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Your guide to insurance

Since hemophilia is a lifelong condition, patients with the disease and their caregivers  
will need to ensure that they have access to, and receive, the best care. Throughout the 
last decade, health care reform has changed the health insurance landscape in many ways.  
The more you understand the ins and outs of your options, the better off you will be. 

This brochure will help you understand the insurance process for hemophilia. 

Whether you are caring for a child who has been recently diagnosed or you have been  
living with hemophilia for years, you should know:

•  How insurance works in general

•  How your insurance works

•   How you should work with your insurance carrier to get all the coverage  
you deserve

•  What your rights and responsibilities include

•  How you can help to make sure you consistently receive the best care
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Health insurance can be 

complicated. Some words 

may be new to you. To help 

you, there is a glossary in the 

back of this brochure (pages 

16-19). If you have questions, 

call the support service 

provided by your factor 

replacement manufacturer or 

speak to your hematologist 

and/or primary care doctor.

How people get health insurance

Health insurance is typically provided by your employer or the government.  
If your employer is the provider of your insurance, some of your salary may  
be withheld from each paycheck to help pay for insurance. If this option is not 
available, you may pay money directly to the insurance company. In either case, 
this payment is called your premium.

In addition to your premium, you may have an annual deductible that you  
are responsible for before your medical expenses are covered. You may also  
need to pay for a portion of the costs or a set amount when receiving care.  
Your plan may describe this sharing of cost as coinsurance/co-payment.

In some cases, your employer may offer a choice of insurance companies  
or plans, with different benefits and levels of service. It is important for  
you to know what is covered under each plan. Remember that you may  
have other insurance choices if your spouse is eligible for coverage.

Sometimes another company called a pharmacy benefit manager (PBM) is 
involved in authorizing and paying for prescription medicines. If you have  
a PBM, you will likely have another insurance card, and you may have  
different choices for hemophilia factor replacement.

Some people get health insurance through government programs: Medicare or 
Medicaid. Other people buy health insurance through an organization they belong 
to, such as a credit union or club warehouse, or through the Health Insurance 
Marketplace created by the Affordable Care Act (see page 10).This insurance works 
the same way as insurance that people have through their employers.

The 3 key things you need to know when picking  
a health insurance plan:

•  How much does the plan cost?

•  What services and medications does the plan cover?

•  Which doctors and hospitals are in it?
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Plan costs:

•   Your HMO may have tiers with varying  
coverage or coinsurance percentages

•  Members pay a premium every month

•   May require an annual deductible that must be 
paid before the HMO covers medical expenses

•   Each time members visit a doctor who is in  
the HMO’s network, they pay a small part of  
the doctor’s fee (this is known as a co-pay)

•   If members see a doctor who is not in the  
HMO’s network, they will likely have to pay  
all or most of the bill

•   Many HMOs also allow you to visit doctors 
outside the plan, but the fee is higher.  
This is known as “out-of-network” care

Covered services: 

•   You may need precertification before 
nonemergency hospital visits and certain 
specialist care

•   You may need to notify your HMO within  
24 hours of emergency care 

Health care access:

•   Members must choose a primary care doctor 
who will decide if they need to see a specialist

•   Typically, HMOs offer fewer choices for referral 
as usually only doctors’ offices and hospitals  
that are members of the HMO are covered 
under the plan

Health Maintenance Organization (HMO) plan2,3

HMOs utilize a set network of doctors and other providers to provide care. 

It is very important to understand not only what your plan covers but also how the coverage works. The type of  
plan you select can affect the doctors to whom you are able to go. You will need to consider the network available 
through your plan. Learn whether your plan has a narrow network (where you can only see a handful of doctors)  
or a wide network, where you can see whatever doctor you like.

There are several different types of plans. Below, we summarize three of the most popular plans HMOs, PPOs and POSs. 
As you can see, these plans meet patient needs differently. For example, the HMO may be the best option for a patient 
who doesn’t have a preferred doctor and is okay with only seeing in-network physicians.

These essential services are1:

•  Emergency services

•  Hospitalization

•  Laboratory tests

•  Maternity and newborn care

•   Mental health and substance abuse treatment

•   Pediatric services, including dental and  
vision care

•  Prescription drugs

•    Rehabilitation services

•   Outpatient care (doctors and  
other services you receive  
outside of a hospital)

•   Preventive services (such as immunizations 
and mammograms) and management of 
chronic diseases such as diabetes
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How health insurance works

What plans cover
Most individual and small group health insurance plans available after 2014 offer services from  
10 categories of essential benefits.1 While all qualified plans must offer these benefits, the scope 
and quantity of services can vary. All health insurance companies and employers offering coverage 
are required to use the same standard form to summarize the benefits and coverage offered under 

the plan. Please review your plan carefully when considering the coverage you need. 



Plan costs:

•   With a PPO, most health care costs are covered when 
visiting doctors who are part of the PPO network

•  The co-pay is usually higher for a PPO vs an HMO

•   May require an annual deductible that must be paid  
before the PPO covers medical expenses

Covered services: 

•    PPOs often require precertification for some types of  
care—especially if it is outside the network 

•   May have tiers with varying coverage or coinsurance 
percentages

Don’t forget – the health  

changes brought on by  

the Affordable Care Act  

(see page 10) ensure that  

you can’t be denied coverage  

for a preexisting condition  

such as hemophilia.

Point-of-service (POS) plan6

POS is short for point-of-service plan. A POS plan is like a combination of the HMO and PPO plans. 

Preferred Provider Organization (PPO) plan
People enrolled in a PPO usually pay a higher monthly premium than those in an HMO. A PPO is made  
up of a group of physicians, hospitals, and other health care professionals who have agreed to 
provide health care services at reduced fees.4,5

Health care access:

•    PPOs do not require patients to coordinate 
their care through their primary care doctor

•     PPOs generally have more providers from  
which to choose than an HMO and may be  
more flexible in allowing visits to out-of- 
network doctors

•    Patients do not need to have a referral from  
a primary care physician to see a specialist  
in their network

Health care access:

•   People enrolled in a POS plan must select  
an in-network primary health care provider

Plan costs:

•   Visiting a physician within the network costs less  
than seeing one out of network

•   If your primary care doctor refers you to a specific 
doctor, the POS will pay most or all of the bill
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What you need to know7,8:

•   Formularies classify drugs by different cost tiers that define the plan 

member’s co-payment (co-pay) amount or coinsurance levels. Usually, 

generic drugs have the lowest co-pay 

•   Out-of-pocket costs are costs that you have to pay because your health 

insurance plan does not. These costs can add up quickly
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Understanding medication co-pays and out-of-pocket deductibles

Health insurers maintain a list of prescription drugs, both generic and brand name, called a formulary  

(or preferred drug list) that is covered through the health plan. 

You will want to know the terms of your health insurance policy for what is covered and keep careful 
records. Some plans may offer higher deductibles but less out-of-pocket costs. It’s important that you 
compare your options carefully. Some drug manufacturers also offer co-pay assistance (see page 14), 
coupons, and reimbursement programs. 

Preferred drugs
Sometimes the health insurance company asks a group of doctors and pharmacists to choose 
drugs that are on the formulary to be preferred drugs. This group may consider:

•  How well the drug works

•  Its safety profile

•  How much the drug costs the insurance company

Preferred drugs are generally available at a lower co-pay than other drugs on the formulary. 

As someone affected by hemophilia, you may need to think about8:

•  Coverage of your clotting factor (and if it is a medical or pharmacy benefit)

•  Whether your hemophilia treatment center (HTC) or physician is in network

•  Whether you need prior authorization for certain services

•  What your plan covers for physical therapy and home nursing



Coverage for drugs not on the formulary
Sometimes the doctor may prescribe a drug that is not on the formulary. There may be several 
reasons for this. For example, he or she may believe that a particular drug, delivery device, or  
service offered by the manufacturer is more appropriate for you.

If this happens, you have some options:

•   If you have received a denial (meaning the drug is not covered) from the insurance company,  
you have the right to appeal the decision (see page 13). This means asking the company to  
look at your case again. They can change their mind and let you use a drug that is not on  
the formulary. If so, your co-pay may be higher than normal, but you may not have to pay  
full price for the drug

•  Speak to your employer about adding coverage for the drug

•  Find out if the drug company has a program to help you get and pay for the medicine

•  Pay for the drug yourself, but you should know that many drugs can be very expensive

•  Ask the doctor to prescribe a drug that is on the formulary that will have a similar result

Out-of-Pocket Costs
Every plan must have a maximum out-of-pocket amount you will be required to pay for covered 
services in a year, before the plan covers 100% of all costs when you receive care within network.  
Out-of-pocket costs usually include the deductible, coinsurance, and co-payments, but not premiums.  
Plans can set different out-of-pocket limits for different services, and some plans do not have  
out-of-pocket limits.

Out-of-network maximums can also vary based on the plan. As someone with hemophilia, you 
should know your out-of-pocket maximum, as this could mean a huge cost difference depending  
on the plan you have.8
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Most prescription drugs  

are covered through 

Medicare Part D. In 

general, Part D covers 

almost any drug that your  

doctor prescribes that 

you can get at your local 

pharmacy. Clotting factor, 

however, is covered by 

Medicare Part B.9

Medicare and Medicaid

Medicare and Medicaid are government-sponsored insurance programs that provide medical  
and health-related services to specific groups of people in the United States.

How Medicare works
Medicare is federal health insurance available to people 65 years of age and older, as well  
as some disabled Americans. 

Plan costs:
•   Beneficiaries usually pay for some of the costs for each service provided including premiums,  

co-pays, and coinsurance

Covered services:
Medicare has 4 parts, which cover different aspects of health care.

•   Medicare Part A covers hospital care, nursing and hospice care, and other home care services

•   Medicare Part B covers physician services, outpatient care, physical and occupational therapy,  
and many specialty medications that are administered in outpatient medical offices and clinics

•   Medicare Part C is a managed care program that allows Medicare-approved companies to provide 
the benefits of Parts A and B to Medicare beneficiaries. Some cases may also include Part D  
prescription drug coverage. Medicare Part C is sometimes referred to as the Medicare Advantage

•   Medicare Part D covers prescription drugs that are not otherwise covered under Medicare Parts A 
or B. This program is optional

Health care access:
•   Beneficiaries do not have to choose a primary care doctor, nor are they required to obtain a 

referral to see a specialist

•   Covered individuals can choose any doctor, specialist, hospital, or other facility, as long as they 
 accept Medicare

Since Medicare does not cover all health care expenses, some beneficiaries have supplemental  
coverage to help them afford the Medicare co-pay.



 PLAN NAME 1. 2. 3.

 What are the annual premium costs?

  Annual Premium $ $ $

 What are the deductible costs in your plan?

 In-network deductible $ $  $

 Out-of-network deductible $  $  $

 Is the deductible included in the out-of-pocket?

  □ Yes   □ No  □ Yes  □ No □ Yes              □ No

 Are any services covered before the deductible is met?

  □ Yes               □ No  □ Yes                  □ No □ Yes              □ No

 Coinsurance %   
 (80/20, 70/30, etc)

 What are the maximum out-of-pocket costs?

 Out-of-pocket cost $                        $  $

Does the plan have a separate pharmacy benefit?

  □ Yes            □ No  □ Yes □ No □ Yes □ No

 Annual deductible $                        $    $ 

 IN-NETWORK SERVICES/BENEFITS

What are the costs of outpatient services covered?

 Physician Co-pay  $                        $    $ 

 Specialist Co-pay $  $  $

 Prescription Drugs Co-pay $  $  $  

What are the costs of inpatient services?

 Physician/surgeon Co-pay  $                        $    $ 

 Surgery Co-pay  $                        $    $ 

 Hospital Coverage $                       $    $   

 OTHER CONSIDERATIONS

 Does the plan require you to choose a primary care physician (PCP)? □ Yes            □ No

     If so, is your current PCP in network?  □ Yes            □ No

     Is your current hematologist/hemophilia treatment center (HTC) in network?  □ Yes            □ No

 Do you have more than one choice of factor pharmacy provider? □ Yes            □ No

 Is clotting medication covered in this plan?  □ Yes            □ No

 Is it covered under Major Medical or Drug Plan? □ Medical     □ Drug Plan

 Are your annual visits to the HTC covered?  □ Yes            □ No

     If covered on Drug Plan, what is the tier or co-pay for each order?  □ Yes            □ No

9

Cost considerations for a health insurance plan

Worksheet
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Insurance coverage for hemophilia

Historically, those affected by bleeding disorders may have had difficulty finding  

access to affordable, quality health care. For many, this meant unnecessary complications 

and/or other health issues.10 People with bleeding disorders in many communities can  

access comprehensive care services through a network of federally funded hemophilia 

treatment centers (HTCs) designed to provide access to safe, effective therapies. 

In the last few years, health care reforms, including the Affordable Care Act (ACA), have  

taken steps to help make sure people with bleeding disorders get the care they need.10,11

Positive impact of the ACA for patients with hemophilia

•  No more lifetime or annual limits on essential health benefits

•  No more canceling of health plans except in the case of fraud

•   Coverage cannot be capped or canceled because a family member gets sick,  

suffers from a disease (such as hemophilia), or is in an accident

•    Guaranteed access to an insurance plan regardless of health status or utilization  

of health services

•  Coverage can no longer be denied due to a preexisting condition

•  Coverage cannot be denied based on gender

•  Coverage for adult children extended up to age 26

•  Insurers cannot drop or limit coverage for people participating in a clinical trial
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Insurance coverage for hemophilia (cont’d)

Standards in place through ACA

Under the ACA, to make it easier for consumers to compare coverage options, all  
standard plans must include information on important elements of the coverage,  
such as:

•  Deductibles

•  Co-pays

•  Services that aren’t covered, and

•  Referral policy

A Summary of Benefits and Coverage (SBC) must also include “coverage examples” of  
2 common medical conditions (managing diabetes and having a baby), as well as a glossary  
of terms commonly used in health insurance coverage, such as deductible, nonpreferred  
provider, and coinsurance.

Note: 
•   The SBC requirement applies to all plans, whether you buy yours on your own  

or get it from an employer

•   Health plans must automatically provide the standard summary to a person who  
completes an application for coverage or to any person who requests a summary  
within 7 days

•   Employers must provide the summary when coverage renews (30 days prior to renewal)  
and upon request within 7 business days. Employers must also provide an updated  
summary if there is a substantial change in coverage during the plan year

Marketplaces and hemophilia

Health Insurance Marketplaces12

Health Insurance Marketplaces (sometimes referred to as Health 

Insurance Exchanges) created by the ACA allow access to affordable 

health care with specific benefit and cost standards. If you are not 

already insured through your job, you can use this competitive  

market to compare the costs of various health plans and health 

coverage benefits to find the right plan for your needs. 

You can make a Marketplace selection during an annual open 

enrollment period. Visit healthcare.gov to find the enrollment  

dates to keep in mind for the year.



Denial of coverage
In some instances, your health insurance company may send you a letter telling you that  
your prescribed factor-replacement therapy or a service will not be covered. If you get  
such a letter, do not panic. It is important to keep the letter and share it with your  
hematologist, your primary doctor, and your HTC. This will help you and your treatment 
team decide the best way to respond.

There are many reasons an insurance company may deny coverage. Sometimes coverage  
is denied for a factor replacement:

•  Because a different drug is on the preferred drug list

•  Because the necessary paperwork was lost

•  Because a prior authorization is needed

If your medication is not on the preferred drug list, ask your hematologist if the preferred  
drug would be the best option. You may have a lower cost for the preferred drug. 
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In some instances, certain health plans have revised their policies to require specialty 
medications, such as factor replacements, to be provided through a specialty pharmacy 
provider (SPP). If you are receiving your factor medication through your SPP, there are  
some things you should keep in mind.  

Your health insurance provider is required to keep information, such as a separate policy 
for specialty medications, on the same form as your other benefits. Be sure to review this 
information carefully so you can be prepared when visiting your hematologist or HTC. 

If you receive your factor through an SPP:

•   Remember to bring both your health insurance and pharmacy 
benefit cards when visiting your hematologist or HTC

•   Ask your health care team to keep a photocopy of this information  
in your file 

If your benefits are changing, and you will now be receiving your factor from  
an SPP after usually receiving it from your health care team, remember to ask  
how this switch could affect your personal costs so that you can better prepare.

The potential differences between medical and pharmacy benefits8
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The potential differences between medical and pharmacy benefits8 The appeals process

Dealing with insurance companies can be complicated and frustrating, especially if you have  
a chronic illness, such as hemophilia or another bleeding disorder. Fortunately, there are options 
that allow you to appeal your insurance company’s decision.

What you need to know

If your insurance company denies coverage, you may appeal the decision. Every 
customer has the right to appeal the decision of an insurance company. This  
means sending a letter to the company asking them to reconsider. The kind of  
letter you should send depends on the reason the insurance company gave for  
denial. The doctor’s office or HTC may need to send more information or they  
may need to explain the information already sent

The ACA includes rules that spell out how plans must handle an appeal (this  
is usually referred to as an “internal appeal”). If your plan still denies payment  
after considering your appeal, the ACA permits you to have an independent  
review organization decide whether to uphold or overturn the plan’s decision  
(this is usually referred to as an “external appeal.”) If coverage is denied, your  
plan is required to let you know that you have the right to file these appeals.

Filing an internal appeal8

When you request an internal appeal, your insurance company may ask your  
health care team for more information in order to make a decision about the claim. 
The insurance company should inform you of the deadline to send any additional 
information requested. If they don’t provide a deadline, call your insurer using the 
number on the back of your ID card. Remember, you should receive the denial in 
writing. Don’t wait to contact them if you do not.

Follow up. If your appeal is denied, don’t assume your appeal will go to the next 
level automatically. Make sure you let them know you want a second-level or 
Independent External Review. This will be a reconsideration of your original claim  
by professionals with no connection to your insurance plan. If the independent 
reviewers think your plan should cover your claim, your health plan must cover it.

Know your plan’s policy on prior authorization
Try to become familiar with your plan’s rules on prior authorization and share them  
with your health care team. In some cases, this information can minimize denials  
and the need to go through an appeal. This can help make sure that you receive  
the best care in as timely a fashion as possible.
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Frequently asked questions about Marketplace plans

How do I know I can afford a plan?
If you don’t have health coverage and don’t know if you can afford a Marketplace 
plan, you may be eligible for financial assistance in the form of a premium tax credit 
(for persons who make between 100% and 400% of the poverty level) or cost-sharing 
subsidies (for persons who fall below 250% of the poverty level who purchase a silver 
level plan in the Marketplace). Premium tax credits are determined on a sliding scale based 
on income. Many exchanges have appointed navigators, in-person assisters (IPAs), and 
certified application counselors (CACs) to assist customers with completing eligibility and 
enrollment forms. These services are free to customers.

When considering a plan, what do the metal levels mean?

Health Insurance Marketplace plans offer different coverage options (Bronze, Silver, Gold, 

and Platinum) based on factors such as monthly premiums, deductibles, co-payments, 

coinsurance, and out-of-pocket maximums.13,14 While these tiers do not affect your quality 

of care in any way, the average percentage of your health care for which you would be 

responsible can be significantly affected. 

For example: A Bronze health plan responsible (on average) for 60% of annual health 

care costs may feature lower monthly premiums, but your out-of-pocket costs 

may be higher when compared with a Platinum plan. A Platinum health plan 

responsible (on average) for 90% of annual health care costs may have higher 

monthly premiums, but have lower out-of-pocket costs.8

How do I understand all of the options in my state?
The ACA provides assistance personnel for every state. The type of assisters available 
depends on the type of Marketplace your state has adopted. All Marketplaces,  
regardless of type, must have navigators and certified application counselors, while  
some Marketplaces may have licensed agents and brokers or in-person assisters  

available to help consumers. Visit the Marketplace website for your state to learn more.13

You can learn more about what’s available in your state by visiting 
your local marketplace website or healthcare.gov.    



You can do it

Taking charge of the insurance process can be challenging or even frustrating. But it is 
up to you to do the best you can for yourself or for your child. Bleeding disorders, like 
hemophilia, often require lifelong management to stay in the best health. The better you 
know your options, the better you can guarantee that you will continue to have access 
to quality, affordable care. Remember to always share your care concerns with your 
treatment team and talk to your insurance provider when you don’t understand a policy 
and need more information.  

When you need more help
When you need more help understanding your insurance company’s policies, go to the 
group that pays your insurance. Find out who is in charge of benefits. Ask that person for 
help. If your insurance is a work benefit, go to the Benefits Manager where you work. Or 
seek help through the Human Resources department. Often your Benefits Manager can 
take care of some of the paperwork. He or she may even talk to your insurance company. 
Remember, your employer has influence. If enough employees are not happy with your 
insurance company, your employer may take its business elsewhere. You are your most 
important resource. Learn as much about the insurance process as you can. The more you 
know, the easier it will be to get the coverage you need.

Manufacturers’ assistance programs

Many drug companies that make factor-replacement products have assistance programs. 
These programs help families pay for factor-replacement treatment or may be able to 
provide free therapy as you work with your physician and insurance company. If you 
are eligible, the drug company will need information from your doctor or insurance 
company. There are strict laws that keep certain health information private. You may 
need to give permission to share protected health information with the drug company. 
This is called a written consent.

To learn more about manufacturers’ assistance programs, ask your doctor or your HTC.

Trusted sources for personal health insurance information

National Hemophilia Foundation

www.hemophilia.org

https://www.hemophilia.org/Advocacy-Healthcare-Coverage/Advocacy-Tools-Resources/ 
Personal-Health-Insurance-Toolkit

https://www.hemophilia.org/Advocacy-Healthcare-Coverage/Healthcare-Coverage/Marketplaces

U.S. Centers for Medicare & Medicaid Services   
www.healthcare.gov
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In this section, you will find definitions of many terms  
that were mentioned in this brochure as well as other  
terms you may come across as you review your health  
care policy. If you have any questions, remember to reach 
out to your health care team. 

Affordable Care Act (ACA): Also known as the Patient 
Protection and Affordable Care Act (PPACA), health care 
reform (HCR), and Obamacare, it is the comprehensive 
health care reform law enacted in March 2010. The law was 
enacted in two parts: PPACA was signed into law on March 
23, 2010. It was amended by the Health Care and Education 
Reconciliation Act on March 30, 2010. Affordable Care Act 
refers to the final amended version of the law.

Appeal: A request for a health insurer or plan to review  
a decision or a grievance again.

Benefits: The health care items or services covered under 
a health insurance plan. Covered benefits and excluded 
services are defined in the health insurance plan’s coverage 
documents. 

Bronze Health Plan: A plan in the health insurance 
Marketplaces/Exchanges where the percentage the plan  
pays of the average overall cost of providing essential  
health benefits to members is 60%.

Children’s Health Insurance Program (CHIP): Insurance 
program jointly funded by state and federal government 
that provides health insurance to low-income children.  
In some states, it covers pregnant women in families who  
earn too much income to qualify for Medicaid but cannot 
afford to purchase private health insurance coverage.

Claim: A request for payment that you or your health  
care provider submits to your health insurer after you  
receive covered items or services.

Coinsurance: A form of medical cost sharing in a health 
insurance plan that requires an insured person to pay a 
stated percentage (rather than a set dollar amount) of 
medical expenses after the deductible amount, if any,  
was paid.

Co-payment: A flat dollar amount you must pay for a 
covered program. Example: you may have to pay a $15  
co-payment for each covered visit to a primary care doctor.
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Cost Sharing: The share of costs covered by your 
insurance that you pay out of pocket. This share is 
commonly referred to as out-of-pocket (OOP) costs. Cost 
sharing includes deductibles, coinsurance and co-payments, 
or similar charges, but it doesn’t include premiums, balance 
billing amounts for nonnetwork providers, or the cost of 
noncovered services. Cost sharing in Medicaid and CHIP 
also includes premiums.

Deductible: The amount you must pay for covered care 
before your health insurance begins to pay. Insurers 
apply and structure deductibles differently. Example: 
under one plan, a comprehensive deductible might apply 
to all services, while another plan might have separate 
deductibles for benefits such as prescription drug coverage.

Dependent: A child or other individual for whom a parent, 
relative, or other person may claim a personal exemption 
tax deduction. 

Dependent Coverage: Insurance coverage for family 
members of the policyholder, such as spouse, children,  
or partners.

Disability: A limit in action, restriction, or impairment that 
can be physical and/or mental. Different state, federal, or 
private programs may have different disability standards. 

Drug List: Also referred to as a formulary, it is a list of 
prescription drugs covered by a prescription drug plan or 
another insurance plan offering prescription drug benefits.

Employer-Sponsored Insurance (ESI): This is health 
insurance provided by an employer, who typically covers 
a portion of the costs; sometimes called group health 
insurance. Plan options include HMOs, PPOs, and EPOs, 
among others.

Essential Health Benefits (EHB): A set of health care 
service categories that must be covered by certain plans 
under the Affordable Care Act

Exclusions: Items or services that aren’t covered under a 
contract for insurance and which an insurance company 
won’t pay.

Glossary



External Review: A review of a plan’s decision to deny 
coverage for or payment of a service by an independent third 
party not related to the plan. If the plan denies an appeal, 
an external review can be requested. In urgent situations, an 
external review may be requested even if the internal appeals 
process isn’t yet completed. External review is available 
when the plan denies treatment based on medical necessity, 
appropriateness, health care setting, level of care, or 
effectiveness of a covered benefit; when the plan determines 
that the care is experimental and/or investigational; or for 
rescissions of coverage. An external review either upholds the 
plan’s decision or overturns all or some of the plan’s decision. 
The plan must accept this decision.

Fee for Service (FFS): A reimbursement plan in which 
doctors and other health care providers are paid for each 
service performed, such as for tests and office visits.

Flexible Spending Account (FSA): An account offered and 
administered by employers that allows employees to set aside 
pretax dollars out of their paycheck to pay for the employee’s 
share of insurance premiums or medical expenses not covered 
by the employer’s health plan. The employer may also make 
contributions to a FSA. Typically, benefits or cash must be 
used within the given benefit year or the employee loses 
the money. Flexible spending accounts can also be provided 
to cover childcare expenses, but those accounts must be 
established separately from medical FSAs. 

Formulary: Sometimes referred to as a “drug list,” it is  
a list of drugs your insurance plan covers and may include  
how much you pay for each drug. If the plan categorizes 
drugs into different groups with different co-pays, also  
known as tiers, then the formulary may list drugs by these 
tiers. Formularies may include both generic drugs and  
brand-name drugs.

Gold Health Plan: A plan in the health insurance 
Marketplaces/Exchanges where the percentage the plan  
pays of the average overall cost of providing essential  
health benefits to members is 80% (see actuarial value).

Grievance: A complaint an insured communicates to his  
or her health insurer or plan.

Health Insurance Marketplace (HIM): Also known as a 
Health Insurance Exchange (HIE), these are new transparent 
and competitive health insurance Marketplaces/Exchanges 
where individuals and small businesses can buy qualified 
health plans that meet certain benefit and cost standards. 
Every state has a Marketplace/Exchange starting.

Health Maintenance Organization (HMO): An insurance 
plan that usually limits coverage to care from doctors who 
work for or contract with the HMO. It generally won’t 
cover out-of-network care except in an emergency and may 
require you to live or work in its service area to be eligible 
for coverage.

Health Savings Account (HSA): A medical savings account 
available to taxpayers who are enrolled in a high-deductible 
health plan. The funds contributed to the account aren’t 
subject to federal income tax at the time of deposit. Funds 
must be used to pay for qualified medical expenses. Unlike a 
Flexible Spending Account (FSA), funds roll over year to year 
if you don’t spend them.

Hemophilia Treatment Center (HTC): A diagnostic 
and treatment facility comprised of a comprehensive, 
multidisciplinary team of medical professionals who 
specialize in treating individuals with hemophilia and 
related bleeding disorders. HTCs treat the whole person 
and the family, through continuous supervision of all the 
medical and psychosocial aspects of bleeding disorders. 
HTC multidisciplinary teams may include hematologists, 
pediatricians, orthopedists, physical therapists, nurses, 
dentists, social workers, and other mental health 
professionals. 

High-Deductible Health Plan (HDHP): A plan that 
features higher deductibles than traditional insurance plans. 
HDHPs can be combined with a health savings account or a 
health reimbursement arrangement to allow you to pay for 
qualified out-of-pocket medical expenses on a pretax basis.

Home Health Care: Health care services and supplies in 
your home that a doctor prescribes.

In-Network Coinsurance: The percentage (for example, 
20%) you pay of the allowed amount for covered healthcare 
services to providers who contract with your health 
insurance or plan. In-network coinsurance usually costs  
you less than out-of-network coinsurance.

In-Person Assisters (IPA): Individuals or organizations  
that are trained to provide help to consumers, small  
businesses, and their employees as they look for health  
coverage options through the Marketplaces/Exchanges.  
IPAs help consumers complete eligibility and enrollment 
forms and are required to be unbiased. Their services are 
free to consumers. 
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Medicaid: A state-administered health insurance program 
for low-income families and children, pregnant women, 
the elderly, people with disabilities, and, in some states, 
other adults. The federal government provides a portion of 
the funding and sets guidelines. States also have choices in 
how they design their program, so Medicaid programs and 
eligibility vary from state to state and may have a different 
name in your state.

Medicare: A federal health insurance program for people 
who are age 65 or older and certain younger people with 
disabilities. It also covers people with end-stage renal disease 
(ESRD). Medicare is composed of 4 parts.

Medicare Part A: Hospital insurance that helps cover 
inpatient care in hospitals, skilled nursing facilities,  
hospice, and home care. Most beneficiaries are enrolled  
in Part A automatically.

Medicare Part B: Medical coverage that helps to cover 
medically necessary services like doctors’ services, outpatient 
care, home health services, and other medical services. 
Part B also covers some preventive services and physician-
administered drugs like clotting factor. Most beneficiaries 
are enrolled in Part B automatically.

Medicare Part C/Medicare Advantage (MA): A type 
of Medicare health plan offered by a private company 
that contracts with Medicare to provide you with all your 
Medicare Part A and Part B benefits. There are many types 
of Medicare Advantage Plans (MAP), including HMOs, 
PPOS, Private Fee-for-Service Plans, Special Needs Plans, and 
Medicare Medical Savings Account Plans. If you’re enrolled 
in an MA plan, Medicare services are covered through the 
plan and aren’t paid for under Parts A and B. Most Medicare 
Advantage Plans offer prescription drug coverage.

Medicare Part D: An optional program that provides 
prescription drug coverage. There are 2 ways to get 
Medicare prescription drug coverage: through a Medicare 
Prescription Drug Plan or a Medicare Advantage Plan 
that includes drug coverage. These plans are offered by 
insurance companies and other private companies approved 
by Medicare.

Out-of-Network Coinsurance: The percentage (for 
example, 40%) you pay of the allowed amount for covered 
health care services to providers who don’t contract with 
your health insurance or plan. Out-of-network (OON) 
coinsurance usually costs you more than in-network 
coinsurance. The amount of coinsurance you pay may  
be more when you use an out-of-network provider.
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Out-of-Pocket (OOP) Limit: The maximum amount 
you will be required to pay for covered services in a year, 
before the plan covers 100% of all costs. Generally, this 
includes the deductible, coinsurance, and co-payments 
(varies from plan to plan) but not premiums. Plans can 
set different out-of-pocket limits for different services,  
and some plans do not have out-of-pocket limits.

Point-of-Service Plan (POS) Plan: A type of plan  
in which you pay less if you use doctors, hospitals,  
and other health care providers that belong to the  
plan’s network. POS plans may also require you to  
get a referral from your primary care doctor in order  
to see a specialist.

Pharmacy Benefit Manager (PBM): Health plans  
and sponsors contract with pharmacy benefit managers 
to handle the claims processing and administrative 
functions involved with prescription drug programs.  
In addition to processing and paying claims, PBMs 
develop and maintain a program drug formulary, 
contract with participating pharmacies, and negotiate 
discounts and rebates with drug manufacturers.

Platinum Health Plan: A plan in the health insurance 
Marketplaces/Exchanges where the percentage the plan  
pays of the average overall cost of providing essential 
health benefits to members is 90%.

Point-of-Service Plan (POS) Plan: A type of plan  
in which you pay less if you use doctors, hospitals,  
and other health care providers that belong to the  
plan’s network. POS plans may also require you to  
get a referral from your primary care doctor in order  
to see a specialist.

Preauthorization: A decision by your health insurer 
or plan that a health care service, treatment plan, 
prescription drug, or durable medical equipment 
is medically necessary; sometimes called prior 
authorization, prior approval, or precertification. Your 
health insurance or plan may require preauthorization 
for certain services before you receive them, except in  
an emergency. Preauthorization isn’t a promise your 
health insurance or plan will cover the cost.

Glossary (cont’d)
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Preexisting Condition: With certain limited exceptions, 
a preexisting condition is any condition (physical, mental, 
or a disability) for which medical advice, diagnosis, care, 
or treatment was recommended or received within the 
6-month period before you enrolled in a health insurance 
plan. Health insurance plans can’t refuse to cover you or 
charge you more just because you have a preexisting health 
condition. Coverage for preexisting conditions begins 
immediately.

Preferred Provider Organization (PPO): A type of health 
plan that contracts with medical providers, such as hospitals 
and doctors, to create a network of participating providers. 
You pay less if you use providers who belong to the plan’s 
network. You can use doctors, hospitals, and providers 
outside of the network for an additional cost.

Premium: A monthly or annual payment you make to  
your insurer to get and keep insurance coverage. Premiums 
can be paid by employers, unions, employees, or individuals 
or shared among different payers.

Prescription Drug Coverage: Health insurance or plan  
that helps pay for prescription drugs and medications

Preventive Services: Routine health care that includes 
screenings, checkups, and patient counseling to prevent 
illnesses, disease, or other health problems.

Silver Health Plan: A plan in the health insurance 
Marketplaces/Exchanges where the percentage the plan 
pays of the average overall cost of providing essential  
health benefits to members is 70%.

Special Health Care Need: The health care and related 
needs of children who have chronic physical, developmental, 
behavioral, or emotional conditions. Such needs are of a 
type or amount beyond that required by children generally.

Specialty Pharmacy Provider (SPP): A pharmacy that is 
designated to provide specialized medication for complex, 
genetic, rare, and chronic health conditions. Specialty 
pharmacy providers may provide home health or nursing 
services.
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