
COL-17-AK (PY24) CERT    Year of Adoption - 2024 50-335-2 

UNITEDHEALTHCARE INSURANCE COMPANY 
 

STUDENT HEALTH INSURANCE PLAN 
 

CERTIFICATE OF COVERAGE 
 

Designed Especially for the Students of 

 
 
 

 
 
 

2024-2025 
 
 
 
 

This Certificate of Coverage is Part of Policy # 2024-335-2 

 
This Certificate of Coverage (“Certificate”) is part of the contract between UnitedHealthcare Insurance Company (hereinafter 
referred to as the “Company,” “We,” “Us,” and “Our”) and the Policyholder.   
 
Please keep this Certificate as an explanation of the benefits available to the Insured Person under the contract between 
the Company and the Policyholder.  This Certificate is not a contract between the Insured Person and the Company.  
Amendments or endorsements may be delivered with the Certificate or added thereafter.  The Master Policy is on file with 
the Policyholder and contains all of the provisions, limitations, exclusions, and qualifications of your insurance benefits, 
some of which may not be included in this Certificate.  The Master Policy is the contract and will govern and control the 
payment of benefits. 
 
READ THIS ENTIRE CERTIFICATE CAREFULLY. IT DESCRIBES THE BENEFITS AVAILABLE UNDER THE POLICY.  
IT IS THE INSURED PERSON’S RESPONSIBILITY
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Introduction 

Welcome to the UnitedHealthcare Student Resources Student Health Insurance Plan.  This plan is underwritten by 
UnitedHealthcare Insurance Company. 
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If an Insured receives a Covered Medical Expense from an Out-of-Network Provider and was informed incorrectly by the 
Company prior to receipt of the Covered Medical Expense that the provider was a Preferred Provider, either through Our 
provider directory or in Our response to the Insured’s request for such information (via telephone, electronic, web-based or 
internet-based means), the Insured may be eligible for cost-sharing (Copayment, Coinsurance, and applicable Deductible) 
that would be no greater than if the service had been provided from a Preferred Provider. 
 
If an Insured is currently receiving treatment for Covered Medical Expenses from a provider whose network status changes 
from Preferred Provider to Out-of-Network Provider during such treatment due to termination (non-renewal or expiration) of 
the provider’s contract, the Insured is eligible to continue to receive care from their current provider for specified conditions 
and timeframes. Continued care will be provided under the same terms and conditions that would have applied prior to 
termination of the pr
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State Continuity of Care; Termination of Provider Contracts 
 
In the event a contract or agreement between the Company and a health care provider is termination, the Insured may 
continue to be treated by that health care provider under the following circumstances. 
 
If the Insured is pregnant or is being actively treated by the provider on the date the provider’s contract terminations, the 
Insured may continue to receive Covered Medical Services form the provider for the pregnancy or for the specific condition 
being treated on the date the contract terminates. 
 
Treatment is required to be covered only while the Policy remains in force and: 

1. For the period that is the longest of the following: 

�x To the Policy termination date. 

�x Up to 90 days after the provider’s contract termination date, if the event triggering the right to continue treatment 
is part of an ongoing course of treatment. 

�x Through the completion of postpartum care, if the Insured is pregnant on the date the provider’s contract 
terminates. 

2. Until the end of Medically Necessary treatment the Insured has a terminal condition, Sickness, or Injury. For the 
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Physician’s Visits for preventive care are provided as specified under Preventive Care Services.  

 
16.
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Benefits will be paid for an inpatient stay of at least:  

�x 48 hours following a vaginal delivery.  

�x 96 hours following a cesarean section delivery.  
 

If the mother agrees, the attending Physician may discharge the mother earlier than these minimum time frames. 
 

32. Complications of Pregnancy. 
Same as any other Sickness. 

 
33. Preventive Care Services. 

Medical services that have been demonstrated by clinical evidence to be safe and effective in either the early detection 
of disease or in the prevention of disease, have been proven to have a beneficial effect on health outcomes and are 
limited to the following as required under applicable law:  

�x Evidence-based items or services that have in effect a rating of “A” or “B” in the current recommendations of the 
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Hospice care includes:  

�x Physical, psychological, social, and spiritual care for the terminally ill Insured.  

�x Short-term grief counseling for immediate family members while the Insured is receiving hospice care. 
 

38. Inpatient Rehabilitation Facility.  
Services received while confined as a full-time Inpatient in a licensed Inpatient Rehabilitation Facility. Confinement in 
the Inpatient Rehabilitation Facility must follow within 24 hours of, and be for the same or related cause(s) as, a period 
of Hospital Confinement or Skilled Nursing Facility confinement.  

 
39. Skilled Nursing Facility.  

Services received while confined as an Inpatient in a Skilled Nursing Facility for treatment rendered for one of the 
following:  

�x In lieu of Hospital Confinement as a full-time inpatient. 

�x Within 24 hours following a Hospital Confinement and for the same or related cause(s) as such Hospital 
Confinement. 

 
40. Urgent Care Center.  

Benefits are limited to:  

�x Facility or clinic fee billed by the Urgent Care Center.  
 

All other services rendered during the visit will be paid as specified in the Schedule of Benefits.  
 

41. Hospital Outpatient Facility or Clinic.  
Benefits are limited to: 

�x Facility or clinic fee billed by the Hospital. 
 

All other services rendered during the visit will be paid as specified in the Schedule of Benefits. 
 

42. Approved Clinical Trials. 
Routine Patient Care Costs incurred while taking part in an Approved Clinical Trial for the treatment of cancer or other 
Life-threatening Condition. The Insured Person must be clinically eligible for participation in the Approved Clinical 
Trial according to the trial protocol and either: 1) the referring Physician is a participating health care provider in the 
trial and has concluded that the Insured’s participation would be appropriate; or 2) the Insured provides medical and 
scientific evidence information establishing that the Insured’s participation would be appropriate.  

 
“Routine patient care costs” means Covered Medical Expenses which are typically provided absent a clinical trial and 
not otherwise excluded under the Policy. Routine patient care costs do not include:  

�x The experimental or investigational item, device or service, itself.  

�x Items and services provided solely to satisfy data collection and analysis needs and that are not used in the direct 
clinical management of the patient. 

�x A service that is clearly inconsistent with widely accepted and established standards of care for a particular 
diagnosis.  

 
“Life-threatening condition” means any disease or condition from which the likelihood of death is probable unless the 
course of the disease or condition is interrupted. 

 
“Approved clinical trial” means a phase I, phase II, phase III, or phase IV clinical trial that is conducted in relation to 
the prevention, detection, or treatment of cancer or other life-threatening disease or condition and is described in any 
of the following: 

�x Federally funded trials. The study or investigation is approved or funded (which may include funding through 
in-kind contributions) by one or more of the following: 
�ƒ National Institutes of Health (NIH). (Includes National Cancer Institute (NCI).) 
�ƒ Centers for Disease Control and Prevention (CDC). 
�ƒ Agency for Healthcare Research and Quality (AHRQ). 
�ƒ Centers for Medicare and Medicaid Services (CMS). 
�ƒ A cooperative group or center of any of the entities described above or the Department of Defense (DOD) 

or the Veterans Administration (VA). 
�ƒ A qualified non-governmental research entity identified in the guidelines issued by the National Institutes of 

Health for center support grants. 
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�ƒ The Department of Veterans Affairs, the Department of Defense or the Department of Energy if the study 
or investigation has been reviewed and approved through a system of peer review. The peer review system 
is determined by the Secretary of Health and Human Services to meet both of the following criteria: 
o Comparable to the system of peer review of studies and investigations used by the National Institutes 

of Health.  
o Ensures unbiased review of the highest scientific standards by qualified individuals who have no 

interest in the outcome of the review. 

�x The study or investigation is conducted under an investigational new drug application reviewed by the Food 
and Drug Administration.  

�x The study or investigation is a drug trial that is exempt from having such an investigational new drug application. 
 

See also Benefits for Routine Care Costs for Cancer Clinical Trials. 
 

43. Transplantation Services. 
Same as any other Sickness for organ or tissue transplants when ordered by a Physician. Benefits are available when 
the transplant meets the definition of a Covered Medical Expense. 

 
Donor costs that are directly related to organ removal are Covered Medical Expenses for which benefits are payable 
through the Insured organ recipient’s coverage under the Policy. Benefits payable for the donor will be secondary to 
any other insurance plan, service plan, self-funded group plan, or any government plan that does not require the 
Policy to be primary. 

 
No benefits are payable for transplants which are considered an Elective Surgery or Elective Treatment (as defined) 
and transplants involving permanent mechanical or animal organs.  

 
Travel expenses are not covered. Health services connected with the removal of an organ or tissue from an Insured 
Person for purposes of a transplant to another person are not covered. 

 
44. Pediatric Dental and Vision Services. 

Benefits are payable as specified in the attached Pediatric Dental Services Benefits and Pediatric Vision Care 
Services Benefits endorsements.  
 

45. Acupuncture Services.  
See Schedule of Benefits. 
 

46. Hearing Aids. 
Hearing aids when required for the correction of a hearing impairment (a reduction in the ability to perceive sound 
which may range from slight to complete deafness). Hearing aids are electronic amplifying devices designed to bring 
sound more effectively into the ear.  A hearing aid consists of a microphone, amplifier and receiver. 
 
Benefits are available for a hearing aid that is purchased as a result of a written recommendation by a Physician. If 
more than one type of hearing aid can meet the Insured’s functional needs, benefits are available only for the hearing 
aid that meets the minimum specifications for the Insured’s needs.  Benefits are limited to one hearing aid per hearing 
impaired ear every 36 months.   
 

47. Medical Supplies. 
Medical supplies must meet all of the following criteria: 

�x Prescribed by a Physician.  A written prescription must accompany the claim when submitted. 

�x Used for the treatment of a covered Injury or Sickness. 
 
Benefits are limited to a 31-day supply per purchase. 

 
48. Nutrition Programs. 

Benefits for nutrition programs are limited to nutritional counseling services provided by a licensed health professional 
to develop a dietary treatment plan to treat and/or manage conditions, included but not limited to such as diabetes, 
heart failure, kidney failure, high cholesterol, anorexia or bulimia when both of the following are true: 

�x Nutritional education is required for a disease in which patient self-management is an important component of 
treatment. 

�x There exists a knowledge deficit regarding the disease which requires the intervention of a trained health 
professional.  
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Non-disease specific, nutritional education such as general good eating habits, calorie control or dietary preferences 
(e.g. vegetarian, macro-biotic) is excluded from coverage.  The cost of food is not covered.  See also Benefits for 
Preventive Care Services. 
 

49. Ostomy Supplies. 
Benefits for ostomy supplies are limited to the following supplies: 

�x Pouches, face plates and belts. 

�x Irrigation sleeves, bags and ostomy irrigation catheters. 

�x Skin barriers. 
 

Benefits are not available for deodorants, filters, lubricants, tape, appliance cleaners, adhesive, adhesive remover, or 
other items not listed above. 

 

Section 7: Mandated Benefits 

BENEFITS FOR MAMMOGRAPHY 
 
Benefits will be paid the same as any other Sickness for screening mammography to identify breast cancer according to 
the following guidelines: 
 

1. A baseline mammogram for women age 35 to age 39. 
2. One mammogram every two years for women age 40 to 49, or more frequently if recommended by a physician. 
3. An annual mammogram for women age 50 and over. 
4. A mammogram at any age for a covered Insured with a history of breast cancer or whose parent or sibling has a 

history of breast cancer, upon referral by a Physician. 
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BENEFITS FOR TREATMENT OF DIABETES 

 
Benefits will be paid the same as any other prescription or pharmacy services for the treatment of Diabetes.  Benefits shall 
include medication, equipment, and supplies when prescribed by a Physician. 
 
“Diabetes” includes insulin-dependent diabetes, insulin-using diabetes, gestational diabetes, and non-insulin-using 
diabetes. 
 
Benefits shall be subject to all Deductible, Copayment, Coinsurance, limitations, or any other provisions of the Policy. 
 

BENEFITS FOR DIABETES OUTPATIENT SELF-MANAGEMENT 
 
Benefits will be paid the same as any other Sickness for outpatient self-management training or education and medical 
nutrition therapy for the treatment of diabetes if diabetes treatment is prescribed by a Physician.  Diabetes outpatient self-
management training or education and medical nutrition therapy must be provided by a Physician with training in the 
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“Autism Spectrum Disorders” means Pervasive Developmental Disorders, or a group of conditions having substantially the 
same characteristics as Pervasive Developmental Disorders, as defined in the American Psychiatric Association’s 
Diagnostic and Statistical Manual of Mental Disorders-IV-TR, as amended or reissued from time to time. 
 
“Autism Service Provider” means an individual who is licensed, certified, or registered by the applicable state licensing board 
or by a nationally recognized certifying organization and who provides direct services to an Insured Person with an Autism 
Spectrum Disorder. 
 
Benefits shall be subject to all Deductible, Copayment, Coinsurance, limitations, or any other provisions of the Policy. 
 

BENEFITS FOR NEWBORN INFANT HEARING SCREENING 
 
Benefits will be paid the same as any other Sickness for a Newborn Infant hearing screening to be performed within 30 days 
after the Newborn Infant’s birth.  If the initial screening determines that the child may have a hearing impairment, benefits 
shall also include a confirmatory hearing diagnostic evaluation. 
 
Benefits shall be subject to all Deductible, Copayment, Coinsurance, limitations, or any other provisions of the policy. 
 

BENEFITS FOR WELL-BABY EXAMS 
 
Benefits will be paid the same as any other Sickness for routine Well-baby Exams performed by a qualified Health Care 
Professional for a Dependent child. 
 
“Well-Baby Exams” means: 
 

1. 
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Section 9: Accidental Death and Dismemberment Benefits 

Loss of Life, Limb or Sight 
If an accidental Injury shall independently of all other causes and within 180 days from the date of Injury solely result in any 
one of the following specific losses, the Insured Person or beneficiary may request the Company to pay the applicable 
amount below in addition to payment under the Medical Expense Benefits. 
 
For Loss Of 

Life $7,500.00 
Two or More Members $7,500.00 
One Member $1,000.00 

 
Member means hand, arm, foot, leg, or eye. Loss shall mean with regard to hands or arms and feet or legs, dismemberment 
by severance at or above the wrist or ankle joint; with regard to eyes, entire and irrecoverable loss of sight. Only one specific 
loss (the greater) resulting from any one Injury will be paid. 
 

Section 10: Definitions 

ADOPTED CHILD means the adopted child placed with an Insured while that person is covered under the Policy. Such 
child will be covered from the moment of placement for the first 31 days. The Insured must notify the Company, in writing, 
of the adopted child not more than 31 days after placement or adoption. 
 
In the case of a newborn adopted child, coverage begins at the moment of birth if a written agreement to adopt such child 
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CUSTODIAL CARE means services that are any of the following:  
 

1. Non-health related services, such as assistance in activities.  
2. Health-related services that are provided for the primary purpose of meeting the personal needs of the patient or 

maintaining a level of function (even if the specific services are considered to be skilled services), as opposed to 
improving that function to an extent that might allow for a more independent existence. 

3. Services that do not require continued administration by trained medical personnel in order to be delivered safely 
and effectively. 

 
DEDUCTIBLE means if an amount is stated in the Schedule of Benefits or any endorsement to the Policy as a deductible, 
it shall mean an amount to be subtracted from the amount or amounts otherwise payable as Covered Medical Expenses 
before payment of any benefit is made. The deductible will apply as specified in the Schedule of Benefits. 
 
DEPENDENT means the legal spouse or Domestic Partner of the Named Insured and their dependent children. Children 
shall cease to be dependent at the end of the month in which they attain the age of 26 years. 
 
The attainment of the limiting age will not operate to terminate the coverage of such child while the child is and continues 
to be both: 
 

1. Incapable of self-sustaining employment by reason of mental retardation or physical handicap. 
2. Chiefly dependent upon the Insured Person for support and maintenance. 

 
Proof of such incapacity and dependency shall be furnished to the Company: 1) by the Named Insured; and, 2) within 31 
days of the child's attainment of the limiting age. Subsequently, such proof must be given to the Company annually following 
the child's attainment of the limiting age. 
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Emergency services include items and services otherwise covered under the Policy when provided by an Out-of-Network 
Provider or facility (regardless of the department of the Hospital in which the items and services are provided) after the 
patient is stabilized and as part of outpatient observation, or an Inpatient stay or outpatient stay that is connected to the 
original emergency medical condition, unless each of the following conditions are met: 
 

1. The attending Physician or treating provider for the Medical Emergency determines the patient is able to travel 
using nonmedical transportation or non-emergency medical transportation to an available Preferred Provider or 
Preferred Provider facility located within a reasonable distance taking into consideration the patient’s medical 
condition.  

2. The provider furnishing the additional items and services satisfied the notice and consent criteria in accordance 
with applicable law. 

3. The patient is in such a condition to receive information as stated in 2 above and to provide informed consent in 
accordance with applicable law. 

4. The provider or facility satisfied any additional requirements or prohibitions as may be imposed by state law. 
 
The above conditions do not apply to unforeseen or urgent medical needs that arise at the time the service is provided 
regardless of whether notice and consent criteria has been satisfied.  
  
HABILITATIVE SERVICES means medical services or devices provided when Medically Necessary for development of 
bodily or cognitive functions to perform activities of daily living that never developed or did not develop appropriately based 
on the chronological age of the Insured Person. Habilitative services include occupational therapy, physical therapy, and 
speech-language therapy when provided by a state-
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INPATIENT REHABILITATION FACILITY means a long term acute inpatient rehabilitation center, a Hospital (or special 
unit of a Hospital designated as an inpatient rehabilitation facility) that provides rehabilitation health services on an Inpatient 
basis as authorized by law. 
 
INSURED PERSON means: 1) the Named Insured; and, 2) Dependents of the Named Insured, if: 1) the Dependent is 
properly enrolled in the Policy, and 2) the appropriate Dependent premium has been paid. The term Insured also means 
Insured Person. 
 
INTENSIVE CARE means: 1) a specifically designated facility of the Hospital that provides the highest level of medical care; 
and 2) which is restricted to those patients who are critically ill or injured. Such facility must be separate and apart from the 
surgical recover
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ambulatory surgical center described in section 1833(i)(1)(A) of the Social Security Act, and any other facility 
specified by the Secretary. 

 
The amount is based on the lesser of: 
 

1. The reimbursement rate as determined by applicable state law using an 80th percentile reimbursement rate. 
2. The amount billed by the provider or the facility. 
 

The recognized amount for Air Ambulance services provided by an Out-of-Network Provider will be calculated based on the 
lesser of the qualifying payment amount as determined under applicable law or the amount billed by the Air Ambulance 
service provider. 
 
Note: Covered Medical Expenses that use the recognized amount to determine the Insured’s cost sharing may be higher 
or lower than if cost sharing for these Covered Medical Expenses were determined based on an Allowed Amount. 
 
REGISTERED NURSE means a professional nurse (R.N.) who is not a member of the Insured Person's immediate family. 
 
SECRETARY means the Secretary of Health and Human Services as that term is applied in the No Surprises Act of the 
Consolidated Appropriations Act (P.L. 116-260). 
 
SICKNESS means sickness or disease of the Insured Person which causes loss while the Insured Person is covered under 
the Policy. All related conditions and recurrent symptoms of the same or a similar condition will be considered one sickness. 
Covered Medical Expenses incurred as a result of an Injury that occurred prior to the Policy’s Effective Date will be 
considered a sickness under the Policy. 
 
SKILLED NURSING FACILITY means a Hospital or nursing facility that is licensed and operated as required by law. 
 
SOUND, NATURAL TEETH means natural teeth, the major portion of the individual tooth is present, regardless of fillings 
or caps; and is not carious, abscessed, or defective. 
 
SUBSTANCE USE DISORDER means a Sickness that is listed as an alcoholism and substance use disorder in the current 
Diagnostic and Statistical Manual of the American Psychiatric Association. The fact that a disorder is listed in the Diagnostic 
and Statistical Manual of the American Psychiatric Association does not mean that treatment of the disorder is a Covered 
Medical Expense. If not excluded or defined elsewhere in the Policy, all alcoholism and substance use disorders are 
considered one Sickness. 
 
TELEHEALTH/TELEMEDICINE means the practice of health care delivery, evaluation, diagnosis, consultation, or 
treatment, using the transfer of health care data through audio, visual, or data communications, performed over two or more 
locations between providers who are physically separated from the Insured or from each other or between a provider and 
an Insured who are physically separated from each other. 
 
URGENT CARE CENTER means a facility that provides treatment required to prevent serious deterioration of the Insured 
Person’s health as a result of an unforeseen Sickness, Injury, or the onset of acute or severe symptoms.  
 

Section 11: Exclusions and Limitations 

No benefits will be paid for: a) loss or expense caused by, contributed to, or resulting from; or b) treatment, services or 
supplies for, at, or related to any of the following: 
1. Acne.  
2. Addiction, such as:  

�x Caffeine addiction.  

�x Non-chemical addiction, such as: gambling, sexual, spending, shopping, working and religious. 

�x Codependency. 
3. Learning disabilities. 
4. Circumcision, except as specifically provided in the Policy benefits for Routine Newborn Care. 
5. Cosmetic procedures, except reconstructive procedures to correct an Injury or treat a Sickness for which benefits are 

otherwise payable under the Policy. The primary result of the procedure is not a changed or improved physical 
appearance. 

6. Dental treatment, except: 

�x 

2.
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This exclusion does not apply to benefits specifically provided in Pediatric Dental Services. 
7. Elective Surgery or Elective Treatment.  
8. Foot care for the following: 

�x Routine foot care including the care, cutting and removal of corns, calluses, toenails, and bunions (except 
capsular or bone surgery). 

This exclusion does not apply to preventive foot care due to conditions associated with metabolic, neurologic, or 
peripheral vascular disease. 

9. Hearing examinations, except as specifically provided in the Benefits for Newborn Infant Hearing Screening. Other 
treatment for hearing defects and hearing loss. "Hearing defects" means any physical defect of the ear  Other 
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�x Screening exams or testing in the absence of Injury or Sickness. 
This exclusion does not apply to benefits specifically provided in the Policy for Preventive Care Services. 

21. Services provided normally without charge by the Health Service of the Policyholder. Services covered or provided 
by the student health fee. 

22. Skeletal irregularities of one or both jaws, including orthognathia and mandibular retrognathia. Temporomandibular 
joint dysfunction. Deviated nasal septum, including submucous resection and/or other surgical correction thereof. 
Nasal and sinus surgery, except for treatment of a covered Injury or treatment of chronic sinusitis. 

23. Skydiving. Parachuting. Hang gliding. Glider flying. Parasailing. Sail planing. Bungee jumping. 
24. Sleep disorders. 
25. Speech therapy, except as specifically provided in the Policy for Physiotherapy. 
26. Supplies, except as specifically provided in the Policy. 
27. Surgical breast reduction, breast augmentation, breast implants or breast prosthetic devices, or gynecomastia, except 

as specifically provided in the Policy. 
28. Treatment in a Government hospital, unless there is a legal obligation for the Insured Person to pay for such treatment.  
29. War or any act of war, declared or undeclared; or while in the armed forces of any country (a pro-rata premium will 

be refunded upon request for such period not covered). 
30. Weight management. Weight reduction. Nutrition programs, except as specifically provided in the Policy for Nutrition 

Programs. Treatment for obesity. Surgery for removal of excess skin or fat. This exclusion does not apply to benefits 
specifically provided in the Policy. 

 

Section 12: How to File a Claim for Injury and Sickness Benefits 

In the event of Injury or Sickness, students should: 
 
1. Report to the Student Health and Counseling Center or Infirmary for treatment or referral, or when not in school, to 

their Physician or Hospital. 
2. Insureds can submit claims online in their My Account at www.uhcsr.com/MyAccount or submit claims by mail. If 

submitting by mail, send to the address below all medical and hospital bills along with the patient's name and Insured 
student's name, address, SR ID number (Insured’s insurance Company ID number) and name of the university under 
which the student is insured. A Company claim form is not required for filing a claim. 

3. Submit claims for payment within 90 days after the date of service. If the Insured doesn’t provide this information 
within one year of the date of service, benefits for that service may be denied at our discretion. This time limit does 
not apply if the Insured is legally incapacitated. 

 
If submitting a claim by mail, send the above information to the Company at: 
 

UnitedHealthcare Student Resources 
P.O. Box 809025  
Dallas, TX 75380-9025 
 

Section 13: General Provisions 

GRACE PERIOD:  A grace period of 14 days will be provided for the payment of each premium payment due after the first 
premium.  The Insured Person’s premium must be received during the grace period to avoid a lapse in coverage, and the 
Insured Person must meet the eligibility requirements each time a premium payment is made 
 
NOTICE OF CLAIM: Written notice of claim must be given to the Company within 90 days after the occurrence or 
commencement of any loss covered by the Policy, or as soon thereafter as is reasonably possible. Notice given by or on 
behalf of the Named Insured to the Company, P.O. Box 809025, Dallas, Texas 75380-9025 or to an authorized agent of the 
insurer with information sufficient to identify the Named Insured shall be deemed notice to the Company.  
 
CLAIM FORMS: Claim forms are not required. The Insured should submit written proof covering the occurrence within the 
time fixed in the Proof of Loss General Provision. Proof includes the medical and/or hospital bills, patient’s name and Insured 
student’s name, address, Insured’s insurance company ID number (SR ID) and name of the college or university under 
which the student is insured.  
 
PROOF OF LOSS: Written proof of loss must be furnished to the Company at its said office within 90 days after the date of 
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TIME OF PAYMENT OF CLAIM: Indemnities payable under the Policy for any loss will be paid within 30 calendar days 
upon receipt of a clean claim.  If the claim is denied or pended for further information, the Company will notify the health 
care provider or the Insured within 30 calendar days from receipt of the claim the reason for denying or pending the claim 
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3. The date(s) of service; 
4. The provider’s name; 
5. The reason the claim should be reconsidered; and 
6. Any written comments, documents, records, or other material relevant to the claim. 

 
Please contact the Customer Service Department at 888-344-5989 
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1. 
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b. All documents shall be submitted to the IRO electronically, by telephone, via facsimile, or by any other 
expeditious method. 

6. a. If the EER is related to an Adverse Determination for which the Insured Person or the Authorized Representative 
filed the EER concurrently with an Expedited Internal Review (EIR) request, then the IRO will determine whether 
the Insured Person shall be required to complete the EIR prior to conducting the EER. 

b. 
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2. In the opinion of a physician with knowledge of the Insured Person’s medical condition, would subject the Insured 
Person to severe pain that cannot be adequately managed without the health care service or treatment that is the 
subject of the request. 

 
Utilization Review means a set of formal techniques designed to monitor the use of or evaluate the Medical Necessity, 
appropriateness, efficacy or efficiency of health care services, procedures, providers or facilities. Techniques may include 
ambulatory review, Prospective Review, second opinion, certification, concurrent review, case management, discharge 
planning, or Retrospective Review. 
 
Questions Regarding Appeal Rights 
Contact Customer Service at 1-888-344-5989 with questions regarding the Insured Person’s rights to an Internal Appeal 
and External Review. 
 
Other resources are available to help the Insured Person navigate the appeals process.  For questions about appeal rights, 
your state department of insurance may be able to assist you at: 
 

Division of Insurance  
550 West 7th Avenue, Suite 1560 
Anchorage, AK  99501-3567 
Phone: (907) 269-7900 
Fax: (907) 269-7910 
Email: insurance@alaska.gov 
Website: https://www.commerce.alaska.gov/web/ins/ 

 

Section 15: Online Access to Account Information 

UnitedHealthcare Student Resources Insureds have online access to claims status, EOBs, ID cards, network providers, 
correspondence, and coverage information by logging in to My Account at www.uhcsr.com/myaccount. Insured students 
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Section 18: Important Company Contact Information 

The Policy is Underwritten by: 
UNITEDHEALTHCARE INSURANCE COMPANY 
 

Administrative Office: 
UnitedHealthcare Student Resources 
P.O. Box 809025 
Dallas, Texas 75380-9025 
1-888-344-5989 
Website: www.uhcsr.com/uaf 

 
Sales/Marketing Services:  
UnitedHealthcare Student Resources 
11399 16th Court North, Suite 110 
St. Petersburg, FL 33716 
Email: info@uhcsr.com 
 
Customer Service:  
888-344-5989   
(Customer Services Representatives are available Monday - Friday, 7:00 a.m. – 7:00 p.m. (Central Time)) 
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Schedule of Benefits 

University of Alaska Fairbanks 
2024-335-2 
METALLIC LEVEL – GOLD WITH ACTUARIAL VALUE OF 87.250% 
Injury and Sickness Benefits 
 

No Overall Maximum Dollar Limit (Per Insured Person, Per Policy Year) 
 

Deductible Preferred Provider   $400 (Per Insured Person, Per Policy Year) 
Deductible Out-of-Network Provider   $800 (Per Insured Person, Per Policy Year) 
Coinsurance Preferred Provider   80% except as noted below 
Coinsurance Out-of-Network Provider  70% except as noted below 
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Inpatient Preferred Provider Benefits Out-of-Network Provider Benefits 

Room and Board Expense 80% of Allowed Amount 
after Deductible 

70% of Allowed Amount  
after Deductible 

Intensive Care 80% of Allowed Amount 
after Deductible 

70% of Allowed Amount  
after Deductible 

Hospital Miscellaneous Expenses 80% of Allowed Amount 
after Deductible 

70% of Allowed Amount  
after Deductible 

Routine Newborn Care  Paid as any other Sickness  Paid as any other Sickness 

Surgery  
If two or more procedures are 
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Outpatient Preferred Provider Benefits Out-of-Network Provider Benefits 

Anesthetist Services 80% of Allowed Amount 
after Deductible 

70% of Allowed Amount  
after Deductible 

Physician's Visits  $35 Copay per visit 
100% of Allowed Amount 
not subject to Deductible  

$35 Copay per visit 
70% of Allowed Amount 
after Deductible 

Physiotherapy  
Review of Medical Necessity will be 
performed after 12 visits per Injury or 
Sickness.  

80% of Allowed Amount 
after Deductible 

70% of Allowed Amount  
after Deductible 

Medical Emergency Expenses  
The Copay will be waived if admitted 
to the Hospital.  

$200 Copay per visit 
80% of Allowed Amount 
after Deductible 

$200 Copay per visit 
70% of Allowed Amount 
after Deductible 

Diagnostic X-ray Services 80% of Allowed Amount 
after Deductible 

70% of Allowed Amount  
after Deductible 

Radiation Therapy 80% of Allowed Amount 
after Deductible 

70% of Allowed Amount  
after Deductible 
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Other Preferred Provider Benefits Out-of-Network Provider Benefits 

Dental Treatment  
Benefits paid for removal of 
abscessed or impacted wisdom teeth 
only.  

80% of Allowed Amount 
after Deductible 

70% of Allowed Amount  
after Deductible 

Mental Illness Treatment Inpatient: 
80% of Allowed Amount  
after Deductible 
 
Outpatient office visits: 
$25 Copay per visit 
100% of Allowed Amount 
not subject to Deductible  
 
All other outpatient services, 
except Medical Emergency 
Expenses and Prescription Drugs: 
80% of Allowed Amount  
after Deductible 

Inpatient: 
70% of Allowed Amount 
after Deductible 
 
Outpatient office visits: 
$35 Copay per visit 
70% of Allowed Amount 
after Deductible 
 
All other outpatient services, 
except Medical Emergency 
Expenses and Prescription Drugs: 
70% of Allowed Amount 
after Deductible 

Substance Use Disorder 
Treatment 

Inpatient: 
80% of Allowed Amount  
after Deductible 
 
Outpatient office visits: 
$25 Copay per visit 
100% of Allowed Amount 
not subject to Deductible 
  
All other outpatient services, 
except Medical Emergency 
Expenses and Prescription Drugs: 
80% of Allowed Amount  
after Deductible 

Inpatient: 
70% of Allowed Amount 
after Deductible 
 
Outpatient office visits: 
$35 Copay per visit 
70% of Allowed Amount 
after Deductible 
 
All other outpatient services, 
except Medical Emergency 
Expenses and Prescription Drugs: 
70% of Allowed Amount 
after Deductible 
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Other 
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UNITEDHEALTHCARE INSURANCE COMPANY 

 
POLICY ENDORSEMENT 

 
This endorsement takes effect and expires concurrently with the Policy to which it is attached and is subject to all 
of the terms and conditions of the Policy not inconsistent therewith. 
 

 
 
President 
 
 
It is hereby understood and agreed that the Policy to which this endorsement is attached is amended as follows: 
 

Pediatric Dental Services Benefits 
 
Benefits are provided under this endorsement for Covered Dental Services, as described below, for Insured Persons under 
the age of 19. Benefits under this endorsement terminate on the earlier of: 1) last day of the month the Insured Person 
reaches the age of 19; or 2) the date the Insured Person’s coverage under the Policy terminates. 
 

Section 1: Accessing Pediatric Dental Services 

 

Network and Out-of-Network Benefits 

Network Benefits - these benefits apply when the Insured Person chooses to obtain Covered Dental Services from a 
Network Dental Provider. Insured Persons generally are required to pay less to the Network Dental Provider than they would 
pay for services from an out-of-Network provider. Network Benefits are determined based on the contracted fee for each 
Covered Dental Service. In no event, will the Insured Person be required to pay a Network Dental Provider an amount for 
a Covered Dental Service that is greater than the contracted fee. 
 
In order for Covered Dental Services to be paid as Network Benefits, the Insured Person must obtain all Covered Dental 
Services directly from or through a Network Dental Provider. 
 
Insured Persons must always check the participation status of a provider prior to seeking services. From time to time, the 
participation status of a provider may change. The Insured Person can check the participation status by calling the Company 
and/or the provider. The Company can help in referring the Insured Person to Network Dental Providers. 
 
The Company will make a Directory of Network Dental Providers available to the Insured Person. The Insured Person can 
also call the Company at the number stated on their identification (ID) card to determine which providers participate in the 
Network. 
 

Out-of-Network Benefits - these benefits apply when the Insured Person decides to obtain Covered Dental Services from 
out-of-Network Dental Providers. Insured Persons generally are required to pay more to the provider than for Network 
Benefits. Out-of-Network Benefits are determined based on the Usual and Customary Fee in the relevant geographic area 
for each Covered Dental Service. The actual charge made by an out-of-Network Dental Provider for a Covered Dental 
Service may exceed the Usual and Customary Fee. Insured Persons may be required to pay an out-of-Network Dental 
Provider an amount for a Covered Dental Service in excess of the Usual and Customary Fee. When the Insured Person 
obtains Covered Dental Services from out-of-Network Dental Providers, the Insured Person may elect to allow the provider 
to submit the claim on their behalf. The Insured Person will be responsible for any service or material charges not covered 
under this endorsement. 

What Are Covered Dental Services? 

The Insured Person is eligible for benefits for Covered Dental Services listed in this endorsement if such Dental Services 
are Necessary and are provided by or under the direction of a Network Dental Provider. 
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Amounts shown below in the Schedule of Benefits are based on Allowed Dental Amounts. 

What Are the Procedure Codes, 
Benefit Description and Frequency 
Limitations? 

Network Benefits 
 

Out-of-Network Benefits 
 

 
D0220 - Intraoral - periapical first 
radiographic image 
D0230 - Intraoral - periapical - each 
additional radiographic image 
D0240 - Intraoral - occlusal 
radiographic image 
D0374 - Intraoral tomosynthesis - 
periapical radiographic image 
D0389 - Intraoral tomosynthesis - 
periapical radiographic image - image 
capture only 
D0706 - Intraoral - occlusal 
radiographic image - image capture 
only 
D0707 - Intraoral - periapical 
radiographic image - image capture 
only 

Any combination of the following 
services is limited to two series of films 
per 12 months. 
 
D0270 - Bitewing - single radiographic 
image 
D0272 - Bitewings - two radiographic 
images 
D0274 - Bitewings - four radiographic 
images 
D0277 - Vertical bitewings - 7 to 8 
radiographic images 
D0373 - Intraoral tomosynthesis - 
comprehensive series of radiographic 
images 
D0388 - Intraoral tomosynthesis - 
bitewing radiographic image - image 
capture only 
D0708 - Intraoral - bitewing 
radiographic image - image capture 
only 

50% 
 

50% 

Limited to one time per 36 months. 
 
D0330 - Panoramic radiograph image  
D0701 - Panoramic radiographic image 
- image capture only 
D0702 - 2-D Cephalometric 
radiographic image - image capture 
only 

50% 50% 

The following service is limited to two 
images per 12 months. 
 
D0705 - Extra-oral posterior dental 
radiographic image - image capture 
only 

50% 50% 

The following services are not subject 
to a frequency limit.   
 

50% 
 

50% 
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Amounts shown below in the Schedule of Benefits are based on Allowed Dental Amounts. 

What Are the Procedure Codes, 
Benefit Description and Frequency 
Limitations? 

Network Benefits 
 

Out-of-Network Benefits 
 

D0340 - 2-D Cephalometric 
radiographic image - acquisition, 
measurement and analysis 
D0350 - 2-D Oral/Facial photographic 
images obtained intra-orally or extra-
orally 
D0470 - Diagnostic casts 
D0703 - 2-

-
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Amounts shown below in the Schedule of Benefits are based on Allowed Dental Amounts. 

What Are the Procedure Codes, 
Benefit Description and Frequency 
Limitations? 

Network Benefits 
 

Out-of-Network Benefits 
 

D1552 - Re-cement or re-bond bilateral 
space maintainer - mandibular 
D1553 - Re-cement or re-bond 
unilateral space maintainer - per 
quadrant 
D1556 - Removal of fixed unilateral 
space maintainer - per quadrant 
D1557 - Removal of fixed bilateral 
space maintainer - maxillary 
D1558 - Removal of fixed bilateral 
space maintainer - mandibular 
D1575 - Distal shoe space maintainer 
- fixed - unilateral per quadrant 

Minor Restorative Services - (Subject to payment of the Dental Services Deductible.) 

Amalgam Restorations (Silver Fillings) 
 
The following services are not subject 
to a frequency limit. 
 
D2140 - Amalgams - one surface, 
primary or permanent 
D2150 - Amalgams - two surfaces, 
primary or permanent 
D2160 - Amalgams - three surfaces, 
primary or permanent 
D2161 - Amalgams - four or more 
surfaces, primary or permanent 

50% 
 

50% 

Composite Resin Restorations (Tooth 
Colored Fillings) 
 
The following services are not subject 
to a frequency limit. 
 
D2330 - Resin-based composite - one 
surface, anterior 
D2331 - Resin-based composite - two 
surfaces, anterior 
D2332 - Resin-based composite - 
three surfaces, anterior 
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Amounts shown below in the Schedule of Benefits are based on Allowed Dental Amounts. 

What Are the Procedure Codes, 
Benefit Description and Frequency 
Limitations? 

Network Benefits 
 

Out-of-Network Benefits 
 

D2752 - Crown - porcelain fused to 
noble metal  
D2753 - Crown - porcelain fused to 
titanium and titanium alloys 
D2780 - Crown - 3/4 cast high noble 
metal 
D2781 - Crown - 3/4 cast 
predominately base metal 
D2783 - Crown - 3/4 
porcelain/ceramic 
D2790 - Crown - full cast high noble 
metal 
D2791 - Crown - full cast 
predominately base metal 
D2792 - Crown - full cast noble metal 
D2794 - Crown - titanium and titanium 
alloys 
D2930 - Prefabricated stainless steel 
crown - primary tooth 
D2931 - Prefabricated stainless steel 
crown - permanent tooth 
 
The following services are not subject 
to a frequency limit. 
 
D2510 - Inlay - metallic - one surface 
D2520 - Inlay - metallic - two surfaces 
D2530 - Inlay - metallic - three 
surfaces 
D2910 - Re-
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Amounts shown below in the Schedule of Benefits are based on Allowed Dental Amounts. 

What Are the Procedure Codes, 
Benefit Description and Frequency 
Limitations? 

Network Benefits 
 

Out-of-Network Benefits 
 

D2982 - Onlay repair necessitated by 
restorative material failure 

Endodontics - (Subject to payment of the Dental Services Deductible.) 

The following services are not subject 
to a frequency limit. 
 
D3220 - Therapeutic pulpotomy 
(excluding final restoration) 
D3222 - Partial pulpotomy for 
apexogenesis - permanent tooth with 
incomplete root development 
D3230 - Pulpal therapy (resorbable 
filling) - anterior - primary tooth 
(excluding final restoration) 
D3240 - Pulpal therapy (resorbable 
filling) - posterior, primary tooth 
(excluding final restoration) 

50% 
 

50% 

The following services are not subject 
to a frequency limit. 
 
D3310 - Endodontic therapy anterior 
tooth (excluding final restoration) 
D3320 - Endodontic therapy premolar 
tooth (excluding final restoration) 
D3330 - Endodontic therapy molar 
tooth (excluding final restoration) 
D3346 - Retreatment of previous root 
canal therapy - anterior 
D3347 - Retreatment of previous root 
canal therapy - bicuspid 
D3348 - Retreatment of previous root 
canal therapy - molar 

50% 
 

50% 

The following services are not subject 
to a frequency limit. 
 
D3351 - Apexification/recalcification - 
initial visit 
D3352 - 
Apexification/recalcification/pulpal 
regeneration - interim medication 
replacement 
D3353 - Apexification/recalcification - 
final visit 

50% 
 

50% 

The following services are not subject 
to a frequency limit. 
 
D3410 - Apicoectomy - anterior 
D3421 - Apicoectomy - premolar (first 
root) 
D3425 – Apicoectomy - molar (first 
root) 
D3426 – Apicoectomy (each additional 
root) 
D3450 - Root amputation - per root 
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Amounts shown below in the Schedule of Benefits are based on Allowed Dental Amounts. 

What Are the Procedure Codes, 
Benefit Description and Frequency 
Limitations? 

Network Benefits 
 

Out-of-Network Benefits 
 

D3472 - Surgical repair of root 
resorption - premolar 
D3473 - Surgical repair of root 
resorption - molar 
D3501 - Surgical exposure of root 
surface without apicoectomy or repair 
of root resorption - anterior 
D3502 - Surgical exposure of root 
surface without apicoectomy or repair 
of root resorption - premolar 
D3503 - Surgical exposure of root 
surface without apicoectomy or repair 
of root resorption - molar 

The following services are not subject 
to a frequency limit. 
 
D3911 - Intraorifice barrier 
D3920 - Hemisection (including any 
root removal), not including root canal 
therapy 

50% 
 

50% 

Periodontics - (Subject to payment of the Dental Services Deductible.) 

The following services are limited to a 
frequency of one every 36 months. 
 
D4210 - Gingivectomy or 
gingivoplasty - 
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Amounts shown below in the Schedule of Benefits are based on Allowed Dental Amounts. 

What Are the Procedure Codes, 
Benefit Description and Frequency 
Limitations? 

Network Benefits 
 

Out-of-Network Benefits 
 

D4263 - Bone replacement graft - 
retained natural tooth - first site in 
quadrant 
D4286 - Removal of non-resorbable 
barrier 

The following service is not subject to 
a frequency limit. 
 
D4270 - Pedicle soft tissue graft 
procedure 

50% 
 

50% 

The following services are not subject 
to a frequency limit. 
 
D4273 - Autogenous 
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Amounts shown below in the Schedule of Benefits are based on Allowed Dental Amounts. 

What Are the Procedure Codes, 
Benefit Description and Frequency 
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Amounts shown below in the Schedule of Benefits are based on Allowed Dental Amounts. 

What Are the Procedure Codes, 
Benefit Description and Frequency 
Limitations? 

Network Benefits 
 

Out-of-Network Benefits 
 

D5284 - Removable unilateral partial 
denture - one piece flexible base 
(including retentive/clasping materials, 
rests, and teeth) - per quadrant 
D5286 - Removable unilateral partial 
denture 
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Amounts shown below in the Schedule of Benefits are based on Allowed Dental Amounts. 

What Are the Procedure Codes, 
Benefit Description and Frequency 
Limitations? 

Network Benefits 
 

Out-of-Network Benefits 
 

D5730 -  
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Amounts shown below in the Schedule of Benefits are based on Allowed Dental Amounts. 
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Amounts shown below in the Schedule of Benefits are based on Allowed Dental Amounts. 

What Are the Procedure Codes, 
Benefit Description and Frequency 
Limitations? 

Network Benefits 
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Amounts shown below in the Schedule of Benefits are based on Allowed Dental Amounts. 

What Are the Procedure Codes, 
Benefit Description and Frequency 
Limitations? 

Network Benefits 
 

Out-of-
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Amounts shown below in the Schedule of Benefits are based on Allowed Dental Amounts. 

What Are the Procedure Codes, 
Benefit Description and Frequency 
Limitations? 

Network Benefits 
 

Out-of-Network Benefits 
 

cleaning of the implant surfaces, 
without flap entry and closure 
D6082 - Implant supported crown - 
porcelain fused to predominantly base 
alloys 
D6083 - 



 

COL-
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13. Services related to the temporomandibular joint (TMJ), either bilateral or unilateral. Upper and lower jaw bone 
surgery (including surgery related to the temporomandibular joint). Orthognathic surgery, jaw alignment, and 
treatment for the temporomandibular joint. 

14. Charges for not keeping a scheduled appointment without giving the dental office 24 hours notice. 
15. Expenses for Dental Procedures begun prior to the Insured Person becoming enrolled for coverage provided 

through this endorsement to the Policy. 
16. Dental Services otherwise covered under the Policy, but rendered after the date individual coverage under the 

Policy terminates, including Dental Services for dental conditions arising prior to the date individual coverage under 
the Policy terminates. 

17. Services rendered by a provider with the same legal residence as the Insured Person or who is a member of the 
Insured Person’s family, including spouse, brother, sister, parent or child. 

18. Foreign Services are not covered unless required for a Dental Emergency. 
19. Fixed or removable prosthodontic restoration procedures for complete oral rehabilitation or reconstruction. 
20. Procedures related to the reconstruction of a patient's correct vertical dimension of occlusion (VDO). 
21. Billing for incision and drainage if the involved abscessed tooth is removed on the same date of service. 
22. Placement of fixed partial dentures solely for the purpose of achieving periodontal stability. 
23. Acupuncture; acupressure and other forms of alternative treatment, whether or not used as anesthesia. 
24. Orthodontic coverage does not include the installation of a space maintainer, any treatment related to treatment of 

the temporomandibular joint, any surgical procedure to correct a malocclusion, replacement of lost or broken 
retainers and/or habit appliances, and any fixed or removable interceptive orthodontic appliances previously 
submitted for payment under the Policy. 

 

Section 4: Claims for Pediatric Dental Services 

When obtaining Dental Services from an out-of-Network Dental Provider, the Insured Person will be required to pay all billed 
charges directly to the Dental Provider unless the Company has received a written request from the Insured Person stating 
to pay the Dental Provider directly. The Insured Person may then seek reimbursement from the Company. The Insured 
Person must provide the Company with all of the information identified below. 
 

Reimbursement for Dental Services 

The Insured Person is responsible for sending a request for reimbursement to the Company, on a form provided by or 
satisfactory to the Company. 
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Section 5: Defined Terms for Pediatric Dental Services 

The following definitions are in addition to those listed in the Definitions section of the Certificate of Coverage: 
 
Allowed Dental Amounts - Allowed Dental Amounts for Covered Dental Services, incurred while the Policy is in effect, are 
determined as stated below: 

�x For Network Benefits, when Covered Dental Services are received from Network Dental Providers, Allowed Dental 
Amounts are the Company’s contracted fee(s) for Covered Dental Services with that provider. 

�x For Out-of-Network Benefits, when Covered Dental Services are received from out-of-Network Dental Providers, 
Allowed Dental Amounts are the Usual and Customary Fees, as defined below. 

 
Covered Dental Service - a Dental Service or Dental Procedure for which benefits are provided under this endorsement. 
 
Dental Emergency - a dental condition or symptom resulting from dental disease which arises suddenly and, in the 
judgment of a reasonable person, requires immediate care and treatment, and such treatment is sought or received within 
24 hours of onset. 
 
Dental Provider - any dentist or dental practitioner who is duly licensed and qualified under the law of jurisdiction in which 
treatment is received to render Dental Services, perform dental surgery or administer anesthetics for dental surgery. 
 
Dental Service or Dental Procedures - dental care or treatment provided by a Dental Provider to the Insured Person while 
the Policy is in effect, provided such care or treatment is recognized by the Company as a generally accepted form of care 
or treatment according to prevailing standards of dental practice. 
 
Dental Services Deductible - the amount the Insured Person must pay for Covered Dental Services in a Policy Year before 
the Company will begin paying for Network or Out-of-Network Benefits in that Policy Year. 
 
Experimental, Investigational, or Unproven Service 
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The fact that a Dental Provider has performed or prescribed a procedure or treatment or the fact that it may be the only 
treatment for a particular dental disease does not mean that it is a Necessary Covered Dental Service as defined in this 
endorsement. The definition of Necessary used in this endorsement relates only to benefits under this endorsement and 
differs from the way in which a Dental Provider engaged in the practice of dentistry may define necessary. 
 
Network - a group of Dental Providers who are subject to a participation agreement in effect with the Company, directly or 
through another entity, to provide Dental Services to Insured Persons.  The participation status of providers will change 
from time to time. 
 
Network Benefits - benefits available for Covered Dental Services when provided by a Dental Provider who is a Network 
Dentist. 
 
Out-of-Network Benefits - benefits available for Covered Dental Services obtained from out-of-Network Dentists. 
 
Usual and Customary Fee - Usual and Customary Fees are calculated by the Company based on available data resources 
of competitive fees (data provided from FAIR Health, Inc.) in the geographic area in which the service is rendered and are 
calculated at the 80th percentile. 
 
Usual and Customary Fees must not exceed the fees that the provider would charge any similarly situated payor for the 
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UNITEDHEALTHCARE INSURANCE COMPANY 
 

POLICY ENDORSEMENT 
 
This endorsement takes effect and expires concurrently with the Policy to which it is attached and is subject to all 
the terms and conditions of the Policy not inconsistent therewith. 
 

 
 
 
President 
 
 
It is hereby understood and agreed that the Policy to which this endorsement is attached is amended as follows: 
 

Pediatric Vision Care Services Benefits 

 
Benefits are provided under this endorsement for Vision Care Services, as described below, for Insured Persons under the 
age of 19. Benefits under this endorsement terminate on the earlier of: 1) last day of the month the Insured Person reaches 
the age of 19; or 2) the date the Insured Person’s coverage under the Policy terminates. 
 

Section 1: Benefits for Pediatric Vision Care Services 

Benefits are available for pediatric Vision Care Services from a UnitedHealthcare Vision Network or an out-of-Network 
Vision Care Provider. To find a UnitedHealthcare Vision Network Vision Care Provider, the Insured Person may call the 
provider locator service at 1-800-839-3242. The Insured Person may also access a listing of UnitedHealthcare Vision 
Network Vision Care Providers on the Internet at www.myuhcvision.com. 
 
When Vision Care Services are obtained from an out-of-Network Vision Care Provider, the Insured Person will be required 
to pay all billed charges at the time of service. The Insured Person may then seek reimbursement from the Company as 
described in this endorsement under Section 3: Claims for Vision Care Services. Reimbursement will be limited to the 
amounts stated below. 
 
When obtaining these Vision Care Services from a UnitedHealthcare Vision Network Vision Care Provider, the Insured 
Person will be required to pay any Copayments at the time of service. 
 
Network Benefits: 
Benefits for Vision Care Services are determined based on the negotiated contract fee between the Company and the Vision 
Care Provider. The Company’s negotiated rate with the Vision Care Provider is ordinarily lower than the Vision Care 
Provider's billed charge. 
 
Out-of-Network Benefits: 
Benefits for Vision Care Services from out-of-Network providers are determined as a percentage of the provider's billed 
charge. 
 
Out-of-Pocket Maximum - any amount the Insured Person pays in Coinsurance for Vision Care Services under this 
endorsement applies to the Out-of-Pocket Maximum stated in the Policy Schedule of Benefits. Any amount the Insured 
Person pays in Copayments for Vision Care Services under this endorsement applies to the Out-of-Pocket Maximum stated 
in the Policy Schedule of Benefits. 
 
Policy Deductible 
Benefits for pediatric Vision Care Services provided under this endorsement are not subject to any Policy Deductible stated 
in the Policy Schedule of Benefits
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The Insured Person is eligible to choose only one of either eyeglasses (Eyeglass Lenses and/or Eyeglass Frames) or 
Contact Lenses. If the Insured Person chooses more than one of these Vision Care Services, the Company will pay benefits 
for only one Vision Care Service. 
 
If the Insured Person purchases Eyeglass Lenses and Eyeglass Frames at the same time from the same UnitedHealthcare 
Vision Network Vision Care Provider, only one Copayment will apply to those Eyeglass Lenses and Eyeglass Frames 
together. 
 
Contact Lenses 

Lenses worn on the surface of the eye to correct visual acuity limitations. 
 
Benefits include the fitting/evaluation fees, contact lenses, and follow-up care. 
 
The Insured Person is eligible to choose only one of either eyeglasses (Eyeglass Lenses and/or Eyeglass Frames) or 
Contact Lenses. If the Insured Person chooses more than one of these Vision Care Services, the Company will pay benefits 
for only one Vision Care Service. 
 
Necessary Contact Lenses 

Benefits are available when a Vision Care Provider has determined a need for and has prescribed the contact lens. Such 
determination will be made by the Vision Care Provider and not by the Company. 
 
Contact lenses are necessary if the Insured Person has any of the following: 

�x Keratoconus. 

�x Anisometropia. 

�x Irregular corneal/astigmatism. 

�x Aphakia. 

�x Facial deformity. 

�x Corneal deformity. 

�x Pathological myopia. 

�x Aniseikonia. 

�x Aniridia. 

�x Post-traumatic disorders. 
 
Low Vision 

Benefits are available to Insured Persons who have severe visual problems that cannot be corrected with regular lenses 
and only when a Vision Care Provider has determined a need for and has prescribed the service. Such determination will 
be made by the Vision Care Provider and not by the Company. 
 
Benefits include: 

�x Low vision testing: Complete low vision analysis and diagnosis which includes: 
�ƒ A comprehensive exam of visual functions. 
�ƒ The prescription of corrective eyewear or vision aids where indicated.  
�ƒ Any related follow-up care. 

�x Low vision therapy: Subsequent low vision therapy if prescribed. 
 

Schedule of Benefits 
 

Vision Care Service 
What is the Frequency of 
Service? 

Network Benefit 
Out-of-Network 
Benefit 

Routine Vision 
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Vision Care Service 
What is the Frequency of 
Service? 

Network Benefit 
Out-of-Network 
Benefit 
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Vision Care Service 
What is the Frequency of 

Service? 
Network Benefit 

Out-of-Network 

Benefit 

�x Low vision therapy  
100% of the billed 

charge. 

75% of the billed 

charge.



 

COL
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Copayment and/or Coinsurance Amount 
 
For Prescription Drug Products at a retail Network Pharmacy, Insured Persons are responsible for paying the lowest of: 

�x The applicable Copayment and/or Coinsurance. 

�x The Network Pharmacy’s Usual and Customary Fee for the Prescription Drug Product. 

�x The Prescription Drug Charge for that Prescription Drug Product. 
 
For Prescription Drug Products from a mail order Network Pharmacy, Insured Persons are responsible for paying the lower 
of: 

�x The applicable Copayment and/or Coinsurance; or 

�x The Prescription Drug Charge for that Prescription Drug Product. 
 
The Insured Person is not responsible for paying a Copayment and/or Coinsurance for PPACA Zero Cost Share Preventive 
Care Medications. 
 

How Do Supply Limits Apply? 
 
Benefits for Prescription Drug Products are subject to supply limits as written by the Physician and the supply limits that are 
stated in the Policy Schedule of Benefits, unless adjusted based on the drug manufacturer’s packaging size. For a single 
Copayment and/or Coinsurance, the Insured may receive a Prescription Drug Product up to the stated supply limit.  
 
When a Prescription Drug Product is packaged or designed to deliver in a manner that provides more than a consecutive 
31-day supply, the Copayment and/or Coinsurance that applies will reflect the number of days dispensed. 
 
When a Prescription Drug Product is dispensed from a mail order Network Pharmacy or a Preferred 90 Day Retail Network 
Pharmacy, the Prescription Drug Product is subject to the supply limit stated in the Policy Schedule of Benefits, unless 
adjusted based on the drug manufacturer’s packaging size, or based on supply limits. 
 
Note: Some products are subject to additional supply limits based on criteria that the Company has developed. Supply limits 
are subject, from time to time, to the Company’s review and change. This may limit the amount dispensed per Prescription 
Order or Refill and/or the amount dispensed per month's supply or may require that a minimum amount be dispensed. 
 
The Insured may find out whether a Prescription Drug Product has a supply limit for dispensing by contacting the Company 
at www.uhcsr.com/uaf or by calling Customer Service at 1-855-828-7716. 
 

What Happens When a Brand-name Drug Becomes Available as a Generic? 
 
If a Generic becomes available for a Brand-name Prescription Drug Product, the tier placement of the Brand-name 
Prescription Drug may change. Therefore, the Copayment and/or Coinsurance may change or the Insured will no longer 
have benefits for that particular Brand-name Prescription Drug Product.  
 

What Happens When a Biosimilar Product Becomes Available for a Reference Product? 
 
If a biosimilar becomes available for a reference product (a biological Prescription Drug Product), the tier placement of the 
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The Company designates certain Network Pharmacies to be Preferred Specialty Network Pharmacies. The Company may 
periodically change the Preferred Specialty Network Pharmacy designation of a Network Pharmacy.  These changes may 
occur without prior notice to the Insured unless required by law. The Insured may find out whether a Network Pharmacy is 
a Preferred Specialty Network Pharmacy  at www.uhcsr.com/uaf or by calling Customer Service at 1-855-828-7716. 
 
Please see the Definitions Section for a full description of Specialty Prescription Drug Product and Designated Pharmacy. 
 
The following supply limits apply to Specialty Prescription Drug Products.  
 
As written by the Physician, up to a consecutive 31-day supply of a Specialty Prescription Drug Product, unless adjusted 
based on the drug manufacturer’s packaging size, or based on supply limits. 
 
When a Specialty Prescription Drug Product is packaged or designed to deliver in a manner that provides more than a 
consecutive 31-day supply, the Copayment and/or Coinsurance that applies will reflect the number of days dispensed. 
 
If a Specialty Prescription Drug Product is provided for less than or more than a 31-day supply, the Copayment and/or 
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Preferred 90 Day Retail Network Pharmacy means a retail pharmacy that the Company identifies as a preferred pharmacy 
within the network for Maintenance Medication. 
 
Preferred Specialty Network Pharmacy means a specialty Network Pharmacy that the Company identifies as a preferred 
pharmacy within the network. 
 
Prescription Drug Charge means the rate the Company has agreed to pay the Network Pharmacies for a Prescription 
Drug Product dispensed at a Network Pharmacy.  The rate includes a dispensing fee and any applicable sales tax. 
 
Prescription Drug List means a list that places into tiers medications or products that have been approved by the U.S. 
Food and Drug Administration. This list is subject to the Company’s review and change from time to time. The Insured may 
find out which tier a particular Prescription Drug Product has been placed at www.uhcsr.com/uaf or call Customer Service 
at 1
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Usual and Customary Fee means the usual fee that a pharmacy charges individuals for a Prescription Drug Product 
without reference to reimbursement to the pharmacy by third parties and is consistent with applicable state health claims 
standards requiring equal to or greater than the 80th percentile of the charge. This fee includes a dispensing fee and any 
applicable sales tax. 
 

Additional Exclusions 
 
In addition to the Exclusions and Limitations shown in the Certificate of Coverage, the following Exclusions apply: 

1. Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which exceeds 
the supply limit. 

2. Coverage for Prescription Drug Products for the amount dispensed (days’ supply or quantity limit) which is less than 
the minimum supply limit. 

3. Prescription Drug Products dispensed outside the United States, except as required for a Medical Emergency. 
4. Drugs which are prescribed, dispensed or intended for use during an Inpatient stay. 
5. Experimental or Investigational Services or Unproven Services and medications; medications used for experimental 

indications for certain diseases and/or dosage regimens determined to be experimental, investigational or 
unproven. 

6. Prescription Drug Products furnished by the local, state or federal government.  Any Prescription Drug Product to 
the extent payment or benefits are provided or available from the local, state or federal government (for example, 
Medicare) whether or not payment or benefits are received, except as otherwise provided by law. 

7. Prescription Drug products for any condition, Injury, Sickness or Mental Illness arising out of, or in the course of, 
employment for which benefits are available under any workers’ compensation law or other similar laws, whether 
or not a claim for such benefits is made or payment or benefits are received. 

8. A pharmaceutical product for which benefits are provided in the Certificate of Coverage. 
9. General vitamins, except the following, which require a Prescription Order or Refill: 

�x 
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19. 
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UNITEDHEALTHCARE INSURANCE COMPANY 

POLICY ENDORSEMENT 
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MEDICAL EVACUATION AND REPATRIATION BENEFITS  
 
Emergency Medical Evacuation: If an Insured Person suffers a Sickness or Injury, experiences an Emergency Medical 
Event and adequate medical facilities are not available locally in the opinion of the Medical Director of the Company’s 
affiliate or authorized vendor, the Company’s affiliate or authorized vendor will provide an emergency medical evacuation 
(under medical supervision if necessary) to the nearest facility capable of providing adequate care by whatever means is 
necessary. The Company will pay costs for arranging and providing for transportation and related medical services 
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and approved in advance by the Company’s affiliate or authorized vendor. If an Insured Person is incapacitated and unable 
to immediately contact the Company’s affiliate or authorized vendor due to an Emergency Medical Event, the Insured Person 
should notify the Company’s affiliate or authorized vendor within 48 hours or as soon as reasonably possible. 
 
With respect to any evacuation requested by an Insured Person, the Company’s affiliate or authorized vendor shall evaluate 
the feasibility of an evacuation and the means, method, timing, and destination of such evacuation, and may consult with 
relevant third-parties, including as applicable, Physician Advisors and treating physicians as needed to make its 
determination.  
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