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SECTION I.  INTRODUCTION

The Wisconsin Insurance Commissioner has set standards for Medicare supplement insurance.  This certificate meets these standards.  It, along with Medicare, may not cover all of your medical costs.  You should review carefully all policy limitations.  For an explanation of these standards and other important information, see "Wisconsin Guide to Health Insurance for People with Medicare," given to you when you applied for this policy.  Do not buy this policy if you did not get this guide.

If you are under age 65, this certificate does not apply to you.  Please request a copy of the Local Annuitant Health Insurance Program - Preferred Provider Plan Certificate for information about that plan.

SECTION II.  YOUR RIGHT TO RETURN THIS CERTIFICATE

Please read this certificate, including all endorsements, if any, right away so you know and understand your coverage.  If you're not satisfied with it for any reason, you can return it within 30 days.  Upon return, this certificate becomes invalid.  We'll refund all payments you've made on it.

SECTION III.  WHO TO CONTACT

If you have specific questions pertaining to coverage, please contact WPS at 1-800-634-6448.  You can also visit us at the following locations:

WPS - Madison Office



/
WPS – Green Bay Office

1751 West Broadway





1088 Springhurst Dr., Suite B
Madison, Wisconsin   53713




Green Bay, Wisconsin   54304
WPS - Eau Claire Office




WPS - Milwaukee Office

2519 N. Hillcrest Parkway, Suite 200



111 W. Pleasant Street, Suite 110

Altoona, Wisconsin   54720




Milwaukee, Wisconsin   53212

WPS - Wausau Office

1800 Westwood Center Blvd., Suite 200

Wausau, Wisconsin   54401

SECTION IV.  GENERAL INFORMATION

Use Your WPS Identification Card.  Please be sure to show your WPS identification card each time you or any of your covered dependents go to your physician, hospital or other health care provider.

This certificate is not the contract of insurance.  It is merely evidence of insurance provided under the group medical insurance policy (hereinafter called "group policy" or "policy") issued by WPS to the State of Wisconsin, Department of Employee Trust Funds (hereinafter called “ETF”).  This certificate describes the essential features of such insurance.  This certificate replaces and supersedes all certificates and endorsements thereto which we may have previously issued to you prior to the effective date of this certificate.

WPS, in performing its obligations under the policy, is acting only as a health insurer with respect to the policy and is not in any way acting as a plan administrator, a plan sponsor or a plan trustee for the purposes of the Employee Retirement Income Security Act of 1974 (ERISA), as amended, or any other federal or state law.

The group policy is issued by WPS and delivered to ETF in the State of Wisconsin.  All terms, conditions, and provisions of the group policy, including, but not limited to, all exclusions and coverage limitations contained in the group policy, are governed by the laws of the State of Wisconsin.  All benefits are provided in accordance with the terms, conditions, and provisions of the group policy, including all endorsements, if any, attached to this certificate, the participant’s completed application for this insurance, and applicable Wisconsin laws and regulations.

                                                    WISCONSIN PHYSICIANS SERVICE INSURANCE CORPORATION
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WISCONSIN DEPARTMENT
OF EMPLOYEE TRUST FUNDS





                                                                                               James R. Riordan, 

                                                                                President and Chief Executive Officer

SECTION V.  DEFINITIONS

In this certificate, the following terms shall mean:

Alcoholism:  a health condition listed in the latest edition of the International Classification of Disease (ICD-9-CM) within a classification category or code 303 - Alcohol Dependence Syndrome, 304 - Drug Dependence, and 305 - Nondependent abuse of drugs and 291 - Alcohol-induced Mental Disorders or 292 - Drug-Induced Mental Disorders.

Balance Bill:  means seeking:  to bill, charge, or collect a deposit, remuneration or compensation from; to file or threaten to file with a credit reporting agency; or to have any recourse against you or any person acting on your behalf for health care costs for which you are not liable.  The prohibition on recovery does not affect your liability for any deductibles, coinsurance or copayments, or for premiums owed under the policy or certificate. 

Benefit Period:  a benefit period starts with the first full day that you are in a hospital it ends when you have not been in a hospital or a skilled nursing facility or rehabilitative facility for at least 60 consecutive days.  There's no limit to the number of benefit periods you can have.

Calendar Year:  the period of time that starts with the participant’s applicable effective date of coverage shown in our records, as determined by us, and ends on December 31st of such year.  Each following calendar year shall start on January 1st of that year and end on December 31st of that same year.  

Certificate:  the document issued by us to a covered member who is insured under the policy issued by us to ETF.  It is not a contract of insurance, but only evidence of coverage, and describes the essential features of the insurance provided by the policy.

Charges:  the amount approved by Medicare as reasonable.  For health care services not covered by Medicare, we determine the usual, customary and reasonable rate, fee or cost.

Confinement/Confined:  the period starting with your admission on an inpatient basis (more than 24 hours) to a hospital or other licensed health care facility for treatment of an illness or injury.  Confinement ends with your discharge from the same hospital or other facility.  If you are transferred to another hospital or other facility for continued treatment of the same or related illness or injury, it's still just one confinement.

Continuous Period of Creditable Coverage:  Means the period during which an individual was covered by creditable coverage, if during the period of the coverage the individual had no breaks in coverage greater than 63 days.

Covered Member:  a member who meets all of the following requirements:  (a) he/she is eligible for coverage under the policy; (b) he/she has properly enrolled; and (c) he/she is accepted by us for coverage under the policy; and for whom we've accepted the appropriate premium.

Creditable Coverage:    

a.
with respect to an individual, coverage of the individual provided under any of the following:  (1) a group health plan; (2) health insurance coverage; (3) Part A or Part B of Title XVIII of the Social Security Act (Medicare; (4) Title XIX of the Social Security Act (Medicaid), other than coverage consisting solely of benefits under section 1928; (5) Chapter 55 of Title 10 United States Code, commonly referred to as TRICARE (formerly known as CHAMPUS); (6) a medical care program of the Indian Health Service or of a tribal organization; (7)a state health benefits risk pool; (8) a health plan offered under chapter 89 of Title 5 United States Code commonly referred to as the Federal Employees Health Benefits Program; (9) a public health plan as defined in federal regulation; and (10) a health benefit plan under Section 5(e) of the Peace Corps Act (22 United States Code 2504(e)).

b.
but does not include any of the following:  (1) coverage only for accident or disability income insurance, or any combination thereof; (2) coverage issued as a supplement to liability insurance; (3) liability insurance, including general liability insurance and automobile liability insurance; (4) Workers' compensation or similar insurance; (5) automobile medical payment insurance; (6) credit-only insurance; (7) coverage for on-site medical clinics; and (8) other similar insurance coverage, specified in federal regulations, under which benefits for medical care are secondary or incidental to other insurance benefits.

c.
but does not include the following benefits if they are provided under a separate policy, certificate or contract of insurance or are otherwise not an integral part of the plan:  (1) limited scope dental or vision benefits; (2) benefits for long-term care, nursing home care, home health care, community-based care, or any combination; and (3) such other similar, limited benefits as are specified in federal regulations.

d.
but does not include the following benefits if offered as independent, non-coordinated benefits:  (1) coverage only for a specified disease or illness; and (2) hospital indemnity or other fixed indemnity insurance.

e.
but does not include the following if it is offered as a separate policy, certificate or contract of insurance:  (1) Medicare supplemental health insurance as defined under section 1882(g)(1) of the Social Security Act; (2) coverage supplemental to the coverage provided under chapter 55 of title 10, United States Code; and (3) similar supplemental coverage provided to coverage under a group health plan. 

Custodial Care:  health care services given to you if:  (a) you do not require the technical skills of a registered nurse at all times; (b) you need assistance for activities of daily living, including, but not limited to, dressing, bathing, eating, walking, taking medications or maintaining continence; and (c) the health care services you require are not likely to improve your physical and/or mental condition.  Health care services may still be considered custodial care, as determined by us, even if:  (a) you are under the care of a physician; (b) the physician prescribes health care services to support and maintain your physical and/or mental condition; or (c) health care services are being directly provided to you by a registered nurse or licensed practical nurse, a physical, occupational, or speech therapist, or a physician.

Department:  The State of Wisconsin Department of Health and Family Services.

Dependent: see subsection B. of Section VI.  Eligibility Provisions for dependent eligibility.

Domestic Partner:  an individual that certifies in an affidavit along with his/her partner that they are in a domestic partnership as provided under Wis. Stats. § 40.02 (21d), which is a relationship between two individuals that meets all of the following conditions:

a.
Each individual is at least 18 years old and otherwise competent to enter into a contract;

b.
Neither individual is married to, or in a domestic partnership with, another individual;

c.
The two individuals are not related by blood in any way that would prohibit marriage under Wisconsin law;

d.
The two individuals consider themselves to be members of each other’s immediate family; 

e.
The two individuals agree to be responsible for each other’s basic living expenses; and

f.
The two individuals share a common residence.  Two individuals may share a common residence even if any of the following applies:

(1)
Only one of the individuals has legal ownership of the residence;

(2)
One or both of the individuals have one or more additional residences not shared with the other individual;

(3)
One of the individuals leaves the common residence with the intent to return.

Drug Abuse:  a health condition listed in the latest edition of the International Classification of Disease (ICD-9-CM) within a classification category or code 303 - Alcohol Dependence Syndrome, 304 - Drug Dependence, and 305 - Nondependent abuse of drugs and 291 - Alcohol-induced Mental Disorders or 292 - Drug-Induced Mental Disorders.

Emergency Medical Care:  health care services provided by a health care provider to treat a member’s medical emergency.  

ETF:  State of Wisconsin, Department of Employee Trust Funds.

Expedited Grievance:  means a grievance where any of the following applies:

a.
The duration of the standard resolution process will result in serious jeopardy to your life or health or your ability to regain maximum function.

b.
In the opinion of a physician with knowledge of your medical condition, would subject you to severe pain that cannot be adequately managed without the care or treatment that is the subject of the grievance.

c.
A physician with knowledge of your medical condition determines that the grievance shall be treated as an expedited grievance. 

Experimental or Investigative:  As determined by our Corporate Medical Director, the use of any health care services for your illness or injury that, at the time it is used, meets one or more of the following:

a.
requires approval that has not been granted by the appropriate federal or other government agency, such as, but not limited to, the federal Food and Drug Administration (FDA); or 

b.
isn't yet recognized as acceptable medical practice throughout the United States to treat that illness or injury; or 

c.
is the subject of either:  (1) a written investigational or research protocol; or (2) a written informed consent or protocol used by the treating facility in which reference is made to it being experimental, investigative, educational, for a research study, or posing an uncertain outcome, or having an unusual risk; or (3) an ongoing phase I, II or III clinical trial, except as required by law; or (4) an ongoing review by an Institutional Review Board (IRB); or 

d.
doesn't have either:  (1) the positive endorsement of national medical bodies or panels, such as the American Cancer Society; or (2) multiple published peer review medical literature articles, such as the Journal of the American Medical Association (J.A.M.A.), concerning such treatment, service or supply and reflecting its recognition and reproducibility by non-affiliated sources we determine to be authoritative.

Additional criteria that we use for determining whether a health care service is considered to be experimental or investigative and, therefore, not covered, for a particular illness or injury include, but are not limited to:

a.
what are its failure rate and side effects;

b.
whether other more conventional methods of treatment have been first exhausted;

c.
whether it is medically necessary for the treatment of that illness or injury; 

d.
whether it is universally recognized as not experimental or investigative by Medicare, Medicaid and other third party payers (including insurers and self-funded plans); or
e.
whether any documentation refers to the health care service as posing an uncertain outcome or having an unusual risk.

To question whether a particular health care service is considered experimental or investigative, please see Section IX.  Preauthorization Procedure.

The determination of whether a health care service is experimental or investigative under the definition set out above and our criteria shall be made by us in our sole and absolute discretion.  In any dispute arising as a result of our determination, such determination shall be upheld if the decision is based on any credible evidence.  In any event, if the decision is reversed, the limit of our liability under the policy or on any other basis shall be to provide policy benefits only and neither compensatory nor punitive damages, nor attorney's fees, nor other costs of any kind shall be awarded in connection therewith or as a consequence thereof.

Family Coverage:  means coverage applies to a covered member and his/her eligible spouse or domestic partner who is a dependent.  To be covered, a dependent must be properly enrolled and accepted by us for coverage under the policy.  We must also receive timely the appropriate premium to pay for his/her coverage.  When referred to in this certificate, family coverage also includes limited family coverage.

Grievance:  means any dissatisfaction with the provision of services or claims practices of an insurer offering a health benefit plan or administration of a health benefit plan by the insurer that is expressed in writing to the insurer by or on behalf of, a participant. 

Group Policy/Policy:  the group medical insurance policy issued by us to the State of Wisconsin - Department of Employee Trust Funds known as the group policyholder.  In it, we agree to insure participants of the group policyholder for future health care services covered by the policy through benefit payments, subject to the terms, conditions and provisions of the policy.

Health Care Provider:  any person, institution or other entity licensed by the state in which he/she or it is located to provide health care services covered by the policy to you, within the lawful scope of his/her or its license.

Health Care Services:  treatment, services, procedures, drugs or medicines, devices, or supplies directly provided to you and covered under the policy, except to the extent that such treatment, services, procedures, drugs or medicines, devices, or supplies are limited or excluded under the policy.

Hospice Care:  Means care for those who are terminally ill.  Hospice care typically focuses on comfort (controlling symptoms and managing pain) rather than seeking a cure.

Hospital:  an institution providing 24-hour continuous service to confined patients.  Its chief function must be to provide diagnostic and therapeutic facilities for the surgical and medical diagnosis, treatment and care of injured or sick persons.  A professional staff of licensed physicians and surgeons must provide or supervise its services.  It must provide general hospital and major surgical facilities and services.  A hospital also includes a specialty hospital approved by us and licensed and accepted by the appropriate state or regulatory agency to provide diagnosis and short term treatment for patients who have specified medical conditions.  A hospital does not include, as determined by us:  (a) a convalescent or extended care facility unit within or affiliated with the hospital; (b) a clinic; (c) a nursing, rest or convalescent home or extended care facility; (d) an institution operated mainly for care of the aged or for treatment of mental disease, drug addiction or alcoholism; (e) sub-acute care center; or (f) a health resort, spa or sanitarium.

Illness:  a physical illness, alcoholism, drug abuse, or a nervous or mental disorder.

Immediate Family:  a covered member's spouse or domestic partner, natural and adopted children, parents, grandparents, brothers, and sisters, and the spouses of such persons.

Injury:  bodily damage caused by an accident.  The bodily damage must result from the accident directly and independently of all other causes.  An accident caused by chewing resulting in damage to your teeth is not considered an injury.  

Maintenance Care:  health care services provided to a patient after the acute phase of an illness or injury has passed and maximum therapeutic benefit has occurred.  Such care promotes optimal function in the absence of significant symptoms. 

Medical Emergency:  a medical condition that manifests itself by acute symptoms of sufficient severity, including severe pain, to lead a prudent layperson who possesses an average knowledge of health and medicine to reasonably conclude that a lack of immediate medical attention will likely result in any of the following:

a.
serious jeopardy to the person's health or, with respect to a pregnant woman, serious jeopardy to the health of the woman or her unborn child;

b.
serious impairment to the person's bodily functions; or

c.
serious dysfunction of one or more of the person's body organs or parts.

Medically Necessary:  a health care service directly provided to you by a hospital, physician or other health care provider that is required to identify or treat your illness or injury and which is, as determined by us:  (a) consistent with the symptom(s) or diagnosis and treatment of your illness or injury; (b) furnished for an appropriate duration and frequency in accordance with accepted medical practice to treat that illness or injury; (c) not solely for your convenience or the convenience of the physician, hospital or other health care provider; (d) the most appropriate health care service or location for providing such health care service, which can be safely provided to you and accomplishes the desired end result in the most economical manner; and (e) supported by information contained in your medical records from other relevant sources.

Medical Services:  professional services recognized by a physician in the treatment of illness or injury and directly provided to you.  Not included are:  maternity services; surgery; anesthesiology; pathology; and radiology.

Medicare:  The Health Insurance for the Aged Act, Title XVIII of the Social Security Amendments of 1965 as Then Constituted or Later Amended, or Title I, Part I of Public Law 89-97, as Enacted by the Eighty-Ninth congress of the United States of America and popularly known as the Health Insurance for the Aged Act, as then constituted and any later amendments or substitutes thereof.

Medicare Advantage Plan:  a plan of coverage for health benefits under Medicare Part C as defined in 42 U.S.C. 1395w-28(b)(1), as amended, and includes any of the following: (a) coordinated care plans that provide health care services, including but not limited to health maintenance organization plans (with or without point-of-service option), plans offered by provider-sponsored organizations, and preferred provider plans; (b) medical savings account plans coupled with a contribution into a Medicare Advantage medical savings account; and (c) Medicare Advantage private fee-for-service plans.

Medicare Eligible Expenses: health care expenses that are covered by Medicare Parts A and B, recognized as medically necessary and reasonable by Medicare, and that may or may not be fully reimbursed by Medicare.

Medicare Eligible Person:  a person who qualifies for Medicare.

Medicare Supplement Coverage:   coverage that meets the definition in s. 600.03 (28r). Stats., as interpreted by sub, (2) (a) and that conforms to subs. (4), (4s), (5), (5m), (6), (30) and (30m).  “Medicare supplement coverage” includes Medicare supplement and Medicare Select plans but does not include coverage under Medicare Advantage plans established under Medicare Part C or Outpatient Prescription Drug plans established under Medicare Part D.

Member: see subsection A. of Section VI.  Eligibility Provisions for member eligibility.
Nervous or Mental Disorders:  a health condition listed in the latest edition of the International Classification of Disease (ICD-9-CM) within one of the following classification categories or codes:  295 - Schizophrenic Disorders; 296 - Episodic Mood Disorders; 297 - Delusional Disorders; 298 - Other Nonorganic Psychoses; 300 - Anxiety, Dissociative and Somatoform Disorders; 301 - Personality Disorders; 302 - Sexual and Gender Identity Disorders; 306 - Physiological Malfunction Arising From Mental Factors; 307 - Special Symptoms or Syndromes, Not Elsewhere Classified; 308 - Acute Reaction to Stress; 309 - Adjustment Reaction; 311 - Depressive Disorder, Not Elsewhere Classified; 312 - Disturbance of Conduct, Not Elsewhere Classified; 313 - Overanxious Disorder; and 314 - Hyperkinetic Syndrome of Childhood.

Outpatient Treatment Facility:  a facility licensed or approved by the Department.  Its outpatient services must meet the Department's standards.  It must provide the following outpatient services to prevent and treat an illness:  (a) comprehensive diagnostic and evaluation services; (b) outpatient care and treatment, precare, aftercare, emergency care, rehabilitation and habilitation, and supportive transitional services; and (c) professional consultation.

Participant:  a covered member or his/her dependent who has been enrolled and accepted by us for coverage under the policy.

Physical Illness:  a disturbance in a function, structure or system of the human body which causes one or more physical signs and/or symptoms and which, if left untreated, will result in deterioration of the health state of the function, structure or system of the human body.  Physical illness includes pregnancy and complications of pregnancy.  Physical illness does not include alcoholism, drug abuse, or a nervous or mental disorder.

Physician:  a person who received a degree in medicine from an accredited college or university and is a medical doctor or surgeon licensed by the state in which he/she is located and provides health care services while he/she is acting within the lawful scope of his/her license.  A physician is limited to the following:

a.
Doctor of Medicine (M.D.);

b.
Doctor of Osteopathy (D.O.);

c.
Doctor of Dental Surgery (D.D.S.);

d.
Doctor of Dental Medicine (D.D.M.);

e.
Doctor of Surgical Chiropody (D.S.C.);

f.
Doctor of Podiatric Medicine (D.P.M.);

g.
Doctor of Optometry (O.D.); and

h.
Doctor of Chiropractic (D.C.).

When we are required by law to cover the health care services of any other licensed medical professional under the policy, a physician also includes such other licensed medical professional who:  (a) is licensed by the state in which he/she is located; (b) is acting within the lawful scope of his/her license; and (c) provides a health care service which we determine is a covered expense under the policy.
Professional Services:  services directly provided to you by a physician of your choice to treat your illness or injury.  Such services also include services provided by a certified registered nurse anesthetist, registered or licensed practical nurse, laboratory/x-ray technician and physician assistant, provided such person is lawfully employed by the supervising physician or the facility where the service is provided and he/she provides an integral part of the supervising physician's professional services while the physician is present in the facility where the service is provided.  With respect to such services provided by a registered or licensed practical nurse, laboratory/x-ray technician and physician assistant, such services must be billed by the supervising physician or the facility where the service is provided.  

Reconstructive Surgery:  surgery performed on abnormal structures of the body, caused by congenital defects, development abnormalities, trauma, infection, tumors or disease. 

Services:  hospital services, professional services, surgical services, maternity services, medical services or any other service directly provided to you by a health care provider, as determined by us.

Single Coverage:  means coverage applies only to a covered member.  To be covered, a covered member must be properly enrolled and accepted by us for coverage under the policy.  We must also receive timely the appropriate premium to pay for the covered member's coverage.

Skilled Nursing Care:  health care services furnished on a physician's orders which requires the skills of professional personnel such as a registered nurse or a licensed practical nurse and is provided either directly by or under the direct supervision of such professional personnel.

Skilled Nursing Facility: an institution (or part of one) that:  (a) is operated pursuant to law; (b) primarily engages in providing, in addition to room and board accommodations, skilled nursing care under the supervision of a duly licensed physician; (c) provides continuous twenty-four (24) hours a day nursing service by or under the supervision of a registered graduate professional nurse (R.N.); and (d) maintains a daily medical record of each patient.  Except incidentally, it isn't a home or facility used primarily for rest, drug addicts, alcoholics, treatment of mental diseases or disorders, or custodial or educational care.

Supportive Care:  Supportive care is health care services provided to a participant whose recovery has slowed or ceased entirely, and only minimal rehabilitative gains can be demonstrated with continuation of such health care services.

Usual, Customary and Reasonable Charges: a fee for a service or item that doesn't exceed the general level of billed amounts and is reasonable, as determined by us, for such a service or item when provided in the same general area under similar or comparable circumstances.  In some cases the amount we determine may be less than the amount billed.  This definition applies only to state mandated benefits for chiropractic; diabetic; home health care; breast reconstruction; and hospital, ambulatory surgery center, and anesthesia charges for dental care.

We, Us, Our:  Wisconsin Physicians Service Insurance Corporation.

Wisconsin Physicians Service Insurance Corporation:  a service insurance corporation with its principal office in Monona, Wisconsin, organized and existing under Chapter 613 of the laws of Wisconsin.

WPS:  Wisconsin Physicians Service Insurance Corporation.

You, Your:  a participant.

SECTION VI.  ELIGIBILITY PROVISIONS

A.
Member Eligibility

A person who is at least age 65 and:  

1.
is a local government retiree (including the spouse) who is receiving a monthly annuity from the Wisconsin Retirement System (WRS); 

2.
is a local government retiree (including the spouse) at the time a lump sum annuity is taken;

3.
is the surviving spouse of a local government retiree; or 

4.
is the surviving spouse of an active, deceased local government employee.

The member must be enrolled in both Parts A and B of Medicare on the date coverage becomes effective under the policy.

B.
Dependent Eligibility

A dependent is a member’s legal spouse or domestic partner who is at least age 65 and is enrolled in both Parts A and B of Medicare.

C.
Application and Effective Date

If application for coverage is properly made on the appropriate application form by an eligible member and the required premium for his/her coverage is submitted to ETF, the effective date of single or family coverage to be issued under the policy for that eligible member and his/her eligible dependents, if any, shall be determined as follows:

1.
Initial Enrollees.

An initial enrollee is an eligible member and his/her eligible dependents, if any, who enrolls during the commencement of ETF's initial enrollment period with WPS.  An initial enrollee's effective date shall be the policy's effective date. 

2.
New Entrants.

A new entrant's effective date of coverage under the policy will be determined by ETF as follows:
An eligible member may apply during the following two open enrollment periods: 

a.
the eligible member and his/her dependent may enroll without evidence of insurability if the eligible member applies within 60 days after the date you retire from local government employment (i.e., cease to be an active employee participating in the Wisconsin Retirement System).  The eligible member may apply for coverage under the policy up to 90 days prior to the termination of his/her employment but he/she cannot apply for coverage under the policy before he/she applies for his/her annuity.  To ensure that coverage begins as soon as possible after retirement, it is best to file for the eligible member’s annuity and health insurance before the eligible member retires; or

b.
during the open enrollment period when he/she becomes age 65 and/or first enrolls in Medicare Part B if he/she is over age 65.  This also applies to a member’s dependent when he/she first turns age 65 and/or enroll in Medicare Part B if the member is insured under the policy and the dependent is otherwise eligible.

The open enrollment period is the following ten month period:

(1)
the three calendar months before you enroll in Medicare Part B;

(2)
the calendar month in which you enroll in Medicare Part B; and 

(3)
the six calendar months immediately following the month you enroll in Medicare Part B.

You may be subject to waiting periods for pre-existing conditions even if you first apply for coverage during this open enrollment period.

If an eligible member applies as stated in a. or b. above, coverage will be effective on the first day of the calendar month following receipt of the application by ETF or the effective date of the member’s annuity, whichever is later.  At the member’s request, the effective date can be delayed for up to 90 days from the date ETF receives the application or the member’s termination date, whichever is later.  Please note that your application must be received by ETF within 60 days after your retirement, even if you are requesting a deferred effective date.

However, if the application is submitted to ETF after the 60-day period stated above, that member and/or his/her dependents, if any, are late enrollees.  Please see paragraph 3. below.  

If you are under age 65, these open enrollment periods do not apply to you.  Please request a copy of the Local Annuitant Health Insurance Program - Preferred Provider Plan Certificate for information about that plan.

3.
Late Enrollees (Deferred Enrollment)
a.
A late enrollee may make written application at any time with evidence of insurability.  A late enrollee's effective date of coverage under the policy will be the first of the month following our approval of the application.  Therefore, the effective date of coverage depends upon how long it takes to process the eligible member’s application.  The effective date can be delayed, with approval, for up to 90 days from the date ETF receives the application.

b.
If an eligible member who is disabled applies later than 60 days after he/she ceases to be an active employee participating in the Wisconsin Retirement System, he/she must furnish evidence of insurability by completing the health questionnaire section of the Local Annuitant Health Insurance Program (LAHP) application.  Coverage cannot be effective until ETF approves his/her disability annuity.  The effective date of coverage will be the first of the month following ETF’s approval of his/her disability annuity and our approval of his/her application.

D.
Change in Marital Status

If a covered member has single coverage and wishes to change to family coverage to add an eligible spouse due to his/her marriage, the covered member must apply for coverage to ETF within 31 days of the date of his/her marriage.  The effective date of family coverage will be the date of the marriage.  Benefits are subject to any waiting periods for pre-existing conditions.  If application is submitted to ETF after that 31-day period ends, the eligible spouse is a late enrollee.  Please see paragraph 3. above.

E.
Survivor Benefits

1.
Insured Survivor.

If a member’s spouse was insured at the time of the member’s death, coverage may be continued by filing an application with the Department of Employee Trust Funds within 90 days of the date of death.  Coverage for the surviving spouse may be continued for life.

2.
Uninsured Survivor.

If a member’s spouse was not insured at the time of the death, but is receiving a continuation of the deceased employee’s monthly annuity, he/she may apply for coverage at any time by making written application to us with evidence of insurability by completing the health questionnaire section of the application.  Eligibility to apply for coverage ends when the annuity ends.

3.
Survivor of Deceased Active Employee.

A surviving spouse of a deceased active employee who takes the WRS death benefit as a monthly annuity may enroll by filing an application with the Department of Employee Trust Fund within 60 days of the employee’s date of death.  Enrollment at a later time will be subject to furnishing evidence of insurability as described in subsection C. 3. above.

I.
Adding a Domestic Partner
If a member has single coverage and wishes to change to family coverage to add an eligible domestic partner and his/her domestic partner’s eligible dependent children, if any, the member must apply for coverage within 31 days of the date ETF receives a completed Affidavit of Domestic Partnership (ET-2371).  The effective date of family coverage will be provided to the subscriber  in an acknowledgment letter from ETF.  If application and/or the required premium is submitted after that 31-day period ends, the eligible domestic partner is a late enrollee.  Please see subsection C. above.

SECTION VII.  BENEFITS

We'll pay for your care described in this section under the terms, conditions and provisions of this policy.  The services you get must be reasonable and medically necessary for admission for, or diagnosis and treatment of, an illness.  Benefits are subject to the waiting periods described in Section VIII.  Medicare benefits won't be duplicated.

The benefits of this policy will automatically change to coincide with any changes in applicable Medicare deductible amounts and coinsurance percentage factors.  When benefits change, your premium may change.

A.
Hospital Inpatient Benefits

Subject to the terms of the policy, we pay the following benefits for Medicare eligible expenses that are considered medically necessary hospital services under Medicare Part A if you are admitted as an inpatient during any benefit period that starts on or after your effective date and while the policy remains in effect:

1.
We'll pay the Medicare Part A deductible and hospital daily coinsurance during the period Medicare provides benefits.

2.
After you've been in a hospital for 90 days, Medicare pays an extra 60 reserve days during your lifetime.  We'll pay the Medicare Part A hospital coinsurance for each reserve day you use.

3.
You may still be in a hospital after the above benefits are paid.  If so, we'll pay the charges for all Medicare Part A expenses for hospitalization not covered by Medicare to the extent the hospital is permitted to charge by federal law and regulation and subject to the Medicare reimbursement rate and a lifetime maximum benefit. The provider shall accept our payment as payment in full and may not balance bill you.
4.
After Medicare pays its lifetime hospital inpatient psychiatric care benefits, we'll pay the Medicare Part A eligible expenses for inpatient psychiatric hospital care for each day you're confined for psychiatric care beyond the Medicare lifetime limit but not to exceed a lifetime limit of 175 days confinement under this policy.

5.
We'll pay the Medicare Part A eligible expenses for blood to the extent not covered by Medicare.

B.
Skilled Nursing Facility 

1.
Prior to your admittance into a skilled nursing facility, please notify, or have a family member, physician, skilled nursing facility or other health care provider on your behalf notify, WPS either:  (a) in writing at the following address WPS Pre-Authorization Department, P.O. Box 8190, Madison, WI 53708-8190; or (b) by telephoning (608) 221-1600.  The notification should include the following information:  

a.
patient information:  name; birth date; WPS customer and group/division numbers; phone number; and address; 

b.
the diagnosis with related symptoms and their duration; 

c.
the treatment plan for the patient; 

d.
physician information:  name; tax ID or social security number; phone number; address; and medical specialty; 

e.
name, address and phone number of the facility to which the patient will be admitted; 

f.
the number of skilled nursing days the physician feels will be needed; and 

g.
the proposed admission date.

This information will help us determine if additional benefits are available under Section VII. B. 3. below.  The claim determinations made by Medicare under Section VII. B. 2. below in no way affects our determination of payment of benefits under Section VII. B. 3. below.  The benefits available under this Section are subject to all terms, conditions and provisions of this policy including but not limited to the definition of custodial care, maintenance care and supportive care, medically necessary, and skilled nursing care.  Benefits are payable as follows:

2.
For confinement in a skilled nursing facility certified by and participating in Medicare, while the confinement is covered by Medicare:
You were a hospital inpatient for at least 3 days.  Then you were admitted to a Medicare participating skilled nursing facility within 30 days after being discharged from the hospital.  The hospital had treated you for an illness.  If this is the case, we'll pay the Medicare Part A eligible expenses for care in a skilled nursing facility for the coinsurance for the 21st through the 100th day.  The services had to be covered by Medicare.  We pay no benefits for custodial care, including maintenance care or supportive care.  For a confinement that continues beyond the 100th day, benefits, if any, are payable under and subject to the terms and conditions of paragraph 3., below.

3.
For confinement in a skilled nursing facility licensed in the state in which it is located, or when confinement isn't covered by Medicare:
We'll pay benefits for skilled nursing care you receive in a licensed skilled nursing facility as follows.  We’ll do so if:  (a) you are admitted to a licensed skilled nursing facility within 24 hours after discharge from a hospital; and (b) it's for continued treatment of the same illness or injury treated in the hospital.   We'll pay the maximum daily rate established for skilled nursing care in that facility by the Department of Health and Family Services for purposes of reimbursement under the Medical Assistance Program under Section 49.45 to 49.47, Wisconsin Statutes.  We'll pay for such care at that facility up to 30 days per confinement.  We'll pay only if the attending physician certifies that the skilled nursing care is medically necessary as determined by us.  He/she must recertify this every seven days.  We pay no benefits for essentially domiciliary, custodial care, including maintenance care and supportive care, or care which is available to the participant without charge or under a governmental health care program (other than a program provided under Chapter 49, Wisconsin Statutes).

C.
Hospice Care

We’ll pay your coinsurance or co-payments for all Medicare Part A eligible expenses for hospice and respite care.  Hospice care is available as long as your doctor certifies you are terminally ill and your care is eligible for payment under Part A of Medicare.

D.
Professional and Other Services

We will pay the Medicare Part B calendar year deductible and all Medicare Part B eligible expenses, to the extent not paid by Medicare, or in the case of hospital outpatient department services paid under a prospective payment system, the copayment amount, for the following services, including outpatient psychiatric care.

1.
Medical services provided by a physician.

2.
Surgical services, including pre- and post-operative care and services of surgical assistants.

3.
X-ray and laboratory tests.

4.
Anesthesia, when connected with a covered surgery.

5.
Consultation ordered by your attending physician.

6.
Outpatient hospital services in an emergency room or outpatient clinic.

7.
Radiation therapy, including materials and services of a technician. 

8.
Drugs and injections that can't be self-administered.

9.
Medical supplies, like surgical dressings, splints and casts.

10.
Rental and purchase of durable medical equipment, like hospital beds, wheelchairs and walkers.

11.
Prosthetic devices (but not dental) that replace all or part of a missing organ (like an eye or leg).  This includes arm, leg, neck or back braces.

12.
Ambulance services from a licensed ambulance service also receiving Medicare payments.

13.
Dental care, only for surgery of the jaw or related structure or setting of fractures of the jaw or facial bone.

14.
Blood transfusions.

15.
Physical and speech therapy, if given by a physician or registered physical or speech therapist.

16.
Outpatient psychiatric care.

17.
First three pints of blood.

18.
Immunosuppressive drugs following a covered transplant.

19.
Annual mammography screening.

E.
Additional Benefits

1.
Home Care.

a.
Definition.  The following definition applies to this paragraph 1.:

Home Care:  health care services directly provided to you in your home under a written home care plan.  The attending physician must set up the home care plan.  Such plan must be approved in writing by that physician.  He/she must review it at least every two months; but this can be less frequent if he/she decides longer intervals are enough and we agree.

b.
Benefits.  We'll pay usual, customary and reasonable charges as determined by us for the following under the terms, conditions and provisions of this policy.  You must receive these services after your policy's effective date.  We'll pay to the extent they're medically necessary for your treatment and aren't covered elsewhere in this policy.  Services must be provided or coordinated by a state-licensed or Medicare-certified home health agency or certified rehabilitation agency.  Medicare benefits won't be duplicated.

(1)
Part-time or intermittent home nursing care by or under supervision of a registered nurse.

(2)
Part-time or intermittent home health aide services.  These must be medically necessary as part of your home care plan.  They must consist solely of care for you.  A registered nurse or medical social worker must supervise them.

(3)
Physical, respiratory, occupational or speech therapy.

(4)
Medical supplies and laboratory services by or on behalf of a hospital.  These must be necessary under your home care plan.  We cover these the same way we would if you'd been hospitalized.

(5)
Nutrition counseling a certified or registered dietician gives or supervises.  This must be necessary as part of your home care plan.

(6)
The evaluation of your need for a home care plan.  A registered nurse, physician extender or medical social worker must do this.  Your attending physician must ask for or approve this evaluation.

The maximum weekly benefit for such coverage won't be more than the maximum benefit under this policy for the usual and customary weekly cost of care in a skilled nursing facility.

c.
Limitations.
(1)
We won't pay for home care unless your attending physician certifies that:  

(a)
Without home care, you'd need confinement in a hospital or skilled nursing facility; 

(b)
Your immediate family members or others living with you couldn't give you needed care and treatment without undue hardship;

(c)
A state-licensed or Medicare-certified home health agency or certified rehabilitation agency will provide or coordinate the home care services;

(2)
You may have been hospitalized just before home care started.  If so, your home care plan must first be approved by the physician who was the primary provider of services during your hospital stay.

(3)
We’ll pay for up to 365 home care visits per calendar year.  One home care visit is each visit by a person who:  (a) provides services under your home care plan; (b) evaluates the need for a home care plan; (c) helps develop the home care plan.  In each 24 hours, up to four continuous hours of home health aide services count as one home care visit.

(4)
You may have more than one plan covering home care.  If so, only one of your policies or plans can pay home care benefits.

2.
Chiropractic Services.

We will pay benefits for usual, customary and reasonable charges for chiropractic services provided by a licensed chiropractor or a physician.  Such services must be within the scope of his/her license and may or may not be covered by Medicare.  Medicare benefits won't be duplicated.

3.
Equipment and Supplies for Treatment of Diabetes.

We'll pay benefits for usual, customary and reasonable charges incurred for the installation and use of an insulin infusion pump, all other equipment and supplies, (except insulin and medical supplies for injection of insulin which include syringes, needles, alcohol swabs, and gauze) used in the treatment of diabetes, and charges for diabetic self-management education programs.  This benefit is limited to the purchase of one pump per calendar year.  You must use the pump for at least 30 days before the pump is purchased.  Medicare benefits won't be duplicated. 

4.
Benefits For Kidney Disease.

We'll pay benefits for inpatient, outpatient and home treatment of kidney disease, if not covered elsewhere by this policy.  These services must be necessary for your diagnosis and treatment.  This includes dialysis treatment and kidney transplantation expenses of both donor and recipient.  There's a maximum of $30,000 per year for these benefits.  We won't pay any benefits for any charges paid for, or covered by, Medicare.

5.
Breast Reconstruction.  

We will pay benefits for usual, customary and reasonable charges for breast reconstruction of the affected tissue incident to a mastectomy.

6.
Hospital and Ambulatory Surgery Center Charges and Anesthetics for Dental Care.  

a.
Definitions.  The following definition applies to this paragraph 6. only.

Ambulatory Surgery Center:  has the meaning given in s. 49.45 (6r) (a) 1., Wisconsin Statutes.

b.
Benefits.  We will pay benefits for usual, customary and reasonable charges for hospital or ambulatory surgery center charges incurred, and anesthetics provided, in conjunction with dental care that is provided in a hospital or ambulatory surgery center, if any of the following applies:

(1)
the individual is a child under the age of 5;

(2)
the individual has a chronic disability that meets all of the conditions under s. 230.04(9r) (a) 2. a., b. and c., Wisconsin Statutes; or

(3)
the individual has a medical condition that requires hospitalization or general anesthesia for dental care.
7.
Alcoholism, Drug Abuse and Nervous or Mental Disorders.

a.
Definitions.  The following definitions apply to this paragraph 7. only:

Collateral:  a member of your immediate family.

Day Treatment Programs:  nonresidential programs for alcohol and drug dependent participants and for treatment of nervous or mental disorders, which are operated by certified inpatient and outpatient Alcohol and Other Drug Abuse (AODA) facilities, that provide case management, counseling, medical care and therapies on a routine basis for a scheduled part of a day and a scheduled number of days per week; also known as partial hospitalization.  

Hospital:  (1) a hospital licensed under Section 50.35, Wisconsin Statutes, as amended; (2) an approved private treatment facility as defined in Section 51.45 (2) (b), Wisconsin Statutes, as amended; or (3) an approved public treatment facility as defined in Section 51.45 (2)(c), Wisconsin Statutes, as amended.

Inpatient Hospital Services:  (1) services for the treatment of nervous or mental disorders, alcoholism or drug abuse that are directly provided to a participant who is a bed patient in the hospital; and (2) services for the treatment of alcoholism or drug abuse that are directly provided to a participant in a facility with a program certified by the Department under Section HFS 61.63, Wis. Adm. Code, as amended.

Outpatient Services:  nonresidential services for the treatment of nervous or mental disorders, alcoholism or drug abuse problems directly provided to a participant and, if for the purpose of enhancing the participant's treatment, a collateral by any of the following:  (1) a program in an outpatient treatment facility, if both the program and facility are approved by the Department and established and maintained according to rules promulgated under Section 51.42 (7)(b), Wisconsin Statutes, as amended; (2) a licensed physician who has completed a residency in psychiatry, in an outpatient treatment facility or the physician's office; (3) a psychologist licensed or certified by the state in which he/she is located; or (4) a health care provider licensed to provide nonresidential services for the treatment of nervous or mental disorders, alcoholism or drug abuse.

Residential Treatment Programs:  therapeutic programs for treatment of nervous or mental disorders and alcohol and drug dependent participants, including therapeutic communities and transitional facilities.

Transitional Treatment Arrangements:  services for the treatment of nervous or mental disorders, alcoholism or drug abuse that are directly provided to you in a less restrictive manner than are inpatient hospital services but in a more intensive manner than are outpatient services, if both the program and the facility are approved by the Department as defined in the Section Ins 3.37, Wis. Adm. Code, as amended.  Such transitional treatment is limited to:  (1) mental health services for adults in a day treatment program offered by a provider certified by the Department under Section HFS 61.75, Wis. Adm. Code, as amended; (2) mental health services for children and adolescents in a day treatment program offered by a provider certified by the Department under Section HFS 40.04, Wis. Adm. Code, as amended; (3) services for persons with chronic mental illness provided through a community support program certified by the Department under Section HFS 63.03, Wis. Adm. Code, as amended; (4) residential treatment programs for treatment of nervous or mental disorders and for alcohol and drug dependent persons, certified by the Department under Section HFS 75.14 (1) and (2), Wis. Adm. Code, as amended; (5) services for alcoholism and other drug problems provided in a day treatment program certified by the Department under Section HFS 75.12 (1) and (2), Wis. Adm. Code, as amended; (6) intensive outpatient programs for the treatment of psychoactive substance use disorders provided in accordance with the patient placement criteria of the American Society of Addiction Medicine; (7) out-of-state services and programs that are substantially similar to (1), (2), (3), (4) and (5) if the provider is in compliance with similar requirements of the state in which the health care provider is located; and (8) coordinated emergency mental health services for persons who are experiencing a mental health crisis or who are in a situation likely to turn into a mental health crisis if support is not provided.  Services are provided by a program certified by the Department under Section HFS 34.03 and provided in accordance with subch. III HFS 34 for the period of time the person is experiencing a mental health crisis until the person is stabilized or referred to other providers for stabilization.  Certified emergency mental health service plans shall provide timely notice to third-party payers to facilitate coordination of services for persons who are experiencing or are in a situation likely to turn into a mental health crisis.      

The criteria that we use to evaluate a transitional treatment program or service to determine whether it is medically necessary and covered under the policy include, but are not limited to, whether:  

(1)
the program is certified by the Department;

(2)
the program meets the accreditation standards of the Joint Commission on Accreditation of Healthcare Organizations;

(3)
the specific diagnosis is consistent with the symptoms;

(4)
the treatment is standard medical practice and appropriate for the specific diagnosis;

(5)
the treatment plan is focused for the specific diagnosis; 

(6)
the multidisciplinary team running the program is under the supervision of a licensed psychiatrist practicing in the same state in which the health care provider's program is located or the service is provided;

We will need the following information from the health care provider to help us determine the medical necessity of such program or service:

(1)
a summary of the development of your illness and previous treatment;

(2)
a well-defined treatment plan listing treatment objections, goals and duration of the care provided under the transitional treatment arrangement program; and

(3)
a list of credentials for the staff who participated in the transitional treatment arrangement program or service, unless the program or service is certified by the Department.

b.
Benefits.  

(1)
Inpatient Hospital Services.  We’ll pay benefits at 100% of the charges for inpatient hospital services each calendar year.  

(2)
Outpatient Services.   We’ll pay benefits at 100% of the charges for outpatient services provided to you each calendar year.  
(3)
Transitional Treatment Arrangements.  We’ll pay benefits at 100% of the charges for transitional treatment arrangements provided to you each calendar year.  

No benefits are payable for charges for outpatient services provided to or received by a member as a collateral of a patient which do not enhance the outpatient treatment of another member who is also insured under the policy.

SECTION VIII.  PRE-EXISTING CONDITIONS LIMITATION

Within six months prior to your effective date of coverage under the policy, you may have:  (a) had an illness or injury diagnosed; (b) received care, medical services or treatment for an illness or injury; or (c) had symptoms of an illness or injury which would cause an ordinarily prudent person to seek diagnosis, care, medical services or treatment.  If so, benefits are not payable for expenses incurred as a result of that illness or injury or any complications of any such illness or injury until:  (a) the participant has had no treatment, services, supplies or other expenses incurred for the illness or injury for any 90 days in a row after his/her effective date of coverage; or (b) the participant has been insured under this policy for six months in a row; whichever happens first.  No benefits are payable for charges for treatment, services, supplies or other expenses incurred during the waiting period for any such illness or injury or for any complication of any such illness or injury.  Charges for covered expenses for treatment of a pre-existing illness or injury which are incurred after the expiration of the waiting period for it are eligible for benefits as provided under this policy.  We'll shorten the waiting period for a participant by the number of days he/she was continuously covered for such illness or injury under ETF’s prior group health insurance policy and there was no lapse in coverage.

SECTION IX.  EXCLUSIONS

The following aren't covered under the policy:

A.
Health care services Medicare doesn't cover, unless the policy specifically provides for them.

B.
Health care services which neither you nor a party on your behalf has a legal obligation to pay in the absence of insurance.

C.
Health care services to the extent that they are paid for by Medicare, or would have been paid for by Medicare if you were enrolled in Medicare Parts A and B; health care services to the extent that they are paid for by another government entity or program, directly or indirectly; this doesn't apply, though, to health benefits or insurance plans for employees of such entities.

D.
Health care services you need as a result of war, or an act of war, occurring on or after the effective date of this policy.

E.
Personal comfort items.

F.
Routine physical exams, eye exams, hearing exams and directly related tests; eye glasses or for the preparation or fitting of such things as eyeglasses or hearing aids; immunizations; except for those services covered by Medicare.

G.
Orthopedic shoes or other supporting devices for the feet; or routine foot care not covered by Medicare.

H.
Custodial care, including maintenance care and supportive care. 

I.
Cosmetic surgery.  But we do cover such surgery if it's for repair of accidental injury or for improving the functioning of a malformed body part.

J.
Services provided by members of your immediate family or anyone else living in your household.

K.
Care, treatment, filling, removal or replacement of teeth, or for dental x-rays, root canal therapy, surgery for impacted teeth, or for other surgical procedures involving the teeth or structures directly supporting them.

L.
Health care services to the extent that a worker's compensation law or other U.S. or state plan covers them.

M.
Drugs and medicines you buy with or without a physician's prescription.
N.
Health care services for confinement, surgery or care before your insurance becomes effective, or after coverage ends except as stated in the policy.

O.
Professional services not provided by a physician.

P.
Health care services that are deemed unreasonable and unnecessary by Medicare.  This includes but is not limited to the following:  drugs or devices that have not been approved by the Food and Drug Administration (FDA); medical procedures and services performed using drugs or devices not approved by FDA; and services including drugs or devices, not considered safe and effective because they are experimental or investigational except for the HIV drugs as described in Section 632.895(9) Wis. Stat. as amended.

Q.
Treatment services or supplies received outside the United States.

R.
Fees in excess of charges, except excess charges for health care services that are approved as covered items.

S.
Treatment, services or supplies for any pre-existing conditions provided during the applicable waiting period.

T.
Treatment of service related conditions for members or ex-members of the armed forces by any military or veterans hospital or soldier home or any hospital contracted for or operated by any national government or agency.

U.
Treatment, services or supplies which aren’t medically necessary as determined by us, except for such treatment, services or supplies that Medicare covers. 

SECTION X.  TERMINATION OF COVERAGE

Coverage under this policy shall end on the earliest of the following dates:

A.
The date this policy terminates;

B.
The last day of the calendar month for which your premium contribution, if any, has been paid;

C.
The date you request termination of coverage under the policy;

D.
The date you die.

E.
For a covered member's spouse or domestic partner who is a participant:  (1) the day immediately following the month in which the covered member's spouse is no longer married to the covered member due to divorce or annulment; or (2) the date the covered member’s domestic partner no longer meets the definition of a domestic partner.

If you wish to cancel your coverage, you must notify the Department of Employee Trust Funds in writing.

SECTION XI.  CONVERSION POLICY PRIVILEGE

Your coverage shall end as described in Section X. Termination of Coverage.  If your coverage terminates as described in Section X., you are entitled to purchase the type of individual Medicare Supplement insurance policy that we then make available to insured persons who are converting their coverage under the policy.  To obtain the conversion policy, you must be eligible as determined by us, timely apply to us and pay the required premium to us.  You must do this within 31 days immediately following the date your coverage ends under the policy.  If you apply and pay within the 31-day period as required by us, the conversion policy will be issued by us and will cover you as of the date coverage under the policy ends.

However, a conversion policy is not available to you if your coverage ended under the policy for any of the following reasons:

A.
You had not been continuously covered under the policy, or for similar benefits under any policy which it replaced, for at least three months immediately prior to the termination date of your coverage under the policy; or

B.
The policy terminated and is replaced by similar coverage within 31 days of the date of the policy's termination.

SECTION XII.  CONTINUATION COVERAGE PRIVILEGE

A.
Wisconsin Law 

In certain cases you may be eligible to continue your terminated coverage which would otherwise end under Section X.  Termination of Coverage in accordance with Section 632.897, Wisconsin Statutes, as amended.  Those persons who are eligible to purchase continuation coverage are:  (1) a covered member who is no longer eligible for coverage under the policy through ETF; or (2) a covered member's spouse who is no longer eligible for coverage under the policy through ETF due to divorce, annulment or death of the covered member.  In either case, you must be covered under the policy through ETF for at least three consecutive months immediately prior to the termination date of your coverage.

Within five days of ETF's receiving notice to end your coverage or notice that you are eligible under (1) or (2) above, ETF must notify you of:

1.
Your option to continue your coverage under this subsection or convert your coverage as provided under Section XI.  Conversion Policy Privilege;

2.
The premium amount you must pay monthly to continue your coverage or to purchase the individual WPS medical expense conversion policy that may be available under Section XI.  Conversion Policy Privilege.  The premium amount for continuation coverage will be at the premium rate that we require for such coverage.  The premium amount for the conversion policy will be at the premium rate that we require for such policy;

3.
The manner in which and the place to which you must make premium payments; and 

4.
The time by which you must pay the premiums required for continuation coverage.

If you are eligible to purchase continuation coverage under Section 632.897, Wisconsin Statutes, as amended, and timely elect to continue your coverage and pay to ETF the required premium within 30 days after receiving the notice described above from ETF, ETF must notify us of your election of continuation coverage as soon as reasonably possible in the manner required by us.  Your continuation coverage under the policy may be continued until the earliest of the following dates:

1.
The date you become eligible for other similar group health care coverage or the same coverage under the policy;

2.
For a covered member's spouse, the date the covered member is no longer eligible for coverage under the policy;

3.
The date the policy terminates;

4.
The date you move out of Wisconsin;

5.
The end of the last coverage period for which you paid the required premium; or

6.
The end of 18 consecutive months after you elect continuation coverage.

If any of the six events described above applies to a member with continuation coverage, the member whose continuation coverage terminated under the policy due to that event must give written notice of that event to ETF and us as soon as reasonably possible.  ETF must also notify us of that event as soon as reasonably possible after becoming aware of that event.

You may convert to a WPS individual medical expense conversion policy when your continuation coverage ends under the policy unless your continuation coverage ends because you didn't pay premium to us as required.  Please see Section XI.  Conversion Policy Privilege.  

The continuation coverage described in this subsection A. is made available by us only to the limited extent that we’re required to provide such coverage under Section 632.897, Wisconsin Statutes, as amended.  Nothing in this subsection A. provides, or shall be interpreted or construed to provide, any coverage in excess of, or in addition to, the continuation coverage required to be provided by us under Section 632.897, Wisconsin Statutes, as amended.

B.
Federal Law

A member who is no longer eligible for coverage under the policy may be eligible to purchase continuation coverage under the policy in accordance with the Federal Consolidated Omnibus Budget Reconciliation Act of 1986 (COBRA), as amended.  If the member is eligible to purchase continuation coverage under COBRA, please see ETF for further information.

SECTION XIII.  GENERAL PROVISIONS

A.
Your Relationship with Your Physician, Hospital or Other Health Care Provider

We won't interfere with the professional relationship you have with your physician, hospital or other health care provider.  We do not require that you choose any particular physician, hospital, or other health care provider, although there may be different benefits payable under the policy depending on your choice of physician, hospital, or other health care provider.  We do not guarantee the competence of any particular physician, hospital, other health care provider, nor can we guarantee their availability to provide services to you.  You must choose the physician, hospital, or other health care provider you would like to see and you also must choose what health care services you wish to receive.  We're not responsible for any injury, damage or expense (including attorneys' fees) you suffer as a result of any improper advice, action or omission on the part of any physician, hospital, or other health care provider, including, but not limited to, any preferred provider.  We're obligated only to provide the benefits as specifically stated in the policy.

B.
Physician, Hospital or Other Health Care Provider Reports

Physicians, hospitals and other health care providers must give us their records and reports to help us determine benefits due to you.  By accepting coverage under the policy you agree to authorize your physicians, hospitals and other health care providers to release all medical records and reports to us for yourself and all your dependents.  This is a condition of our providing coverage to you and all your dependents.  It's also a continuing condition of our paying benefits.  You expressly authorize and direct the following to release these records and reports to us:  (1) any physician who has diagnosed for, attended, treated, advised or provided professional services to you; (2) any hospital in which you were treated or diagnosed; and (3) any other health care provider who has diagnosed, attended, treated, advised or provided services to you.  You authorize them to furnish to us any and all information related to the health care services or facilities provided to or used by you, to the extent required by a particular situation and allowed by applicable law.  You also expressly authorize us to release to or obtain from any other insurance company or service or benefit plan the information which we need for us to determine our liability to pay benefits under the policy.

C.
Other WPS Coverage

You may have coverage under the policy and other medical coverage under either:  (1) a similar WPS individual or group health insurance policy; or (2) extended benefits payable for you under a prior WPS individual or group health insurance policy.  If so, benefits paid under all WPS policies combined shall not exceed 100% of the total charges for covered expenses incurred by you while you are insured under those WPS policies.

D.
Assignment of Benefits

This coverage is just for a covered member and his/her covered dependents.  Benefits may be assigned to the extent allowed by the Wisconsin insurance laws and regulations. 

E.
Subrogation

Each participant agrees that we shall be subrogated to all of the participant's rights to the extent of the benefits we provide under the policy.  Those rights are hereby assigned to us to that extent.  The assigned rights include, but are not limited to, rights against:  (1) all persons or organizations, and their insurers, liable or responsible for paying for losses or damages sustained by the participant; (2) automobile liability insurance coverage; (3) underinsured motorists insurance coverage; (4) uninsured motorists insurance coverage; (5) homeowner and business liability insurance coverage; (6) medical malpractice insurance coverage; (7) patient compensation funds; and (8) any applicable umbrella insurance coverage.  The assigned rights shall not be reduced or diminished under any circumstances by attorney's fees, court cost or any other costs of collection which may be incurred by the participant.

We have no right to recover from a participant if he/she has not been made whole, after taking into consideration his/her comparative negligence.  If a dispute arises between us and the participant over the question of whether or not the participant has been made whole, we have the right to a judicial and jury determination of whether the participant has been made whole.  Such a determination shall be governed by the rules of evidence, shall require the fact finder to determine the dollar amount that makes the participant whole, and in all other substantive and procedural respects shall be conducted as is any other civil jury trial.

Each participant shall promptly advise us in writing whenever a claim against any person and/or organization is made on behalf of the participant and shall further provide to us such additional information as is reasonably requested by us.  The participant agrees to fully cooperate in protecting our rights against any person and/or organization.  A participant shall not enter into a settlement or compromise arrangement with any person and/or organization without our prior written consent.  Entering into any such settlement or arrangement is a breach of this contract; such a breach shall be deemed to prejudice our rights.

F.
Limitation on Lawsuits and Legal ProceedingsError! Bookmark not defined.
No participant shall bring any legal action against us regarding benefits, claims submitted, the payment of benefits or any other matter concerning his/her coverage under the policy until the earlier of:  (1) 60 days after we've received or waived the proof of claim described in subsection H.  Proof of Claim below; or (2) the date we deny payment of benefits for a claim.  Action can be brought earlier if waiting will result in prejudice against a participant.  However, the mere fact that a participant has to wait until the earlier of the above is not considered prejudicial.  No action can be brought more than three years after the time we require written proof of claim.  Please see subsection H.  Proof of Claim below.

G.
Severability

Any term, condition or provision of the contract which may be prohibited by Wisconsin law shall be void and be without force or effect.  But this won't invalidate the enforceability of any other term, condition or provision of the contract.

H.
Proof of Claim

You, or the physician, hospital or other health care provider on your behalf, must submit written proof of your claim for each health care service provided to you to us within 120 days of the date on which you receive that health care service.  Written proof of your claim includes:  (1) the completed claim forms if required by us; (2) the actual itemized bill for each health care service; and (3) all other information that we need to determine our liability to pay benefits under the policy, including, but not limited to, medical records and reports.  Circumstances beyond your control might prevent you from submitting such proof to us within this time period.  If so, you must file written proof of your claim with us as soon as possible.  However, in accordance with Section 631.81(1), Wisconsin Statutes, as amended, you have one year following that 120-day period within which to file the required proof of claim, unless you are legally incapacitated as determined by a court of law during this entire period.  If we don't receive the written proof of claim required by us within that one-year and 120-day period and you are not legally incapacitated, no benefits are payable for that health care service covered under the policy.

I.
Conformity With Laws and Regulations of the State of Wisconsin

On the effective date of the policy, any term, condition or provision conflicting with the laws and regulations of the State of Wisconsin applying to the policy automatically conforms with the minimum requirements of such laws and regulations.

J.
Entire Contract

The entire contract between you and us is made up of the policy, including ETF’s group application, ETF's supplemental applications, if any, the certificate, all endorsements, if any, your application, and your supplemental applications, if any.

K.
Waiver and Change

Only our Chief Executive Officer can execute a waiver or make a change to the policy.  No agent, broker or other person may waive or change any term, condition, exclusion, limitation, or other provision of the policy in any way or extend the time for any premium payment.  At our option, WPS may unilaterally change any term, condition, exclusion, limitation, or other provision of the policy if we send written notice to ETF at least 30 days in advance of that change.  When the change reduces coverage provided under the policy, we must send written notice of the change to ETF at least 60 days before any such change takes effect.  Any change to the policy shall be made by endorsement which is signed by our Chief Executive Officer.  Each endorsement shall be binding on ETF, each of its participants, and WPS.  No error by WPS, ETF, or any participant shall invalidate coverage otherwise validly in force, continue or reissue coverage validly terminated, or cause coverage to be issued which otherwise would not be issued by WPS.  Upon our discovery of any error, an equitable adjustment of coverage, payment of benefits, and/or premium shall be made by WPS at its sole option.

L.
Limit on Certain Defenses

After two years have passed from your effective date of coverage under the policy, no misstatement will be used to void your coverage or deny benefits for any claim beginning after the two-year period expires.  This doesn't apply to fraudulent misstatements made in your application or any supplemental applications.

M.
Direct Payments and Recovery

1.
Direct Payment of Benefits.  

Unless otherwise specifically stated in the policy, we have the option of paying benefits either directly to the physician, hospital or other health care provider, or to you as described below in subsection N.  Claims Processing Procedure below.  Payments for covered expenses for which we're liable may be paid under another group or franchise plan or policy arranged through your employer, trustee, union or association.  If so, we can discharge our liability by paying the organization that has made these payments.  In either case, such payments shall fully discharge us from all further liability to the extent of benefits paid.

2.
Recovery of Excess Payments.  

If we pay more benefits than what we're liable to pay for under the policy, including, but not limited to, benefits paid in error by us, we can recover the excess benefit payments from any person, organization, physician, hospital or other health care provider that has received such excess benefit payments.  We can also recover such excess benefit payments from any other insurance company, service plan or benefit plan that has received such excess benefit payments.  If we cannot recover such excess benefit payments from any other source, we can also recover such excess benefits payments from you.  When we request that you pay us an amount of the excess benefit payments, you agree to pay us such amount immediately upon our notification to you.  We may, at our option, reduce any future benefit payments for which we are liable under the policy on other claims by the amount of the excess benefit payments, in order to recover such payments.  We will reduce such benefits otherwise payable for such claims until the excess benefit payments are recovered by us.

N.
Claims Processing Procedure

1.
Definitions.

Correctly filed claim:  a claim that includes:  (a) the completed claim forms if required by us; (b) the actual itemized bill for each health care service; and (c) all other information that we need to determine our liability to pay benefits under the policy, including but not limited to, medical records and reports.

Incomplete claim:  a correctly filed claim that requires additional information including, but not limited to, medical information, coordination of benefits questionnaire, subrogation questionnaire.

Incorrectly filed claim:  claim that is filed that lacks information which enables us to determine what, if any, benefits are payable under the terms and conditions of the policy.  Examples would include, but are not limited to, claims filed that are missing procedure codes, diagnosis or dates of service.

2.
Procedures.

Benefits payable under the policy will be paid after receipt of a correctly filed claim or utilization review request.  WPS will notify you of its decision on your claim as follows:

a.
Concurrent Care.  Prior to the end of any pre-authorized course of treatment, if benefits are being stopped prior to the number of treatments or time period that was authorized.  The notice must provide time for you to make an appeal and receive a decision on that appeal prior to the benefit being stopped.  This will not apply if the benefit is being stopped due to a benefit change or termination of the policy.

Request to extend a pre-authorized treatment that involves urgent care must be responded to within 24 hours or as soon as possible if, your condition requires a shorter time frame.  Such requests must be made at least 24 hours before the authorized course of treatment ends.

b.
Post-Service Claims.   A post-service claim is any claim for a benefit under the policy that is not a pre-service claim within 30 days of receipt of the claim.  

If the claim is an incomplete claim or incorrectly filed claim, we may notify you of a 15 day extension and the specific information needed.  You will then have 45 days from the receipt of the notice to provide the requested information.  Once we have received the additional information, we will make our decision within the period of time equal to the 15-day extension in addition to the number of days remaining from the initial 30-day period.  For example, if our notification was sent to you on the fifth day of the first 30-day period, we would have a total of 40 days to make a decision on your claim following the receipt of the additional information.  Under no circumstances will the period for making a final determination on your claim exceed 90 days from the date we received the post-service claim.

If benefits are payable on charges for services covered under the policy, we'll pay such benefits directly to the hospital, physician or other health care provider providing such services, unless you have already paid the charges and submitted paid receipts therefor to us before we pay benefits.  We will send you written notice of the benefits we paid on your behalf.  If you have already paid the charges and are seeking reimbursement from us, payment of such benefits will be made directly to you.

If the claim is denied in whole or in part, you will receive a written notice from us with:  (1) the specific reason(s) on which denial or partial denial is based; and (2) an explanation of how you may have the claim reviewed by us if you do not agree with our denial or partial denial.  Please see Grievance Procedure below.

O.
Grievance Procedure

Situations might occasionally arise when you, as a participant, question or are unhappy with a claims decision made by us or some aspect of our policy administration, claims processing, or service that you received from us.  For example, you may question why we made a claims decision or denied benefits for a claim submitted.  Since most questions about our payment of benefits, claims processing decision, policy administration, or provision of service can usually be resolved by us without you having to file a grievance under this provision, we urge you first to try to resolve any problem, question, or concern that you have by directly contacting our Member Services Department.

Under this provision you have the right to file a written grievance with us in accordance with your grievance rights under Sections 632.83, 632.853, and 632.855, Wisconsin Statutes, as amended, and Section Ins 18, Wisconsin Administrative Code, as amended, respectively.  

Sections 632.83, 632.853 and 632.855, Wisconsin Statutes, apply to filing a grievance involving our denial of benefits or coverage for a claim, preauthorization request, or other request for benefits or coverage submitted to us for a prescription legend drug, durable medical equipment or similar medical device, or an experimental treatment.  Only you, as the participant, or your authorized representative can use this provision to exercise your right to file a grievance, except as follows.  Subject to Section 632.853, Wisconsin Statues, as amended, your physician may use this provision to file a grievance on your behalf with respect to our denial of benefits or coverage for a prescription legend drug or durable medical equipment or similar medical device.  

The grievance procedure provided under this provision is intended solely to provide you with only the rights available to you, as the participant, in accordance with these Wisconsin statutes and this administrative rule, to that extent these laws apply to you.  This provision shall be applied and strictly construed by us in accordance with these laws and regulations.

But before filing a grievance under this provision, we urge you first to contact our Member Services Department to see if we can resolve this matter to your satisfaction.  The first step toward resolving a problem, question, or concern is to bring this matter to our attention telephoning our Member Services Department.  Please see our telephone number shown on your WPS Identification Card.  Our Member Services representative will take your information along with your proposed resolution and review the matter, including considering all information that we have available and the policy’s applicable terms, conditions, and provisions.  Our representative will then discuss the matter with the Supervisor of our Member Services Department.  

If we agree with your proposed resolution of this matter, we’ll tell you in writing by sending you either a letter or an Explanation of Benefits form explaining our subsequent claims processing action that resolves the matter.  If, after receiving our response you are still unhappy with our subsequent claims processing action or administrative action that we believe resolves the matter as you proposed, you have the right to file a grievance in writing with our Grievance/Appeal Committee in accordance with the procedure explained below.  

If our Grievance/Appeal Department upholds our original decision which you questioned or with which you disagreed and if you had contacted us by writing a letter, then we’ll automatically forward this matter to our Grievance/Appeal Committee for its review and decision in accordance with the grievance procedure explained further below.  

The grievance procedure differs depending upon the type of grievance that is filed with us.  Paragraph 1. below describes the procedure that we use for handling grievances that are not “expedited grievances” as that term is defined in Section V. of the policy.  Paragraph 2. below describes the procedure that we use for handling expedited grievances.

For the purpose of paragraph a. and b. below, the terms “you” or “your” and “authorized representative” are defined as follows:

“authorized representative”  is a person the participant designates to file a grievance on his/her behalf and/or to act for him/her. By designating an authorized representative, this means that for purposes of the grievance the participant is also authorizing us to treat that person as if he/she is the participant.  The participant’s designation also authorizes us to send that person, not the participant, our written decision responding to the grievance.  Our committee’s written decision will contain personal information about the participant, including his/her confidential medical information, if any, that applies to the matter which is being grieved. 

“you” or “your”  shall mean you, as a participant, your authorized representative or your physician (if your physician submitted the grievance that pertains to our denial of benefits or coverage for a prescription legend drug or durable medical equipment or a similar medical device).

1.
Grievance Procedure For Grievances That Are Not Expedited Grievances (For Expedited Grievances, please see paragraph 2. below).

a.
To file a grievance, you should write down the concerns, issues, and comments and mail, transmit by electronic facsimile (i.e. fax), or deliver the written grievance along with copies of any supporting documents to our Grievance/Appeal Department at the address shown below.  For example, if we denied benefits for your claim because we determined that a prescription legend drug, a durable medical equipment or medical device, or a treatment provided to you was not “medically necessary” and/or “experimental” as those terms are defined in the policy, please send us all additional medical information, including sending us copies of your health care provider(s)’s medical records, that you believe shows that the health care service was medically necessary and/or not experimental under the policy.  Any grievance filed by your physician regarding a prescription legend drug or a durable medical equipment or medical device should present medical evidence demonstrating the medical reason(s) why we should make an exception to cover and pay benefits for that prescription legend drug, or durable medical equipment or medical device that’s not covered under the policy.  Please mail, fax, or deliver your written grievance to us at the following address:

Grievance/Appeal Committee

Wisconsin Physicians Service Insurance Corporation

P. O. Box 7062

1717 West Broadway

Madison, Wisconsin 53707-7062 

Fax Number:  (608) 223-3603

We cannot accept telephone requests for a grievance.  Your grievance must be in writing.  Please deliver, fax, or mail your grievance to us at the address shown above.

You have three years after you received our initial notice of denial or partial denial of your claim to file a grievance. 

b.
We will acknowledge our receipt of your grievance by delivering, faxing, or mailing you an acknowledgment letter within five business days of our receipt of the grievance.

c.
As soon as reasonably possible following our receipt of the grievance, our Grievance/Appeal Department will review the grievance.  Our Grievance/Appeal Department will take the information along with your proposed resolution and review the matter, including considering all information that we have available and the policy’s applicable terms, conditions, and provisions.  If we agree with the proposed resolution of this matter, we’ll tell you in writing by sending you either a letter or an Explanation of Benefits form explaining our subsequent claims processing action or administrative action that resolves the matter to your satisfaction.  If our Grievance/Appeal Department upholds our original claims processing decision or administrative decision which was questioned or with which you disagreed, the grievance will be automatically forwarded to our Grievance/Appeal Committee for its review and decision in accordance with the grievance procedure explained further below.  Under no circumstances will the time frame exceed the time stated in paragraphs e. and f. below.

d.
You have a right to appear in person or to participate by teleconference before the Grievance/Appeal Committee which meets at our offices in Madison, Wisconsin, to present written or oral information to the committee and to submit written questions to the person(s) responsible for making the determination which resulted in the grievance.  In the committee’s written decision to the grievance the committee will respond to all of the written questions submitted to the committee prior to or at that meeting.  The committee will notify you in writing of the time and place of the meeting at least seven calendar days before the meeting.  Please remember that this meeting is not a trial where there are rules of evidence that are followed.  Also, cross-examination of the committee’s members, its advisors, or WPS employees is not allowed.  No transcript of the meeting is prepared, and sworn testimony is not taken by the committee.  The person’s presentation to the committee may be tape-recorded by the committee.  If you attend the meeting to present the reason(s) for the grievance, we expect and require each person who attends the meeting to follow and abide by the internal practices, rules and requirements established by the committee to handle grievances effectively and efficiently in accordance with the applicable laws and regulations. 

e.
Within 30 days after our receipt of the grievance, the Grievance/Appeal Committee will send you its written decision by letter which will contain the specific reasons for its decision, identify the specific terms. conditions, and/or provisions of the policy, if any, on which the decision is based, and what action, if any, has been taken by us to resolve this matter.  Our committee’s letter will be sent to the person who filed the grievance by regular mail using the United States Postal Service unless that person’s grievance asked the committee to transmit its written decision by electronic facsimile (i.e. fax) to that person.

f.
While reviewing your grievance the committee may need additional time to make its decision.  In that case, before the 30-day period mentioned in paragraph e. above has expired, the committee will send you a written notice by letter that the committee needs an extension of time to complete its review of the grievance and make its decision, how much additional time we need, and when the committee’s decision is expected to be made, and the reason additional time is needed.  The committee then has an additional 30 days after the first 30-day period has expired (or within 60 days from the date we first received the grievance) to provide you with its written decision.  We are precluded by law from delaying our committee’s decision beyond that 60-day period even if you request a delay beyond the end of this 60-day period.

g
We will retain our records of the grievance for at least three years after we send you the committee’s letter providing written notification of its decision.

2.
Grievance Procedure For Grievances That Are Expedited Grievances (For Grievances that are not Expedited Grievances, please see paragraph 1. above).

a.
Please see the definition of the term “expedited grievance” that’s contained in Section V. of the policy.  Only an expedited grievance that meets that definition’s requirements will be handled by us under this provision.  If the request isn’t an expedited grievance as that term is defined, please use the grievance procedure set forth in paragraph 1. above.  

To file an expedited grievance, you must call the telephone number shown below to give us the concerns, issues, and comments underlying your grievance, or write down the concerns, issues, and comments and mail, transmit by electronic facsimile (i.e. fax), or deliver the written grievance along with copies of any supporting documents to our Grievance/Appeal Department at the address shown below.  For example, if we denied benefits for your claim because we determined that a prescription legend drug, a durable medical equipment or medical device, or a treatment provided to you was not “medically necessary” and/or “experimental” as those terms are defined in the policy, please send us all additional medical information, including sending us copies of your health care provider(s)’s medical records, that you believe shows that the health care service was medically necessary and/or not experimental under the policy.  Any grievance filed by your physician regarding a prescription legend drug or durable medical equipment or a medical device should present medical evidence demonstrating the medical reason(s) why we should make an exception to cover and pay benefits for that prescription legend drug, or durable medical equipment or medical device that’s not covered under the policy.

Grievance/Appeal Committee

Expedited Grievance

Wisconsin Physicians Service Insurance Corporation

P.O. Box 7062

1717 West Broadway

Madison, Wisconsin  53707-7062

Phone: (608) 226-8054 or toll-free 1-800-765-4977

Fax Number:  (608) 223-3603

b.
As soon as reasonably possible following our receipt of the expedited grievance, our Grievance/Appeal Department will review the expedited grievance.  Our Grievance/Appeal Department will take the information along with your proposed resolution and review the matter, including considering all information that we have available and the policy’s applicable terms, conditions, and provisions.  If we agree with the proposed resolution of this matter, we’ll tell you in writing by sending you either a letter or an Explanation of Benefits form explaining our subsequent claims processing action or administrative action that resolves the matter to your satisfaction.  If our Grievance/Appeal Department upholds our original claims processing decision or administrative decision which was questioned or with which you disagreed, the grievance will be automatically forwarded to our Grievance/Appeal Committee for its review and decision in accordance with the grievance procedure explained below.

c.
As expeditiously as the participant’s health condition requires, but not later than 72 hours after our receipt of the expedited grievance, the Grievance/Appeal Committee will send you its written decision by letter which will contain the specific reasons for its decision, identify the specific terms, conditions, and/or provisions of the policy, if any, on which the decision is based, and what action, if any, that has been taken by us to resolve this matter.  Our committee’s letter will be sent to the person who filed the expedited grievance by regular mail using the United States Postal Service unless that person’s expedited grievance asked the committee to transmit its written decision by electronic facsimile (i.e. fax) to that person.

d.
We will retain our records of the grievance for at least three years after we send you the committee’s letter providing written notification of its decision.

In addition, if you do not agree with the decision, you can appeal it to the State of Wisconsin Department of Trust Funds within 60 days of the date of the letter from the Grievance/Appeal Committee.  If you do not agree with ETF’s decision, you have the right to appeal that decision to the State of Wisconsin Group Insurance Board for its consideration and final decision in accordance with the administrative review procedures applicable to matters brought before the Board for consideration, and subsequent appeal, if any, to the courts.

P.
Your Right to Have an Independent Review Organization (IRO) Review Your Dispute

The independent review process provides you with an opportunity to have an independent review organization (IRO) that is approved and certified by the Wisconsin Office of the Commissioner of Insurance (OCI) review your dispute.  For a listing of the IRO’s, please contact us at the telephone number shown on your Identification Card.

You can request an independent review if:

1.
You were denied coverage for a health care service because we have determined that the health care service is not medically necessary;

2.
You were denied coverage for a health care service because we have determined that the health care service is experimental or investigative;

3.
You disagree with our determination regarding the diagnosis and level of service for treatment of autism;  

4.
You disagree with our determination denying or terminating treatment or payment for treatment on the basis of a preexisting condition exclusion; or

5.
Your coverage under policy is cancelled or discontinued as of your effective date under the policy, unless cancelled or discontinued due to nonpayment of the required premiums or contributions toward the total cost of coverage.

The health care service must be a covered benefit under the policy; benefits specifically excluded from the policy are not eligible for independent review.  Pursuant to Wisconsin Statute 632.835(3)(f), as amended, a decision of an IRO, other than decisions regarding preexisting condition exclusion denials or rescissions,  is binding on the insured and the insurer, subject to their respective rights under Wisconsin law to appeal that decision to a court of competent jurisdiction.  

To request an independent review, you will need to complete our internal grievance procedure, except as specifically stated otherwise in this subsection.  You must wait for our determination on your grievance before you can submit your request for independent review.  You may send a written request for independent review to the following address:

Wisconsin Physicians Service Insurance Corporation

Attention:  IRO Coordinator

P.O. Box 7458

Madison, WI  53708

You must submit your request for an independent review within four consecutive months after receiving notice of the disposition of your grievance and such request must include:

1.
Your name, address and telephone number. 

2.
An explanation of why you believe that the treatment should be covered.

3.
Any additional information or documentation that supports your position.

4.
If someone else is filing on your behalf, a statement signed by you authorizing that person to be your representative.

5.
Any other information requested by us.

You must complete our internal grievance procedure before requesting an independent review.  However, you do not need to complete this process if you and us agree to proceed directly to independent review or if you feel that you need immediate medical care.  If you need immediate medical treatment and you believe that the time period for resolving an internal grievance will cause a delay that could jeopardize your life or health, you may ask to bypass our internal grievance process.  To do this, send your request to the IRO at the same time you send your request to us.  The IRO will review your request and decide if an immediate review is needed.  If so, the IRO will review your dispute on an expedited basis.  If the IRO determines that your health condition does not require its immediate review of your dispute, it will notify you that you must first complete the internal grievance process provided by us.  

After receiving your request for an independent review along with the required information listed in 1. thru 5. above, we will forward all relevant medical records and other documentation used in making our decision to the IRO of your choice within five business days.  The IRO then has five business days to review the information and to request any additional information it may need from you or us.  After receiving all necessary information, the IRO will make a final, binding determination within 30 business days.  If the IRO determines that this time period could jeopardize your life or health, we will send all documents within one day and the IRO will then have two business days to request additional information.  The IRO will then make  a final, binding decision within 72 hours.  All of the information provided by you and us, as the insurer, is reviewed by a clinical peer reviewer.  

The IRO and its reviewer are required to consider all of the documentation, including your medical records, your attending provider’s recommendation, the terms of the coverage of your health plan, the rationale for our prior decision and any medical or scientific evidence.  In addition, some of the information you provide may be shared with the OCI. 

The IRO rights described in this subsection P. are available only to the extent that we’re required to provide those rights under Section 632.835, Wisconsin Statutes, as amended, and Chapter Ins 18, Wis. Adm. Code, as amended.  Nothing in this subsection P. provides, or shall be interpreted or construed to provide, any IRO right or rights in excess of, or in addition to, the IRO rights required to be provided by us under Section 632.835, Wisconsin Statutes, as amended, and Chapter Ins 18, Wis. Adm. Code, as amended.

For more information on your IRO rights or to receive an updated copy of Independent Review Organizations available to you, please contact us at the address and telephone number shown on your identification card or visit our website at www.wpsic.com. 

Q.
Suspension of Benefits and Premiums for Members Entitled to Medicaid  

Benefits and premiums under this policy shall be suspended at your written request for a period of up to 24 months in which you have applied for and are determined to be entitled to medical assistance under title XIX of the Social Security Act, but only if you provide proof of such entitlement to WPS within 90 days after the date you become entitled to such assistance.  

If such suspension occurs and you lose entitlement to such medical assistance, this policy shall be automatically reinstituted (effective as of the date of termination of such entitlement) if you provide written proof of loss of such entitlement within 90 days after the date of such loss and pay the premium attributable to the policy, beginning on the date you lost entitlement to medical assistance.  If the suspended policy provided coverage for outpatient prescription drugs, the reinstituted policy shall be without coverage for outpatient prescription drugs and shall otherwise provide substantially equivalent coverage to the coverage in effect before the date of suspension.

If notice is not given or premium paid in accordance with the preceding paragraph, the suspended policy shall be canceled as of the end of the 24 month period.

If a waiting period for preexisting conditions had not been completely served prior to suspension of the plan, then the remainder of such waiting period will have to be completed under the reinstituted plan.

R.  
Extension of Benefits  

Termination of the policy shall be without prejudice to a continuous loss which commenced while the policy was in force.  Any such extension of benefits shall only be available for such loss while you are continuously totally disabled and shall continue to be subject to all the maximum benefit amount and duration limitations of the policy.  Receipt of Medicare Part D shall not be considered in determining a continuous loss.

For the purpose of this subsection totally disabled means a physician says:  (1) you are confined in a hospital or Medicare certified skilled nursing facility; or (2) you are unable to perform the substantial duties of any job or occupation for which you are qualified and in fact you are not working for any salary or profit; or (3) you are substantially unable to engage in the normal activities of an individual in good health of the same age or sex.

SECTION XIV.  MISCELLANEOUS INFORMATION

A.
How To File A Claim

1.
Present your WPS identification card to the physician, hospital or other health care provider when a covered service is received.  The health care provider may submit the claim directly to WPS or MEDICARE.  If the health care provider declines to submit the claim, you should obtain an itemized billing statement and forward it together with your identification numbers to WPS for processing.

2.
For medical benefits not submitted by the health care provider to WPS, you must use a medical claim form.  You may obtain this form from WPS.  Save your itemized bills or statements for all covered medical services.  All receipts and bills must be fully itemized.  Cash register receipts, canceled checks and balance due statements are not acceptable.  Receipts and bills must be originals.  

3.
Be sure that all receipts and bills include: the patient’s name and identification number; provider’s name and address; date(s) of service, diagnosis and diagnostic code and procedure code; the charge for each date of service.  Be sure to use a separate claim form for each family member for each calendar year. 

4.
For services outside of Wisconsin, the hospital or physician can verify your coverage in out of state emergencies by calling WPS toll free during regular business hours.

5.
Payment is made for reasonable charges incurred anywhere in the United States or Canada.  WPS will determine reasonable charges for appropriate medical services or other items required while you are traveling in other countries.  Obtain information on foreign currency exchange rates at the time charges were incurred and an English language itemized billing to facilitate processing of your claim when you return home.

6.
Medicare eligible participants should include a copy of Medicare’s Explanation of Benefits along with the appropriate claim form and receipts.  Claims may also be forwarded directly from Medicare to WPS.   Please see subsection “Medicare Cross-Over” below.

B.
Medicare Cross-Over

WPS has an agreement with Medicare to cross-over claims for any services that Medicare processed as primary.  Medicare will automatically forward your Explanation of Medicare Benefits (EOMB) to WPS for services you receive throughout the United States.

Cross-over applies to both Medicare Part A and B claims.  It is designed to eliminate some of the paperwork involved in filing claims, therefore you will not need to send copies of your EOMB to WPS to receive benefits under the policy.

Automatic claim forwarding is automatic for each person covered under Medicare.  You do not need to complete a form or contact WPS to take advantage of cross-over.

C.
Provider Directory

You can access health care providers through WPS’ interactive and easy-to-use online Provider Directory.  It’s updated regularly to offer you the most current listing of health care providers in your network.  Simply follow these instructions to locate the health care providers of your choice:

1.
Access the WPS website at www.wpsic.com/state;
2.
Click the “Find a Doctor” link found on the left hand side of the page, then follow these instructions:

a.
Select your network by clicking under “Search for a PAR Provider” 

b.
Enter the search criteria to find your doctor.  You can search by doctor’s name, specialty, or location.  Use the look-up buttons for the best search results, then click the “Search” button.

c.
Read the disclaimer, then click “Continue” to view your search results.

d.
On the Search Results page, you’ll find a listing of the providers, contact information, addresses, directions and the networks they are part of.  You can either print these pages to have them formatted in a PDF directory by clicking the applicable link near the top of your Search Results page.

e.
If your search did not yield the results you were looking for, try another search with broader criteria.  For example: if you are looking for a general physician (no specialty), search using the criteria “family practice” or “internal medicine” and enter a city or county.  Or, to find a particular hospital or facility, type the word “hospital” in the specialty area, then enter a city or county.

If you have questions, prefer a hard copy of your provider directory, or do not have access to a computer, please contact Member Services at (800) 634-6448.

D.
Understanding Your Explanation of Benefits (EOB)

The Explanation of Benefits (EOB) is a summary of how charges were processed under the policy for each covered family member.  To simplify your record keeping, WPS lists only one health care provider and one patient on each EOB.  This will allow you to easily match the EOB with your hospital, physician or clinic bill.  It’s always wise to keep a copy of your EOB for your records.  While the EOB is straightforward and easy to read, the first few times you look at it may be somewhat overwhelming.  That is why WPS has created the sample form at the end of this subsection with the following explanation of the most pertinent information.  

A.
Customer/Patient Information
Customer No. is the number shown on your Identification Card.  Group No. and Division No. are unique codes that identify your specific health plan in the WPS claims system.  Group is the name of your employer if you’re covered under a group plan.  Patient is who received the health care services; Customer is the person covered by the policy; and Date Printed is when WPS created the EOB.

B.
Provider
The name of the health care provider and/or clinic.

C.
Claim #
The number WPS assigned to the patient’s claim.

D.
Patient Account
The number the provider assigned to the patient’s account.

E.
Type of Service
Type of service, also known as procedure code, is a standard code used by all health care providers to identify the specific service performed.  WPS also includes a service category such as medical, therapy, lab, etc.

F.
Date(s) of Service
The date the health care service was provided.

G.
Charged Amount
The amount the provider billed WPS for the date and service code/type listed.

H.
Provider Discount
An amount in this column means that WPS has secured a discount arrangement with your health care provider.  WPS substracts the provider discount from the charged amount before it is processed under your policy.  You are NOT responsible for the provider discount amount.

I.
Ineligible Amount
The amount not covered under your policy because of certain exclusions or limitations that apply to the service.  This amount may be your responsibility.

J.
Reason Code
A code that indicates the reason WPS paid only part of the charged amount or denied benefits.  If there is a code in this column, you will find an explanation for it in the designated area below.

K.
Copay
An amount you agree to pay to the provider (under some WPS health plans) each time you receive certain covered services, such as office visits.  Copays are separate from the deductible and don’t apply to your policy’s limit on out-of-pocket expenses. 

L.
Deductible
The amount of covered charges you must pay each calendar year before benefits are payable under the policy.  

M.
Remaining Amount
What remains of the charged amount afer WPS has subtracted any applicable provider discount, ineligible amount, copay and/or deductible.

N.
Coinsurance
Coinsurance is the portion of the remaining amount for which you are responsible under the terms of your policy.  WPS lists your coinsurance as a dollar amount.

O.
Paid At %
Paid at % is the percentage of the remaining amount WPS paid.

P.
Amount Paid
Amount paid is the actual dollar amount WPS paid.

Q.
Payee, Paid and Your Share
Payee is the name of the health care provider to which payment was made.  Paid is the amount that was paid to your provider of service.  Your Share is the amount you will be expected to pay directly to your health care provider.

R.
Remaining Deductible
The amount of deductible you are still responsible for this calendar year.

S.
Remaining Deductible and Coinsurance
The amount of remaining deductible and coinsurance you are responsible for this calendar year.  When this column shows zero ($0), WPS will begin paying 100% of the covered charges for the balance of the calendar year.

T.
Remaining Lifetime Benefit
This amount is the benefit dollars will available under your policy for the life of the policy.
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