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Everything You Wanted to Know About

Private Health Insurance but Didn’t Know You Should Ask

When your child has a special health care need, you may find that the insurer is not always well informed about the health care needs of your child.  Here is what you can do.

Becoming an expert on your child’s special health need will help you get beneficial and medically appropriate treatment for your child.  Searching the Internet is a good way to start.  Stick with information from organizations which have a reputation in the disability you are researching such as the Down Syndrome Congress or the Autism Society of America.  The National Organization of Rare Diseases is an excellent resource for less common disorders.  Also, the National Institute of Health and Medscape are sources of medical information.  If you don’t have Internet access at home, most public libraries have computers to use.  Information is also available in publications but make sure it is current.  Read books less than five years old and journals less than two years old.  Your doctor can tell you what research is currently being done and may be able to link you with research studies which may be a source of free treatment.  Support groups are another way to learn about treatments from other parents who have experience with your child’s special health need.

Before you go to the doctor with your child make sure you know what treatments are covered.  Your employer probably gave you a Summary Plan Description when you enrolled.  This document summarizes your coverage in easy to understand language but it is not a legal document.   To fully protect your rights you need a current copy of what is known as the “Evidence of Coverage” or “Certificate of Insurance.”  Your employer’s human relations department can provide you with a current copy if you don’t already have one.

You will also need to know how your insurance plan wants to bill.  Here’s a list of some questions you will need to answer in order to make sure that your insurance plan pays for your child’s medical treatments:

· Does my plan require a referral from my primary care doctor to see a specialist?  For lab and x-ray tests?  Other services such as gynecological?

· How do I obtain a referral?  Office visit? Notice in advance? Other?

· Does the referral require renewal?  Can I get approval for more visits over the phone or do I need to schedule another visit with my primary care doctor?

· Do I need pre-authorization for surgery?  Can my doctor obtain the pre-authorization or do I need to contact my health plan directly?

· Am I required to use only providers who have agreed to be covered by my plan (in network providers)?

· If I can also see doctors who are not part of my plan (out of network coverage), what rules does my plan have for seeing these doctors?  What will it cost me to use an out of network provider?

· Can I see a doctor who is not in my plan’s network in an emergency or when traveling?  And at what cost to me?

What do I do When the Insurance Company Doesn’t Want to Pay for a Medically Necessary Treatment?

Even if you know what benefits your health plan will cover and how the billing works, there may still be a problem with getting your child’s treatment covered. “Medically necessary” is the term that insurance companies use to determine the medical need for a particular treatment or procedure.  This definition is used as a determining factor of payment of treatment and procedures you may need for your child.  You should always look for your plan’s definition of medical necessity which can range from “services required to prevent harm to the patient or to the patient’s quality of life” to “treatment to diagnosis, cure, alleviate or prevent the worsening of conditions that endanger life, cause suffering or pain, result in illness or infirmity, threaten to cause or aggravate a disability, or cause physical deformity.”  The problem with any of the definitions of medical necessity is that there is room for the interpretation to be different depending on whether the insurer wants to continue the service.  As a parent of a child with a special health care need, the burden will fall on you to get the information to your insurer proving that a treatment, procedure or equipment is medically necessary.    

You will need a letter to prove medical necessity.  The letter can be written by your doctor, you or other medical provider.  Here are tips from an article by Debbie Bradley from Missouri’s REACH for Kids on how to prove medical necessity.

1. Briefly describe the child’s medical history.

2. Describe treatment ordered and expected outcome.

3. List less invasive or less costly treatments available and why they have not been effective, or why they are contraindicated in this case.

4. Describe consequences of not receiving treatment, especially if it will cost the insurer more money.

5. Know the language of your plan and share this information with your doctor so that documentation in the charts, as well as in the letter, can be written to fit into what the plan will cover.

6. Stick to what the plan says and the medical evidence and avoid appealing to the emotions.  This can often bring out information that may hurt rather than help your case.

If you have tried unsuccessfully to prove medical necessity, then you may want to contact Connecticut’s Office of the Healthcare Advocate for additional help.  The toll free number for contacting OHA is 1.800-HMO-4446.

Can I Change My Health Plan?

Most employers have a time each year when you can change your health plan for you and your family (open enrollment period).  Make sure you use this opportunity to look at the health plans your employer offers to find the one that best meets the needs of your family including your child with special health care needs.  Here are some questions to ask:

· Are my child’s doctors in the health plan network?

· Do I have out-of-network coverage?

· Are there co-pays?  Deductibles? Lifetime caps?

· What services are not covered?

You can sign up for your employer’s health plan outside of the open enrollment period if you have a newborn or you adopt a child.  Your newborn or adopted child will be covered by the plan automatically but the insurer may require you to enroll your child within 31 days to keep the coverage so check with your plan when this happy event occurs in your family.

Thanks to something called The Health Insurance Portability Act (HIPAA) you can sign up for a new group health plan when you change jobs and your child will continue to be insured.  In the past, a parent might not have been able to get new insurance for child with a special health care need because the child was considered to have a health problem which existed before the date the insurance became effective (pre-existing condition).  Under the new law, your new health plan will have to cover your child as long you had continuous coverage for the same condition for the past twelve months.  No coverage for a short period of less than sixty-three days is ok.  If you had continuous coverage for less than twelve months and more than sixty-three days, you will have to wait for coverage to start for your child’s pre-existing condition.  The waiting period to start new coverage can be no more than twelve months and you will have credit for the period of time you did have coverage.

Because it makes a difference in keeping your child with special health needs covered, you will want to look at ways to keep coverage if you are losing your job or losing your group health plan for other reasons.  Your most common option will be COBRA.  The good news is that the covered benefits under COBRA will be the same as the ones you had under your old group health plan.  The bad news is that COBRA will cost more than you were paying under your old group health plan and can be quite expensive. COBRA does count as continuous coverage so there will be no pre-existing condition exclusion period when you get new group plan coverage.

If the reason that you have lost insurance coverage is that you lost your job or your hours were reduced, then your family’s income will also be reduced.   You may be able to get health insurance for your child through the state Medicaid program known as HUSKY.  To find out whether your child is eligible for HUSKY, contact the HUSKY Infoline 1-877-CT-HUSKY.
What Do I Do When My Health Insurance Denies My Child’s Treatment?

When your health plan has not paid for a service or will not agree in advance to a service, then you have the option of appealing the health plan’s decision.   The information on the appeals process for your health plan is in the Evidence of Coverage.  Health plan appeals processes will vary from health plan to health plan so you should familiarize yourself with the process at the same time you are reviewing your coverage.  

Most likely you will find out that the service is not covered when you receive the Explanation of Benefits (EOB) form from your health plan.  Your health plan does not have to cover all services for your child and you should first check the Evidence of Coverage booklet to make sure your plan covers the denied service. 

If you believe the service has been denied in error, you can contact your plan by phone to discuss your EOB.  This is an informal review process.  Make sure you get in writing any outcome from an informal review as you cannot appeal a phone call.  Getting it in writing applies as well to calls for authorization before a service is provided.  If your customer service representative says your plan will not cover a service, you can still submit a claim for coverage.  You will need the written denial if you want to proceed to an appeal.  And don’t stop with the customer service representative.  You can ask to talk to the manager or even the health plan’s medical director.

Keep a record of every phone call to your plan with the name of the person you talked to and notes of the conversation.  If the health plan representative will get back to you with information, make sure you find out when you can reasonably expect a reply and follow up with the health plan if you have not heard back.

If you decide to file a formal appeal, it must be in writing.  Your health plan may have an appeal form.  If not, the Evidence of Coverage will describe the appeal process.  Federal ERISA (Employee Retirement Income Security Act) regulations allow you to present written comments, documents, records, and other evidence for consideration by the health plan.  Any comments contain the language used in the Evidence of Coverage.  Always keep a copy of your written appeal.  Expect to provide the following information
· Your name, address, and telephone number

· Your member identification number or Social Security number

· Explanation of Benefits (EOB) forms and your provider’s name and billing form

· Description of the service or procedure you want covered

· Information supporting why the service should be covered

You may have to file your appeal within a specified period of time.  Appeals filed outside the allowed time period will not be considered by the health plan.  In some cases the plan may have a special procedure for urgent cases.  

An insurance appeal is a complicated process.  The CT Office of the Healthcare Advocate is available to help you through the process.  The toll free number for contacting OHA is 1.800-HMO-4446.
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