage you to use participating facilities listed in the 

Provider & Facility Directory whenever possible.

Nonparticipating emergency rooms do not contract with 

SelectHealth as participating providers. As a result, you will 

pay a higher copay. You will also pay the difference between 

the amount SelectHealth will pay for services at a participating 

emergency room and what the nonparticipating emergency 

room charges. Refer to the Member Payment Summary for 

specific emergency room benefit information.

If hospitalized for an emergency in a nonparticipating facility, 

you (or someone on your behalf ) must contact Member 

Services within two working days or as soon as possible. Once 

the emergency condition has been stabilized, SelectHealth may 

request you to be transferred (at SelectHealth’s expense) to a 

participating facility for the remainder of your care in order for 

you to receive participating benefits. If you choose to remain at 

the nonparticipating facility after the emergency condition has 

been stabilized, additional related claims will not be covered. 

Services listed in the “General Limitations and Exclusions” 

section will not be covered even if you call to precertify.

SelectHealth reserves the right to review all emergency claims 

to determine whether such claims satisfy the requirements for 

emergency services/emergency care as outlined in this document.

If you experience an emergency, go to the nearest facility or 

call 911.



Emergency transportation services are covered only for 

transportation to the nearest facility expected to have 

appropriate services for the treatment of the emergency, injury, 

or illness involved, or when you cannot safely be transported by 

other means.

Air ambulance transportation is covered when ground 

ambulance transportation is not available, or in the opinion 

of the responding medical professional, the delay would 

jeopardize patient safety.

SelectHealth must approve any requests for coverage of 

transportation services in nonemergency situations.

If you need nonemergency care after hours, contact a 

participating provider first. Some doctors offer extended 

office hours. If your doctor is not available after hours and the 

situation requires immediate attention, please go to one of the 

facilities listed below.

After-hours care is provided for patients of all ages.

After-hours care is provided for babies, children, and teenagers.

Extended hours offered for patients age two and older. Refer to 

your Provider & Facility Directory for the location nearest you.

Please refer to the “Claims and Appeals” section.
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You are eligible for subscriber (employee) coverage if you satisfy 

the eligibility criteria agreed upon between your employer and 

SelectHealth, including any applicable waiting period. Refer to 

the Master Group Contract (available from your employer) for 

more information about these criteria and subscriber eligibility. 

Eligible dependents for you, the employee, include any of 

the following:

The age limit does not apply to an unmarried child who is 

incapable of self-sustaining employment because of mental or 

physical impairment, who became impaired before reaching the 

limiting age, and who has been continuously enrolled in some 

form of healthcare coverage since the date the child turned 26. 

SelectHealth may require reasonable proof of incapacity and 

dependency at the time of enrollment and annually thereafter.

Refer to the Master Group Contract (available from your 

employer) for more information on extending eligibility for 

dependents who are age 26 and older.

Foster children, dependent parents, and any other relatives not 

included above are not eligible.

When you or your lawful spouse are required by a court 

or administrative order to provide health coverage for a 

child, SelectHealth will enroll the child—also known as an 

“alternate recipient”—under your family coverage according 

to SelectHealth’s guidelines and only to the minimum extent 

required by applicable law.

The following information explains types of court or 

administrative orders that can be issued.

A QMCSO can be issued by a court of law or by a state or local 

child welfare agency. In order for the medical child support 

order to be qualified, the order must meet the requirements 

of ERISA section 609(a) (29 U.S.C. sec. 1169) specifying the 

following information:



This notice is a type of a QMCSO that is issued by a state or 

local child welfare agency. It allows an employer to withhold 

income from an eligible employee in order to contribute 

required funds to health insurance for an alternate recipient.

Compliance with all applicable requirements governing the 

receipt, acknowledgement, determination, and administration 

of a QMCSO is your employer’s responsibility. In any 

circumstance in which your employer directs SelectHealth 

to enroll an alternate recipient on the basis of a QMCSO, 

SelectHealth reserves the right to review and confirm 

your employer’s determination that the order is qualified. 

SelectHealth will not enroll an alternate recipient unless 

SelectHealth is able to confirm the existence of a QMCSO.

If SelectHealth confirms that the order is qualified, the effective 

date of coverage for the applicable alternate recipient(s) will 

begin the later of the following:

When SelectHealth receives an order for termination of court-

ordered dependent coverage, coverage will terminate the end of 

month in which SelectHealth receives the court order.

Subject to certain exceptions described below, in order to 

be covered by SelectHealth under your employer’s plan, you 

and your eligible dependents must enroll within 31 days of 

becoming eligible for coverage. If you meet eligibility criteria 

as outlined in the Master Group Contract, you enroll yourself 

and any desired dependents by completing and signing an 

enrollment form provided by your employer.

If you do not enroll when initially eligible, you and your 

dependents may not enroll in SelectHealth coverage under 

your employer’s plan until the next open enrollment period 

established by your employer and SelectHealth. There are 

exceptions for special enrollment rights as described below.

SelectHealth provides special enrollment rights in the following 

three circumstances:

If you and/or your dependents are eligible for but not 

enrolled in this coverage, you may enroll in coverage at a 

time other than open enrollment if each of the following 

conditions is met:

In the absence of a Certificate of Creditable Coverage, 

SelectHealth will accept the following:



Coverage of any members properly enrolled under this special 

enrollment right will be effective on the date the other coverage 

was lost.

Proof of loss of coverage must be submitted to SelectHealth as 

soon as reasonably possible. Proof of loss of coverage must be 

submitted before any benefits will be paid on applicable members.

You may enroll new dependents in coverage if each of the 

following conditions is met:

Coverage of any members properly enrolled under this special 

enrollment right will be effective as indicated as the result of 

the following situations:

Note: SelectHealth must receive a copy of the adoption/

placement papers before a dependent that has been placed for 

adoption can be enrolled in coverage.

You may enroll as an eligible dependent a financially dependent 

child of yourself or your lawful spouse who is under age 26 and 

who becomes financially dependent as the result of a divorce or 

an annulment of the child’s marriage. You must enroll any such 

children within 31 days after the signing by the court of the 

order granting the annulment or must wait until the next annual 

open enrollment period. Coverage for any children properly 

enrolled under this special enrollment right will be effective 

on the effective date of the annulment if that date is within six 

months of date of marriage. If the court signs the order granting 

the annulment more than six months from the date of marriage, 

coverage for any child properly enrolled will be effective on the 

date the order is received by SelectHealth without consideration 

of any retroactive effect stated in the order.

The unmarried, financially dependent children (placed under 

the legal guardianship through testamentary appointment or 

court order) of you or your lawful spouse who are under age 

26 may enroll as eligible dependents. You must enroll any such 

children within 31 days of receiving their legal guardianship. 

However, the effective date for coverage will be the later of 

either of the following:

Note: A child is not eligible to be added as a dependent as the 

result of a law that provides guardianship for school residency 

purposes. A child is not eligible to be added as an eligible 

dependent when the subscriber or the subscriber’s spouse is 

designated as the child’s temporary guardian.

Claims for services for a newborn or a child placed for 

adoption will be denied until the child is properly enrolled. A 

newborn, adopted child, or child placed for adoption must be 

enrolled within the time frames listed below:



If the newborn, adopted child, or child placed for adoption is 

not enrolled within the applicable time frame, the child may 

only be enrolled during your employer’s next annual open 

enrollment period. 

If you lose eligibility for coverage before the end of the 

applicable time frame, you are still allowed to enroll the 

newborn or adopted child within that time frame. However, 

the child will only be covered from the moment of birth, 

adoption, or placement for adoption until the date that you 

lost eligibility for coverage.

Coverage for you under the Master Group Contract may 

be canceled, reformed, or rescinded by SelectHealth during 

the two-year period after you enroll or elect to continue 

coverage with SelectHealth. This is based on medical or 

other enrollment or eligibility information received that was 

fraudulent or an intentional material misrepresentation of 

material fact in connection with the coverage. Coverage for 

your dependents will also be canceled, reformed, or rescinded. 

PLEASE NOTE: If your coverage is rescinded as described 

in this section, the termination of coverage will relate back 

to the effective date of coverage. SelectHealth will return the 

premium paid by your employer to your employer minus an 

administrative fee. The amounts paid on all claims will also 

be recovered up to the time limits allowed by state and federal 

law. Therefore, both SelectHealth and you are returned to a 

financial position as if no coverage had ever been in force. 

SelectHealth may initiate this action in the event that there is 

fraud or intentional material misrepresentation of material fact 

in connection with the coverage. 

You may or may not be eligible to take leave under the Family 

Medical Leave Act. It is your employer’s responsibility to notify 

you of the terms and conditions for continuing coverage under 

the Family Medical Leave Act. SelectHealth will administer 

coverage for a subscriber on leave under the Family Medical 

Leave Act as follows:

Remember, it is up to you and your employer to decide if your 

premiums will continue to be paid during your leave under the 

Family Medical Leave Act.

Your employer should notify SelectHealth if a leave of absence 

is taken. A leave of absence is defined as any time an employee 

no longer works sufficient hours (once vacation and sick leave 

are exhausted) to meet the eligibility criteria as outlined in the 

Master Group Contract.



You and your dependents are required to notify SelectHealth 

through your employer within 31 days whenever there is a 

change in your situation or your dependent’s situation that 

may affect your eligibility or their eligibility or enrollment. 

This entitles you or them to continuation coverage, or alters 

the duration of an existing period of continuation coverage 

(refer to the “Continuation and Conversion Coverage” 

section for more details), including, but not limited to, the 

following events:

The occurrence of one of these events does not necessarily 

allow you to change your coverage elections. Some of these 

events—those related to gaining a new dependent or the loss 

of other coverage—may give rise to a Special Enrollment Right 

(refer to the “Special Enrollment Rights” subsection in the 

“Eligibility” section for further details). Others may require you 

or your dependent(s) to be terminated from coverage.

Note: If you or your dependents fail to notify SelectHealth 

through your employer within 31 days of an event that results 

in the loss of eligibility, SelectHealth may recover the amount 

of any benefits the member(s) received after losing eligibility. 

Both you and any applicable dependent(s) are responsible to 

promptly pay SelectHealth, upon request, the actual expenses 

incurred by SelectHealth for the services, supplies, tests, 

treatments, appliances, drugs, devices, medications, procedures, 

or equipment received by the member during the period 

between when the member lost eligibility and SelectHealth was 

properly notified. Failure to properly notify SelectHealth of one 

of the events listed above may also result in the forfeiture of 

continuation coverage. 

Change Forms are available from your employer or at www.

selecthealth.org.  Change Forms must be submitted through 

your employer to notify SelectHealth of changes such as your 

name and/or marital status and to add or delete a dependent on 

your coverage. (Refer to the “Eligibility” section for guidelines 

on adding new dependents.)

You must notify SelectHealth through your employer within 

31 days to remove a dependent from coverage when any of the 

following apply:

If your dependent needs to extend coverage, refer to the 

“Continuation and Conversion of Coverage” section for 

more information.

If you fail to remove an ineligible dependent from coverage, 

you will be responsible to reimburse the actual claims 

payments made by SelectHealth for any services, supplies, tests, 

treatments, appliances, drugs, devices, medications, procedures, 

or equipment received by the ineligible dependent after the loss 

of eligibility.

A covered spouse may be removed from coverage in the 

following situations:

If you wish, you may discontinue your medical benefits with 

SelectHealth by submitting a Change Form. However, you 

may be required to stay with your current coverage until your 



employer’s next annual open enrollment period. See your 

employer to find out if this requirement applies to you.

If you wish, you may discontinue medical benefits for your 

spouse or other dependent if he or she is incarcerated in 

a prison, jail, or other correctional facility as the result of 

a criminal conviction. If a spouse or other dependent is 

incarcerated in a prison, jail, or other correctional facility, the 

incarcerated person may not be added as a dependent.

If you obtain other coverage, you must notify SelectHealth. 

When you call, a SelectHealth Member Services representative 

will need the following information from you:

Should any changes be made in the benefits or services offered 

through SelectHealth, you will be notified of such changes 

through your employer. It will be your responsibility to notify 

your dependents of any such changes.

SelectHealth may terminate coverage either individually or 

upon termination of your employer’s Master Group Contract. 

Conditions under which termination of your coverage may be 

initiated include the following:

SelectHealth will give appropriate written notice if your 

individual coverage is terminated for these reasons.

If SelectHealth discovers that a member has been enrolled when 

no longer eligible under the Master Group Contract guidelines, 

SelectHealth may terminate the member retroactively back to 

the date the member was no longer eligible.

SelectHealth is never responsible for healthcare claims incurred 

after a member’s loss of eligibility, even if SelectHealth is 

properly notified of the loss.

If a participating provider or certified nurse-midwife who recently 

treated you ceases to participate with SelectHealth, SelectHealth 

will notify you 30 days prior to the termination date.

If the participating provider or certified nurse-midwife ceases 

to participate with SelectHealth while you are under their care, 

SelectHealth will continue to arrange for services until the 

completion of the care (not to exceed 90 days) or until you are 

transferred to another participating provider or certified nurse-

midwife, whichever occurs first. However, if you are receiving 

maternity care in the second or third trimester, you may 

continue such care through the first postpartum visit. 

To continue care, the participating provider or certified nurse-

midwife must not have been terminated by SelectHealth for 

quality reasons, must remain in the service area, and agree to 

all of the following:

Should a participating facility cease to participate with 

SelectHealth, you will be notified by SelectHealth at least 30 

days prior to the change or as soon as SelectHealth becomes 

aware of such a change.



Federal continuation coverage, known as “COBRA,” may be 

available to you if you are employed by an employer group 

with 20 or more employees. Under federal law, it is your 

employer’s—not SelectHealth’s—obligation to provide COBRA 

continuation coverage. SelectHealth will assist your employer 

in providing this coverage, but only in the following instances:

COBRA continuation coverage may be available to you and/

or your eligible dependents if your group coverage would 

otherwise end due to one of the following “qualifying events”:

NOTE: To choose COBRA continuation coverage, an 
individual must be covered on the day before the qualifying 
event. In addition, your newborn child or child placed for 
adoption with you during a period of COBRA continuation 
coverage will remain eligible for continuation coverage for the 
remaining period of coverage even if you and/or your spouse 
terminate COBRA continuation coverage following the child’s 

birth or placement for adoption.

Under the law, you or your applicable dependents have 

the responsibility to inform the plan administrator or its 

designated COBRA administrator in writing within 60 days 

of a divorce or legal separation or of a child losing dependent 

status under this coverage. Failure to provide this notification 

within 60 days will result in the loss of COBRA continuation 

coverage rights.

Your employer has the responsibility to notify the plan 

administrator or its designated COBRA administrator of your 

death, termination of employment, reduction in hours, or 

entitlement to Medicare within 30 days of the qualifying event. 

Subject to the plan administrator being informed in a timely 

manner of a qualifying event, the plan administrator or its 

designated COBRA administrator will promptly notify you and 

other qualifying individual(s) of your COBRA continuation 

coverage rights. You and any applicable dependents must elect 

COBRA continuation coverage within 60 days after your 

coverage would otherwise end, or, if later, within 60 days of the 

notice of COBRA continuation coverage rights. Failure to elect 

COBRA continuation coverage within this 60-day period will 

result in the loss of COBRA continuation coverage rights.

The maximum period of continuation coverage is 36 months 
from the date of the qualifying event, unless the qualifying 
event is your termination of employment or reduction in 
hours. In that case, the maximum period of continuation 
coverage is generally 18 months from the date of the qualifying 
event. However, if a qualifying member is disabled (as 
determined under the Social Security Act) at the time of your 
termination or reduction in hours or becomes disabled at any 
time during the first 60 days of COBRA continuation coverage, 
COBRA continuation coverage for the qualifying member and 
any non-disabled dependents who are also entitled to COBRA 
continuation coverage may be extended to 29 months. The 
qualifying member or dependent, if applicable, must notify 
the plan administrator or its designated COBRA administrator 
during the original 18-month COBRA continuation coverage 
period and within 60 days after receiving notification of 
determination of disability.

If a second qualifying event occurs (for example, your death or 
divorce) during the 18- or 29-month coverage period resulting 
from your termination of employment or reduction in hours, 
the maximum period of coverage will be computed from the 
date of the first qualifying event but will be extended to the full 

36 months if required by the subsequent qualifying event.



A special rule applies if the qualifying member is your spouse 

or dependent child whose qualifying event was the termination 

or reduction in hours of your employment, and you became 

entitled to Medicare within 18 months before such qualifying 

event. In that case, the qualifying member’s maximum period 

of continuation coverage is the longer of 36 months from the 

date of your Medicare entitlement or their otherwise applicable 

maximum period of coverage.

The cost of COBRA continuation coverage is determined 

by the employer and paid by the qualifying member to the 
employer. This cost cannot exceed 102 percent of premium for 
providing coverage to a similarly situated member to whom 
a qualifying event has not occurred or, during a period of 
extended COBRA continuation coverage due to a disability, 
150 percent of the premium for providing coverage to a 
similarly situated member to whom a qualifying event has 
not occurred. Premium payments for COBRA continuation 
coverage for you or your dependent’s “initial premium 
month(s)” are due by the 45th day after electing COBRA 
continuation coverage. The “initial premium month(s)” are 
any month that ends on or before the 45th day after you or 
the qualifying member elects COBRA continuation coverage. 
All other premiums are due on the first of the month for 
which coverage is sought, subject to a 30-day grace period. 
The cost of COBRA continuation coverage is computed from 
the date coverage would normally end due to the qualifying 
event. Failure to make the first payment within 45 days or 
any subsequent payment within 31 days of the established 
due date will result in the permanent cancellation of COBRA 

continuation coverage.

COBRA continuation coverage ends on the earliest of any of 

the following:

Under certain conditions, if you are no longer eligible for 

group coverage or continuation coverage, you may be eligible 

to obtain conversion coverage. If eligible, you must apply for 

conversion coverage within 60 days from the termination date 

of your group coverage or continuation coverage. Refer to the 

Master Group Contract (available from your employer) for 

details regarding conversion coverage.
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We know you are more likely to embrace a healthy lifestyle 

when it costs less. The following table outlines discounts we 

offer to members through partnerships with numerous vendors:

To receive the discounts mentioned above, simply present 

your ID Card. For more detailed information about these 

discounts or to find participating locations, visit selecthealth.

org/discounts.

Helping you maintain a healthy life is a top priority. We’re 

especially concerned about members with chronic health 

conditions. With our disease management program, you have 

access to a care management nurse, educational classes, and 

newsletters mailed to your home. We want you to know you’re 

not alone. The program covers the following areas:

Pregnancy is a special time. Our prenatal program provides 

support and resources for expectant mothers. The program 

includes a risk assessment screening and provides case 

management, as well as pregnancy education materials.

Quitting smoking is one of the most significant things a person 

can do to improve overall health, and we offer a program to 

help you quit. Free & Clear® allows you to progress at your 

own pace from home. A counselor is available to talk with 

participants over the phone. 

Keeping you healthy can improve your workplace productivity. 

Our programs, including Catch A FlightSM, Walk-A-DaySM, 

Walking TrailsSM, Summer Slim DownSM, Holiday Weigh 

InSM, Weigh to Health®, and Get FitSM, help members 

incorporate health awareness into their daily work routine. For 

more information, call our Health and Wellness department at 

801-442-6759.

We want you to have important health information at your 

fingertips. We provide online education centers, health 

newsletters, a health topic calendar, and several other resources. 

To access these materials, visit selecthealth.org.

Note: These benefits and services may not be available to all 

employer groups or regions. To confirm your benefits, call your 

human resource/benefit representative.
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Coordination of Benefits is a process used when you have 

coverage with more than one insurance carrier. The purpose 

of coordinating benefits is to avoid duplication of insurance 

payments. It involves determining which insurer is required 

to pay benefits as the primary payer, which insurer pays as the 

secondary payer, and so on until all insurers are considered in 

the correct payment order.

If you have or obtain other healthcare coverage in addition to 

SelectHealth, please provide us with the following information:

If you have or obtain other healthcare coverage in addition to 

SelectHealth as the result of a divorce, please provide us with 

the following information:

When SelectHealth is secondary to another health plan, we will 

coordinate benefits at your SelectHealth participating benefit 

level when you follow your primary insurance plan’s guidelines, 

even if the provider is not participating with SelectHealth. If 

you have questions, please refer to the Master Group Contract 

(available from your employer) or contact Member Services.

Coverage will be reduced or denied for any accident, disease, 

condition, treatment, service, care, or procedure which is or 

would have been covered if you had enrolled and maintained 

coverage in any one or more of the following: 

Utah and other states have laws that require motorists to carry 

automobile insurance that includes medical and pharmacy 

claims’ payment for bodily injuries sustained in an accident. If 

a member does not carry the minimum automobile insurance 

where it is required by law, SelectHealth will deny related 

medical and pharmacy expenses up to the amount of coverage 

required by the state. The member will be responsible for the 

denied amount.

If you do have the minimum automobile insurance required, 

once the automobile insurance pays the maximum benefit 

on injuries, you will need to send SelectHealth a Personal 

Injury Protection (PIP) roster or denial from your automobile 

insurance. The PIP roster includes a list of providers, amounts, 

and dates of service(s) that were paid by the automobile 

insurance. The PIP roster allows SelectHealth to coordinate 

benefits appropriately.

If a member is injured at work, the industrial carrier 

or workers’ compensation may be liable. The Workers 

Compensation Fund does not cover injuries sustained while 

the employee was going to or leaving work.  It is only effective 

while the member is duly engaged in work activities. 
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Under federal law, group health plans and health insurance 

issuers offering group health insurance coverage generally 

may not restrict benefits for any hospital length of stay in 

connection with childbirth for the mother or newborn child 

to less than 48 hours following a vaginal delivery or less than 

96 hours following a delivery by cesarean section. However, 

SelectHealth or issuer may pay for a shorter stay if the 

attending provider (e.g., your doctor, certified nurse-midwife), 

after consultation with the mother, discharges the mother or 

newborn earlier.

Also, under federal law, plans and issuers may not set the level 

of benefits or out-of-pocket costs so that any later portion 

of the 48-hour (or 96-hour) stay is treated in a manner less 

favorable to the mother or newborn than any earlier portion of 

the stay.

In addition, a plan or issuer may not under federal law require 

that a doctor or other healthcare provider obtain authorization 

for prescribing a length of stay of up to 48 hours (or 96 

hours). However, to use certain doctors or facilities or to 

reduce your out-of-pocket costs, you may be required to obtain 

precertification. For information on precertification, contact 

your plan administrator.

In accordance with the Women’s Health and Cancer Rights Act 

(WHCRA), SelectHealth covers mastectomies for the treatment 

of breast cancer and reconstructive surgery after a mastectomy 

for the treatment of breast cancer. If you are receiving benefits 

in connection with a mastectomy, coverage will be provided 

according to SelectHealth’s Utilization Management criteria 

and in a manner determined in consultation with the attending 

doctor and the patient for the following services:

Under WHCRA, coverage of mastectomies and breast 

reconstruction benefits are subject to deductible, copay, and 

coinsurance limitations consistent with those established 

for other benefits. Following the initial reconstruction, 

any additional modification or revision is covered only to 

the extent that it is not otherwise limited or not covered 

by this agreement. Refer, for example, to the “Corrective, 

Reconstructive, and Cosmetic Procedures” subsection of the 

“General Limitations and Exclusions” section of this document. 

Revisions requested as the result of the normal aging process 

are not covered under this exclusion.

SelectHealth’s Utilization Management (UM), Case 

Management, and Quality Improvement departments work 

in concert with doctors to determine the best way to provide 

you with quality care and services. These departments help to 

reduce some of the medical burdens you might otherwise face.

The SelectHealth Utilization Management and Case 

Management departments were formed to help fulfill 

SelectHealth’s vision for quality services at affordable prices. 

The teams in these departments are a resource for members 

with certain serious or chronic medical needs, such as spinal 

cord injuries, diabetes, asthma, or premature birth. They 

can help you get the care you need, while monitoring the 

quality of care given in Intermountain facilities. The UM and 

Case Management departments work closely with you and 

your family members, healthcare providers, and community 

resources to arrange for appropriate care in cost-effective, high-

quality settings.

UM makes sure the services you receive match your medical 

condition. SelectHealth does not pay employees or doctors 

for the type of decisions they make. SelectHealth does not tell 

employees or doctors to deny care when the care is needed.

The Quality Improvement department measures and monitors 

medical services at facilities and clinics to make sure you are 

getting high-quality care. They also work hard to improve 

access to preventive care and health screenings.



One of SelectHealth’s most important and difficult tasks 

is to make decisions about which medical technologies 

(i.e., procedures, devices, drugs, and biologics) to cover. 

SelectHealth regularly reviews and determines the effectiveness 

of new and existing medical technologies based on evidence 

and outcomes documented in medical literature.

As a condition of receiving health benefits from SelectHealth, 

the member agrees that SelectHealth is automatically 

subrogated to, and has a right to receive equitable restitution 

from, any right of recovery that a member may have against 

any third party as the result of an accident, illness, injury, or 

other condition involving the third party that causes a member 

to obtain covered services of any type paid for or provided by 

SelectHealth. To the extent of all payments, costs, and expenses 

paid by SelectHealth, or payable in the future by SelectHealth, 

because of any such accident, illness, injury, or other condition, 

SelectHealth is entitled to receive as equitable restitution the 

proceeds of any judgment, settlement, or other payment paid 

or payable in satisfaction of any such claim or potential claim 

that a member has or could assert against the third party. Any 

funds recovered by a member (or member’s agent or attorney) 

by way of settlement, judgment, or other award from a third 

party or from a member’s own insurance due to an accident, 

illness, injury, or other condition involving a third party will 

be held by a member (or a member’s agent or attorney) in 

a constructive trust for the benefit of SelectHealth until its 

equitable restitution interest has been satisfied. SelectHealth 

has the right to intervene in any lawsuit, threatened lawsuit, 

or settlement negotiation involving a third party for purposes 

of asserting and collecting SelectHealth’s equitable restitution 

interest. SelectHealth has the right to bring a lawsuit against 

or assert a counterclaim or cross-claim against a member or a 

member’s agent or attorney for purposes of collecting equitable 

restitution interest or to enforce the constructive trust. 

Except for proceeds obtained from uninsured or underinsured 

motorist coverage, this contractual right of subrogation/

restitution applies whether or not a member believes that he 

or she has been made whole or otherwise fully compensated 

by any recovery or potential recovery from the third party and 

regardless of how the recovery may be characterized (e.g., as 

compensation for damages other than medical expenses).

Members are required to do the following:

SelectHealth’s right of subrogation/restitution exists to the full 

extent of any payments made, services provided, or expenses 

incurred on behalf of a member because of or reasonably 

related to the situation involving the third party. A member 

or a member’s personal representative will be personally 

liable for the equitable restitution amount to the extent that 

SelectHealth does not recover that amount through the process 

described previously.

In addition to SelectHealth’s subrogation/restitution right 

described in this part, if a member fails to fully cooperate 

with SelectHealth or SelectHealth’s designated agent in 

asserting its subrogation/restitution right, then limited to the 

compensation received by the member for the member (or 

member’s agent or attorney) from a third party, SelectHealth 

may reduce or deny coverage and offset against any future 

claims including, but not limited to, claims arising from the 

accident, illness, injury, or other condition involving the third 

party and any complications or extended or follow-up care 

or treatment. Further, SelectHealth may compromise with 

a member on any issue involving subrogation/restitution in 

a way that includes surrendering the right to receive further 

care or services for the illness, injury, or other condition from 

which the subrogation/restitution claim arose.

SelectHealth will reduce the equitable restitution required 

under this provision to reflect reasonable costs or attorney’s fees 

incurred in obtaining compensation, as separately agreed to in 

writing between SelectHealth and the member’s attorney. 



Placement, or being placed, for adoption means the assumption 

and retention of a legal obligation for total or partial support 

of a child by a person with whom the child has been placed in 

anticipation of the child’s adoption. The child’s placement for 

adoption with such person ends upon the termination of such 

legal obligation.

A bodily injury resulting from an unforeseen, unexpected event 

independent of disease, bodily infirmity, or any other cause. An 

injury resulting from normal body movement, such as stooping 

bending, twisting, lifting, or chewing is not an accidental 

injury under the Master Group Contract.

Activities of daily living include eating, personal hygiene, 

dressing, and activities that prepare an individual to participate 

in work or other usual activities. In the case of students, these 

activities or such prepare he or she for normal classroom or 

study activities. Activities of daily living do not include school-

related, recreational, or professional sporting activities.

Those services, supplies, tests, treatment, appliances, drugs, 

devices, medications, procedures, or equipment for the 

treatment and diagnosis of conditions for which benefits 

apply. Covered services include services, supplies, tests, 

treatments, appliances, drugs, devices, medications, procedures, 

and equipment for which no payment is actually made by 

SelectHealth because of the application of deductible, copay, or 

coinsurance requirements.

A test is classified as major diagnostic based on several 

different considerations, including, but not limited to, the 

invasiveness and complexity of performing the test, the level 

of expertise required to interpret or perform the test, and the 

place of service where the test is commonly performed. Major 

diagnostic tests include, but are not limited to, imaging studies 

such as MRIs, CT scans, and PET scans; neurologic studies 

such as EMGs and nerve conduction studies; cardiovascular 

procedures such as coronary angiograms; gastrointestinal 

procedures such as EGDs, and ERCPs; and gene-base testing 

and genetic testing.

Tests involving new technologies will be categorized as major 

if they are similar to these tests in terms of invasiveness, 

complexity, level of expertise required, or place of service.

Tests that do not meet the definition of major diagnostic are 

considered minor diagnostic tests. Examples of common minor 

diagnostic tests include routine blood and urine tests, simple 

X-rays such as chest and long bone X-rays, some EKGs, and 

echocardiograms.

The maximum dollar amount allowed by SelectHealth 

for covered services rendered by providers and facilities. 

Deductibles and coinsurance amounts are calculated based on 

eligible charges and not billed charges. Participating providers 

and facilities accept this allowed amount as payment in full 

for covered services. Nonparticipating providers and facilities 

may not accept this amount as payment in full for covered 

services. (Refer to the “Excess Charges” definition.) Members 

are required to pay a share of eligible charges as copays, 

coinsurance, and/or deductibles when otherwise applicable.

Emergency care is covered services that are provided for a 

condition of recent onset and sufficient severity. Some of these 

include, but are not limited to, severe pain that would lead a 

prudent layperson possessing an average knowledge of medicine 

and health to believe that his or her condition, sickness, or 

injury is of such a nature that failure to obtain immediate 

medical care could result in any of the following:



Conditions requiring immediate medical attention include, but 

are not limited to, the following examples:

The group health plan sponsored by your employer and insured 

under the Master Group Contract with SelectHealth.

Charges from providers and facilities that exceed SelectHealth’s 

fee schedule for covered services. You are responsible to pay for 

excess charges from nonparticipating providers and facilities. 

These charges do not apply to your out-of-pocket maximum. 

Services, supplies, tests, treatments, appliances, drugs, devices, 

medications, procedures, or equipment (hereafter referred 

to as “intervention”) are considered by SelectHealth to be 

“experimental” and/or “investigational” if the best available 

evidence fails to validate that the intervention is the “standard 

of care” within the appropriate medical specialty. Additionally, 

intervention is considered by SelectHealth to be “experimental” 

and/or “investigational” if their application is inconsistent with 

accepted standards of medical practice, even if approved by the 

U.S. Food and Drug Administration (FDA). This includes, 

but is not limited to, any service that is research in nature or 

not generally recognized by the U.S. medical community as 

conforming to accepted medical practice, and any service for 

which required government approval has not been granted at 

the time the service is provided. An intervention is considered 

experimental and/or investigational by SelectHealth if any one 

or more of the following apply:

Satisfaction of the abovementioned criteria will be determined 

exclusively from the following sources:

Medical care and/or treatment ordered by a doctor for the 
purpose of caring for sick or injured members at their home. 
This care and/or treatment should be supplied by a nurse 
or other licensed healthcare provider who works for an 
organization that is licensed by the state wherein services are 

provided to render such care and/or treatment.



Palliative and supportive care provided on an inpatient or 

outpatient basis to terminally ill patients who are not expected 

to live more than six months. This care may also be provided to 

the patient’s immediate family at the family’s expense.

A class of drugs and medications that may be administered orally, 

as a single injection or “shot,” intravenous infusion, or in an 

inhaled/nebulized solution. They are generally used to treat an 

ongoing chronic illness and can be given by a medical professional 

or through self-administration. Characteristics of these 

medications may include, but are not limited to, the following:

Certain drugs used routinely in a provider’s office to treat 

common acute medical conditions (such as injectable antibiotics) 

are not considered injectable drugs or specialty medications.

The insurance agreement between SelectHealth and the 

employer under which SelectHealth provides defined healthcare 

benefits to members. If there is a conflict between the Master 

Group Contract and any other member materials, including 

the Enrollment Guide, Membership Guide, or the Summary 

Plan Description for the employer’s plan, the Master Group 

Contract will control.

Healthcare services or products that a prudent healthcare 

professional would provide to a patient for the purpose of 

preventing, diagnosing, or treating an illness, injury, disease, or 

its symptoms in a manner that is all of the following:

When a medical question-of-fact exists, medical necessity shall 

include the most appropriate available supply or level of service 

for the member in question. It shall also consider potential 

benefits and harms to the member, and known efficacy. For 

interventions not yet in widespread use, the effectiveness shall 

be based on scientific evidence. For established interventions, 

the effectiveness shall be based on (1) scientific evidence; (2) 

professional standards; and (3) expert opinion.

Medical necessity is determined by the treating provider 

and by SelectHealth’s medical director or another provider 

designated by SelectHealth. The fact that a provider, even 

a participating provider, may prescribe, order, recommend, 

or approve services, supplies, tests, treatments, appliances, 

drugs, devices, medications, procedures, or equipment does 

not make it medically necessary, even if it is not listed as an 

exclusion or limitation.

An eligible person, including subscribers and dependents, who 

is properly enrolled in SelectHealth coverage. To become a 

member, a person must satisfy the eligibility requirements of 

the Master Group Contract and must apply and be accepted 

by SelectHealth as a member. Membership is also conditioned 

upon the timely payment of premiums by the employer. In 

situations requiring consent, payment, or some other action, 

references to “member” include the parent or guardian of a 

minor or disabled member on behalf of that member.

Any mental or psychological disorder, such as mental 

retardation, emotional or mental illness, and specific learning 

disabilities as determined by SelectHealth.

Healthcare providers, including pharmacies and facilities, that 

are not under contract with SelectHealth.

Healthcare providers, including pharmacies and facilities, that 

are under contract with SelectHealth to accept eligible charges 

as payment in full for covered services provided to members.

Participating benefits apply when you receive covered services 

from participating providers.



Primary Care Physician or Primary Care Provider

A general practitioner who attends to your common medical 

problems and provides preventive care and health maintenance. 

SelectHealth has classified the following types of physicians and 

providers and their associated physician assistants and nurse 

practitioners as PCPs:

A state in which an individual, usually a child, has not reached 

certain developmental milestones normal for the individual’s 

age, yet no obvious medical diagnosis or condition has been 

identified which could explain the cause of the delay. PDD 

includes, but is not limited to, five disorders characterized 

by delays in the development of multiple basic functions, 

including socialization and communication. The most 

commonly known PDD is autistic disorder. Others include 

Rett’s disorder, childhood disintegrative disorder, Asperger’s 

syndrome, and pervasive developmental disorder not otherwise 

specified (or PDDNOS).

Any physiological disorder, or condition, disfigurement, 

or anatomical loss affecting one or more of the following 

body systems: neurological, musculoskeletal, special sense 

organs, respiratory organs, speech organs, cardiovascular, 

reproductive, digestive, genitourinary, hemic and lymphatic, 

skin, or endocrine.

If the Master Group Contract is part of an employee benefit 

plan subject to the Employee Retirement Income Security Act 

(ERISA) of 1974, the employer or its designated employee(s) 

will be the plan administrator and in that capacity has 

delegated to SelectHealth the following authority:

Benefits under the Master Group Contract will be paid only 

if SelectHealth decides in its discretion that the claimant is 

entitled to them. SelectHealth also has discretion to determine 

eligibility for benefits and to interpret the terms and conditions 

of the benefit plan. Determinations made by SelectHealth 

pursuant to this reservation of discretion do not prohibit or 

prevent a claimant from seeking judicial review in federal court 

of SelectHealth’s determinations. 

The reservation of discretion made under this provision 

only establishes the scope of review that a federal court will 

apply when a claimant seeks judicial review of SelectHealth’s 

determination of eligibility for benefits, the payment of 

benefits, or interpretation of the terms and conditions 

applicable to the benefit plan. 

SelectHealth is an insurance company that provides insurance to 

this benefit plan, and the federal court will determine the level of 

discretion that it will accord SelectHealth’s determinations.

If the Master Group Contract is not part of an employee 

benefit plan subject to ERISA, the above provision (in bold) 

does not apply and is not considered part of this document.

Plan sponsor is defined in section 3(16) (B) of ERISA, 

29 U.S.C. 1002(16) (B). In general, a plan sponsor is the 

employer or employers who maintain or establish a plan to 

provide healthcare benefits.

Providers are required to obtain advance approval for certain 

drugs before the drugs are dispensed to the member. Providers 

must preauthorize these drugs, or they will not be covered.

Precertification consists of providing SelectHealth advance 

notice of specified kinds of procedures and providers and 

of obtaining from SelectHealth a conditional, preliminary 

approval for the procedure and the provider. Precertification is 

done by the member.

Prenotification consists of providing SelectHealth advance 

notice of specified kinds of procedures and providers and of 

obtaining from SelectHealth conditional, preliminary approval 

for the procedure and the provider. Prenotification is done by 

the provider.



The Prescription Drug List is a brief list of many of the most 

commonly prescribed preferred brand-name and generic drugs. 

This list may change at anytime because of new drugs, new 

therapies, or other factors. 

Services, examinations, immunizations, certain screening 

laboratory and X-ray tests, and procedures commonly accepted 

by clinicians that, when performed periodically, can detect 

disease conditions.

Preventive services include, but may not be limited to, such 

tests as screening mammography, colon and prostate cancer 

screening, flu and pneumonia vaccinations, Pap tests, and 

routine childhood immunizations. Not every preventive service 

is appropriate every year. SelectHealth may establish a schedule 

of yearly or multiyear intervals for the performance of specified 

preventive services.

If a disease state exists for which the treatment of a condition 

prevents a subsequent condition (e.g., treating high blood 

pressure, preventing a heart attack or stroke) and the purpose 

of the visit is to evaluate and manage this problem, it is NOT 

considered a preventive service.

For the purposes of benefit determination in circumstances 

where the member’s coverage responsibility is affected by the 

distance they travel to a particular provider, SelectHealth abides 

by the designation put forth in R590-237 Access to Health 

Care Providers in Rural Counties.

Additionally, for purposes of benefit determination, in 

circumstances where the patient resides in a county designated 

“rural” by R590-237, additional considerations are given to 

allow the member to seek care at a nonparticipating provider 

if the required distance to travel is greater than 40 miles for 

primary care services and greater than 100 miles for specialty 

care services.

Studies from nationally recognized medical journals and 
research sponsored by the federal government. Scientific 
evidence does not include literature sponsored by a drug or 
medical device manufacturer, individuals with apparent vested 
interest in the results of a study, or single studies without other 

supporting studies.

Secondary Care Physician or Secondary Care Provider

Providers who have specialized in a specific area of care (e.g., 

orthopedics, cardiology) are classified as Secondary Care 

Physicians or Secondary Care Providers. SelectHealth classifies 

any provider who is not identified as a Primary Care Provider 

(see “PCP” definition in this section) as an SCP.

In addition, services provided by audiologists, certified 

registered nurse anesthetists, and optometrists are considered 

SCP services.

Refers to all coverage plans, including Select ChoiceSM Premier 

plans, offered by SelectHealth Benefit Assurance Co., and 

administered by SelectHealth but does not include plans 

offered by other companies that contract to use any of the 

SelectHealth’s panel of providers. 

The area in which SelectHealth arranges for covered services 

for you from participating providers. 

The Select CareSM/Select Care PlusSM service area includes 

the following counties: Beaver, Box Elder, Cache, Davis, 

Duchesne, Garfield, Iron, Juab, Kane, Millard, Morgan, 

Piute, Rich, Salt Lake, Sanpete, Sevier, Summit, Tooele, 

Uintah, Utah, Wasatch, Washington, Wayne, and Weber. 

However, not all ZIP codes within these counties are 

included. As of January 2007, the following ZIP codes are 

NOT part of the Select Care/Select Care Plus service area: 

84313, 84329, 84034, and 84083.

The Select MedSM/Select Med PlusSM service area includes 

the following counties: Beaver, Box Elder, Cache, Davis, 

Duchesne, Garfield, Iron, Juab, Millard, Morgan, Piute, Salt 

Lake, Sanpete, Sevier, Summit, Tooele, Uintah, Utah, Wasatch, 

Washington, Wayne, and Weber. However, not all ZIP codes 

within these counties are included. As of January 2007, the 

following ZIP codes are NOT part of the Select Med/Select 

Med Plus service area: 84313, 84329, 84712, 84716, 84717, 

84718, 84726, 84736, 84759, 84764, 84776, 84723, 84034, 

84083, 84008, 84035, 84078, 84079, and 84734.



The Select ValueSM service area includes the following 

counties: Davis, Salt Lake, Summit, Utah, and Weber. 

However, not all ZIP codes within these counties are 

included. As of January 2007, the following ZIP codes are 

NOT part of the Select Value service area: 84017, 84024, 

84033, 84036, 84055, 84061, 84013, 84626, 84633, 84651, 

84653, 84655, and 84660.

Services that improve rather than maintain a member’s health 

condition and which require the skills of a licensed nurse in 

order to be provided safely and effectively.

The individual with employment or another defined 

relationship to the employer through whom dependents may be 

enrolled with SelectHealth. Subscribers are also members.  

An urgent condition is an acute health condition with a 

sudden, unexpected onset, which is not life-threatening but 

which poses a danger to the health of the member if not 

attended by a doctor within 24 hours. Urgent conditions 

include, but are not limited to, the following:

Types of conditions that would never be considered urgent 

include, but are not limited to, the following examples:



You should not expect that any services, supplies, tests, 

treatments, appliances, drugs, devices, medications, procedures, 

or equipment will be covered or otherwise provided or paid for 

by SelectHealth in excess of the kinds and amounts specified 

in the Master Group Contract and on the Member Payment 

Summary. You are always free to personally obtain and pay 

for services, supplies, tests, treatments, appliances, drugs, 

devices, medications, procedures, or equipment outside of the 

coverage provided by SelectHealth. When required by federal 

law, exclusions will not apply to injuries resulting from an act 

of domestic violence or a medical condition (including both 

physical and mental health conditions).

Unless otherwise noted in the Member Payment Summary, the 

following general limitations and exclusions apply.

Abortions are not covered except under the following conditions:

Medical complications resulting from an abortion are covered.

Treatment of miscarriage/spontaneous abortion (occurring 

from natural causes) is covered.

Services, supplies, tests, treatments, appliances, drugs, 

devices, medications, procedures, or equipment determined 

by SelectHealth to be inconsistent with accepted medical 

practice are not covered. This includes any service, supplies, 

tests, treatments, appliances, drug, devices, medications, 

procedures, or equipment that is not generally recognized 

by the U.S. medical community as conforming to accepted 

medical practice, including services which are investigational, 

experimental, or research in nature, or for which there is 

insufficient evidence to determine their likely effects on 

patients’ health outcomes, or required government approval 

has not been granted at the time. (Refer to the “Definitions of 

Terms” section for a complete definition of “Experimental and/

or Investigational.”)

Acupuncture, acupressure services, and dry needling procedures 

are not covered.

Provider charges are not covered when submitted for the 

following: completing insurance forms, duplication services, 

interest (except where required by UAC Rule R590-192), 

finance charges, late fees, missed appointments, and other 

administrative charges.

Examinations and services are not covered when SelectHealth 

determines that they are not medically necessary or when 

obtained for administrative purposes, whether or not illness or 

injury is involved. Such administrative purposes include, but 

are not limited to, immunizations, supplies, accommodations, 

treatment, care, reports, or appearances obtained for or 

pursuant to legal proceedings, court orders, employment, 

continuing or obtaining insurance coverage, governmental 

licensure, home health recertification, travel, military service, 

school, or institutional requirements.

If you adopt a child while you are covered under the Master 

Group Contract, SelectHealth will provide an indemnity 

benefit payable to you, as required by Utah Code 31A-22-

610.1, if the child is placed for adoption with you within 

90 days of the child’s birth. You have one year from the date 

of placement to submit a claim for this benefit or as soon as 

reasonably possible. This benefit is outlined on the Member 

Payment Summary and is subject to the deductibles, copays, 



and coinsurance listed under the maternity benefit. Only 

one indemnity benefit is payable to you for adopting more 

than one child from the same birth (adopting twins, triplets, 

etc.). SelectHealth will pay its pro rata share of the adoption 

indemnity benefit if each adoptive parent has coverage for 

maternity benefits with a different insurer, and each adoptive 

parent makes a claim for the adoption indemnity benefit 

described in this section.

Allergy testing, treatment, and serum are covered except 

those tests and treatments specifically listed as not covered. 

Covered allergy tests, treatments, and serum must be received 

from a participating board certified allergist, immunologist, 

otolaryngologist, or participating facility. Oral food challenge 

testing is only covered when received by a provider who is 

board certified in allergy/immunology and when this service is 

performed in a participating facility.

The following allergy tests are not covered:

The following allergy treatments are not covered:

Refer to the “Transportation Services” subsection of this section.

Provider charges for appointments scheduled and not kept are 

not covered.

Cognitive or behavioral therapies for the treatment of these 

disorders are not covered. Medical management for the 

adjustment of medication and to assess the efficacy/safety of 

medical therapy is covered.

Gastric or intestinal bypass services and complications related 

to such services are not covered unless otherwise listed on 

the Member Payment Summary. Gastric or intestinal bypass 

services including lap banding, gastric stapling, and other 

similar procedures to facilitate weight loss; the reversal, or 

revision of such procedures are not covered. Services required 

for the treatment of complications from such procedures 

are not covered. Refer to the exclusion under the “Obesity” 

subsection of this section.

Biofeedback/neurofeedback is not covered.

Childbirth in any place other than a hospital, including, but 

not limited to, a birthing center, a standalone birthing center, 

or a home, is not covered. This includes all provider and/or 

facility charges related to the delivery.

The evaluation and treatment of cancer is a covered benefit 

unless the diagnostic test or the treatment meets the definition 

of experimental and/or investigational as outlined in the 

“Definitions of Terms” section.

In addition, the following treatments are not covered as they 

have been found to have no better therapeutic outcomes for 

the disease being treated and are less cost effective than other 

therapies. The treatments that are not covered include, but are 

not limited to, the following:



Chiropractic services are defined as correction (by manual or 

mechanical means) of nerve interference resulting from or 

related to the distortion, misalignment, or partial dislocation 

in the vertebral column. Chiropractic services are generally 

provided by a licensed chiropractor. Chiropractic services 

are not covered unless the Chiropractic Benefit Rider or the 

chiropractic nonparticipating benefit is listed on the Member 

Payment Summary. 

The following are not covered when rendered by a chiropractor:

If the chiropractic rider is listed on the Member Payment 

Summary, refer to the “Using your Chiropractic Benefits” section.

Claims are denied if submitted to SelectHealth more than 

one year after services, supplies, tests, treatments, appliances, 

drugs, devices, medications, procedures, or equipment were 

provided unless you show that notice was given or proof of 

loss was filed as soon as reasonably possible. Adjustments or 

corrections to claims are denied if submitted to SelectHealth 

more than one year after claims were first processed unless you 

show that the additional claim information was filed as soon as 

reasonably possible. Where SelectHealth is secondary coverage, 

Coordination of Benefits claims will be denied if submitted 

more than one year after the claim was first processed by 

the primary carrier unless you show that notice was given 

or proof of loss was filed as soon as reasonably possible. If it 

is discovered that SelectHealth is primary when they were 

believed to be secondary and claims were submitted within 

the filing deadline to the other carrier first, SelectHealth will 

consider claims up to three years from the date of service.

Unilateral cochlear implantation for prelingual deafness 

in children or postlingual deafness in adults is covered 

only in limited circumstances as set forth in SelectHealth’s 

Utilization Management guidelines in effect at the time 

services are rendered.

Aural rehabilitation related to an approved cochlear 

implantation is subject to the speech therapy benefit 

limitations. Refer to the “Rehabilitation Therapy Services” 

subsection of this section.

Unless otherwise stated in this document all services, supplies, 

tests, treatments, appliances, drugs, devices, medications, 

procedures, or equipment provided or ordered to treat 

complications of a noncovered illness, injury, condition, 

situation, procedure, or treatment are not covered. This 

includes, but is not limited to, complications resulting from 

any illness, injury, condition, situation, procedure, or treatment 

occurring prior to coverage under the Master Group Contract 

if such earlier illness, injury, condition, situation, procedure, 

or treatment would not have been covered under the Master 

Group Contract.

CAM or similar non-traditional services are not covered. Such 

services may include, but are not limited to, acupuncture (refer 

to the “Acupuncture” subsection in this section), homeopathy, 

homeopathic drugs, massage therapies, aroma therapies, yoga, 

hypnosis, rolfing, thermography, etc.

Any care, treatment, or procedure performed primarily 

for cosmetic purposes is not covered. Any care, treatment, 

or procedure primarily intended to improve appearance 



or correct a deformity, whether congenital or acquired, 

without restoring physical bodily function is not covered. 

Reconstruction or corrective procedures done primarily for 

the purposes of restoring “normal” body form or appearance 

are not covered. (This restriction includes reconstructive or 

corrective procedures to restore or correct congenital anomalies 

that do not impair or risk impairing function. It does not 

apply when reconstructive or corrective procedures are to 

improve or correct an impairment or loss of bodily function.) 

Psychological factors, such as but not limited to, poor self-

image or difficult peer or social relations, are not relevant to 

this exclusion, even though a doctor may indicate that such 

factors constitute “medical necessity.”

Cosmetic surgery and other care or procedures required 

as the result of an accidental injury, illness, or therapeutic 

intervention are not covered unless the services are rendered 

within 12 months of the cause or onset of the injury, illness, or 

therapeutic intervention.

Surgery to revise a scar whether acquired through injury or 

surgery is not a covered benefit at any time except when the 

primary purpose of the scar revision surgery is to improve or 

correct a functional impairment.

 The reversal, revision, repair, or treatment for a noncovered, 

corrective, reconstructive, or cosmetic procedure is not covered. 

The treatment of complications resulting directly or indirectly 

from a noncovered, corrective, reconstructive, or cosmetic 

procedure is not covered. 

The following procedures and treatment for the following 

conditions are not covered unless otherwise indicated below:

The above list is not intended to be a complete listing of all 

procedures and treatments that are not covered as the result of 

this section.

Custodial care and/or long-term care are not covered when 

provided primarily to maintain rather than improve a patient’s 

condition. Examples are personal hygiene, assistance in 

daily activities, and controlling or changing the patient’s 

environment, including, but not limited to, care which could 

be rendered by non-licensed persons for the purpose of meeting 

personal needs, domiciliary, or convalescent care, rest cures, 

nursing home services, etc.

Tooth-related dental services and mouth and jaw services are 

not a covered benefit unless otherwise noted in this document. 

Dental services are defined as care rendered to the teeth, the 

tooth pulp, the gums, or the bony structure supporting the teeth. 

This includes all diagnostic procedures, care, treatment, therapy, 



or surgery for treatment of tooth-related dental, mouth, and jaw. 

This includes, but is not limited to, the following:

Except where noted in the list above, diagnostic procedures, 

care, treatment, therapy, or surgery necessary to treat medical 

complications of a dental procedure are covered only if 

administered under the direction of a medical provider whose 

primary practice is not dentistry or oral surgery. The following 

may be covered if SelectHealth determines such treatment(s) to 

be medically necessary:

Repairs are covered for physical damage to natural teeth, 

crowns, and the supporting structures surrounding teeth (not 

including damage resulting from biting or chewing) only in the 

following circumstances:

Please notify SelectHealth to determine coverage of repairs 

related to dental accidents. Orthodontia and the replacement/

repair of artificial/manufactured dental appliances are not 

covered even after an accident. Repairs for physical damage 

resulting from biting or chewing are not covered. Bleaching 

of teeth to restore the cosmetic pre-injury appearance of the 

injured tooth/teeth is covered to a maximum allowed cost 

established by SelectHealth.

The removal of cysts involving the jaw when distant from 

the teeth or supporting structures of the teeth are covered 

when found to be medically necessary to treat other medical 

conditions or to avoid further injury or illness to the member.

Dental anesthesia services, including, but not limited 

to, local, regional, general, and/or intravenous sedation 

anesthesia will only be covered for members who meet all of 

the following criteria:

Additionally, consideration of coverage will be given to patients 

with congenital cardiac or neurological conditions who provide 

documentation that the need for dental anesthesia is due to 

their underlying medical condition and the need to closely 

monitor this condition.

Dental anesthesia necessary only for conditions such as 

ADHD, situational anxiety, or fear of dentists is not covered.

Dietary products (a medical food or low protein modified food 

product) are only covered in the following instances:

In the cases of hereditary metabolic disorders:



In all other situations:

Refer to the “Food Supplements” subsection of this section.

Dietetic consultation is only covered in limited circumstances 

for specific diagnoses as specified by SelectHealth. Currently, 

consultations are only covered as part of the treatment of 

patients with the diagnosis of anorexia nervosa, bulimia, and 

obesity/morbid obesity. To qualify for coverage, an individual 

must meet the following criteria:

There is a maximum benefit limit for dietetic consultation 

and nutrition training. Please contact Member Services for 

more information.

Prescription drugs, medications, and injections are only 

covered to the extent indicated in the Member Payment 

Summary. Generic medications are generally covered at a 

different level than name brand medications. Medications 

may also be grouped into payment tiers with different levels of 

coverage. Even when there is a prescription drug benefit, the 

following types of drugs, medications, and injections are never 

covered or coverage is limited as indicated below:



For covered injectable drugs, refer to the “Prescription Drug 

Benefits” section.

Urine or blood testing performed for illegal drugs when there 

are no clinical conditions present establishing medical necessity 

are not covered for the following:

Coverage of DME is limited to those items necessary for 

activities of daily living and intended for the sole use of 

the member. SelectHealth does not cover duplication or 

replacement of lost, damaged, or stolen DME, or replacement 

of DME more often than SelectHealth considers medically 

necessary. Home fitness equipment, spas, hot tubs, or similar 

equipment is not covered.

DME is limited to the cost of the item(s) up to the annual 

DME maximum. The following DME items are excluded 

from the annual DME maximum and require prenotification/

precertification for coverage:

SelectHealth will not provide payment for rental costs 

exceeding the purchase price. (Note: For covered rental DME 

that is subsequently purchased, cumulative rental costs are 

deducted from the purchase price.) 

Educational and nutrition training is covered only in the 

following circumstances:

Charges from providers and facilities that exceed 

SelectHealth’s fee schedule for covered services are 

not covered. You are responsible for charges from 

nonparticipating providers and facilities that exceed 

SelectHealth’s fee schedule for covered services. 

For services received outside the state of Utah, use a Beech 

Street provider or facility whenever possible to avoid being 

billed for excess charges. Refer to the “Use Beech Street 

Providers and Facilities When Outside Utah” subsection in the 

“Using Your Medical Benefits” section of this document to find 

a Beech Street provider or facility.



Services, supplies, tests, treatments, appliances, drugs, devices, 

medications, procedures, or equipment that are considered to 

be experimental and/or investigational are not covered. Refer to 

the “Definitions of Terms” section for a complete definition of 

“Experimental and/or Investigational.”

Radial keratotomy, LASIK, or other eye surgeries performed 

primarily to correct refractive errors are not covered.

Care or treatment of an illness, injury, or connected disability 

is not covered if the member was a voluntary participant in, 

caused, or contributed to a felony, riot, insurrection, rebellion, 

or similar acts. 

Fitness training or conditioning is not covered when conducted 

as a preventive measure. Exercise equipment as well as 

membership fees to a spa or health club are also not covered.

Food supplements, food substitutes, medical foods, and 

formulas (except when related to treatment of inborn errors of 

amino acids or urea cycle metabolism) are not covered. Refer to 

the “Dietary Products” subsection in this section.

Gene therapy or gene-based therapies are not covered. These 

are any treatments which try to replace a portion of a person’s 

DNA code with material from an external source with the 

purpose of correcting a genetic defect related to a specific 

disease or to treat a specific condition. The external DNA 

can be in the form of intact genes, portions of genes, or the 

building blocks of gene-nucleic acids.

General anesthesia administered in a doctor’s office is not covered.

Genetic testing is only covered in the following circumstances:

Additionally, genetic testing is specifically not covered 

when done as part of in vitro fertilization or as part of 

pre-implantation genetic testing. This coverage is only for 

individuals who are currently members of a SelectHealth plan. 

Genetic testing is not covered for relatives who are not covered 

by SelectHealth.

Habilitation therapy services designed to create or establish 

function that was not previously present are not covered.

The purchase, fitting, or ongoing evaluation of hearing aids, 

appliances, or related procedures are not covered, including, 

but not limited to, hearing aids, bone-anchored hearing aids, 

auditory brain stem implants and similar devices to achieve 

a similar function, other hearing appliances, and any other 

procedure or device intended to establish or improve hearing or 

sound recognition.

All home health aide services such as bathing, dressing, nail 

care, feeding, etc. are not covered.

Care, services, treatments, drugs, medications, supplies, or 

equipment for an illness, condition, accident, or injury are not 

covered if the illness, condition, accident, or injury occurred as 

a result of any of the following:



The following immunizations are not covered: anthrax, 

typhoid, yellow fever, cholera, plague, and BCG.

Infertility counseling, diagnostic testing, and treatment are 

covered only when rendered by participating providers and 

only to the extent stated on the Member Payment Summary. 

The infertility benefit may not be used for any infertility-

related service that is listed as not covered.

The following infertility services are not covered:

Normally covered services that exceed benefit limits specified 

on the Member Payment Summary (e.g., dollars, days, visits) 

are not covered and not applied to out-of-pocket maximums, 

including, but not limited to, services exceeding benefit limits 

for skilled nursing facilities, rehabilitation therapy, psychiatric 

services, etc.

Refer to the “Custodial Care, Long-Term” subsection in  

this section.

Note: For members of a small employer health plan (50 or less 

eligible employees):

Maternity services for dependent children are not covered. 

If you have a separate maternity deductible, all covered 

maternity and adoption services (including prenatal, labor, 

delivery, and postpartum care) are subject to the applicable 

maternity deductible. This deductible is per pregnancy 

and does not apply toward the out-of-pocket maximum. 

Complications of pregnancy apply to your regular medical 

benefits and are not subject to the maternity deductible. 

Your Member Payment Summary will indicate if you have a 

separate maternity deductible.

Services, supplies, tests, treatments, appliances, drugs, 

devices, medications, procedures, or equipment that are not 

medically necessary are not covered. Refer to the “Definitions 

of Terms” section.



Inpatient mental health and chemical dependency 

rehabilitation services and outpatient mental health and 

chemical dependency rehabilitation services are not covered. 

If the Catastrophic Mental Health and Chemical Dependency 

Benefit Rider is listed on the Member Payment Summary, 

mental health and chemical dependency rehabilitation will be 

covered but only to the extent specified in the “Using Your 

Mental Health Benefits” section.

Methadone maintenance/therapy clinics or services are not covered.

Miscellaneous Medical Supplies (MMS) are not covered when 

they are not prescribed by a doctor or where determined by 

SelectHealth to be medically unnecessary, non-therapeutic, or 

generally usable in the absence of an illness or injury.

Neuropsychological testing provided by behavioral health 

specialists is considered under the mental health benefits except 

in the following listed circumstances. When performed for any 

indication other than those listed below, coverage for testing is 

limited to once in a member’s lifetime.

The only conditions for which neuropsychological testing will 

be covered as a medical benefit are as follows:

All other conditions are considered under the mental health benefit.

Neuropsychological testing for any of the following reasons is 

not covered under either the medical or mental health benefit:

Neuropsychological testing that is ordered strictly as a result of 

court-ordered services is not covered unless medical necessity 

criteria are otherwise met (see medical necessity criteria above).

Neither the benefits under the Master Group Contract nor the 

right to receive reimbursement or payment from SelectHealth 

under the Master Group Contract may be transferred or 

assigned by the employer, subscribers, or members.

Except as set forth in the “Abortion/Termination of 

Pregnancy” exclusion, all services, supplies, tests, treatments, 

appliances, drugs, devices, medications, procedures, or 

equipment related to noncovered services are not covered, 

including complications resulting directly from a noncovered 

service. When a noncovered procedure is performed as part of 

the same operation or process as a covered service, then only 

eligible charges relating to the covered service will be eligible 

for benefits. Charges that are related to noncovered services 

are not covered.

Except for emergencies, out-of-area urgent conditions, and 

exceptions approved by SelectHealth, nonparticipating 

benefits apply to any services rendered, ordered, or prescribed 

by nonparticipating providers or in a nonparticipating facility. 

If your plan does not include coverage for nonparticipating 

providers and facilities, your claims will not be covered. 

(Refer to the Member Payment Summary for specific 

nonparticipating benefits.)

There is no presumption of coverage. Services not specified as 

covered are not covered.

No member has any vested right or interest in the Master 



Group Contract or in the benefits available under the Master 

Group Contract. Benefits may change or terminate as the 

Master Group Contract is renewed, modified, or terminated 

from year to year.

The medical management of obesity is covered only for medical 

nutrition therapy; however, such therapy has a maximum 

benefit limit and must be referred by a participating provider 

to a dietitian employed at an Intermountain facility. Please 

contact Member Services for more information on dollar limits 

and other requirements.

All other medical therapies including, but not limited to, 

spa/health club membership, behavioral/cognitive therapy 

specifically intended to treat overweight/obese conditions, 

acupuncture, hypnotherapy, the rent or purchase of home 

exercise equipment, and medications specifically intended to 

treat overweight/obese conditions are not covered.

Complications related to the treatment for obesity not listed 

as covered, including, but not limited to, medical or surgical 

conditions arising out of the use of “fen-phen” therapy are 

not covered.

Surgical treatment or other management of all types of obesity 

regardless of the nature of the surgery is not covered. The 

reversal of any operations whose intent is to treat overweight/

obese conditions and any complications from such operations 

or treatments are also not covered, regardless of when the 

operation or treatment occurred.

Medical or surgical complications which can be reasonably 

attributed to a bariatric procedure that was not covered by 

SelectHealth are not covered if they arise within ten years 

from the date of the procedure. If the surgery was originally 

covered by SelectHealth pursuant to a Bariatric Surgery Rider, 

then complications arising from that surgery are not subject 

to this exclusion.

All organ transplant/implant services require advance written 

authorization by SelectHealth’s medical director and are not 

covered when rendered by nonparticipating providers or 

facilities. Services for crossmatching and/or harvesting organs 

from live or deceased donors are not covered for all noncovered 

transplant/implant services and whenever the organ recipient 

is not a member. Services for both the donor and the recipient 

are only covered under the recipient’s coverage, even if both 

are members of a SelectHealth plan. Donor-related services 

are limited to $40,000 per transplant. All organ transplant/

implant services that are experimental and/or investigational 

in nature are not covered. (Refer to the “Definitions of Terms” 

section for a complete definition of “Experimental and/or 

Investigational.”) Only the following organ transplant/implant 

services are covered:

Small bowel transplantation is not covered.

Osteoporosis screening for patients at high risk for having 

or developing osteoporosis is covered. Screening of low risk 

individuals or mass screening groups are not covered. The only 

evaluation technology covered is the central bone density testing 

(DEXA) scan. Peripheral bone density studies, ultrasound 

studies, and Quantitative CT scans (QCT) are not covered.

In general, services for the treatment of acute and chronic pain 

are a covered benefit. However, some therapies/services are 

never covered. These noncovered therapies/services include, but 

are not limited, to the following:



Additionally, the following pain management services are 

only covered when either the patient or provider receives 

authorization from SelectHealth prior to their completion:

Diagnostic tests, evaluations, services, medications, or 

treatments with the intent of diagnosing, treating, or correcting 

Pervasive Developmental Disorder are not covered.

If a pre-existing condition waiting period is specified on 

the Member Payment Summary, refer to the “Pre-Existing 

Conditions” section.

Refer to the “Drugs, Medications, and Injections” subsection in 

this section.

The following preventive care services are not covered:

Services, supplies, tests, treatments, appliances, drugs, devices, 

medications, procedures, or equipment are not covered when 

rendered to you by a healthcare provider who ordinarily resides 

in the same household as you.

Refer to the “Mental Health” subsection in this section.

Rehabilitation therapy services (physical, speech, and 

occupational) are not covered unless required to correct an 

impairment caused by a covered accident or illness or to restore 

an individual’s ability to perform activities of daily living. See 

the Member Payment Summary for benefit limitations.

Rehabilitation services are not covered when used to assist 

a member in establishing skills not previously possessed, 

regardless of the etiology or age of the individual.

Additionally, the following rehabilitation therapy services are 

not covered:

Refer to the “Accepted Medical Practice” subsection in this section.

Care provided principally for relief, delay, respite, or “rest” 

from caretaking responsibilities is not covered.

The direct costs related to the use of robotic assistance in 

performing any surgery are not covered. These costs include, 

but are not limited to, any disposable or reusable items or 

surcharges applied to any surgery performed using robotic 

operating devices.

SelectHealth will only cover the cost for the base procedure 

performed using robotic assistance when that base procedure 

has been determined to be medically necessary. Currently only 

the following procedure is considered medically necessary, and 

the cost of the base procedure will be covered:



Unless the Sexual Dysfunction Rider is listed as a benefit rider 

on the Member Payment Summary, all services, supplies, tests, 

treatments, appliances, drugs, devices, medications, procedures, 

or equipment related to sexual dysfunction are not covered.

When listed as a benefit rider on the Member Payment 

Summary, sexual dysfunction benefits only apply when sexual 

dysfunction is a result of the following:

Psychotherapy and counseling, as well as coverage for sexual 

deviations, are not covered.

Services covered under this Rider include all FDA-approved 

drugs (up to SelectHealth’s limit of eight standard doses 

per month), implants, and devices/appliances. All benefits 

covered require a provider’s statement (e.g., medical chart/

documentation) and diagnoses consistent with the sexual 

dysfunction definition and criteria stated above.

All finance, interest, postage, shipping, and handling fees 

charged by a provider are not covered.

In the interest of providing the highest quality care for 

members, coverage for specific specialty services may be 

restricted to only those providers who document expertise 

through board certification or other formal training 

documentation that is considered a standard part of their 

training experience.

Charges for provider telephone and/or e-mail consultations are 

not covered.

Dental and/or medical services for the evaluation, diagnosis, 

or treatment of the temporomandibular joint (TMJ), 

temporomandibular joint disorders (TMD), or occlusive 

deformities treated by means of orthagnathic surgery are 

covered at 50 percent of the allowed charges after the 

deductible (if applicable) to a lifetime maximum established by 

SelectHealth.

Care or treatment of an illness, injury, or connected disability 

is not covered when caused by or arising out of an act of 

international or domestic terrorism. Care or treatment is also 

not covered as a result of an accidental, negligent, or intentional 

release of nuclear material or nuclear byproduct material.

Emergency transportation services (ambulance) are not covered 

beyond the nearest facility expected to have appropriate 

services for the treatment of the emergency, injury, or illness 

involved or when you could be transported safely by other 

means. Air ambulance transportation is not covered when 

ground ambulance transportation is available, or in the opinion 

of the responding medical professional, the delay would not 

jeopardize patient safety. 

Costs associated with travel to a local or distant medical 

provider, including accommodation and meal costs, are not 

covered. Any requests for coverage of transportation services 

in non-emergency situations must be approved in advance by 

SelectHealth.

The costs related to transport of a member to the location of 

a covered organ transplant are not covered when such services 

can be provided by a commercial carrier in a timely fashion. 

However, if transportation to a transplant site cannot be 

accomplished within four hours by a commercial carrier, the 

costs of a chartered service will be covered.

Certain services, supplies, tests, treatments, appliances, drugs, 

devices, medications, procedures, or equipment are not 

covered. These are not covered as they do not provide better 

outcomes than covered procedures, have not demonstrated 

an improvement in the health outcomes, and may lack strong 

evidence of their efficacy. SelectHealth’s review of these 

treatments includes the benefits and risks, quality of the 

evidence supporting the outcomes, availability of alternative 



treatments, and costs. These noncovered treatments include, 

but are not limited to, the following:

Refer to the “Urgent Care” subsection of the “Using Your 

Medical Benefits” section.

Services, supplies, tests, treatments, appliances, drugs, 

devices, medications, procedures, or equipment obtained in a 

manner that does not comply with SelectHealth’s utilization 

management requirements are not covered or are limited in the 

extent of coverage stated on the Member Payment Summary. 

Utilization management requirements include, but are not 

limited to, prenotification/precertification and length-of-stay 

(hospital) limits.

Refer to the “Chiropractic Services” subsection in this section.

The purchase, fitting, or ongoing evaluation of vision aids, 

appliances, or procedures is not covered, including, but 

not limited to, contact lenses and eyeglasses. Contacts are 

covered for members diagnosed with keratoconus, congenital 

cataracts, or when used as a bandage after eye trauma or 

injury. Prescribed eyeglasses are covered for members following 

covered cataract surgery. In such cases, coverage is limited to a 

lifetime maximum of $100.

Monofocal intraocular lenses after cataract surgery are covered. 

However, accommodating or multifocal intraocular lenses to 

correct vision after cataract surgery are not covered.

Care or treatment of an illness or injury or connected disability 

is not covered when caused by or arising out of a war or an 

act of war (whether or not declared) or service in the armed 

services of any county.



Visit www.selecthealth.org/pharmacy for 24-hour access to 

your personal prescription drug information. You can find 

information about the following topics:

For the most current information regarding drug coverage, 

use the drug look-up tool available at www.selecthealth.org 

and www.selecthealth.org/pharmacy. The tool can tell you 

whether on not your drug is covered and its tier level. For 

more information on tier levels, see the “Prescription Drug 

Benefit” section below. You may also call Member Services or 

refer to the Prescription Drug List included in this document. 

Please note, the Prescription Drug List is not a complete list of 

all drugs and may change due to new drugs, new therapies, or 

other factors.

To get the most from your prescription drug benefit, you 

must use a participating pharmacy and always present your ID 

Card when filling a prescription. SelectHealth contracts with 

pharmacy chains on a national basis and with independent 

pharmacies within Utah. If you are on the Select Value® 

network, you must use participating pharmacies, or your drugs 

will not be covered. 

If you are on the Select Med®, Select CareSM, or Select 

Choice network, you may use a nonparticipating pharmacy. 

When you do, you must pay full price for the drug, and 

then submit a Prescription Reimbursement Form with your 

pharmacy receipt to SelectHealth. Please be sure to send the 

itemized pharmacy receipt and not the receipt from the cash 

register. If covered, you will be reimbursed the discounted 

amount that would have been paid to a participating pharmacy 

for the drug, minus your copay and/or deductible.

There are three ways to find out which pharmacies participate 

with SelectHealth both nationally and within Utah.

The prescription drug benefit has three tiers. These tiers, listed 

on your ID Card and Member Payment Summary, tell you how 

much you pay when you go to the pharmacy. 

You will pay the lowest copay for Tier 1 drugs.

Tier 1 drugs include most generic drugs and select brand-name 

drugs. A generic drug is a medication whose active ingredients, 

safety, dosage, quality, and strength are identical to that of its 

brand-name counterpart. Both the brand-name drug and the 

generic drug must get approval from the U.S. Food and Drug 

Administration (FDA) before they can be sold.

You will pay a middle copay for Tier 2 drugs.

Tier 2 drugs include select brand-name drugs and select 

generic drugs.

You will pay the highest copay for Tier 3 drugs.

Tier 3 drugs are generally brand-name medications that have 

an alternate drug in a lower tier.



Your doctor can determine whether a lower tier drug is right 
for you.

Any covered medication not listed in Tier 1 or Tier 2 is 
considered a Tier 3 drug.

To determine which tier applies to each prescription drug, 
use the drug look-up tool available at www.selecthealth.org or 
www.selecthealth.org/pharmacy. If your doctor prescribes a Tier 
2 or Tier 3 drug, you can speak with him or her to determine if 
there is an appropriate Tier 1 drug available.

Please note, injectable drugs and specialty medications are not 
covered under your prescription drug benefits. Instead they are 
covered under your medical benefits. Please see the “Injectable 
Drugs and Specialty Medications” section of your Membership 

Guide or contract. 

Your prescription drug benefit includes a pharmacy 

deductible. A pharmacy deductible is the amount you pay 

directly to the pharmacy for covered prescription drugs each 

calendar year before SelectHealth will begin to provide any 

prescription drug benefits.

Your pharmacy benefit includes a pharmacy out-of-pocket 
maximum. This is the maximum dollar amount per year of 
eligible pharmacy charges you pay directly to the pharmacy 
as deductibles, copays, and coinsurance. The pharmacy out-
of-pocket maximum is specified on the Member Payment 
Summary. Except where otherwise noted on the Member 
Payment Summary, SelectHealth will pay 100 percent of 
eligible pharmacy charges during the remainder of the year 
once the pharmacy out-of-pocket maximum is satisfied. 
Member payments for noncovered services or excess charges are 

not applied to the out-of-pocket maximum.

Certain drugs require preauthorization or step therapy before 
they are covered. Please note that these drugs may change due 
to new drugs, new therapies, or other factors. As a result, there 
may be other drugs not on the Prescription Drug List that may 
require preauthorization or step therapy. For the most current 
list of drugs with special requirements, use the pharmacy tools 

at www.selecthealth.org/pharmacy or call Pharmacy Services.

There are certain drugs that require your doctor to call 

SelectHealth before you purchase them. This is called 

“preauthorization.” Preauthorization is not required when 

SelectHealth is the secondary insurance, unless Medicare 

is your primary insurance carrier. Prescription drugs that 

require preauthorization are identified by the letters (PA) 

in the online pharmacy tools and on the Prescription Drug 

List. Preauthorization is also required if the medication 

is in excess of the plan limits (quantity, duration of use, 

maximum dose, etc.).

Your doctor must preauthorize these drugs, or SelectHealth will 

not cover them. To get preauthorization for these drugs, please 

have your doctor call SelectHealth Pharmacy Services at 801-442-

4912 (Salt Lake area) or 800-442-3129 weekdays, from 7:00 a.m. 

to 8:00 p.m., or Saturdays, from 9:00 a.m. to 3:00 p.m.

If your doctor prescribes a drug that requires preauthorization, 

you should verify that preauthorization has been obtained 

before purchasing the medication. You may still buy these 

drugs if they are not preauthorized, but they will not be 

covered, and you will have to pay the full price.

Drugs that require step therapy are covered by SelectHealth 

only after you have tried a required preferred drug therapy, and 

it didn’t work (the therapy failed).

If your doctor believes that your condition requires 

an exception to step therapy, he or she can request 

preauthorization for the medication by calling Pharmacy 

Services at the number listed above. 

Prescription drugs that require step therapy are identified 

by the letters (ST) in the online pharmacy tools and on the 

Prescription Drug List.

The following limitations apply to your pharmacy benefits:

If you are not eligible for coverage at the time your prescription 

is filled, then your prescription will not be covered, even if the 

prescription was written while you were eligible.



At participating retail pharmacies, you will be charged one copay/

coinsurance per covered prescription up to a 30-day supply.

Prescriptions are subject to SelectHealth quantity and days-

supply limitations. For example, Schedule II drugs are limited 

to a 30-day supply per prescription. Schedule II drugs include, 

but are not limited to, controlled substances such as pain 

medications and stimulants. For certain drugs, a 90-day supply 

may be obtained. For more information, see the “Maintenance 

Drug Benefit” section.

If your doctor prescribes a dose of a medication that is not 

available, you will be charged a copay for each strength of 

the medication.

Refills are allowed after 80 percent of the last refill has been 

used. Some exceptions may apply; contact Member Services for 

more information.

Some drugs are excluded from coverage, including but not 
limited to, flu symptom medication, over-the-counter drugs, 
and cosmetics. Please see the “General Limitations and 
Exclusions” section of your Membership Guide or contract for 

a list of excluded drugs.

If you have other health insurance that is your primary 
coverage, claims must be submitted to your primary insurance 
carrier before being submitted to SelectHealth. In some 
circumstances, your secondary policy may pay a portion of your 
out-of-pocket expense. When you mail a claim to SelectHealth 
as the secondary carrier, a Prescription Reimbursement Form 
and the pharmacy receipt must be included in order to process 
your claim. In some circumstances, an Explanation of Benefits 

(EOB) from your primary carrier may also be required.

GenericSample is a great way to try a generic drug for FREE. 

The program eliminates your copay/coinsurance for the first 

30-day fill of select generic prescriptions. GenericSample is 

only available through participating retail pharmacies. It is 

not available under the 90-day maintenance drug benefit. 

Eligible drugs have certain strengths and quantity limits. The 

eliminated copay will not be applied to your deductible if you 

have one. Eligible drugs are identified by the letters (GS) in the 

online pharmacy tools and on the Prescription Drug List.

SelectHealth may limit the availability and filling of any 

prescription for a controlled substance or other prescription 

drug that is susceptible to abuse. If SelectHealth suspects you 

may be abusing the drug benefit, a care manager may rely on 

any of the following protocol:

If you abuse the healthcare delivery system to obtain drugs 

in amounts in excess of what is medically necessary, such as 

making repeated emergency room visits to obtain drugs for 

conditions that are not considered emergencies, SelectHealth 

may deny coverage of any medication susceptible to abuse or 

misuse. SelectHealth may also deny coverage for any particular 

medication susceptible to abuse or misuse beyond the amount 

considered medically necessary according to accepted medical 

practice and may deny amounts requested or needed to support 

any drug dependence, addiction, or abuse.

SelectHealth may terminate you from coverage if you make an 

intentional misrepresentation of material fact in connection 

with obtaining or attempting to obtain prescription drugs, 

medications, or hospital-dispensed drugs or medications, such as 

by intentionally misrepresenting a condition, other medications, 

healthcare encounters, or medically relevant information. At 

SelectHealth’s discretion, you may be permitted to remain a 

member if you agree in writing to specified conditions and then 

faithfully comply with that agreement.



In the interest of safety for our members, SelectHealth reserves 

the right to not cover certain prescription medications. These 

medications include, but are not limited to, the following:

These medications are not covered when they are prescribed in 

the following situations:

This exclusion is subject to review by the SelectHealth Drug 

Utilization Panel and certification by a practicing clinician who 

is familiar with the medication and its appropriate use.

When this benefit is listed on your Member Payment Summary, 

you are required to use generic drugs whenever possible. A 

generic drug will be substituted for a brand-name drug except 

when a doctor states on the prescription that, based on medical 

reasons, a generic drug may not be substituted. If you (not 

your doctor) request a brand-name drug instead of a generic 

drug, then you must pay the difference in cost plus the copay. 

The difference in cost is the amount SelectHealth would 

have paid to a participating pharmacy for the brand-name 

drug minus the amount SelectHealth would have paid to a 

participating pharmacy for the generic drug. This difference in 

cost will not apply to your pharmacy deductible and out-of-

pocket maximum. If your doctor requests a brand-name drug 

for medical reasons when a generic is available, this penalty will 

not apply.

When listed on your Member Payment Summary, this benefit 

is available for prescriptions you use on a continuous, ongoing 

basis. These are called maintenance drugs. Eligible drug 

categories are listed below. Maintenance drugs are identified 

by the letter (M) on the online pharmacy tools and on the 

Prescription Drug List. The maintenance drug benefit is only 

available for drugs that you have been taking for one month 



and expect to continue using for the next year. Visit www.

selecthealth.org/pharmacy or call Pharmacy Services to verify 

if your medication is considered a maintenance drug and is 

eligible for the maintenance drug benefit.

Eligible drugs are available on this program for a 90-day or 

three-month supply for each prescription/refill. Eligibility and 

benefits for maintenance drug medications are based on the 

date the prescription is filled. The following maintenance drug 

types may be eligible for the maintenance drug benefit:

You have two options when filling prescriptions under the 

maintenance drug benefit. Detailed instructions and an order 

form for Medco By Mail are included in this section.





This alphabetized list contains the most commonly prescribed drugs in their most common 
strengths and formulations. This is not a complete list of all drugs and may change due to new drugs, 
therapies, or other factors. The tier referenced on this Prescription Drug List is based on the most 
frequently prescribed strength and dosage formulations. The tier level listed for each drug determines 
the amount you are responsible to pay. This amount can be found on your ID card or on your 
Member Payment Summary (MPS) or Schedule of Benefits. This list does not include injectable drug 
benefits. Please refer to your member materials or contact Member Services at the number below for 
injectable drug information.

If you have any questions about your prescription drug benefits, please call Member Services at  
801-442-5038 (Salt Lake area) or 800-538-5038 weekdays, from 7:00 a.m. to 8:00 p.m., and 
Saturdays, from 9:00 a.m. to 2:00 p.m. For the most current information regarding drug coverage, 
use the drug look-up tool available at www.selecthealth.org/myhealth.









Injectable drugs and specialty medications are a class of drugs 

that may be administered orally, as a single injection or “shot,” 

via intravenous infusion, or in an inhaled/nebulized solution. 

They are generally used to treat an ongoing, chronic illness 

and can be given by a medical professional or through self-

administration. Characteristics of these medications may 

include, but are not limited to, the following:

Certain drugs used routinely in a provider’s office to treat 

common acute and common medical conditions (such as 

intramuscular penicillin) are not considered injectable drugs 

or specialty medications, because they are widely available, 

distributed without limitation, and are not the product of 

bioengineering.

Injectable drugs and specialty medications are covered under 

your medical benefits. This benefit can be found by locating 

the “Injectable Drugs and Specialty Medications” line on 

the Member Payment Summary. You will pay a coinsurance 

for these drugs after your medical deductible, if applicable. 

You can receive up to a 30-day supply of injectable drugs 

and specialty medications; however, exceptions can be made 

for travel purposes. Contact Pharmacy Services for more 

information. Some injectable drugs and specialty medications 

are not covered. Please refer to the “General Limitations and 

Exclusions” section.

Coverage of injectable drugs and specialty medications may 

change periodically because of new drugs, new therapies, or 

other factors. For the most current list of covered drugs and 

requirements, call Pharmacy Services or visit www.selecthealth.

org/pharmacy.

In general, your provider will coordinate the process for 

obtaining these drugs. You may be required to receive the drug 

or medication in your provider’s office. Some injectable drugs 

and specialty medications may only be obtained from certain 

drug distributors. If this is the case, contact Member Services 

to obtain information on participating drug vendors. 

Injectable drugs and specialty medications that require 

preauthorization are listed on the Injectable Drugs and 

Specialty Medications List. Preauthorization is also required 

if the medication is in excess of the plan limits (quantity, 

duration of use, maximum dose, etc.). 

To request preauthorization for these drugs, please have 

your provider call SelectHealth Pharmacy Services at 801-

442-4912 (Salt Lake area) or 800-442-3129, weekdays from 

7:00 a.m. to 8:00 p.m., or Saturdays, from 9:00 a.m. to 3:00 

p.m. Documentation supporting the medical necessity of 

the drug will be requested from your provider. To request 

preauthorization for a drug not listed, your provider can call 

Pharmacy Services at the number referenced above.

Participating providers will initiate the request for drugs requiring 

preauthorization on your behalf by calling SelectHealth.

Nonparticipating providers will not initiate the 

preauthorization process. When you receive injectable drugs 

and specialty medications from a nonparticipating provider or 

facility, you (not the provider) must obtain preauthorization. 

Call Pharmacy Services in advance to begin the 

preauthorization process. If you do not obtain preauthorization 

for the nonparticipating service, your benefits will be reduced 

or denied, and your payments will not apply to your out-of-

pocket maximum. However, once an approved preauthorization 

is obtained for services later on, your benefits will be paid at 

the nonparticipating level and will begin to apply to your out-

of-pocket maximum.



While injectable drugs and specialty medications apply to your 

medical benefits, the following may also be covered under your 

prescription drug benefits:



Coverage of the 

injectable drugs on this list is based on medical necessity. For these drugs, you will need 

preauthorization from SelectHealth. This is not a complete list of all injectable drugs and 

may change due to new drugs, therapies, or other factors. 

If you have any questions about your injectable drug and speciality medication benefits, please 

call Member Services, weekdays, between 7:00 a.m. and 8:00 p.m. at 801-442-5038 (Salt Lake 

area) or 800-538-5038. Most SelectHealth prescription drug information is also available at www.

myselecthealth.org and www.selecthealth.org/pharmacy. 
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Your Catastrophic Mental Health and Chemical Dependency 

benefits are subject to all the provisions, limitations, and 

exclusions of your medical benefits that are listed in this 

document and the Master Group Contract (available from 

your employer).

If you have any questions regarding any aspect of the benefits 

described in this section, please call the Behavioral Health 

AdvocatesSM weekdays from 8:00 a.m. to 6:00 p.m. at 801-

442-1989 (Salt Lake area) or 800-876-1989.

When you need assistance from a mental health provider, 

you may call the Behavioral Health Advocates at one of the 

numbers listed above. A Behavioral Health Advocate will 

evaluate your needs and determine the most appropriate plan 

of action for you to obtain quality care.

Mental health services will be covered only when rendered by a 

mental health provider unless otherwise noted on the MPS.

The following terms are in addition to the “Definitions of Terms” 

section of this document and the Master Group Contract:

The portion of eligible mental health charges payable by 

you each year directly to providers for covered mental health 

services before SelectHealth provides mental health benefits. 

If the mental health deductible applies to your plan, it will be 

specified on the Member Payment Summary. This deductible is 

separate from any other deductible that may apply. 

An emotional condition or chemical dependency listed as 

a mental disorder in the Diagnostic and Statistical Manual, 

as periodically revised, and which requires professional 

intervention for as long as mental health services are considered 

medically necessary.

The maximum dollar amount per year of eligible mental health 

charges payable by you directly to providers as deductibles, 

copays, and coinsurance. If the mental health out-of-pocket 

maximum applies to your plan, the amount will be listed on 

the Member Payment Summary. Except where otherwise noted 

on the Member Payment Summary, SelectHealth will pay 100 

percent of eligible mental health charges during the remainder 

of the year once the mental health out-of-pocket maximum is 

satisfied. This does not apply to charges that are not “eligible.” 

Member payments for noncovered services or excess charges are 

not applied to the out-of-pocket maximum.

A licensed and qualified mental health provider.

Treatment for a mental health disorder or alcohol/ 

chemical dependency.

A mental health provider who has not been accepted on the 

mental health network.

A licensed and qualified mental health provider who has been 

accepted to participate on the mental health network and who 

has signed a written provider agreement with SelectHealth that 

is in effect at the time the service is rendered. 

Refer to the Provider & Facility Directory for a listing of 

providers and facilities that participate with SelectHealth. The 

network of participating providers and facilities occasionally 

changes. The most current information can be found on our 

Web site.

The mental health services that are covered are limited in 

scope and extent. Mental health services are not covered unless 

SelectHealth determines that evaluation and intervention on 

a crisis or short-term basis will improve the condition. The 



following are not covered: long-term care and noncovered 

conditions, treatments, and situations.

The following psychiatric procedures and diagnoses are not 

covered:

Procedures

Diagnoses (except where secondary to a covered  
primary diagnosis)



Using your chiropractic benefit is easy. Simply use a 
participating chiropractic provider listed in the Chiropractic 
Provider Directory.

You may receive covered chiropractic services from any 
participating chiropractic provider. Except for medically 
necessary emergency chiropractic services, ASH will not pay for 

services received from any out-of-network chiropractic provider.

After the initial examination, the participating chiropractic 
provider must obtain preauthorization for any additional 
covered services that you receive. The participating chiropractic 

provider will be responsible for filing all claims with ASH.

You may receive emergency chiropractic services from any 
chiropractor, including an out-of-network chiropractic provider 
if the delay caused by seeking immediate chiropractic attention 
from a participating chiropractic provider could decrease the 
likelihood of maximum recovery. ASH will pay the out-of-
network chiropractic provider for the emergency chiropractic 

service to the extent they are covered chiropractic services.

Each office visit to a participating chiropractor, as described 

below, requires a copay by you. A maximum number of visits 

per calendar year will apply to you as specified on the Member 

Payment Summary.

The following are in addition to the “Definitions” section 

found in this document and the Master Group Contract 

(available from your employer).

Administrative appeals may result from adverse benefit 

determinations that are based on issues that arise from 

administrative procedures.



Examples of administrative appeals may include the following 

scenarios:

The QI program encompasses those standards, protocols, 
policies, and procedures adopted by ASH to monitor and 
improve the quality of clinical care and quality of services 

provided to you.

The ASH service area is the geographic area in which ASH 

arranges chiropractic services in Utah.

The UM program includes those standards, protocols, policies, 
and procedures adopted by ASH regarding the management, 
review, and approval of the provision of covered chiropractic 

services to you.

Chiropractic appliances are support-type devices prescribed by 
a participating chiropractor. Following are the only items that 
could be covered; all others are not covered: elbow supports, 
back supports (thoracic), cervical collars, cervical pillows, 
heel lifts, hot or cold packs, support/lumbar braces/supports, 
lumbar cushions, orthotics, wrist supports, rib belts, home 
traction units (cervical or lumbar), ankle braces, knee braces, 

rib supports, and wrist braces.

Chiropractic Services are the services rendered or made 

available to you by a chiropractor for treatment or diagnosis of 

neuromuscular skeletal disorders.

Clinical appeals may result from adverse benefit determinations 

that are based on medical necessity, experimental and/or 

investigational treatment, or similar exclusions or limits.

Examples of clinical appeals may include the following scenarios:

Chiropractic covered services are the chiropractic services which 

are benefits, as limited under this section, that ASH determines 

to be medically/clinically necessary chiropractic services.

Emergency chiropractic services are provided to manage an 

injury or condition with a sudden and unexpected onset, 

which 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 clinical attention 

to result in any of the following:

Medically/clinically necessary chiropractic services are 

chiropractic services that are all of the following:



Neuromuscular skeletal disorders are conditions with 

associated signs and symptoms related to the nervous, 

muscular, and/or skeletal systems. Neuromuscular skeletal 

disorders are conditions typically categorized as structural, 

degenerative, or inflammatory disorders, biomechanical 

dysfunction of the joints of the body and/or related 

components of the motor unit (muscles, tendons, fascia, 

nerves, ligaments/capsules, discs, and synovial structures), or 

related neurological manifestations or conditions.

Out-of-area services are those emergency chiropractic services 

provided while you are outside the ASH service area, that 

would have been the financial responsibility of ASH had the 

services been provided within the ASH service area. Covered 

chiropractic services, which are to be provided outside of 

the ASH service area and are arranged by ASH for assigned 

members, are not considered out-of-area services.

A participating chiropractor is a chiropractor who is duly 

licensed to practice chiropractic in Utah and who has entered 

into an agreement with ASH to provide covered chiropractic 

services to you.

ASH will not pay for or otherwise cover the following:



This section is subject to all provisions, limitations, exclusions, 

and agreements of the Master Group Contract (available from 

your employer) and this document.

This section contains the claims and appeals procedures and 

requirements applicable for new claims and appeals filed on or 

after July 1, 2004. ASH will follow administrative processes 

and safeguards designed to ensure and verify that benefit claim 

determinations are made in accordance with the provisions 

of this chiropractic benefit plan administered by ASH and 

that, where appropriate, the provisions have been applied 

consistently with respect to similarly situated claimants. 

This claims and appeals section uses the following additional 

defined terms:

Adverse Benefit Determination
The term adverse benefit determination means any of the 

following: a denial, reduction, or termination of a claim for 

benefits, or a failure to provide or make payment for such 

a claim, including determinations related to a claimant’s 

eligibility, the application of a review under ASH’ utilization 

management program, and determinations that particular 

care or treatment is experimental and/or investigational or not 

medically/clinically necessary.

Authorized Representative
An authorized representative is someone you have designated 

to represent you in the claims or appeals process. To designate 

an authorized representative, you must provide written 

authorization on a form provided by the ASH Member Services 

department or ASH’s Grievance and Appeals department. 

However, where an urgent care claim is involved, a healthcare 

professional with knowledge of the medical condition will be 

permitted to act as your authorized representative without a 

prior written authorization.

Benefit Determination
A benefit determination is the decision by ASH regarding 

the acceptance or denial of a claim for benefits under this 

chiropractic benefit plan.

Claimant
A claimant is any subscriber or member making a claim for 

benefits. Claimants may file claims themselves or may act 

through an authorized representative. In this section, the words 

“you” and “your” are used interchangeably with claimant.

Post-Service Claim
A post-service claim is any claim related to care or treatment 

that has already been received by the member. 

Pre-Service Claim
A pre-service claim is any claim related to care or treatment 

that has not been received by the member.  

Urgent Care Claim
An urgent care claim is any pre-service claim which, if subject 

to the normal time frames for determination, could seriously 

jeopardize your life, health, or ability to regain maximum 

function or which, in the opinion of your treating chiropractor, 

would subject you to severe pain that could not be adequately 

managed without the requested care or treatment. Whether 

a claim is an urgent care claim will be determined by an 

individual acting on behalf of ASH applying the judgment of 

a prudent layperson who possesses an average knowledge of 

health and medicine. However, any claim that your treating 

chiropractor determines is an urgent care claim will be treated 

as an urgent care claim. 

How to Make a Pre-Service Inquiry
Pre-service inquiries should be directed to the ASH Member 

Services department at 800-678-9133. 

How to File a Claim for Benefits
You or an authorized representative are responsible for 

submitting all pre-service, urgent service, and post-service 

claims to ASH. Under certain circumstances provided by 

federal law, if proper claims’ procedures for filing a claim 

are not followed, ASH will provide notice of the failure and 

describe the proper procedure to be followed. This notification 

will be provided as soon as reasonably possible but not later 

than five days after receipt of the claim. It may be verbal unless 

you specifically request it in writing.

Timing of Benefit Determinations
ASH will make benefit determinations and notify your provider 

and you or your authorized representative as follows:

Urgent Care Claims
Notice of a benefit determination will be provided as soon as 

possible, taking into account the medical circumstances, but 

not later than 72 hours after receipt of the claim. However, 

if ASH gives you notice of an incomplete claim, the notice 



will include a time period of not less than 48 hours for you 

to respond with the requested, specified information. ASH 

will then provide you with the notice of benefit determination 

within 48 hours after the earlier of 1) receipt of the specified 

information; or 2) the end of the period of time given you 

to provide the information. If the benefit determination is 

provided verbally, it will be followed in writing no later than 

three days after the verbal notice.

Other Pre-Service Claims
Notice of a benefit determination will be provided in writing 

within a reasonable period appropriate to the medical 

circumstances but not later than 15 days after receipt of the 

claim. However, this period may be extended one time by 

ASH for up to an additional 15 days if ASH both determines 

that 1) such an extension is necessary due to matters beyond 

its control and 2) provides you written notice prior to the end 

of the original 15-day period of the circumstances requiring 

the extension and the date by which ASH expects to render a 

decision. If such an extension is necessary due to your failure 

to submit the information necessary to decide the claim, 

the notice of extension will describe specifically the required 

information, and you will be given at least 45 days from your 

receipt of the notice to provide the specified information.

Post-Service Claims
Notice of a benefit determination will be provided in writing 

within a reasonable period of time but not later than 30 

days after receipt of the claim. However, this period may be 

extended one time by ASH for up to an additional 15 days if 

ASH both determines that 1) such an extension is necessary 

due to matters beyond its control and 2) provides you written 

notice prior to the end of the original 30-day period, of the 

circumstances requiring the extension and the date by which 

ASH expects to render a decision. If an extension is necessary 

due to your failure to submit the information necessary 

to decide the claim, the notice of extension will describe 

specifically the required information, and you will be given 

at least 45 days from your receipt of the notice to provide the 

specified information.

The applicable time period for the benefit determination 

begins when your claim is filed in accordance with the 

reasonable procedures of ASH, even if you haven’t submitted 

all the information necessary to make a benefit determination. 

However, if the time period for the benefit determination is 

extended due to your failure to submit information necessary 

to decide a claim, the time period for making the benefit 

determination will be suspended until the earlier of 1) the date 

on which you respond to the request for additional information 

or 2) the date established by ASH for the furnishing of the 

requested information (at least 45 days).

Notice of Adverse Benefit Determinations
If your claim is subject to an adverse benefit determination, you 

will receive a notification that includes the following information:

ASH is committed to making sure that all of your concerns 

or problems are investigated and resolved as soon as possible. 

Most situations can be resolved informally by contacting the 

ASH Member Services department at 800-678-9133.

If you are not satisfied with the result of working with ASH 

Member Services, your provider and you or your authorized 



representative may request a formal appeal either verbally or in 

writing of any adverse benefit determination. Written, formal 

appeals should be sent to the ASH Appeal and Grievance 

department. As the delegated claims review fiduciary, ASH 

will conduct a full and fair review of your appeal and has 

final discretionary authority and responsibility for deciding 

all matters regarding eligibility and coverage under this 

chiropractic benefit plan.

You will, upon request and free of charge, be given reasonable 

access to and copies of all documents, records, and other 

information relevant to your claim for benefits. You will also 

have the opportunity to submit written comments, documents, 

records, and other information relating to your appeal. ASH 

will consider this information regardless of whether it was 

considered in the adverse benefit determination. 

At each level in the appeals process, decisions will be made 

by ASH personnel who did not make the adverse benefit 

determination and who do not report to anyone who did. 

If the adverse benefit determination was based on medical 

judgment, including determinations that treatments, drugs, 

or other services are experimental and/or investigational or 

not medically/clinically necessary, ASH personnel at each 

applicable level will consult with a medical professional with 

appropriate training and experience in the appropriate field 

of medicine who was neither consulted in connection with 

the adverse benefit determination nor is the subordinate of 

such an individual. Upon request, you will be provided the 

identification of any medical expert(s) whose advice was 

obtained on behalf of ASH in connection with the adverse 

benefit determination, whether or not the advice was relied 

upon in making the determination.

All requests for a formal appeal of an adverse benefit 

determination (other than those involving an Urgent Care Claim) 

should include any pertinent information that you wish ASH to 

review in conjunction with your appeal. Send all information to 

the ASH appeals coordinator at the following address:

You may also verbally request a formal appeal of an adverse 

benefit determination by calling ASH Member Services at 

800-678-9133.

If the request is made verbally, ASH will send written 

confirmation acknowledging the receipt of your request 

within 24 hours. All necessary information, including ASH’s 

determination on review, will be transmitted between ASH 

and you by telephone, facsimile, or other available similarly 

expeditious methods.

You or your authorized representative must file any formal 

appeal within 180 days from the date you received notification 

of the adverse benefit determination or made the pre-service 

inquiry, as applicable.

Appeals that do not comply with the above requirements are 

not subject to review by ASH or other challenge.

As described below, the formal appeals process differs for 

Clinical and Administrative pre-service claims and post-service 

claims. In each case, there are both standard and voluntary 

levels of review.

You must exhaust all standard levels of review before you may 

pursue civil action under Section 502(a) of ERISA. It is your 

choice, however, whether or not to seek voluntary levels of 

review, and you are not required to do so before pursuing civil 

action under section 502 (a) of ERISA. ASH agrees that any 

statute of limitations or other legal defense based on timeliness 

is suspended during the time that any voluntary appeal level 

is pending. Your decision whether or not to seek voluntary 

levels of review will have no affect on your rights to any other 

benefits under this chiropractic benefit plan. ASH will provide 

you, upon request, sufficient information to enable you to 

make an informed judgment about whether or not to engage in 

a voluntary level of review.

ASH resolves each level of appeal for Pre-Service Claims (both 

clinical and administrative) within 15 calendar days from 

receipt of the appeal request. ASH resolves each level of appeal 

for Post-Service Claims (both clinical and administrative) 

within 30 calendar days from receipt of the appeal request. 

ASH resolves the standard appeal review levels for urgent care 

claims (both clinical and administrative) within 72 hours from 

receipt of the appeal request.



The formal process for appealing a clinical adverse benefit 

determination consists of two standard review levels, two 

voluntary review levels, and the right to pursue civil action 

under Section 502(a) of ERISA. 

Standard Review—Level 1 
Upon receipt of your appeal request, a senior clinical services 

manager and at least one consumer representative conducts 

the first standard level of appeal for clinical appeals. If more 

information is needed, a letter is sent to the treating provider 

requesting additional information. If you are dissatisfied with 

the decision, you may request a second level standard appeal. 

You have 45 days from the date of the decision to file an 

additional appeal request.

Standard Review—Level 2 
If you are dissatisfied with the outcome of the first standard 

level of appeal, the ASH director or senior clinician in the like 

specialty of the treating providers and at least one consumer 

representative conduct the second standard level of appeal 

for clinical appeals. If the director or senior clinician denies 

the appeal, the director or senior clinician will consult with a 

participating chiropractor. 

If you are dissatisfied with the decision, you have the option to 

pursue the following levels of voluntary appeals.

Voluntary Review—Level 1: Independent Review 
Organization (IRO)
If you are dissatisfied with the outcome of the second standard 

level of appeal, you may request a voluntary level of appeal 

through an IRO. An IRO is an independent external review 

organization that is not connected in any way with ASH. The 

IRO engages healthcare professionals with the appropriate level 

and type of clinical knowledge and experience to properly judge 

an appeal. There is no cost to you for a voluntary IRO appeal.

Voluntary Review—Level 2: Voluntary, Binding Arbitration
If you are dissatisfied with the outcome of the first voluntary 

level of appeal, you may request a second voluntary level of 

appeal consisting of binding arbitration through the American 

Arbitration Association (AAA). To initiate the arbitration 

process, you may contact AAA at 800-778-7879. You will not 

be responsible for any charges or fees associated with voluntary 

dispute resolution options.

Any matter in dispute between you and the company may be 

subject to arbitration as an alternative to court action pursuant 

to the rules of the AAA or another recognized arbitrator. A 

copy of the rule is available upon request from the company. 

Any decision reached by arbitration shall be binding upon 

both you and the company. The arbitration award may include 

attorney’s fees, if allowed by state law, and may be entered as a 

judgment in any court of proper jurisdiction.

Civil Action—At any point after the standard review process, 

you may choose to pursue civil action under section 502(a) 

of ERISA. Failure to properly pursue the standard appeals 

process may result in a waiver of the right to challenge ASH’s 

original decision.

The formal process for appealing an administrative adverse 

benefit determination consists of two standard review levels, 

two voluntary review levels, and the right to pursue civil action 

under section 502(a) of ERISA. 

Standard Review—Level 1: Administrative Appeals 
Committee (AAC)
Upon receipt of your appeal request, the ASH AAC, which 

consists of ASH managers and at least one consumer 

representative, conducts the first standard level of appeal 

for administrative appeals. The AAC evaluates the appeal 

and renders a decision regarding the appeal and may make 

recommendations for resolution of member issues. If you are 

dissatisfied with the decision of the AAC, you may request a 

second level standard appeal. You have 45 days from the date of 

the decision to file an additional appeal request.

Standard Review—Level 2: Administrative Review 
Committee (ARC)
If you are dissatisfied with the outcome of the first standard 

level of appeal, the ASH ARC, which consists of ASH officers, 

directors, employees, and at least one consumer representative, 

conducts the second standard level of appeal for administrative 

appeals. The ARC evaluates the appeal and renders a decision. 

They may also make recommendations for resolution of 

member issues. You have 45 days from the date of the decision 

to file an additional appeal request.

If you are dissatisfied with the decision, you have the option to 

pursue the following levels of voluntary appeals:

Voluntary Review—Level 1: Executive Review 
Committee (ERC)
If you are dissatisfied with the outcome of the second standard 

level of appeal, you may request a voluntary level of appeal by 



the ASH ERC, which consists of ASH senior officers and one 

contracted chiropractor. The ERC evaluates the appeal and renders 

a decision. There is no cost to you for a voluntary ERC appeal.

Voluntary Review—Level 2: Voluntary, Binding Arbitration
If you are dissatisfied with the outcome of the first voluntary 

level of appeal, you may request a second voluntary level of 

appeal consisting of binding arbitration through the AAA. To 

initiate the arbitration process, you may contact AAA at 800-

778-7879. You will not be responsible for any charges or fees 

associated with voluntary dispute resolution options.

Any matter in dispute between you and the company may be 

subject to arbitration as an alternative to court action pursuant 

to the rules of the AAA or another recognized arbitrator. A 

copy of the rule is available upon request from the company. 

Any decision reached by arbitration shall be binding upon 

both you and the company. The arbitration award may include 

attorney’s fees, if allowed by state law, and may be entered as a 

judgment in any court of proper jurisdiction.

Civil Action—At any point after ASH’s standard review 

process, you may choose to pursue civil action under section 

502(a) of ERISA. Failure to properly pursue the standard 

appeals process may result in a waiver of the right to challenge 

ASH’s original decision.

At each applicable level of the appeals process previously 

described, if your appeal is denied, ASH’s written notification 

will include the following:

 Notification of the decision on an urgent care claim may be 

provided verbally, but a follow-up written notification will be 

provided no later than three days after the verbal notice.

You may access any participating chiropractor without a referral.

You shall cooperate with ASH in ASH’s operation of its 

utilization management program.

Copays for covered chiropractic services, when applicable, are 

your obligation at the time covered chiropractic services are 

provided. Failure to pay a copay may result in termination of 

your coverage under the ASH health plan.

Emergency chiropractic services are provided to you as 

described in the “Definitions” section of this document.



You have the right to the following:

You have the responsibility for the following:

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.

This notice describes the privacy practices of SelectHealth, 

Inc. and SelectHealth Benefit Assurance Co., Inc. (collectively 

“SelectHealth”). This notice is intended for our health plan 

members. SelectHealth is part of Intermountain Healthcare®, 

which is a healthcare delivery system consisting of hospitals, 

health plans, doctors, and other practitioners that work 

together to provide healthcare. 

For the purposes of this notice, we have defined the following terms: 



In some situations, Intermountain Healthcare and Affiliated 

Providers have different privacy practices than SelectHealth 

because of the type of services they provide. As a result, 

if you are a patient of Intermountain Healthcare or an 

Affiliated Provider, you may receive a separate notice of their 

privacy practices. To request a copy of the privacy notices of 

Intermountain Healthcare, please call 800-442-4845; to receive 

a copy of the privacy notices of Affiliated Providers, please 

contact those providers directly.

We are committed to protecting your privacy as described 

in this document. In addition, certain laws require that we 

maintain the privacy of your Personal Information and provide 

you with this notice. This notice describes our legal duties and 

privacy practices with respect to Personal Information. When 

we use or disclose Personal Information, we must abide by the 

terms of this notice (or other notice in effect at the time of the 

use or disclosure).

We may collect Personal Information from you, healthcare 

providers, and other payers of healthcare. We may also collect 

Personal Information from governmental agencies, legal 

proceedings, and consumer reporting agencies.

An authorization is a written document signed by you or your 

Personal Representative that gives us permission to use your 

Personal Information for a specific purpose. We will only use 

your Personal Information without an authorization in ways 

described in the next section of this notice entitled “Uses and 

Disclosures Permitted by Law Without an Authorization.” You 

may revoke an authorization at any time in writing except to 

the extent that we have taken an action in reliance on the use 

or disclosure indicated in the authorization.

SelectHealth uses Personal Information for the following 

routine purposes: 

SelectHealth uses and discloses Personal Information for 

payment of health coverage premiums and to determine 

and fulfill its responsibility to provide you benefits—for 

example, to make coverage determinations, administer claims, 

and coordinate benefits with other coverage you may have. 

SelectHealth may also disclose Personal Information to 

consumer reporting agencies or other individuals or companies 

that assist with its payment activities. 

Finally, SelectHealth will disclose Personal Information 

about any dependent on a policy to the subscriber, his or her 

spouse, or the authorized representative of either of these 

people. This is limited to information necessary to understand 

how a claim was processed. We disclose this information 

to allow the subscriber and his or her spouse to manage 

the policy effectively. You may have rights to limit these 

disclosures. See the subsection “Right to Request Confidential 

Communications” in the “Your Individual Rights” section. 

SelectHealth uses and discloses Personal Information for its 

Healthcare Operations, which includes internal administration, 



planning, and various activities that improve the quality of 

the healthcare that we pay for. For example, we may use your 

Personal Information to assess insurance rates and to evaluate 

how many of the children on our plans have received the 

recommended immunizations. SelectHealth may disclose 

Personal Information to individuals or companies that assist 

with payment and healthcare operations. However, such 

disclosures are only made if the person or company agrees to 

safeguard Personal Information as required by SelectHealth’s 

privacy policy. 

In addition, SelectHealth may disclose Personal Information  

as follows:

We may use Personal Information to identify health-related 

services and products that may be beneficial to your health and 

then contact you about these services and products. 

SelectHealth may disclose Personal Information to healthcare 

providers to support them in providing treatment.

SelectHealth may request Personal Information for 

underwriting purposes. If the health insurance is not placed 

with us, we will not use or disclose this information for 

any other purpose. We may request an HIV/AIDS test for 

underwriting purposes, but only if we provide proper notice 

and follow other requirements of state law. If we do require an 

HIV/AIDS test, we will not release the results of this test unless 

we have specific written permission to do so. Additionally, we 

will not request private genetic information from asymptomatic 

individuals for underwriting purposes. However, we may 

request private genetic information in certain circumstances to 

determine our obligation to pay for healthcare services.

SelectHealth discloses enrollment and disenrollment 

information to the plan sponsor of your health plan (this 

is usually your employer if your health insurance is offered 

through your employer). SelectHealth may also share 

information with the plan sponsor that summarizes the claims’ 

history, expenses, or types of claims of individuals enrolled in 

your health plan. SelectHealth shares such summary health 

information with your plan sponsor for your plan sponsor to 

obtain premium bids from other health insurance companies or 

to make decisions about modifying, amending, or terminating 

your health plan. 

SelectHealth may also share limited Personal Information with 

your plan sponsor. However, SelectHealth will only do so if the 

plan sponsor specifically requests Personal Information for the 

administration of your health plan and agrees in writing not to 

use your Personal Information for employment-related actions 

or decisions.

We may disclose Personal Information for the following 

public health activities and purposes: (1) to report health 

information to public health authorities for the purpose 

of preventing or controlling disease, injury, or disability as 

required by law and public health concerns; (2) to report 

child abuse and neglect to public health authorities or other 

government authorities authorized by law to receive such 

reports; (3) to report information about products under the 

jurisdiction of the U.S. Food and Drug Administration; 

and (4) to alert a person who may have been exposed to 

a communicable disease or may otherwise be at risk to 

contracting or spreading a disease or condition.

We may use or disclose Personal Information to a family 

member, other relative, a close personal friend or any other 

person identified by you when you are either present for or 

otherwise available prior to the disclosure if we (1) obtain your 

agreement; (2) provide you with the opportunity to object to 

the disclosure and you do not object; or (3) reasonably infer 

that you do not object to the disclosure. 

If you are not present, or the opportunity to agree or object 

to a use or disclosure cannot practicably be provided because 

of your incapacity or an emergency circumstance, we may 

exercise our professional judgment to determine whether a 



disclosure is in your best interest. If we disclose information to 

a family member, other relative, or a close personal friend, we 

would disclose only information that is directly relevant to the 

person’s involvement with your healthcare. 

If we reasonably believe you are a victim of abuse, neglect, or 

domestic violence, we may disclose your Personal Information 

to a government authority, including a social service or 

protective services agency, authorized by law to receive reports 

of such abuse, neglect, or domestic violence. 

We may disclose Personal Information to a health oversight 

agency that oversees the healthcare system and ensures 

compliance with the rules of government health programs such 

as Medicare or Medicaid. 

We may disclose Personal Information in the course of a 

judicial or administrative proceeding in response to a legal 

order or other lawful process. 

We may disclose Personal Information to the police or other 

law enforcement officials as required by law or in compliance 

with a court order. 

We may use and disclose Personal Information to prevent or 

lessen a serious and imminent threat to an individual’s or the 

public’s health or safety.

We may disclose to military authorities the personal and 

health information of armed forces personnel under certain 

circumstances. We may disclose to authorized federal officials 

personal and health information required for lawful intelligence, 

counterintelligence, and other national security activities.

We may disclose Personal Information as necessary to comply 

with workers’ compensation laws.

We may use or disclose Personal Information without your 

consent or authorization for purposes of research if an 

Institutional Review Board or Privacy Board approves a waiver 

of authorization for disclosure. 

An Institutional Review Board or a Privacy Board is responsible 

for reviewing research that involves human subjects and for 

reviewing the effect of the research on the subjects’ privacy 

rights. Either board must have at least one member who is not 

affiliated with Intermountain.

We may use or disclose Personal Information to the extent that:

If you would like more information about your privacy rights, 

are concerned that we have violated your privacy rights, or 

disagree with a decision that we made about access to Personal 

Information, you may contact our Privacy Office. Please see 

the last section of this notice entitled “Privacy Office”, for 

information on contacting our Privacy Office. You may also 

file written complaints with the director of the Office of Civil 

Rights in the U.S. Department of Health and Human Services. 

Upon request, our Privacy Office will provide you with the 

correct address for the director. We will not take action against 

you if you file a complaint with us or the director. 

You may request restrictions on our use and disclosure 

of Personal Information (1) for payment and healthcare 

operations; or (2) to individuals (such as a family member, 

other relative, close personal friend, or any other person 

identified by you) involved with your care or with payment 

related to your care. While we will consider all requests for 

additional restrictions carefully, we are not required to agree to 

a requested restriction. 

You may request access to our records which (1) we use for 

decision-making purposes; and (2) contain your Personal 

Information, including your enrollment, payment, claims 

adjudication, case, medical management records, and your 

billing records. You may request access in order to inspect and 

ask for copies of the records. Under limited circumstances, 

we may deny you access to a portion of your records. If you 



request a copy or copies of your record, you will be charged a 

cost-based fee for each copy. If you wish to access the Personal 

Information maintained by an Affiliated Provider or by 

Intermountain Healthcare, please contact them directly. 

You have the right to request an amendment to your Personal 

Information that SelectHealth created and used for decision-

making purposes. SelectHealth will comply with your request 

unless we are not the originator of the information, or we 

believe that the information that would be amended is 

accurate and complete, or other special circumstances apply. 

If you wish to amend the Personal Information maintained by 

an Affiliated Provider or by Intermountain Healthcare, please 

contact them directly.

Upon request, you may obtain a written summary of certain 

disclosures of your Personal Information made by us. Your 

request must state a time period, which may not exceed the 

six years prior to the date of your request and may not include 

dates before April 14, 2003.

If you request an accounting more than once during a twelve-

month period, we will charge you a reasonable fee for each 

additional accounting statement.

You have the right to request to receive communications 

of your personal Information by alternative means or at 

alternative locations if the normal means/location of disclosure 

could endanger you. We will accommodate all reasonable 

written requests.

If you have not already received one, you have the right to 

receive a paper copy of this notice. To request a paper copy of 

this notice, please contact our Privacy Office.

Note: Any Personal Representative of yours can exercise these 

rights related to your Personal Information. 

We guard Personal Information by limiting access to this 

information to those who need it to perform assigned tasks and 

through physical safeguards (e.g., locked filing cabinets and 

password-protected computer systems). 

In addition, when you or someone else acting on your behalf 

calls our Member Services department, the Member Services 

representative may need to limit the Personal Information 

disclosed. This is done to help safeguard your Personal 

Information. The Representative may ask for information to 

verify the identity of the caller before disclosing any Personal 

Information. The amount and type of Personal Information 

that we can release depends on several factors:

We realize that these restrictions may at times seem 

inconvenient, but they help us maintain the privacy of your 

Personal Information.

This notice describes the privacy practices of SelectHealth as of 

July 1, 2007.

We may change the terms of this notice at any time. If we 

change this notice, we may make the new notice terms effective 

for all Personal Information that we maintain, including any 

information created or received prior to issuing the new notice. 

If we change this notice, we will post the new notice on our 

Web site at www.selecthealth.org and will distribute it via our 

member materials. You may also obtain any new notice by 

contacting the Privacy Office. 

You may contact the Privacy Office at:
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This section uses the following additional (capitalized) 

defined terms:

The term adverse benefit determination means any of the 

following: a denial, reduction, or termination of a claim for 

benefits, or a failure to provide or make payment for such 

a claim in whole or in part. This includes determinations 

related to a claimant’s eligibility, the application of a review 

under SelectHealth’s Utilization Management program, and 

determinations that particular care or treatment is experimental 

and/or investigational, not medically necessary or appropriate.

An authorized representative is someone you have designated 

to represent you in the claims or appeals process. To designate 

an authorized representative, you must provide written 

authorization on a form provided by the Appeals department 

or Member Services. However, where an urgent care claim 

is involved, a healthcare professional with knowledge of the 

medical condition will be permitted to act as your authorized 

representative without a prior written authorization.

A benefit determination is the decision by SelectHealth 

regarding the acceptance or denial of a claim for benefits under 

the Master Group Contract.

A claimant is any subscriber or member making a claim for 

benefits. Claimants may file claims themselves or may act 

through an authorized representative. In this section, the words 

“you” and “your” are used interchangeably with claimant.

Concurrent care decisions are decisions by SelectHealth 

regarding coverage of an ongoing course of treatment that has 

been approved in advance.

A post-service appeal is a request to change an adverse benefit 

determination for care or treatment that has already been 

received by the member.

A post-service claim is any claim related to care or treatment 

that has already been received by a member.

A pre-service appeal is a request to change an adverse benefit 

determination for care or services that must be approved, in 

whole or in part, in advance of the member obtaining medical 

care or treatment in order for the claimant to receive full 

benefits under the Master Group Contract.

A pre-service claim is any claim that requires approval prior to 

obtaining medical care or treatment for the claimant to receive 

full benefits under the Master Group Contract. For example, a 

request for precertification under the Utilization Management 

program is a pre-service claim.

A pre-service inquiry is a member’s oral or written inquiry to 

SelectHealth regarding the existence of coverage under the 

Master Group Contract for proposed care or treatment that 

does not involve a pre-service claim, i.e., does not require prior 

approval for the claimant to receive full benefits under the 

Master Group Contract. Pre-service inquiries are not claims 

and are not treated as adverse benefit determinations.

An urgent care claim is any pre-service claim which, if 

subject to the normal time frames for determination, could 

seriously jeopardize your life, health, or ability to regain 

maximum function. It is also any claim that in the opinion 

of your treating doctor would subject you to severe pain that 

could not be adequately managed without the requested 



care or treatment. Whether a claim is an urgent care claim 

will be determined by an individual who acting on behalf of 

SelectHealth, will apply the judgment of a prudent layperson 

who possesses an average knowledge of health and medicine. 

However, any claim that your treating doctor determines is an 

urgent care claim will be treated as an urgent care claim. 

Pre-service inquiries should be directed to Member Services. A 

pre-service inquiry is not a claim for benefits.   

The procedures for filing most pre-service claims— 

prenotifications and precertifications—are set forth in the 

“Miscellaneous Information” section of this document. If 

there is any other benefit that would be subject to a pre-

service claim, you or your authorized representative may file a 

claim for that benefit by contacting Member Services. Under 

certain circumstances provided by federal law, if you or your 

authorized representative fail to follow the proper procedures 

for filing a pre-service claim, SelectHealth will provide notice 

of the failure and the proper procedures to be followed. This 

notification will be provided as soon as reasonably possible but 

not later than five days after receipt of the claim. It may be 

verbal unless you specifically request it in writing.  

In order to file an urgent care claim, you or your authorized 

representative must provide SelectHealth with the following 1) 

information sufficient to determine whether or to what extent 

benefits are covered under the Master Group Contract; and 

2) a description of the medical circumstances that give rise to 

the need for expedited review. Under certain circumstances 

provided by federal law, if you or your authorized 

representative fail to follow the proper procedures for filing an 

urgent care claim, SelectHealth will notify you of the failure 

and the proper procedures to be followed. This notification will 

be provided as soon as reasonably possible, but not later than 

24 hours after receipt of the claim and may be verbal unless 

you specifically request it in writing.

Participating providers directly file all post-service claims 

with SelectHealth. If you receive a bill from a participating 

provider or facility, please contact them to ask if SelectHealth 

has been billed before you make any payment. However, if 

you need to file a post-service claim from a nonparticipating 

provider, you or your authorized representative must submit 

the claim in writing in a form preapproved by SelectHealth. 

Contact Member Services or your employer to find out 

what information is needed to submit a post-service claim. 

SelectHealth must receive all claims within 12 months from 

the date of the expense. Claims not filed within one year 

of the date of service will not be eligible for reimbursement 

unless you can show that you filed the claim as soon as 

reasonably possible.

SelectHealth will make and notify you or your authorized 

representative of its benefit determinations as follows:

Notice of a benefit determination will be provided as soon as 

possible, taking into account the medical circumstances, but 

not later than 72 hours after receipt of the claim. However, 

if SelectHealth gives you notice of an incomplete claim, the 

notice will include a time period of not less than 48 hours 

for you to respond with the requested specified information. 

SelectHealth will then provide you with the notice of benefit 

determination within 48 hours after the earlier of 1) receipt 

of the specified information; or 2) the end of the period of 

time given you to provide the information. If the benefit 

determination is provided verbally, it will be followed in 

writing no later than three days after the verbal notice.

If the urgent care claim involves a concurrent care decision, 

notice of the benefit determination will be provided as soon as 

possible but not later than 24 hours after receipt of your claim 

for extension of treatment or care. The claim must be made at 

least 24 hours before the prescribed period of time expires or 

the prescribed number of treatments ends.

Notice of a benefit determination will be provided in writing 

within a reasonable period appropriate to the medical 

circumstances but not later than 15 days after receipt of the 

claim. However, this period may be extended one time by 

SelectHealth for up to an additional 15 days if determined that 

such an extension is necessary due to matters beyond its control. 

SelectHealth will provide you written notice prior to the end of 

the original 15-day period of the circumstances requiring the 

extension and the date by which SelectHealth expects to render a 



decision. If such an extension is necessary due to your failure to 

submit the information necessary to decide the claim, the notice 

of extension will specifically describe the required information. 

You will have at least 45 days from your receipt of the notice to 

provide the specified information.

Notice of an adverse benefit determination regarding a 

concurrent care decision will be provided sufficiently in 

advance of any termination or reduction of benefits to allow 

you to appeal and obtain a determination before the benefit is 

reduced or terminates.

Notice of adverse benefit determinations will be provided in 

writing within a reasonable period of time but not later than 

30 days after receipt of the claim. However, this period may 

be extended one time by SelectHealth for up to an additional 

15 days if determined that such an extension is necessary due 

to matters beyond its control. SelectHealth will provide you 

written notice prior to the end of the original 30-day period 

of the circumstances requiring the extension and the date by 

which SelectHealth expects to render a decision. If an extension 

is necessary due to your failure to submit the information 

necessary to decide the claim, the notice of extension will 

specifically describe the required information. You will have 

at least 45 days from your receipt of the notice to provide the 

specified information.

The applicable time period for the benefit determination begins 

when your claim is filed in accordance with the reasonable 

procedures of SelectHealth, even if you have not submitted all 

of the information necessary to make a benefit determination. 

However, if the time period for the benefit determination is 

extended due to your failure to submit information necessary 

to decide a claim, the time period for making the benefit 

determination will be suspended until the earlier of 1) the 

date on which you respond to the request for additional 

information; or 2) the date established by SelectHealth for the 

furnishing of the requested information (at least 45 days).

When your claim is processed, you will receive an 

Explanation of Benefits (EOB) listing payments made by 

SelectHealth and any charges you are responsible to pay 

directly to the provider or facility (if you have not already 

done so). The EOB is not a bill.

SelectHealth will request money back for excess or mistaken 

payments and may do so at any time. For example, if a claim 

is paid while you are not eligible, SelectHealth will request 

money back from you.

If your claim is subject to an adverse benefit determination, you 

will receive a notification that includes the following information:

SelectHealth is committed to making sure that all of your 

concerns or problems are investigated and resolved as soon 

as possible. Most situations can be resolved informally by 

contacting Member Services. A Member Services representative 

will attempt to resolve the matter informally, usually within 

seven days.



If you are not satisfied with the result of working with Member 

Services, you and/or your authorized representative may file a 

written formal appeal of any adverse benefit determination or 

the negative outcome of a pre-service inquiry. Written formal 

appeals should be sent to the Appeals department. As the 

delegated claims review fiduciary under your employer’s plan, 

SelectHealth will conduct a full and fair review of your appeal.

You will, upon request and free of charge, be given reasonable 
access to and copies of all documents, records, and other 
information relevant to your claim for benefits. You will also 
have the opportunity to submit written comments, documents, 
records, and other information relating to your appeal. 
SelectHealth will consider this information regardless of 
whether it was considered in the adverse benefit determination. 

At each level in the formal appeal process, no deference 
will be afforded to the adverse benefit determination, and 
decisions will be made by appropriately named fiduciaries 
who did not make the adverse benefit determination or report 
to anyone who did. If the adverse benefit determination was 
based on medical judgment, including determinations that 
treatments, drugs, or other services are experimental and/or 
investigational or not medically necessary, fiduciaries at each 
applicable level will consult with a medical professional with 
appropriate training and experience in the appropriate field 
of medicine and who was neither consulted in connection 
with the adverse benefit determination nor is the subordinate 
of such an individual. Upon request, you will be provided 
the identification of any medical expert(s) whose advice was 
obtained on behalf of SelectHealth in connection with the 
adverse benefit determination, whether or not the advice was 

relied upon in making the adverse benefit determination.

All requests for a formal appeal of an adverse benefit 
determination (other than those involving an urgent care 
claim) must be submitted in writing and should include a 
copy of the adverse benefit determination and any other 
pertinent information that you wish SelectHealth to review 
in conjunction with your appeal. Send all information to the 

Appeals department at the following address:

You may appeal an adverse benefit determination of an urgent 

care claim on an expedited basis either verbally or in writing. You 

may appeal verbally by calling SelectHealth’s Appeals department 

at 801-442-4684. If the request is made verbally, SelectHealth 

will send (within 24 hours) written confirmation acknowledging 

the receipt of your request. All necessary information, including 

SelectHealth’s determination on review, will be transmitted 

between SelectHealth and you by telephone, facsimile, or 

another available similarly expeditious method.

You may also formally appeal the negative outcome of a pre-

service inquiry by writing to the Appeals department at the 

address noted previously. You should include any information 

that you wish SelectHealth to review in conjunction with 

your appeal.

You or your authorized representative must file a formal appeal 

within 180 days from the date you received notification of the 

adverse benefit determination or made the pre-service inquiry, 

as applicable.

Appeals that do not comply with the above requirements are 

not subject to review by SelectHealth or other challenge.

As described below, the formal appeals process differs for pre-

service claims and post-service claims. In each case, there are 

both mandatory and voluntary levels of review. For purposes 

of the formal appeals process only, pre-service inquiries will be 

treated like pre-service claims.

You must exhaust all mandatory levels of review before you 

may pursue civil action under Section 502(a) of ERISA. It is 

your choice, however, whether or not to seek voluntary levels 

of review, and you are not required to do so before pursuing 

civil action under Section 502(a) of ERISA. SelectHealth 

agrees that any statute of limitations or other legal defense 

based on timeliness is suspended during the time that any 

voluntary appeal level is pending. Your decision whether or not 

to seek voluntary levels of review will have no affect on your 

rights to any other benefits under the Master Group Contract. 

SelectHealth will provide you, upon request, sufficient 

information to enable you to make an informed judgment 

about whether or not to engage in a voluntary level of review. 

The formal process for pre-service appeals and appealing the 

negative outcome of an inquiry provides one mandatory review 



level, two possible voluntary review levels, and the right to 

pursue civil action under Section 502(a) of ERISA.

Step 1—Mandatory Review
Upon receipt, your appeal will be investigated by the Appeals 

department. All relevant, available information will be reviewed 

by the Appeals department, the Claims Review Committee, 

or an appropriate healthcare practitioner. The Claims Review 

Committee consists of at least three supervisors or managers 

and at least one consumer representative who will be present 

at every meeting. The Appeals department will notify you in 

writing of its appeal decision within a reasonable period of time 

appropriate to the medical circumstances, but not later than 30 

days after the receipt of your appeal.

If your appeal involves an urgent care claim, you may request 

an expedited review. You will be notified of the appeal decision 

on an expedited review as soon as possible, taking into account 

the medical circumstances, but not later than 72 hours after the 

receipt of your appeal. A decision communicated verbally will 

be followed-up in writing.

Step 2—First Level Voluntary Review
If you are dissatisfied with the decision made under Step 1, 

Mandatory Review, you or your authorized representative 

may voluntarily request a review of your appeal by the 

Grievance Committee. If you are appealing an adverse benefit 

determination regarding medical necessity, you may request a 

review by either the Grievance Committee or an Independent 

Review Organization (IRO). The Grievance Committee 

consists of managers, directors, a physician consultant (when 

medical issues are involved), and a consumer representative 

who will be present at every meeting. You and/or your 

authorized representative may appear in person or by telephone 

before the Grievance Committee to present any arguments 

or evidence you feel is relevant to the matter; however, 

participation is not a requirement. An IRO is an independent 

external review organization that is not connected in any way 

with SelectHealth. The IRO engages healthcare professionals 

with the appropriate level and type of clinical knowledge and 

experience to properly judge an appeal. There is no cost to you 

for the Grievance Committee or IRO appeal. Such a request 

for this voluntary review must be made in writing to the 

Appeals department within 60 days for Grievance Committee 

review and 180 days for an IRO review from the date the 

Appeals department notifies you of the appeal decision. If 

you are appealing an adverse benefit determination of medical 

necessity, your request must specify whether the appeal is to the 

Grievance Committee or to an IRO. SelectHealth will notify 

you of the result of the Grievance Committee or IRO review in 

writing within 30 days of the date you requested the review. 

If your appeal involves an urgent care claim, you may verbally 

request an expedited review. You will be notified of the appeal 

decision on an expedited review as soon as possible, taking into 

account the medical circumstances, but not later than 72 hours 

after the receipt of your appeal. A decision communicated 

verbally will be followed-up in writing.

Step 3—Second Level Voluntary Review
If you are dissatisfied with the results of Step 2, First Level 

Voluntary Review (Grievance Committee or IRO), and you 

do not require an expedited review, you or your authorized 

representative may voluntarily request to have your appeal 

reviewed by the Appeals Committee. Such a request must be 

made in writing to the Appeals department within 60 days of 

the date of SelectHealth’s response to the first level voluntary 

review. The Appeals Committee is generally comprised of the 

Chief Executive Officer (CEO), a practicing doctor in the 

community, legal counsel, an employer from the community 

who also serves as a member of the Board of Trustees, and a 

consumer representative who will be present at every meeting. 

You and/or your authorized representative may appear in 

person or by telephone before the Appeals Committee to 

present any arguments or evidence you feel is relevant to 

the matter; however, participation is not a requirement. 

SelectHealth will notify you of the result of the Appeals 

Committee review in writing within 60 days of the date you 

requested the review.

Note: This second level voluntary review is not available on 

an expedited basis. There is only one level of voluntary review 

(Step 2) for urgent care claims that require expedited review.  

The Appeals Committee may, at its sole discretion and at no cost 

to you, seek an assessment from an IRO in conjunction with its 

decision if no such review has previously been conducted.

Civil Action—At any point after the mandatory review process 

(Step 1), you may choose to pursue civil action under Section 

502(a) of ERISA. Failure to properly pursue the mandatory 

appeals process may result in a waiver of the right to challenge 

SelectHealth’s original decision.



The formal process for post-service appeals provides two 

mandatory review levels, one voluntary review level, and the 

right to pursue civil action under Section 502(a) of ERISA.

Step 1—First Level Mandatory Review
Upon receipt, your appeal will be investigated by the Appeals 

department. All relevant, available information will be reviewed 

by the Appeals department, the Claims Review Committee, or 

an appropriate healthcare practitioner. The Committee consists 

of at least three supervisors and/or managers and a consumer 

representative who will be present at every meeting. The 

Appeals department will notify you in writing of the appeal 

decision within a reasonable period of time appropriate to the 

medical circumstances, but not later than 30 days after the 

receipt of your appeal.

Step 2—Second Level Mandatory Review
If you are dissatisfied with the decision made under Step 

1, First Level Mandatory Review, you or your authorized 

representative may request further consideration by the 

Grievance Committee. Such a request must be made in writing 

to the Appeals department within 60 days of the date the 

Customer Complaint Review Committee notifies you of its 

appeal decision. The Grievance Committee is comprised of 

at least two administrative officers, a doctor (when medical 

issues are involved), and a consumer representative who will 

be present at every meeting. You and/or your authorized 

representative may appear in person or by telephone before the 

Grievance Committee to present any arguments or evidence 

you feel are relevant to the matter; however, participation is not 

a requirement. SelectHealth will notify you of the result of the 

Grievance Committee review in writing within 30 days of the 

date you requested the review.

The Grievance Committee may, at its sole discretion and at no 

cost to you, seek an assessment from an IRO in conjunction with 

its decision if no such review has previously been conducted.

Step 3—Voluntary Appeals Committee Review
If you are dissatisfied with the results of Step 2, Second 

Level Mandatory Review (Grievance Committee), you or 

your authorized representative may voluntarily request a 

review of your appeal by the Appeals Committee. If you are 

appealing an adverse benefit determination regarding medical 

necessity, you may request a review of your appeal by either 

the Appeals Committee or an IRO. The Appeals Committee 

is generally comprised of the Chief Executive Officer (CEO), 

a practicing physician in the community, legal counsel, an 

employer from the community who also serves as a member 

of the Board of Trustees, and a consumer representative who 

will be present at every meeting. You and/or your authorized 

representative may appear in person or by telephone before 

the Appeals Committee to present any arguments or evidence 

you feel are relevant to the matter; however, participation 

is not a requirement. An IRO is an independent external 

review organization that is not connected in any way with 

SelectHealth. The IRO engages healthcare professionals with 

the appropriate level and type of clinical knowledge and 

experience to properly judge an appeal. There is no cost to 

you for the Appeals Committee or IRO review. For Appeals 

Committee review, your request for voluntary review must be 

made in writing to the Appeals department within 60 days, 

and for an IRO review within 180 days, from the date of 

SelectHealth’s response to the second level mandatory review. If 

you are appealing an adverse benefit determination of medical 

necessity, your request must specify whether the appeal is to 

the Appeals Committee or to an IRO. SelectHealth will notify 

you of the result of the Appeals Committee or IRO review in 

writing within 60 days of the date you requested the review.  

The Appeals Committee may, at its sole discretion and at no cost 

to you, seek an assessment from an IRO in conjunction with its 

decision if no such review has previously been conducted.

Civil Action—At any point after the mandatory review process 

(Steps 1 and 2), you may choose to pursue civil action under 

Section 502(a) of ERISA. Failure to properly pursue the 

mandatory appeals process may result in a waiver of the right 

to challenge SelectHealth’s original decision.

At each applicable level of the appeals process described above, 

if your appeal is denied, SelectHealth’s written notification will 

include the following information:



Notification of the decision on an urgent care claim may be 

provided verbally, but a follow-up written notification will be 

provided no later than three days after the verbal notice.
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