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Welcome to GlobalHealth

Helpful Numbers and Information

Plan Administrator:
GlobalHealth Incorporated

P.O. Box 1747
Oklahoma City, OK 73101-1747

Customer Service:
405.280.5600 (local)

1.877.280.5600 (toll-free)
1.800.522.8506 TTY/TDD/Voice

www.globalhealth.cc

Behavior & Mental Health/
Chemical Dependency:

MHNET
1.866.904.5234
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Primary Care Physician Visits

Specialist Physician Visits

X-Rays & Labs

Specialty Scans

Inpatient Hospital Stay

Outpatient Surgery

Emergency Room Service

Prescriptions

Annual Out-of-Pocket 
Maximum

 Subscriber Only
     Family

$  30 Copayment per visit

$  40 Copayment per visit

$     0 Copayment

$150 per scan

$350 Copayment per admission

$250 Copayment 

$150 Copayment, 

waived if admitted to hospital

$5/30/60

$2,500 per calendar year

$5,000 per calendar year

GlobalHealth wants to ensure that copayments and coinsurance are not a barrier to receiving healthcare. 
One way GlobalHealth helps to meet this goal is by providing an Annual Out-of-Pocket Maximum.  
Subscriber only enrollment applies to a Subscriber with no enrolled Dependents, and Family enrollment 
applies to a Subscriber with any number of enrolled Dependents.

When copayments or coinsurance made by a Subscriber or Family during any calendar year exceed the 
Annual Out-of-Pocket Maximum, then no further copayments or coinsurance will be required for services 
received by the Subscriber or Family during the remainder of the calendar year.  For Family Enrollment, 
one Member's copayments and coinsurance or any combination of multiple Members’ copayments and
coinsurance (under the same Subscriber) can be used to meet the Annual Out-of-Pocket Maximum.

If the Subscriber changes GlobalHealth benefit plans during the calendar year, the Annual Out-of-Pocket 
Maximum of the most current benefit plan will apply.  Any copayments and coinsurance paid under the 
previous GlobalHealth benefit plan within the same calendar year will be applied to the Member’s current 
benefit plan maximum.  If the current Annual Out-of-Pocket Maximum is less than the previous maximum, 
the Member will not be entitled to a refund.  It is the Member’s responsibility to track copayment receipts 
and provide those receipts to GlobalHealth when the maximum has been reached.

Copayments and coinsurance for supplemental benefits, Prescription Drugs and Durable Medical equipment,
are not applied toward the Annual Out-of-Pocket Maximum and are not waived when the Annual Maximum 
has been reached.

Benefit Standard Options Alternate Options

$  25 Copayment per visit

$  50 Copayment per visit

$   0 Copayment

$250  per scan

$250 copayment per day

$250 Copayment 

$150 Copayment, 

waived if admitted to hospital

$10/50/75

$3,000 per calendar year
$5,000 per calendar year

with $750 maximum per admission

GlobalHealth’s Schedule of Benefits

State of Oklahoma 2010 Benefit Plans
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Standard Option
Physician services provided

• In a physicians office  • In an urgent care facility 

• For the purpose of a Second Surgical Opinion

• In the home

Lab, x-ray and other diagnostic tests

• Blood tests, • Non-routine Pap tests, • X-rays,

• Pathology, • Non-routine mammograms

Specialized scanning diagnostic exams

•  CT scans, • PET scans, • SPECT scans, • MRI

Routine screenings

• Total Blood Cholesterol-once every three years, 
• Colorectal exam, • Prostate Specific Antigen (PSA) 
  one annually for men age 40 and older, • Routine
  Pap test

Routine Mammogram

• Covered for women age 35 and older; • Age 35-39, 
  one during this 5 year span; • Age 40 and over, 
  one per calendar year 

Routine physical exams
• Covered one per calendar year
(NOTE: Physical exams required for obtaining or 
continuing employment or insurance, for participating 
in sports or recreation, or for travel are not covered.

Routine Immunizations (Adult)
• Including but not limited to, DPT, DT, tetanus every 
  10 years, oral polio, measles, mumps, rubella, and 
  small pox (NOTE: Immunizations required for work 
  or travel are not covered)

Routine Immunizations (Children)

• Childhood immunizations recommended by the 
  American Academy of Pediatrics and the ACIP 
  including but not limited to, diphtheria, haemophilus
  influenza type B, hepatitis B, measles, mumps, 
  pertussis, polio, rubella, tetanus, varicella, hepatitis 
  A and any other immunization required by state law.

Routine Exams for Children up to age 18
• Eye exams to determine the need for vision 
  correction, • Ear exams to determine the need 
  for hearing correction, • Well-child visits

             $25 copayment per PCP visit
           $50 copayment per Specialist visit

No Copayment

$150 copayment per scan

$30 copayment

             $10 copayment per PCP visit
**No copayment for OK 

Health Benefit

No copayment. However, 
if received in conjunction with 

an office visit, the office visit 
copayment will apply.

$10 copayment per PCP visit 
               waived if in conjunction 

with office visit.

$30 Copayment per PCP visit
Note: No copayment for 

visits for members under age 2

$30 copayment per PCP visit
$40 copayment per Specialist visit

Alternate Option

No Copayment

$250 copayment per scan

No Copayment No Copayment

No Copayment No Copayment

Routine hearing & vision screening (adult)
• Covered one per calendar year $25 copayment

             $25 copayment per PCP visit
**No copayment for OK 

Health Benefit

$25 copayment per PCP visit 
               waived if in conjunction 

with office visit.

No copayment. However, 
if received in conjunction with 

an office visit, the office visit 
copayment will apply.

$25 Copayment per PCP visit
Note: No copayment for 

visits for members under age 2
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Infertility services
• Diagnosis and treatment of infertility; basic services
and fertility medications 
NOTE: Some infertility treatments are limited or not 
covered; please refer to Member Handbook for 
additional information.

25% coinsurance
NOTE: Office visit copays apply.

Allergy care
• Testing and treatment, • Injections

Treatment therapies
• Chemotherapy, • Radiation therapy, • Dialysis,

• Respiratory/Inhalation therapy, • Infusion therapy, 
• Growth Hormone Therapy (GHT) 

NOTE: Cost of treatments included in office copay.

Physical, Occupational, Speech therapy 
(in/outpatient)
• Limited to 60 consecutive days per acute illness 
   or injury

$30 copayment per PCP visit
$40 copayment per Specialist visit

$25 copayment per PCP visit
$35 copayment per Specialist visit

$40 copayment per Specialist visit

No Copayment for Inpatient
 $40 per visit for Outpatient

Standard Option Alternate Option
Maternity care
•  Prenatal and postnatal care, • Physician
  delivery services
• Routine Newborn Care (during covered portion of
mother’s maternity stay)

$30 copayment for entire pregnancy.
  $350 per hospital admission

$0 Copayment

NOTE: If your PCP or Specialist refers you to another 
provider or facility for additional services, you will pay the 
copayment applicable for the services rendered.

$25 copayment for entire pregnancy.
  $250 per day

($750 maximum per admission)
$0 Copayment

Family planning
• Surgically implanted contraceptives, • Injectable
contraceptives, Intrauterine devices, Diaphragms

$40 copayment for services
performed in an office setting.

$50 copayment for services
performed in an office setting.

50% coinsurance for basic
services/fertility medications

NOTE: Office visit copays apply.

Temporomandibular Joint Dysfunction
• Medically Necessary professional and 
  hospital services, limited to $1500 
  non-surgical treatment

$50 per treatment plan $100 per treatment plan

$25 copayment per PCP visit
$50 copayment per Specialist visit

NOTE: Copayment for allergy 
injections $30 applied once per 

6 weeks of treatment.

NOTE: Copayment for allegy 
injections $25 applied once 

per 6 weeks of treatment

$25 copayment per PCP visit
$50 copayment per Specialist visit

No Copayment for Inpatient
 $50 per visit for Outpatient

Chiropractic Care
• Limited to 15 visits per calendar year $50 copayment per Specialist visit

Cardiac and Pulmonary rehabilitation
• Covered after heart transplant, •         bypass surgery 

• or myocardial infraction
$40 copayment per visit $50 copayment per visit
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Foot care
•  Diabetic foot care

NOTE: Routine foot care is not covered for any 
other diagnoses other than metabolic or peripheral 
vascular diseases such as diabetes.

Hospice care
• Supportive and palliative care in the home or 
   hospice facility for member that has been
   diagnosed with a terminal illness with a life
   expectancy of 6 months or less and has elected
   hospice care for such illness.

Ambulance
• Local professional ambulance service when 
  medically necessary ambulance transport 
  when prior approved by plan

Durable Medical Equipment (DME)
•Hearing aids for children up to age 18: 1 per 
  year, per ear, every 48 months, unless medically 
  necessary. • For children up to age 2, four 
  additional ear molds may be obtained per year

NOTE: All other DME is not covered unless covered 
as a Supplement Benefit in addition to this plan. Please 
consult GlobalHealth’s Customer Service department 
for additional information.

No copayment

Standard Option Alternate Option

Orthotics and Prosthetics
• Breast prostheses and bras including replacements,
   implants following mastectomy, and wigs
   following cancer treatment

NOTE: All other Prosthetics, Replacement, and Orthotics are not 
covered unless covered as a Supplemental Benefit in addition to 
this plan.  Please consult GlobalHealth’s Customer Service 
department for additional information.

20% coinsurance

NOTE: Wigs following cancer
treatment are limited to a

maximum of $150

$40 copayment per visit $50 copayment per visit

No copayment

No copayment $100 copayment

20% coinsurance

20% coinsurance 20% coinsurance

NOTE: Wigs following cancer
treatment are limited to a

maximum of $150

Home Health Services
•Home health care ordered by a Plan physician 
and provided by registered nurse (RN) or home
health aide for members who are homebound or
confined to an institution that is not a hospital.
• Services provided by Home Health Agency such
as oxygen therapy, infusion therapy and injectable
medication.

No copayment $25 per visit

Outpatient Surgery Facility Services
• Services of an ASC or outpatient hospital related
  to surgical procedures.
• Includes all Physician Services

$250 copayment $250 copayment

Limited to $5000 per year
combined DME, orthotics, 

and prosthetics 

Limited to $5000 per year
combined DME, orthotics, 

and prosthetics 
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Inpatient Hospital Facility Services
•Room & board, •General Nursing Care, • Anesthesia
  and Physician Visits & Services, •Observation Bed 
  Day in excess of 8 hours, •  Laboratory /Radiology/
  Diagnostic Testing, • All other Medically Necessary/
  Authorized Services, •Medical supplies and equipment

Emergency Room Services
•  Emergency care at a hospital, including physicians
   services

Outpatient Mental Health

NOTE: Severe mental illness is treated as any other illness.

NOTE: Severe mental illness is treated as any other illness.

No copayment

Standard Option Alternate Option

$350 copayment per admission

Chemical Dependency/Substance Abuse

$350 facility copayment

$250 copayment per day
($750 maximum per admission)

$125 Copayment

$250 per day
($750 maximum per admission)

20% coinsurance 20% coinsurance

Diabetic Supplies
•Diabetic self-management items including shoes,
   orthotics, needles and syringes

Skilled Nursing Facility
• Subacute care is limited to 100 consecutive days
   per calendar year.  All care must be prescribed 
   by a Plan Physician

$150 Copayment 
NOTE: Copayment is waived if you are admitted as 
an inpatient from the emergency room

$40 Copayment per visit $50  Copayment per visit

Inpatient Mental Health

$350 facility copayment
$40 copay per outpatient visit

$250 per day
($750 maximum per admission)

$50 copay per outpatient visit

The services that are covered under the OK Health Wellness program are covered one time per year and include:

1. Biometric information including:
   a. Height  b. Weight  c. Blood Pressure  d. Resting Pulse rate   e. Hip & waist circumference measurements

2. Lab Information including:
   a. Fasting Lipid Profile (Total Cholesterol, LDL, HDL, Triglycerides)
   b. Fasting Blood Glucose (A1C -if applicable)

The OK Health Benefit will only be available to state employees.

$250 per day
($750 maximum per admission)
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State of Oklahoma
Durable Medical Equipment and Prosthetic Devices

Supplemental Bene�t Plan 
Bene�t Description

Durable Medical Equipment (DME)
 Rental or purchase, at GlobalHealth’s option, including
   repair and adjustment
NOTE: Not all DME is covered.  Please see Limitations
and Exclusions listed in the Supplement or consult
GlobalHealth’s Customer Service department for
additional information.
Orthotics and Prosthetics
 Artifical limbs and eyes, Artifical joints, pacemakers,
   and cochlear implants, Replacement prosthetics when
   device is beyond repair or patient has a physical change
   requiring new device.
NOTE: Not all Prosthetics, Prosthetic Replacements or 
Orthotics are covered.  Please see Limitations and 
Exclusions listed in this Supplement or consult
GlobalHealth’s Customer Service department for
additional information.

20% coinsurance

20% coinsurance

Member Responsibility - Standard and Alternate

I. Benefit Coverage Description
   Benefits are payable for Durable Medical Equipment (DME), Prosthetic Devices, and Orthotics when Medically
   Necessary for the treatment of an illness or injury, or to improve the functioning of a malformed body part.  All
   services covered under this benefit must be authorized by your Primary Care Physician (PCP) and GlobalHealth
   and obtained form a Participating Provider.

II.  Annual Maximum
    DME, Prosthetics, and Orthotics covered under the Standard plan do not have an annual maximum.  The
    Alternate plan is limited to an annual maximum of $5,000 per calendar year.  Member responsibility copayment
    is included in the calculation of the maximum.

III. Limitations and Exclusions
      Limitations
     1. GlobalHealth will determine whether the items covered under this Supplement will be obtained
          by rental or purchase.
     2. Replacement, repair or adjustments of purchased items are covered when determined to be
         Medically Necessary by GlobalHealth.
     3. Rental equipment must be returned when it is no longer Medically Necessary.

     Exclusions
     1. Comfort and convenience items are not covered.
     2. Mattresses and other bedding are not covered.
     3. Exercise equipment is not covered.
     4. Hygiene equipment is not covered.

GHSTDME06A
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  5.  Corrective shoes, arch supports and supportive devices for the feet are not covered.
  6.  Experimental or research equipment, supplies or devices are not covered.
  7.  Equipment or devices not medical in nature are not covered.
  8.  Eyeglasses (except for eyeglasses or contact lenses necessary following cataract surgery).
  9.  Hearing aids are not covered.
10.  Elastic supports, corsets or garter belts are not covered.
11.  Air-cleaning machines or filtration devices are not covered.
12.  Bed-wetting alarms are not covered.
13.  Breast pumps are not covered.
14.  Ear plugs are not covered.
15.  Jacuzzi/whirlpools are not covered.
16.  Medijector is not covered.
17.  Orthopedic shoes (except those permanently attached to a Dennis Brown splint for children).
18.  Power operated vehicles that may be used as wheelchairs are not covered.
19.  Braces worn for athletic or recreational use are not covered.
20.  Purchase or rental of supplies of common household use, including but not limited to: physical
       fitness equipment, air conditioners, water purifiers, cervical or lumbar pillows, grab bars, raised
       toilet seats, shower benches, beds or chairs are not covered.
21.  Bandages, pads or diapers are not covered.

Member responsibility copayment specified in this supplement does NOT apply toward your basic health
benefit plan Annual Out-of-pocket Maximum and are not paid at 100% once this maximum has been met.

If you have any questions or concerns regarding the benefits outlined in this Supplement, please contact
GlobalHealth’s Customer Service department at (405) 280-5600 (Local), 1-877-280-5600 (toll-free),
1-800-522-8506 (TTY/TDD/VOICE). Monday - Friday 9 a.m. until 5 p.m. CST.

Durable Medical Equipment and Prosthetic Devices
(continued) 
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I. Benefit Coverage Description
     Benefits are payable for Prescriptions prescribed by a Participating Physician, filled at a Participating Pharmacy and 
     are received by the member while he or she is covered for this benefit.

    The formulary drug benefit will be provided for drugs contained in the current GlobalHealth Drug Formulary.  The 
    formulary is a continually updated list of prescription medications that represent the current clinical judgement of the 
    Pharmacy and Therapeutics Committee, a committee comprised of physicians and pharmacists.  The Formulary 
    contains FDA (Food and Drug Administration) approved brand name and generic drugs.  This Formulary is subject 
    to change without prior written notice.  For a copy of the current Formulary you should contact Customer Service at 
    405.280.5600 (local) or download a copy off the website at www.globalhealth.cc.  Unless a brand name is medically 
    necessary, prescriptions will be filled with a Formulary Generic product.  

    GlobalHealth may restrict the prescribing of certain drugs and medications to specific medical specialties.

II. Prescription Drug Copayment
     The Prescription Drug copayments are listed in the benefit table on this page.  This copayment must be met each 
     time a prescription is filled or re-filled.  The member will pay the copayment or the cost of the prescription drug 
     whichever is less.

III. Limitations and Exclusions
Limitations

       1. Inhaler extender devices, peak flow meters, Ana-Kits and Epi-Pens are limited to three (3) per calendar year. 
       2. Prescription diaphragms are limited to two (2) per calendar year.
       3. Special dietary formulas for members with phenylketonuria or other heritable diseases.
       4. Smoking cessation products are limited to two (2) full 90 day courses of any FDA approved tobacco cessation 
           product per plan year, if prescribed by PCP.  This benefit is available to members as well as their enrolled 
           dependents who are at least 18 years old. The covered medications are listed in the formularies and include: 
           Chantix™ (varenicline), Nicotrol® Inhaler (nicotine), Nicotrol® Nasal Spray (nicotine), Bupropion SR 150mg 
           (generic for Zyban®), Bupropion 150 mg (generic for Zyban®) Over-the-counter products (such as nicotine 
           patches and gum) are not covered.

State of Oklahoma
Prescription Drug Supplement 

Outpatient Prescription Drug Retail Pharmacy
• The lesser of a 30-day supply or 100 units
NOTE: Not all Prescriptions are covered. Please see
Limitations and Exclusions listed in this Supplement or 
consult GlobalHealth’s Customer Service dept. for 
additional information.

Alternate OptionStandard Option

$5 Copayment Formulary generic
$30 Copayment Formulary brand name
$60 Copayment non-Formulary generic
and brand name, or any formulary brand
name drug that has a generic alternative

$10 Copayment Formulary generic
$50 Copayment Formulary brand name
$75 Copayment non-Formulary generic
and brand name, or any formulary brand
name drug that has a generic alternative

GHSTRX09A
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Exclusions (continued)
 1.  Prescriptions that are taken by or administered to the Member while he or she is inpatient in a facility 
      where drugs are usually provided by the facility.
 2.  Medications prescribed by non-contracting physicians.
 3.  Drugs or medications purchased and received prior to your effective date of coverage or subsequent to your 
      termination date from coverage.
 4.  Medications available without a prescription (over-the-counter) or for which there is a non-prescription 
      equivalent available, even if ordered by a physician.
 5.  Therapeutic devices or appliances including items such as needles, syringes, support garments, and other 
      non-medical substances.  Diabetic supplies are covered under your basic medical benefit.6. Drugs or medicines 
      delivered or administered by a physician or his/her staff.  (Coverage for injectable drugs is covered under your 
      basic health benefit plan).
  7. Dietary supplements including vitamins (except prenatal) and fluoride supplements.
  8. Saline and medications for irrigation.
  9. Medications for which the cost is recoverable under any other coverage including Worker’s 
      Compensation, Occupational Disease Law or any state or government agency.
10. Medication for which no charge is made to the patient.
11. Experimental or non-FDA approved medications, including non-FDA approved off-label use of medications. 
      Off-label uses of prescription drugs used in the treatment of cancer or the study of oncology is covered.
12. Elective or voluntary enhancement procedures, services, supplies or medications, including but not 
      limited to: weight loss, hair growth, sexual performance, athletic performance, cosmetic purposes, 
      anti-aging and mental performance.
13. All non-prescription contraceptive jellies, ointment, foams or devices.
14. Injectable fertility drugs.
15. Biological sera, medication prescribed for parenteral use or administration, allergy sera, immunizing 
      agents and immunizing injectable drugs.
16. Lost or stolen prescriptions.
17. Prescription medication for the treatment of sexual dysfunction, including erectile dysfunction,
      impotence and anorgasmy or hyporgasmy.
18. New procedures, services, supplies and medications until they are reviewed by GlobalHealth for safety, 
      efficacy and cost effectivenes and approved by GlobalHealth.

State of Oklahoma
Prescription Drug Supplement (continued)
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All benefits described below are excluded or limited under this Health plan. There may be benefits listed in this section that 
are covered in a Supplement purchased separately from this plan. Check your Summary of Benefits for a complete listing on 
covered benefits.

General Exclusions

1.	 Services that are not medically necessary or done without authorization and/or required referral, (except for Emergency 
Services).

2.	 Non-emergency ambulance transport.

3.	 Services done before a Member’s start date of coverage or after the time coverage ends even if authorized.    

4.	 Services resulting in whole or in part by a non-covered condition or service.

5.	 Care provided outside the GlobalHealth Service Area if the need for care could have been foreseen before leaving the 
Service Area.

6.	 Services for which the Member does not allow the release of information to GlobalHealth.

7.	 Treatment for disabilities connected to military service for which a Member is legally entitled and to which Member has 
reasonable accessibility (ie, services through a federal governmental agency), court ordered services, or treatment and/or 
supplies that are provided as a result of workers’ compensation laws or similar laws.

8.	 Prescription drugs and non-prescription drugs for outpatient care, except as provided as a supplemental benefit.

9.	 Durable Medical Equipment is not covered, except for hearing aids for children under the age of eighteen (18), unless 
covered as a Supplement purchased separately from this Plan.

10.	Elective abortions.

11.	 Hearing aids and speech aids, except hearing aids as provided for children less than eighteen (18) years of age or speech aids.

12.	Sex Transformation or sexual dysfunction of any nature, including services, drugs, or supplies.

13.	Experimental or investigational procedures. Medications, surgeries, devices, medical treatment or other healthcare 
procedures which are experimental, investigational or unproven. Therapies and technologies whose long-term efficacy or 
effect is undetermined or unproven or whose efficacy is no greater than that of traditionally accepted, standard treatment.

14.	New procedures, services, supplies and medication until they are reviewed for safety, efficacy and cost effectiveness and 
approved by GlobalHealth.

15.	Artificial or non-human organ transplants. Donor costs for transplantation including transportation cost.

16.	Services for travel, insurance, licensing, employment, school, camp, or other non-preventive purposes or for premarital 
and pre-adoption purposes.

17.	Private duty nursing, custodial care, respite care, homemaker services, domiciliary or convalescent care. 

18.	Private rooms and personal or comfort items.

19.	Services received while outside of the US, unless specified in your Schedule of Benefits or covered as a Supplement 
purchased separately from this Plan.

Limitations & Exclusions
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Limitations & Exclusions
20.	 Charges for injuries covered during war or acts of war while serving in the military or ancillary unit attached to the military.

21.	Charges for intentionally self-inflicted or attempted suicide injuries or death.

22.	Marital counseling.

23.	 Illness or injury as a result of committing or attempting to commit an assault or felony, including participation in a riot or 
insurrection as an aggressor.

24. Alopecia.

25. Home uterine monitoring.

26. Kinesiology, movement therapy, biofeedback, or any treatment, device or medication that is an exclusion of the plan, 
whether or not medical necessity is established.

27. Rolf technique.

28. Surrogate mother expenses.

29. Eye Examinations for orthoptics or visual training for any diagnosis other than mild strabismus.

30. Routine corrective lenses except for the first pair used as a prosthetic replacement after the removal of the natural lens.

31. Genetic testing, analysis and counseling. Including, but not limited to, DNA studies, chromosomal banding  and gene 
identification studies.

32. Charges for missed or canceled appointments, penalty or finance charges, or separate charges for  maintenance and/or 
record keeping or case management services.

33. Medical care and supplies for which no charge was made or no payment would be requested if the insured individual did 
not have this coverage.

34. Home sleep apnea studies, unless determined to be medically necessary and approved by GlobalHealth.

35. Surgical treatment of Morbid Obesity, including Gastric Stapling and Gastric Balloon services, all  procedures, and 
complications as the result of procedures, with or without the diagnosis of obesity is  excluded.

36. Physical Therapy and Rehabilitation services - in excess of sixty consecutive days (including inpatient and outpatient) per 
acute disability or injury per calendar year, including physical, occupational and speech therapy, and all treatment that will 
not result in significant improvement within such sixty consecutive days. 

37. Medical and/or mental health treatment of any kind, including hospital care, medications, or any medical care, or medical 
equipment which is excessive or where medical necessity has not been proven. 

38. Non-psychiatric or non-psychological education and therapy including but not limited to, learning disabilities and 
disruptive behavioral disorders, materials, devices and equipment.

39. Services (including, but not limited to, materials, devices and equipment) to diagnose or treat learning disabilities and 
disruptive behavior disorders including, for example, and not by way of limitation, oppositional defiant disorder and 
conduct disorder.

40. Psychiatric or psychological treatment for developmental disorders, including mental retardation, pervasive developmental 
disorder, and other specific developmental disorders, such as autism, Rett’s or Asperger’s. Compulsive disorders 
treatment limited to programs for anorexia and bulimia, when medically necessary.
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Limitations & Exclusions
Other Exclusions and Limitations

1.	 Acupuncture/acupressure - Benefits for these services including massage therapy are not covered.

2.	 Alternative medicines - “Alternative Medicines” used in the place of chemotherapy or any other approved therapy, or to 
treat any condition or illness is not covered.

3.	 Alternative programs for delivery - such as home delivery and use of midwives, and birthing centers. Costs resulting from 
a normal, full-term delivery (vaginal or cesarean section) of a baby outside of the GlobalHealth provider network. Full-term 
delivery is defined as a delivery within thirty (30) days of your due date, as specified by your GlobalHealth participating 
physician.

4.	 Compulsive Disorders Treatment - limited to programs for anorexia and bulimia, when medically necessary.

5.	 Cosmetic Surgery - These services are not covered.

6.	 General Dental Services - are not covered. Services for the treatment of Temporomandibular Joint Dysfunction are limited 
to $1500 for non-surgical treatment.

7.	 Infertility Services - services related to conception by artificial means, including in vitro fertilization, artificial insemination, 
embryo transports, reversal of voluntary sterilization, ovum transplant, gamete intrafallopian transfer (GIFT), zygote 
intrafollopian transfer (ZIFT), surrogate parenting, and donor semen are not covered.

8.	 Routine Foot Care and Shoe Inserts - except for medically necessary foot care for those persons diagnosed with diabetes 
or other peripheral vascular diagnoses.

9.	 Organ Transplant - organ transplants are a covered benefit when medically necessary and prior authorized by 
GlobalHealth at no charge to the member, however, artificial or non-human organ transplants are excluded as a covered 
benefit. Donor costs for transplantation including transportation, lodging expense and meals are not covered. Transplants 
considered experimental, investigational or unproven are not covered. Transplant services rendered at a non-participating 
transplant facility are not covered.

If you have any questions or concerns regarding the benefits outlined in the Summary of Benefits, DME and Prosthetic Device 
Supplement or Prescription Drug Supplement please contact GlobalHealth’s Customer Service department at (405) 280-5600 
(local), 1-877-280-5600 (toll free), 1-800-522-8506 (TTY/TDD/Voice) Monday - Friday 8 am to 5 pm (CST). 



UNIVERSAL AMERICAN FINANCIAL CORP.
Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

I. Who We Are
This Notice describes the privacy practices of American Exchange Life Insurance Company; American Pioneer Health Plans, 
Inc.; American Pioneer Life Insurance Company; American Progressive Life & Health Insurance Company of New York; 
Constitution Life Insurance Company; GlobalHealth, Inc.; Marquette National Life Insurance Company; MemberHealth, LLC; 
Pennsylvania Life Insurance Company; SelectCare Health Plans, Inc.; SelectCare of Oklahoma, Inc.; SelectCare of Texas, LLC; 
The Pyramid Life Insurance Company and Union Bankers Insurance Company (“we” or “us”) as wholly owned subsidiaries 
of Universal American, as well as the managed care organizations owned or operated by Heritage Health Systems, Inc. (Abri 
Health Plan, Inc.’s Medicare Advantage plans are administered by us). 
 
We provide health benefits to you under the terms of your health insurance policy (“Your Health Plan”).

II. Our Privacy Obligations
We are required by federal and state law to protect the privacy of individually identifiable health information about you (“Your 
Protected Health Information”) and to provide you with this Notice of our legal duties and privacy practices. When we use or 
disclose Your Protected Health Information, we are required to abide by the terms of this Notice (or other notice in effect at the 
time of the use or disclosure). 

State Pre-emption – Some states’ laws are more stringent than Federal Privacy laws with regard to these requirements. We 
will comply with all applicable laws.

III. Uses and Disclosures for Payment and Health Care Operations

A	 We may use and disclose to others Your Protected Health Information as necessary to pay your healthcare provider(s) for 
health benefits covered by Your Health Plan or for other healthcare operations necessary to provide these health benefits 
to you, without your express, implied, or specific consent or authorization. In addition and without limitation, we may use 
and disclose to others Your Protected Health Information as follows:

1.	 Payment. We may use and disclose Your Protected Health Information to obtain payment of our premiums and to 
determine and fulfill our responsibility to provide health benefits under Your Health Plan — for example, to make coverage 
determinations, administer claims and coordinate benefits with other coverage you may have.

2.	 Health Care Operations. We may use and disclose Your Protected Health Information for our health care operations 
— for example, to do business planning, provide customer service and conduct quality assessment and improvement 
activities.

3.	 Treatment. We may disclose Your Protected Health Information, such as your medical information, to a health care 
provider for your medical treatment.

B.	 Use or Disclosure with Your Authorization. We may use or disclose Your Protected Health Information for any reason 
other than payment and health care operations only when (1) you give us your written authorization (“Your Authorization”) 
or (2) there exists an exception as described in Section IV below. You may revoke Your Authorization, except to the extent 
we have taken action in reliance on it, by delivering a written revocation statement to the Privacy Office identified below. 

i



IV. Uses and Disclosures Without Your Consent or Your Authorization

A	  As Required by Law. We will use or disclose Your Protected Health Information when required to do so by applicable 
international, federal, state or local law.

B	 Business Associates. We may disclose Your Protected Health Information to our business associates that perform 
functions on our behalf or provide us with services if the information is necessary for such functions or services. For 
example, we may use another company to perform administration services on our behalf with respect to Your Health 
Plan. All of our business associates are obligated, under contracts with us, to protect the privacy of Your Protected Health 
Information and are not allowed to use or disclose any information other than as specified in our contract.

C.	 Marketing Communications. We may use and disclose Your Protected Health Information for marketing communications 
made by us to you, or are promotional gifts of nominal value provided by us. 

D.	 Public Health Activities. We may disclose Your Protected Health Information for the following public health activities and 
purposes: (1) to report health information to public health authorities for the purpose of preventing or controlling disease, 
injury or disability; (2) to report child abuse or neglect to the government authority authorized by law to receive such 
reports; and (3) to alert a person who may have been exposed to a communicable disease.

E.	 Victims of Abuse, Neglect or Domestic Violence. We may disclose Your Protected Health Information if we reasonably 
believe you are a victim of abuse, neglect or domestic violence to the appropriate state agency as required or permitted 
by applicable state law. 

F.	 Health Oversight Activities. We may disclose Your Protected Health Information to a government agency that oversees 
the health care system or ensures compliance with the rules of government health programs such as Medicare or 
Medicaid. 

G.	 Judicial and Administrative Proceedings. We may disclose Your Protected Health Information in the course of a judicial 
or administrative proceeding in response to a legal order or other lawful process. 

H.	 Law Enforcement Officials. We may disclose Your Protected Health Information to the police or other law enforcement 
officials as required by law or in compliance with a court order or other lawful process. 

I.	 Health or Safety. We may disclose Your Protected Health Information to prevent or lessen a serious and imminent threat 
to a person’s or the public’s health or safety. 

J.	 Specialized Government Functions. We may disclose Your Protected Health Information to units of the government with 
special functions, such as any branch of the U.S. military or the U.S. Department of State. 

K.	 Workers’ Compensation. We may release Your Protected Health Information for workers’ compensation or similar 
programs. These programs provide benefits for work-related injuries or illness.

L.	 Disclosure to You. We may disclose your medical information to you.

M.	 Disclosures to Individuals Involved with Your Health Care. We may use or disclose your medical information in order 
to tell someone responsible for your care about your location or condition. We may disclose your medical information to 
your relative, friend, or other person you identify, if the information relates to that person’s involvement with your health 
care or payment for your health care.

N. 	 Research. We may use or disclose Your Protected Health Information, such as your medical information, for purposes of 
research if we first confirm that your privacy rights will be protected, for instance if a privacy board or Institutional Review 
Board determines that your privacy will not be put at risk and informs us of its determination.
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V. Your Individual Rights

A.	 For Further Information; Complaints. If you desire further information about your privacy rights, are concerned that 
we have violated your privacy rights or disagree with a decision that we made about access to Your Protected Health 
Information, you may contact our Privacy Office. You may also file written complaints with the Secretary of the U.S. 
Department of Health and Human Services. Upon request, the Privacy Office will provide you with the correct address for 
the Secretary. We will not retaliate against you if you file a complaint with us or the Secretary. 

B.	 Right to Request Additional Restrictions. You may request restrictions on our use and disclosure of Your Protected 
Health Information for payment and health care operations in addition to those explained in this Notice. While we will 
consider all requests for additional restrictions carefully, we are not required to agree to a requested restriction. If you 
wish to request additional restrictions, please obtain a request form from our Privacy Office and submit the completed 
form to the Privacy Office. We will send you a written response. 

C.	 Right to Receive Confidential Communications. We accommodate any reasonable request for you to receive Your 
Protected Health Information by alternative means of communication or at alternative locations. 

D.	 Right to Inspect and Copy Your Protected Health Information. You may request access to our records that contain Your 
Protected Health Information in order to inspect and request copies of the records. Under limited circumstances, we may deny 
you access to a portion of your records. If you desire access to your records, please obtain a record request form from the Privacy 
Office and submit the completed form to the Privacy Office. If you request copies, we will charge you copying and mailing costs. 

E.	 Right to Amend Your Records. You have the right to request that we amend Your Protected Health Information 
maintained in our enrollment, payment, claims adjudication and case or medical management records or other records 
used, in whole or in part, by or for us to make decisions about you. If you desire to amend these records, please obtain 
an amendment request form from the Privacy Office and submit the completed form to the Privacy Office. We will 
comply with your request unless special circumstances apply. If your physician or other health care provider created the 
information that you desire to amend, you should contact the provider to amend the information. 

F.	 Right to Receive an Accounting of Disclosures. Upon request, you may obtain an accounting of certain disclosures of Your 
Protected Health Information made by us on or after April 14, 2003, excluding disclosures made earlier than six years before 
the date of your request. If you request an accounting more than once during a twelve (12) month period, we will charge you 
$.50 per page of the accounting statement and $5 per hour for clerical work necessary to complete the requested accounting.

G.	 Right to Receive Paper Copy of this Notice. Upon request, you may obtain a paper copy of this Notice. 

VI. Effective Date and Duration of This Notice

A.	 Effective Date: This Notice is effective on April 14, 2003. 

B.	 Right to Change Terms of this Notice. We may change the terms of this Notice at any time. If we change this Notice, 
we may make the new notice terms effective for all of Your Protected Health Information that we maintain, including any 
information we created or received prior to issuing the new notice. If we change this Notice, we will send the new notice 
to you if you are then covered by us. In addition, we will post any new notice on our Internet site at www.uafc.com.You 
also may obtain any new notice by contacting the Privacy Office.

VII. Privacy Office 
You may contact the Privacy Office at:  

	 Privacy Office 
Universal American, 1001 Heathrow Park Lane, Suite 5001, Lake Mary, FL 32746 
E-mail: PrivacyOffice@uafc.com
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