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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).

CO T O S A TAT O S CONDITIONS AND LIMITATIONS

 Lifetime Maximum Plan Payment - Per Person . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . None
 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) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $500/$1000
 Out-of-Pocket Maximum - Per Person/Family (per calendar year) . . . . . . . . . . . . . . . . . . . . . . . . . . $3000/$6000
(Deductible Included in the Out-of-Pocket Maximum)(Deductible Included in the Out-of-Pocket Maximum)

 INPATIENT SERVICES PARTICIPATING

 Medical, Surgical and Hospice . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

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

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

Inpatient Rehab Therapy: Physical Speech Occupational 10% after deductible

 10% after deductible

 10% after deductible

 10% after deductible

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%

2               Secondary Care Provider (SCP) 2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Covered 100%
               Adult and Pediatric Immunizations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Covered 100%
               Elective Immunizations - herpes zoster (shingles), rotavirus . . . . . . . . . . . . . . . . . . . . . . . . Covered 100%
               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% ft d d tiblPhysician's Fees - (Medical, Surgical, Maternity, Anesthesia) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible

 OUTPATIENT SERVICES PARTICIPATING

 Outpatient Facility and Ambulatory Surgical . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible
 Ambulance (Air or Ground) - Emergencies Only . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible
 Emergency Room - (Participating facility) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible
 Emergency Room - (Nonparticipating facility)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible
 Intermountain InstaCareSM Facilities, Urgent Care Facilities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible
 Intermountain KidsCareSM Facilities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductibleIntermountain KidsCare 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 10/01/10 See other side for additional benefitsMPS-HMO 10/01/10 See other side for additional benefits
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MEMBER PAYMENT SUMMARY
PARTICIPATING

(In-Network)

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

 Miscellaneous Medical Supplies (MMS) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible
 Cochlear Implants - Up to $35,000 lifetime  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . See Physician’s Fees and Inpatient or Outpatient Services benefits
 Infertility - Selected Services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . *50% after deductible
    (Max Plan Payment $1,500/ calendar year; $5,000 lifetime)
 Donor Fees for Covered Organ Transplants - Up to $40,000 per transplant . . . . . . . . . . . . . . . . . . . 10% after deductible
 TMJ (Temporomandibular Joint) Services - Up to $2,000 lifetime  . . . . . . . . . . . . . . . . . . . . . . . . . . See Physician’s Fees and Inpatient or Outpatient Services benefits
BENEFIT RIDERS PARTICIPATING BENEFIT RIDERS PARTICIPATING

 Mental Health and Chemical Dependency 4

       Mental Health Office Visits . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductible
       Inpatient . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  10% after deductible
       Outpatient . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10%  after deductible
       Residential Treatment . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10%  after deductible
 Chiropractic - up to 20 visits per calendar year  1-800-678-9133 . . . . . . . . . . . . . . . . . . . . . . . . . . . . *$10
 Injectable Drugs and Specialty Medications 4 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10% after deductiblej g p y
 PRESCRIPTION DRUGS

 Pharmacy Deductible - Per Person per calendar year *$50
 Prescription Drug List (formulary) RxSelectSM

 Prescription Drugs - Up to 30 Day Supply of Covered Medications 4

       Tier 1 *$10
       Tier 2 *$25 after pharmacy deductible
       Tier 3 *$45 after pharmacy deductible
M i t D B fit 90 D S l (M d b M il R t il90SM) l t d d

4 Maintenance Drug Benefit-90 Day Supply (Medco by Mail or Retail90SM)-selected drugs
4

       Tier 1 *$10
       Tier 2 *$50 after pharmacy deductible
       Tier 3 *$135 after pharmacy deductible

To remain compliant with healthcare reform regulations, these benefits are subject to change.
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 provider2 Refer to your SelectHealth Provider & Facility Directory to identify whether a provider is a primary or secondary care provider.
3  Refer to your Certificate of Coverage for more information.

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

4  Preauthorization is required for the following: (a) certain injectable drugs and specialty medications; (b) certain prescription drugs; (c) certain DME items; (d) certain 
mental health and chemical dependency services.; and (e) all services obtained outside the United States unless for a routine, urgent, or emergent condition. Please refer to 
your Certificate of Coverage or call Member Services for more information

MPS-HMO 10/01/10

10/07/10   www.selecthealth.org

All deductible/copay/coinsurance amounts and plan payments are based on allowed amounts only and not on the provider's billed or other charges.  You are responsible to 
pay for charges in excess of allowed amounts 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, Certificate of Coverage, or Provider & Facility Directory for more information.

Select Med is administered and underwritten by SelectHealth.
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Affordable Care Act (ACA) Changes

As mandated by the ACA, please note the following 

changes to SelectHealth plans:

Lifetime and Annual Dollar Limits

Lifetime limits for “essential” health benefi ts will be 

removed, and annual limits will be restricted. (Essential 

health benefi ts have not yet been defi ned by the 

Department of Health and Human Services.) You can 

refer to your Member Payment Summary (MPS) for 

specifi c limit information. 

No Cost-Sharing for Preventive Services

Plans will cover many preventive services without 

charging a deductible, copay, or coinsurance.

Note: This change may not affect Large Employer plans 

that have elected to maintain “grandfathered” status.

Expanded Coverage for Young Adults

You may choose to keep or enroll a dependent on your 

plan until your dependent turns age 26, regardless of 

fi nancial or marital status.

Visit www.selecthealth.org/healthcarereform for more 

information on healthcare reform and how it may affect 

your plan.

Additional Policy Changes

Services Obtained Outside the United States

All services obtained outside the U.S. (unless for a routine, 

urgent, or emergency condition) require preauthorization.

Note: If you are on an HMO plan (with no out-of-network 

coverage), the only services covered outside the U.S are 

urgent and emergency care.

SelectHealth PrescriptionsSM

SelectHealth Prescriptions, our pharmacy benefi ts 

management program, consists of two formularies:  

RxSelectSM and RxCoreSM. Our traditional formulary, 

RxSelect, covers a wide range of medications and has 

minimal restrictions on drug selection. RxCore excludes 

brand-name drugs when there is a lower-cost generic 

option or over-the-counter equivalent available.

You can identify your formulary on your Member 

Payment Summary, ID Card, and in Appendix A of this 

Certifi cate of Coverage. 

2010-2011 MEDICAL BENEFIT CHANGES

The following information is a summary of signifi cant changes and clarifi cations made for 
2011 plans. These changes are effective January 1, 2011 for new and renewing business. 
Some changes were effective as of October 1, 2010. You may refer to your Member Payment 
Summary or call Member Services for additional benefi t details.
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MENTAL HEALTH/CHEMICAL 
DEPENDENCY BENEFIT RIDER

1. Your Mental Health Benefi ts

This Benefi t Rider provides mental health and chemical 

dependency Benefi ts for the treatment of emotional 

conditions or chemical dependency listed as a mental 

disorder in the Diagnostic and Statistical Manual, as 

periodically revised, and which require professional 

intervention for as long as Services are considered 

Medically Necessary. These Benefi ts are subject to 

all the provisions, limitations, and exclusions of your 

medical Benefi ts that are listed in the Certifi cate. 

If you have any questions regarding any aspect 

of the Benefi ts described in this Benefi t Rider, 

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. 

2. Using Participating Mental Health Providers

Mental health Services will be covered only when 

rendered by a Participating Provider unless otherwise 

noted on your Member Payment Summary. 

3. Services requiring Preauthorization

Preauthorization is required for the 

following mental health services:

Inpatient psychiatric/detoxifi cation admissions;a. 

Residential treatment (when indicated as a covered b. 
Benefi t on your Member Payment Summary);

Day treatment;c. 

Partial hospitalization; andd. 

Intensive outpatient treatment.e. 

If you need to request Preauthorization, call the 

Behavioral Health Advocates. Refer to Section 11 — 

“Healthcare Management” for additional information. 

4. Exclusions

4.1 The following Services are not covered:

Behavior modifi cation;a. 

Biofeedback;b. 

Counseling with a patient’s family, friend(s), employer, c. 
school authorities, or others, except for approved 
Medically Necessary collateral visits, with or without 
the patient present, in connection with otherwise 
covered treatment of the patient’s mental illness;

Education or training;d. 

Electrosleep or electronarcosis therapy;e. 

Family counseling and/or therapy;f. 

Long-term care;g. 

Marriage counseling and/or therapy;h. 

Methadone maintenance/therapy clinics or Services;i. 

Milieu therapy;j. 

Psychotherapy or psychoanalysis credited k. 
toward earning a degree or furthering 
your education or training;

Residential treatment (except as otherwise l. 
indicated on your Member Payment Summary);

Rest cures;m. 

Self-care or self-help training (nonmedical);n. 

Sensitivity training;o. 

Surgical procedures to remedy a condition p. 
diagnosed as psychological, emotional, 
or mental, including but not limited to 
transsexual or sex change treatment; and

Neuropsychological testing for any q. 
of the following reasons:

Attention-defi cit/hyperactivity disorder;i. 

Autism spectrum disorder/pervasive ii. 
developmental disorder;

Chronic fatigue syndrome;iii. 

Learning disability;iv. 

Mental retardation;v. 

Tourette's syndrome;vi. 

When performed primarily for vii. 
educational purposes; or

When performed in association with viii. 
vocational counseling or training.

4.2 In addition, Services for the following 
diagnoses are not covered:

Adjustment disorder;a. 

Chronic organic brain syndrome;b. 

Conduct disorder;c. 

Diagnoses that refer to someone else’s illness, d. 
such as family history of psychiatric condition, 
family history of mental retardation, family 
disruption, and/or alcoholism in the family;

Diffi cult life circumstance not part of e. 
treatment for a recognized mental illness;

Marital or family problems;f. 

Mental retardation;g. 

Personality disorder;h. 

Psychosexual disorder such as transsexualism, i. 
psychosexual identity disorder, psychosexual 
dysfunction, or gender dysphoria;

Problems with gambling, theft, or fi re setting;j. 

Screening exams;k. 
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Separation anxiety;l. 

Social, occupational, religious, or other m. 
social maladjustment; and

Specifi c developmental disorder or learning disabilities n. 
such as autism, attention-defi cit/hyperactivity 
disorder, and pervasive developmental disorder.
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