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NOTICE OF NON-DISCRIMINATION 
 

Univera Healthcare complies with Federal civil rights laws. Univera Healthcare does not 
exclude people or treat them differently because of race, color, national origin, age, disability, 
or sex. 

Univera Healthcare provides the following: 
• Free aids and services to people with disabilities to help you 

communicate with us, such as: 
○ Qualified sign language interpreters 
○ Written information in other formats (large print, audio, 

accessible electronic formats, other formats) 
• Free language services to people whose first language is 

not English, such as: 
○ Qualified interpreters 
○ Information written in other languages 

If you need these services, call Univera Healthcare   at  
1-800-650-4359. For TTY/TDD services, call 1-800-662-1220. 
If you believe that Univera Healthcare has not given you these services or treated you 
differently because of race, color, national origin, age, disability, or sex, you can file a 
grievance with Univera Healthcare by: 

Mail: Advocacy Department, P.O. Box 4717, Syracuse, NY 13221  
Phone: 1-800-650-4359 for TTY/TDD services, call 1-800-662-1220  
Fax: 1-315-671-6656 
In person: 205 Park Club Lane, Buffalo, NY 14221 

You can also file a civil rights complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights by: 

Web: Office for Civil Rights Complaint Portal at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 

Mail: U.S. Department of Health and Human Services 
200 Independence Avenue SW., Room 509F, HHH Building 
Washington, DC 20201 
Complaint forms are available at: 
http://www.hhs.gov/ocr/office/file/index.html 

Phone: 1-800-368-1019 (TTY/TDD 800-537-7697) 
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ATTENTION: Language assistance services, free of 
charge, are available to you. 
Call 1-800-650-4359, TTY/TDD 1-800-662-1220. 

English 

ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de 
asistencia lingüística. Llame al 1-800-650-4359, TTY/TDD 1-800-662-1220. 

Spanish 

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 

1-800-650-4359, TTY/TDD 1-800-662-1220. 
Chinese 

 مق بر لصتا    .ن المجا بك ل   رفا و ت ت   ةي وغ ل لاة  دعسا م ال  ت ماد خ   نإ ف ، ة غ ل ل ا رك ذ ا   ث د ح تتت  ن ك   اذإ    :ةظو ملح
1-800-650-4359 ك ب ل ا و صملا  فت ا ه   مرق  (  TTY/TDD 1-800-662-1220. 

Arabic 

주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니 

1-800-650-4359, TTY/TDD 1-800-662-1220. 번으로 전화해 주십시오. 

Korean 

ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные 
услуги перевода. Звоните 1-800-650-4359 (телетайп: TTY/TDD 1-800-662-1220). 

Russian 

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di 
assistenza linguistica gratuiti. Chiamare il numero 1-800-650-4359, 
TTY/TDD 1-800-662-1220. 

Italian 

ATTENTION : Si vous parlez français, des serv\ices d'aide linguistique vous sont 
proposés gratuitement. Appelez le 1-800-650-4359, TTY/TDD 1-800-662-1220. 

French 

ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou. 
Rele 1-800-650-4359, TTY/TDD 1-800-662-1220. 

French 
Creole 

  פריי  סערוויסעס  הילף  שפראך  אייך   פאר  פארהאן  זענען  ,אידיש  רעדט  ר    
 ,TTY/TDD  1-800-650-4359  .1-800-662-1220  רופט  .אפצאל  פון

Yiddish 

UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. 
Zadzwoń pod numer 1-800-650-4359, TTY/TDD 1-800-662-1220. 

Polish 

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng 
tulong sa wika nang walang bayad.  Tumawag sa 1-800-650-4359, 
TTY/TDD 1-800-662-1220. 

Tagalog 

লক্ষ্য করুনঃ যদি আপদন বাাংলা, কথা বলতে পাতেন, োহতল দনঃখেচায় ভাষা সহায়ো পদেতষবা উপলব্ধ আতে। ফ ান করুন ১ 
1-800-650-4359, TTY/TDD 1-800-662-1220. 

Bengali 

KUJDES: Nëse flitni shqip, për ju ka në dispozicion shërbime të asistencës 
gjuhësore, pa pagesë. Telefononi në 1-800-650-4359, TTY/TDD 
1-800-662-1220. 

Albanian 

ΠΡΟΣΟΧΗ: Αν μιλάτε ελληνικά, στη διάθεσή σας βρίσκονται υπηρεσίες 
γλωσσικής υποστήριξης, οι οποίες παρέχονται δωρεάν. Καλέστε 
1-800-650-4359, TTY/TDD 1-800-662-1220. 

Greek 

 ی رک   ل اک ۔ں  ی ه   اب ی تدس ں ی م   ت ف م  ت ا م د خ  یک  د د م  یک   ن با ز  و ک  پ آ و ت   ں،ی ه   ے ت بول دو  ار  پآ ر گا  :ارد ربخ 
1-800-650-4359, TTY/TDD 1-800-662-1220. 

Urdu 
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A Special Message To Child Health Plus Members 
Welcome!  This is your Child Health Plus member handbook, which is designed to help guide 
you through your health care coverage.  Please read it carefully.  You will find a great deal of 
information on many topics, including the role of your primary care physician and your rights 
and responsibilities.  Your Child Health Plus contract explains in detail which services are and 
are not covered. 

If your income has changed and you think that your premium could be affected, you may 
update your account on the New York State of Health Marketplace website visit: 
www.nystateofhealth.ny.gov or call 1-855-355-5777.  Please continue to pay your current 
premium until you receive notification of the results of the review. 
If you need additional information, have questions, or have any concerns or complaints about 
any aspect of coverage, you should contact us.  Please see the section in the back of this 
handbook entitled "How to Contact Us" for telephone numbers, office hours and our website 
address. 

Arrangements can be made for our non-English-speaking and hearing-impaired members.  We 
have many representatives who speak languages in addition to English.  We also have 
interpretive services available, if needed.  TTY equipment is available for our hearing impaired 
members. 

Your Identification Cards 
Once enrolled, you will receive an identification card for medical services.  Additional 
identification cards can be obtained by calling us. 

Always carry your identification card with you to present whenever and wherever you 
receive care.  Please check your card for accuracy and notify us of any errors immediately. 

Child Health Plus In General 
As a member of Child Health Plus, you must receive all your care from a panel of participating 
physicians, consultants and facilities.  This panel is sometimes referred to as participating 
providers or as a participating network.  To receive your benefits, all services need to be 
provided within the participating panel and rendered by or referred by your primary care 
physician ("PCP").  Except for emergencies, certain Ob/Gyn services and certain other services, 
when your PCP determines you require the services of a specialist; he or she will contact us to 
request approval.  Normally, we respond quickly to your PCP’s request for a referral to a 
specialist in our network. 

Referrals for services outside the network may require additional review and approval by our 
Medical Director.  Generally, we approve referrals to non-network specialists only when no 
participating specialist is qualified to provide the service.  Once the referral is reviewed, we will 
notify both your PCP and the specialist provider of the outcome.  If the referral is not approved, 
you will also receive a notice of denial.  Remember, if you seek services outside of the network 
without a referral from your PCP and without prior approval from us, you will be responsible for 
the cost of the referral and any associated services. 

"Services" refers to all laboratory, radiology and other services related to the care received from 
the non-participating provider. 
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Each year, you must recertify for Child Health Plus to determine if you are still eligible for the 
Program.  We will send you a notification reminder each year in advance of your recertification 
date (your anniversary date of enrollment).  You must update your account on the New York 
State of Health Marketplace in order to remain enrolled in Child Health Plus. 

You and Your Primary Care Physician 
As a member of Child Health Plus, you choose your PCP from our list of participating 
internal medicine, family and general practice, and pediatric physicians.  To determine if a 
physician is a participating provider and accepting new patients, you can visit our website 
at:  univerahealthcare.com and search under “Find a Doctor or Hospital” or contact us. 

Your PCP is your partner in managing and coordinating your health care services.  He or 
she is responsible for coordinating all your medical care, including diagnosis, treatment, 
referrals to specialists, hospitalization and follow-up care.  He or she works with a team of 
health care professionals, including physician assistants and nurse practitioners, to provide 
your treatment.  Your PCP may periodically also consult with our Medical Director 
regarding your health care services. 

It is important to establish a relationship with your PCP as soon as possible.  You may want 
to arrange a short introductory visit.  Remember, your PCP must provide or arrange for all 
your health care services, except for emergency care.  Also, a female member may see a 
participating OB/GYN two (2) times per year without a referral from her PCP for routine 
obstetrical and gynecological care, any follow-up care as a result of these examinations, any 
care required as a result of an acute gynecologic condition, and any outpatient care related 
to a pregnancy. 

Health and Wellness 
We want to help you maintain good health.  We recommend preventive care and early detection 
to keep you and your family healthy.  We encourage you and your dependents to schedule 
periodic check-ups and immunizations with your PCP.  We also encourage female members to 
schedule periodic appointments with a provider of obstetrical and gynecological services, 
including mammograms and pap smears. 

Your Relationship With Your Primary Care Physician (PCP) 
As a member of Child Health Plus, you must receive all your care from participating providers. 
A participating provider is a physician, health consultant or facility that enters into an agreement 
to offer care to our members.  Participating providers are credentialed by us and agree to abide 
by our policies and procedures.  Participating providers are listed in our Provider Directory.  Our 
Provider Directory is updated quarterly.  To obtain a copy of our Provider Directory, please visit 
our website at:  univerahealthcare.com or call us. 

Remember, in most instances, your PCP must authorize your care even to a participating 
provider.  In addition, except in an emergency, coverage is not available from a non-participating 
provider unless the services are referred by your PCP and approved in advance by us. 
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If you seek services from a non-participating provider without prior approval from us, you will 
be responsible for the cost of the care by the non-participating provider, as well as any associated 
services. 

Periodically, a participating provider may stop participating with us due, for example, to 
retirement, closing a practice or relocating.  When this happens, we will tell you within 15 days 
from when we know about the change.  If you wish, you may be able to see that provider if you 
are more than three months pregnant, or, if you are receiving ongoing treatment for a condition. 
If you are pregnant, you may continue to see your doctor for up to 60 days after delivery.  If you 
are seeing a doctor regularly for an ongoing condition, you may continue your present course of 
treatment for up to 90 days from the time your provider leaves our network. 

Your doctor must agree to work with the plan during this time.  If any of these conditions 
apply to you, check with your PCP or call Member Services at the number listed on your ID 
card. 

Changing Your PCP 
You may change your PCP by calling us.  We will tell you when the change is effective.  Until 
the change becomes effective, the PCP you currently have must render or arrange for any 
medical care you may need. 

If you seek care from another physician before your change becomes effective, you will be 
responsible for the cost of those services. 

Remember, when selecting a new PCP, always call the PCP first to be sure that he or she is a 
participating physician and can accept you as a new patient. 

Changing Your Specialist Physician 
Usually, when you need services from a specialist provider, your PCP will refer you to the 
participating providers that he or she normally refers to in his or her practice. 

If you want a different specialist provider or you want to change a specialist provider, you must 
discuss this request with your PCP.  He or she will make the appropriate changes to your referral 
for the new specialist provider.  You do not need to call us directly for permission to change 
participating specialists. 

Accessing Care 
Prescription Drug Programs 
Your contract includes coverage for prescription drugs.  Our prescription drug plans offer 
coverage under a closed formulary system.  This means that our prescription drug coverage is 
limited to a list of specific drugs.  We encourage our doctors to prescribe appropriate prescription 
drugs reviewed and supported by our Pharmacy and Therapeutic Committee, a committee 
consisting of community doctors and clinical pharmacists that regularly meets to review 
prescription drugs, determine guidelines and define coverage categories. 
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Transitional Care Makes Change Easier 
Existing Members:  If your current provider no longer participates in our network, for reasons 
other than quality of care, you may continue treatment with this provider for up to 90 days from 
the date you receive notice from us that he or she is no longer participating in our network. 

New Members:  If you’re a new member of Child Health Plus with a life-threatening disease or 
condition, or a degenerative, or disabling condition or disease, and the provider you are currently 
seeing does not participate in our provider network, you may request to continue an ongoing 
course of treatment with this provider for 60 days from your enrollment in Child Health Plus. 

Pregnant Women:  Pregnant women in their 2nd or 3rd trimester of pregnancy may continue 
with their provider (in either the case of a provider termination or a new member enrollment) 
through a transitional period during which the member may receive any post-partum care 
directly related to the pregnancy. 

In any situation above, in order to continue with the nonparticipating provider, the provider must 
accept our reimbursement as payment in full, adhere to our quality assurance program, agree to 
provide us with necessary medical information related to care, and follow our policies and 
procedures.  To request transitional care, ask your PCP to contact us or you can call us directly. 

Accessing Medical Care 
Whenever you feel you need medical care, you should contact your PCP.  He or she knows your 
medical history and is the best person to advise you.  Your PCP or his or her on-call physician is 
available to you 24-hours a day.  Routine appointments with your providers should be scheduled 
as far in advance as possible.  Inform your providers that you are a member of Child Health Plus 
and show your identification card at every visit.  (To access care in an emergency, see the 
"Accessing Emergency Care" section.) 

If your PCP determines that you need to see a specialist, he or she will generate a referral for you 
to a participating provider.  Remember, in order for specialist or hospital visits to be covered, the 
visit must be referred by your PCP. 

Out-of-Network Referrals 

If your PCP refers you to a provider not participating in our network, that request must be 
approved in advance by our Medical Director.  To request an out-of-network referral, have 
your PCP contact us or you can call us directly.  After reviewing the request, we will 
determine if there is an appropriate provider in our participating panel to treat your 
condition. 

If we determine that our participating panel of providers does not include a provider with 
appropriate training and experience to treat your condition, we will approve a referral to a 
non-participating provider. 

Once you have been approved for a referral to a specialist outside of our plan, the services 
will be covered in full.  This means you will not have to pay anything to the specialist for 
your care. 

Standing Referrals 

If we determine that you require ongoing care from a specialist for treatment of your 
condition, we will approve a request for a standing referral to a specialist.  A standing 
referral allows you to see a specialist for a specified number of visits over a specified period 
of time without first having to obtain a referral from your PCP. 
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To request a standing referral, have your PCP contact us or you can call us directly.  We 
will not provide a standing referral to a non-participating provider unless we determine we 
do not have an appropriate provider in our network. 

Specialist Care Coordinator 

If we determine that you have a life-threatening condition or disease or a degenerative and 
disabling condition or disease requiring specialized medical care over a prolonged period of 
time, we will approve a request for a specialist care coordinator to act as a PCP, upon our 
approval of a treatment plan.  The following conditions could potentially require a specialist 
care coordinator:  HIV/AIDS, cerebral palsy, cystic fibrosis, cancer, hemophilia, multiple 
sclerosis, sickle-cell disease, and conditions necessitating an organ transplant. 

A specialist care coordinator is a specialist with expertise in treating your condition who can 
provide and/or coordinate your care.  To request a referral to a specialist care coordinator, 
have your PCP contact us or you can call us directly.  We will not provide a referral to a 
specialist care coordinator who does not participate with our panel unless we determine we 
do not have an appropriate provider in our network. 

Specialty Care Centers 

If we determine that you have a life-threatening condition or disease or a degenerative and 
disabling condition or disease requiring specialized medical care over a prolonged period of 
time, we will approve a request for a specialty care center, upon our approval of a treatment 
plan. 

The following conditions could potentially require a specialty care center:  HIV/AIDS, cerebral 
palsy, cystic fibrosis, cancer, hemophilia, multiple sclerosis, sickle-cell disease, and conditions 
necessitating an organ transplant.  A specialty care center is a center accredited or designated by 
an agency of the state or federal government or by a voluntary national health organization as 
having special expertise in treating the condition for which it is accredited or designated. 

To request a referral to a specialty care center, have your physician contact us or you can call us 
directly.  We will not provide a referral to a specialty care center that does not participate with 
our panel unless we determine we do not have an appropriate center in our network. 

Accessing Emergency Care 
If you have an emergency medical condition as defined below, immediately go to the emergency 
room of the nearest hospital.  Services for an emergency medical condition do not require prior 
authorization.  An emergency medical condition is defined as a medical or behavioral condition, 
the onset of which is sudden, that manifests itself by symptoms of sufficient severity, including 
severe pain, that a prudent layperson possessing an average knowledge of medicine and health, 
could reasonably expect the absence of immediate medical attention to result in placing the 
health of the person afflicted with such condition in serious jeopardy, or in the case of a 
behavioral condition, placing the health of the person or others in serious jeopardy; or serious 
impairment to such person’s bodily functions; or serious dysfunction of any bodily organ or part 
of such person; or serious disfigurement of such person. 

Some examples of conditions considered emergency medical conditions are severe chest pain, 
poisoning, or unconsciousness. 
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You must call your PCP within 24 hours, or as soon as reasonably possible after the emergency 
room visit to arrange for follow-up visits and continuing care.  In addition, if you are admitted 
from the emergency room to the hospital as a registered bed patient, you or someone acting on 
your behalf must notify your Primary Care Physician within two business days (or as soon as 
reasonably possible, if later) after the admission. 

This is true whether you are away from home, away at school or overseas.  If you are overseas, 
you may need to pay for care at the time of service.  To obtain reimbursement from us, see our 
section entitled "How to Submit a Claim". 

You must have a referral from your PCP prior to seeking care in an emergency room if the 
condition does not appear to be an emergency medical condition as defined above. 

How Providers are Reimbursed 
We pay participating professional providers (e.g., physicians and other licensed health care 
professionals) based on our fee schedule developed for each procedure or service. 

We pay participating hospitals based on the rate we have negotiated for inpatient and outpatient 
services. 

We pay participating institutional/facility based providers (e.g., ambulance, home health 
agencies, free standing ambulatory surgery centers, hospices) based on a negotiated rate or our 
fee schedule developed for each procedure or service. 

In some cases, we reimburse providers on a capitation basis.  Capitation means that we pay 
providers a fixed dollar amount in advance on a per member per month basis. 

Under a capitation payment method, providers receive this fixed amount regardless of the 
number of services they provide to a member.  We use capitation for certain doctor groups and 
physician organizations such as independent practice associations (IPAs). 

Medically Necessary Care 
Your coverage will only cover services that are medically necessary and appropriate for the 
diagnosis and treatment of your illness or injury.  By medically necessary and appropriate we 
mean: 

Your tests, treatment, services, and supplies must be consistent with the diagnosis and treatment 
of your illness or injury; generally accepted by the medical profession as approved standard 
treatment for your medical condition; and considered therapeutic or rehabilitative. 

We will decide whether care is/was medically necessary.  We will base our decision in part on 
review of your medical records. 

We will also evaluate medical opinions we receive.  This could include the medical opinion of a 
professional society, peer review committee or other groups of physicians.  Care will be provided 
at the most appropriate level for inpatient, outpatient, or out-of-hospital services and is not solely 
for the convenience of your health care provider, hospital, or for you.  The fact that a health care 
provider prescribes, orders, recommends or approves a medical treatment, or length of time care 
is received, does not by itself make the services medically necessary. 
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Experimental Or Investigational Procedures 
We will only cover a treatment, procedure, drug, device or any related hospitalization if it is 
NOT determined to be experimental or investigational.  We have a medical policy department 
made up of a group of physicians and nurses which determines medical policy and coverage on 
new technology in coordination with contract definitions of medical necessity, medical 
appropriateness, and experimental/ investigational procedures. 

A variety of sources, such as the Food and Drug Administration (FDA), clinical practice 
guidelines, and professional journals and articles, are utilized in researching new technologies for 
inclusions as a covered benefit.  Any inclusions of technologies in our benefit package are 
reviewed and approved by our medical policy department. 

Grievances 
We maintain procedures to resolve member grievances.  These procedures make sure that we 
resolve your questions, concerns, and complaints in a timely, fair manner. 

Filing a Grievance: 

Our Grievance Procedure applies to any issue not relating to a medical necessity or experimental 
or investigational determination by us.  To initiate a grievance, just contact us.  We keep all 
requests and discussions confidential and we’ll take no discriminatory action because of your 
issue. 

We have a process for both standard and expedited grievances, depending on the nature of your 
inquiry.  We maintain a file on each grievance. 

Filing a First-Level Grievance 

You can either contact our Member Services Department by phone, in person, or in writing to 
file a first-level grievance.  You or your designee has up to 180 calendar days from when you 
received the decision you are asking us to review to file the grievance. 

When we receive your first-level grievance, we’ll mail an acknowledgment letter within 15 
calendar days. 

This acknowledgment letter will include the name, address, and telephone number of the person 
handling your grievance, and indicate what additional information, if any, must be provided. 

If your first-level grievance relates to a pre-service claim (a request for a service or treatment that 
has not yet been received), we’ll decide the first-level grievance and notify you of our 
determination in writing within 15 calendar days of receipt of your first-level grievance request. 

If your first-level grievance relates to an urgent matter, we’ll decide the first-level grievance and 
notify you of our determination by phone within 48 hours of receipt of your first-level grievance 
request.  Written notice will follow within 24 hours of our determination. 

If your first-level grievance relates to a post-service claim (a claim for a service or treatment that 
has already been provided), or relates to a matter unrelated to a claim or a request for service 
we’ll decide the first-level grievance and notify you of our determination in writing within 30 
calendar days of receipt of your first-level grievance request. 

Qualified personnel will review your grievance, or if it’s a clinical matter, a licensed, certified, or 
registered health care professional will look into it. 
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Filing a Second-Level Grievance 

If you’re not satisfied with the resolution of the first-level grievance, you or your designee may 
file a second-level grievance by phone, in person, or in writing.  You have up to 180 calendar 
days from receipt of the first-level grievance determination to file a second-level grievance. 

One or more qualified personnel at a higher level than the personnel that rendered the first-level 
grievance determination will review it, or if it’s a clinical matter, a clinical peer reviewer will 
look into it. 

When we receive your second-level grievance, we’ll mail an acknowledgment letter within 15 
calendar days.  This acknowledgement letter will include the name, address, and telephone 
number of the person handling your grievance and indicate what additional information, if any, 
must be provided. 

If your second-level grievance relates to a pre-service claim, we’ll decide the second-level 
grievance and notify you of our determination in writing within 15 calendar days of receipt of 
your second-level grievance request. 

If your second-level grievance relates to an urgent matter, we’ll decide the second-level 
grievance and notify you of our determination by phone within 24 hours of receipt of your 
second-level grievance request.  Written notice will follow within 24 hours of our determination. 

If your second-level grievance relates to a post-service claim, or relates to a matter unrelated to a 
claim or request for a service, we’ll decide the second-level grievance and notify you of our 
determination in writing within 30 calendar days of receipt of your second-level grievance 
request. 

Notice of Determination: 

The notice of determination of both your first-level and second-level grievances will include 
detailed reasons for the determination or a written statement that insufficient information was 
presented or available to reach a determination, and further appeal rights, if any.  When a clinical 
matter is involved, the clinical rationale will be included in the notices.  We will send notices to 
you or your representative and to your health care provider. 

If you remain dissatisfied with our first-level grievance and/or second-level grievance 
determinations or at any other time you are dissatisfied, you may: 

Call the New York State Department of Health at 1-800-206-8125 or write them at: 
New York State Department of Health 
Corning Tower  
Empire State Plaza  
Albany, NY 12237 www.health.state.ny.us 

Call the New York State Department of Insurance at 1-800-342-3736 or write them at: 
New York State Department of Insurance 
Consumer Services Bureau  
One Commerce Plaza  
Albany, NY 12257 www.ins.state.ny.us 
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Utilization Review 
HMOs, as managed care programs, review proposed and rendered health services to determine 
whether the services are or were medically necessary or experimental or investigational 
("medically necessary").  This process is called Utilization Review (UR).  Utilization Review 
includes all review activities, whether they take place prior to the service being rendered (pre-
service); when the service is being rendered (concurrent); or after the service is rendered (post-
service). 

We have developed Utilization Review policies to assist us in administering the Utilization 
Review program.  These policies describe the process and procedures of Utilization Review 
activities.  Reviews are conducted by registered nurses and our Medical Directors. 

All determinations that services are not medically necessary will be made by licensed physicians. 
We do not compensate or provide financial incentives to our employees or reviewers for 
determining that services are not or were not medically necessary.  We have developed 
guidelines and protocols to assist us in this process.  Specific guidelines and protocols are 
available for your review at our office.  For more information, you can contact us. 

Once we have all the information necessary to make a decision, our failure to make a utilization 
review determination within the applicable time frames set forth below shall be deemed an 
adverse determination subject to an internal appeal. 

See "How to Contact Us". 

Pre-Service Reviews 

All requests for prior authorization of care are reviewed for medical necessity (including the 
appropriateness of the proposed level of care and/or provider).  The initial review is performed 
by a nurse.  If the nurse determines that the proposed care is medically necessary, the nurse will 
authorize the care.  If the nurse determines that the proposed care is not medically necessary or 
that further evaluation is needed, the nurse will refer the case to a licensed physician. 

Utilization review decisions for services requiring pre-authorization (pre-service reviews) will be 
made, and notice provided to you (or your authorized designee) and your provider, by telephone 
and in writing, with three business days of receipt of all information necessary to make a 
decision. 

If we need additional information, we will request it within three business days.  You or your 
provider will then have 45 calendar days to submit the information.  We will make the 
determination and provide notice to you (or your designee) and your provider, by telephone and 
in writing, within three business days of the earlier of our receipt of the information or the end of 
the 45 day period. 

With respect to urgent pre-service claims, if we have all information necessary to make a 
determination, we will make a determination and provide notice to you (or your designee) and 
your provider, by telephone, within one calendar day of receipt of the request.  Written notice 
will follow within three calendar days of the request.  If we need additional information, we will 
request it within 24 hours.  You or your provider will then have 48 hours to submit the 
information.  We will make a determination and provide notice to you and your provider by 
telephone within 48 hours of the receipt of the information.  Written notice will follow within 72 
hours of our receipt of the information. 
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Concurrent Reviews 

When you are receiving services that are subject to concurrent review, a nurse will 
periodically assess the medical necessity and appropriateness of care you receive throughout 
the course of treatment.  Once a case is assigned for concurrent review, a nurse will 
determine whether the services are medically necessary.  If so, the nurse will authorize the 
care.  If the nurse determines that medical necessity is lacking or that further evaluation is 
needed, the nurse will refer the case to a licensed physician. 

Utilization review decisions for services during the course of care (concurrent reviews) will 
be made, and notice provided to your provider, by telephone and in writing, within 1 
business day of receipt of all information necessary to make a decision. 

For concurrent reviews that involve urgent matters, we will make a determination and 
provide notice to you and your provider within 24 hours of receipt of the request. 

If care is authorized, the notice will identify the number of approved services, the new total 
of approved services, the date services may begin, and the date of the next scheduled 
concurrent review of the case. 

Post-Service Reviews 

At our option, a nurse will review retrospectively the medical necessity of claims that are 
subject to utilization review. 

If the nurse determines that care you received was medically necessary, the nurse will 
authorize the benefits.  If the nurse determines that medical necessity was lacking, the nurse 
will refer the case to a licensed physician. 

Utilization review decisions for services that have already been received (post-service 
reviews) will be made, and notice provided to you and your provider, in writing, within 30 
business days of receipt of all information necessary to make a decision.  If we need 
additional information, we will request it within 30 calendar days.  You or your provider 
will then have 45 calendar days to provide the information.  We will make a determination 
and notify you and your provider within 15 calendar days of the receipt of the information. 
If we do not receive the additional information within 45 days, we will consider the case 
closed and no decision will be made.  If this happens, you have the right to appeal (see 
"Internal Appeals of Adverse Determinations" on page 9). 

Notice of Adverse Determination 

A notice of adverse determination (notice that a service is not medically necessary) will 
include the reasons, including clinical rationale, for our determination.  The notice will also 
advise you of your right to appeal our determination, give instructions for requesting an 
internal appeal and for initiating an external appeal and specify that you may request a copy 
of the clinical review criteria used to make the determination. 

The notice will specify additional information, if any, needed for us to review an appeal.  
We will send notices of determination to you or your designee and to your health care 
provider. 
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If, prior to making an adverse determination, no attempt was made to consult with the 
provider who recommended the service at issue, the provider may request reconsideration 
by the same clinical peer reviewer who made the adverse determination.  For prospective 
and concurrent reviews, the reconsideration will take place within one business day of the 
request for reconsideration.  If the adverse determination is upheld, a notice of adverse 
determination will be given to the provider, by telephone and in writing. 

Internal Appeals of Adverse Determinations 

You, your designee and, in retrospective review cases, your health care provider, may 
request an internal appeal of an adverse determination, either by telephone, in person, or in 
writing.  You have up to 180 calendar days after you receive notice of the adverse 
determination to file an appeal. 

We will acknowledge your request for an internal appeal within 15 calendar days of receipt. 
This acknowledgment will include the name, address and phone number of the person 
handling your appeal and, if necessary, inform you of any additional information needed 
before a decision can be made.  A clinical peer reviewer who is in the same or similar 
specialty as the provider who typically manages the disease or condition at issue and who is 
not subordinate to the clinical peer reviewer who made the initial adverse determination will 
perform the appeal. 

If your appeal relates to care you are seeking (pre-service review), we will decide internal 
appeals within 30 calendar days or receipt of the appeal request.  Written notice of the 
determination will be provided to you or your designee (and your health care provider if he 
or she requested the review) within two business days after the determination is made, but 
no later than 30 calendar days after receipt of the appeal request. 

If your appeal relates to a post-service event, we will decide the appeal within 60 calendar 
days of the receipt of the appeal request.  Written notice of the determination will be 
provided to you or your designee (and your health care provider if he or she requested the 
review) within 2 business days after the determination is made, but no later than 60 calendar 
days after receipt of the appeal request. 

Reviews of continued or extended health care services, additional services rendered in the 
course of continued treatment, services in which a provider requests an immediate review, 
or any other urgent matter will be handled on an expedited basis.  Expedited appeals are not 
available for retrospective reviews. 

For expedited appeals, your provider will have reasonable access to the clinical peer 
reviewer assigned to the appeal within one business day of receipt of the request for an 
appeal. 

Your provider and a clinical peer reviewer may exchange information by telephone or fax. 
Expedited appeals will be determined within the lesser of 72 hours or two business days of 
receipt of the appeal request.  Written notice will follow within 24 hours of the 
determination but no later than 72 hours of receipt of the appeal request. 

If you are not satisfied with the resolution of your expedited appeal, you may file a standard 
internal appeal or an external appeal.  Our failure to render a determination of your internal 
appeal within 60 calendar days shall be deemed a reversal of the initial adverse 
determination. 
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Notice of Determination of Internal Appeal 

The notice of determination of your internal appeal will indicate that it is a "final adverse 
determination" and will include the clinical rationale for our decision.  It will also explain 
your rights to an external appeal, together with a description of the external appeal process 
and the time frames for initiating an external appeal.  We will send notices of determination 
to you or your designee and to your health care provider. 

External Appeal 

You may file an application for an external appeal by a state-approved external appeal agent 
if you have received a denial of coverage based on medical necessity or because the service 
is experimental and/or investigational. 

To be eligible for an external appeal, you must have received a final adverse determination 
as a result of our internal appeal process or we must have jointly agreed to waive the 
internal utilization review appeal process. 

You may obtain an external appeal application: 

• from the New York State Insurance Department at 1-800-400-8882, or its Web site 
(www.ins.state.ny.us); 

• by contacting us at 1-800-650-4359. 

The application will provide clear instructions for completion.  A fee of $50 may be 
required to request an external appeal.  This money will be refunded if the external appeal is 
decided in your favor.  You may obtain a waiver of this fee if you meet our criteria for a 
hardship exemption. 

The application for external appeal must be made within 45 days of your receipt of the 
notice of final adverse determination as a result of our appeal process, or within 45 days of 
when we jointly agree to waive the internal appeal process.  The application will provide 
clear instructions for completion. 

You will lose your right to an external appeal if you do not file an application for an 
external appeal within 45 days from your receipt of the final adverse determination 
from the internal appeal. 
The application will instruct you to send it to the New York State Department of Insurance. 

You (and your doctors) must release all pertinent medical information concerning your 
medical condition and request for services. 

An independent external appeal agent approved by the state will review your request to 
determine if the denied service is medically necessary and should be covered by us.  All 
external appeals are conducted by clinical peer reviewers.  The agent’s decision is final and 
binding on both you and us. 

An external appeal agent must decide a standard appeal within 30 days of receiving your 
application for external appeal from the state. 

Five (5) additional business days may be added if the agent needs additional information.  If 
the agent determines that the information submitted is materially different from that 
considered by us, we will have three (3) additional business days to reconsider or affirm our 
decision. 

You will be notified within two (2) business days of the agent’s decision. 
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You may request an expedited appeal if your doctor can attest that a delay in providing the 
recommended treatment would pose an imminent or serious threat to your health.  The 
external appeal agent will make a decision within three (3) days for expedited appeals. 
Every reasonable effort will be made to notify you and us of the decision by phone or fax 
immediately.  This will be followed immediately by a written notice. 

Case Management 
In an effort to make sure your health care needs are met and that you will not be faced with 
making important medical decisions alone during a serious illness, we offer a case management 
program.  Case Management is a voluntary program that can provide you with personalized care 
planning by a team of nurses, medical social workers and physicians, all of whom are familiar 
with the resources available to help you with complex or catastrophic illness, injury or a high 
risk pregnancy.  Our Case Management Services include, for example, Catastrophic, High Risk 
Obstetrics and Diabetes programs. 

A team of nurses and physicians familiar with available medical and community resources will 
make sure your health care needs are met and that you will not be faced with making important 
medical decisions alone during a serious illness, injury or difficult pregnancy.  This program may 
also provide alternative care that is not otherwise covered under your contract.  If you want 
further information on this program, please contact us. 

Quality Improvement 
We are committed to providing quality health care for all our members.  Our Quality 
Improvement Program is designed to monitor and evaluate the quality of care and services 
provided to you and your family members, and pursues opportunities to enhance these services. 
We encourage physicians to provide preventive health services, such as diabetic eye exams and 
childhood and adolescent immunizations. 

We confirm that your physician is providing these services for you by a review of your medical 
records conducted by our nurses.  Please be assured that any information provided by your 
physician or reviewed by our nursing staff is considered strictly confidential. 

In addition to monitoring and evaluating the quality of care and service provided to our 
members, we also monitor the quality of health care provided by our participating providers. 
This is accomplished through our credentialing program, which ensures that providers meet 
established standards for licensure, education, professional privileges, access and availability. 

Credentialing is the initial and on-going collection, verification and review of evidence that a 
health care professional is qualified to practice his/her licensed profession.  This program 
facilitates the retention of cost-effective, quality providers who enhance our health care delivery 
system.  If you have a concern about a provider or want to obtain information about pending 
disciplinary actions, call the Office of Professional Misconduct at 1-800-663-6114. 
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Quality Commitments To Our Members 
Quality care is our priority and that of our providers.  Improving patient health is an interactive 
process between physicians and patients, informed through patient education and open 
communication.  That’s why we’re committed to: 

Promoting Patient Choice 

• Treatment options are openly discussed between physicians and you.  Treatment decisions 
are based on the best available scientific information, clinical evidence, and your unique 
needs. 

Recognition of Physician Leadership 

• We support the patient-physician relationship by championing consumer protections, 
fostering open communications, and promoting state-of-the-art quality oversight. 

• Qualified and experienced participating physicians assume the leadership role in providing 
appropriate health care. 

• We respect physician advocacy for their patients. 

• We view medical ethics as the cornerstone of a successful physician-patient relationship. 

• Quality improvement activities and medical policy are developed, monitored, and refined 
by our medical directors, in cooperation with participating area physicians, and according to 
sound medical judgment. 

Respect for Patients 

• Patient satisfaction is a priority.  Our managed care plans foster satisfaction by meeting our 
members’ needs for quality, accessibility, affordability, flexibility, responsiveness, 
participation, and advocacy in health care. 

• Patients have the right to information about their health care and health plan.  Open 
discussion of all information relevant to the patient’s health is critical to the physician-
patient relationship. 

• Proactive member education and disclosure of health plan practices allow patients to make 
educated decisions about their health care options.  We inform our members about how to 
use their benefits and take the guesswork out of obtaining health care. 

• We are committed to satisfying our members’ most important expectation: quality health 
care. 

• Health care is personal and confidential.  Patient information is handled in the strictest 
confidence. 

• We provide all patients and physicians an accessible, fair, and reasonable forum for lodging 
and resolving grievances and appeals. 

• Our plans offer access to a full range of appropriate health care services from preventive 
care and primary care services to highly specialized treatment and follow-up care. 
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You Can Help Us Combat Fraud and Abuse 
Fraud makes the cost of good care rise for honest people, and that’s just wrong.  Our company 
has a strong and ongoing commitment to identifying, documenting, and prosecuting cases of 
fraud, as well as to educating both our providers and members of the consequences and penalties 
for committing fraud. 

Our first and most important method of discovering fraud and abuse is through information 
provided by you, our member. 

Our employees and providers also assist us in this process.  We likewise call upon the expertise 
and resources of a wide variety of law enforcement and professional fraud detection 
organizations to support and supplement our activities.  In addition, we use technology and 
computer systems to detect fraud. 

If you have information about potential fraud and abuse, call our hotline number listed in our 
"How to Contact Us" section.  It operates 24 hours a day and it’s confidential. 

Member Enrollment:  Changes, Additions, and Deletions 
It is important that your contract information and membership records are correct.  Please call us 
before you move outside of our service area, become eligible for Medicare, or obtain other 
insurance.  Also notify the New York State of Health Marketplace of any address or telephone 
number changes. 

Participation in Policy Development 
We welcome your input on policies that we have developed or those you would like us to 
initiate.  If you wish to share any ideas with us, we encourage you to call us or to write to us.  We 
will forward your ideas to the department responsible for developing the type of policy involved, 
and your suggestions will be reviewed and considered. 

You’ll then receive a response to your comments.  Plus, we review member complaints, member 
satisfaction information, new technology, and new procedures at determine if changes should be 
made to your benefits. 

Other Important Information 
Confidentiality:  We have policies and procedures in place to protect your medical records and 
any information obtained about you. 

When you become covered under this plan, you automatically give us permission to obtain and 
use those records and that information.  We hold your medical records to be confidential and, as 
such, will not release the information to anyone without your written consent.  All employees are 
instructed in medical record confidentiality and are required to sign a confidentiality statement of 
understanding. 

Our participating physicians and other providers are regularly instructed in and observe 
confidentiality procedures regarding your medical information.  Copies of any medical records 
are securely stored in locked cabinets and reviewed only by designated employees with a need to 
know the information. 
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Advance Directives and Informed Consent:  You have the right under New York State law to 
make medical care decisions, accept or refuse medical treatment and make advance directives 
about your medical care in the event you lack capacity to make such a decision.  New York law 
allows for three types of advance directives:  do not resuscitate orders (DNR), health care 
proxies, and living wills.  For information on advance directives, or a copy of a health care 
proxy, please call us. 

Your Financial Responsibilities:  As a member of Child Health Plus, you may be required to 
pay all or a portion of the premium, depending on your income level.  Your portion of the 
premium is due by the first day of each month.  Paying your bill does not ensure that you have 
Child Health Plus coverage.  You must follow all program requirements regarding enrollment 
and recertification. 

In addition, if you choose to have treatment or services not covered, you must pay these costs 
directly to the provider. 

If you used services of the emergency room, for other than an emergency medical condition, you 
will be responsible for the cost of the emergency room visit as well as any associated charges. 
Check your contract for details. 

How to Submit a Claim:  Most claims are submitted directly to us by the provider of service. 
However, when you see a non-participating provider, you may be asked to pay for services when 
you receive them, or you may receive an itemized bill. 

The bill must be on the provider’s letterhead and should include the date of service, amount 
charged, description of services provided, diagnosis, your name, and member ID number.  We 
will normally send payment directly to the provider.  If the bill is marked paid, we will reimburse 
you directly. 

If you have received and paid for emergency care when traveling overseas, send us a receipt with 
English translation, U.S. dollar amount, services rendered, date of services, diagnosis, and proof 
of payment. 

See "How to Contact Us" section for the address to send claims to. 

If you need additional information, have questions, or have any concerns, complaints, or 
problems about any aspect of coverage, please give us a call, we want to hear from you. 
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Your Member Rights and Responsibilities 
As a member of our plan, you have certain rights and responsibilities that are outlined below: 

You have the right to: 
• Receive all the benefits to which you are entitled under your contract. 

• Receive quality health care through your providers in a timely manner and medically 
appropriate setting. 

• Considerate, courteous, and respectful care. 

• Be treated with respect and recognition of your dignity and right to privacy. 

• Information about services, staff, hours of operation, and your benefits, including access to 
routine services, as well as after-hours and emergency services and members’ rights and 
responsibilities. 

• Participate in decision making with your physician about your health care. 

• Obtain complete, current information concerning a diagnosis, treatment, and prognosis from 
a provider in terms that you can reasonably be expected to understand.  When it is not 
advisable to give such information to the enrollee, the information shall be made available 
to an appropriate person acting on the enrollee’s behalf. 

• Refuse treatment as allowed by law, and be informed by your physician of the medical 
consequences. 

• Refuse to participate in research. 

• Confidentiality of medical records and information, with the authority to approve or refuse 
the redisclosure by us of such information, to the extent protected by law. 

• Receive all information needed to give informed consent for any procedure or treatment. 

• Access your medical records as permitted by New York State law. 

• Express concerns and complaints about the care and services provided by physicians and 
other providers, and have us investigate and respond to these concerns and complaints. 

• Candid discussion of appropriate or Medically Necessary treatment options for your 
condition, regardless of cost or benefit coverage. 

• Care and treatment without regard to age, race, color, sex or sexual orientation, religion, 
marital status, national origin, economic status, or source of payment. 

• Voice complaints or appeals and recommend changes in benefits and services to staff, 
administration, and/or the New York State Insurance Department or Department of Health, 
without fear of reprisal. 

• Formulate advance directives regarding your care.  To obtain a Health Care Proxy form, 
please contact us. 

• Contact one of our service departments to obtain the names, qualifications, and titles of 
providers who are responsible for your care. 

• All information about your health plan, its services and its providers and procedures. 

• Make recommendations regarding the organization’s members’ rights and responsibilities. 
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You have the responsibility to: 
• Be an active partner in the effort to promote and restore health by: 

• openly sharing information about your symptoms and health history with your 
physician; 

• listening; 

• asking questions; 

• becoming informed about your diagnosis, recommended treatment and anticipated or 
possible outcomes; 

• following the plans of care you have agreed to (such as taking medicine, and making 
and keeping appointments); 

• returning for further care, if any problem fails to improve; and 

• accepting responsibility for the outcome of your decisions. 

• Participate in understanding health problems and developing mutually agreed upon 
treatment goals. 

• Have all care provided, arranged, or authorized by your primary care physician (PCP). 

• Inform your PCP if there are changes in your health status. 

• Obtain services authorized by your PCP. 

• Share with your PCP any concerns about the medical care or services that you receive. 

• Permit us to review your medical records in order to comply with federal, state, and local 
government regulations regarding quality assurance, and to verify the nature of services 
provided. 

• Respect time set aside for your appointments with providers and give as much notice as 
possible when an appointment must be rescheduled or cancelled. 

• Understand that emergencies arise for your providers and that your appointments may be 
unavoidably delayed as a result. 

• Respect staff and providers. 

• Follow the instructions and guidelines given by your providers. 

• Show your ID card and pay your visit fees to the provider at the time the service is 
rendered. 

• Become informed about our policies and procedures, as well as the office policies and 
procedures of your providers, so that you can make the best use of the services that are 
available under your contract. 

• Abide by the conditions set forth in your contract. 
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Glossary of Common Health Care Terms 
Clinical Peer Reviewer — A physician who possesses a current and valid non-restricted license 
to practice medicine; or a health care professional who possesses a current and valid certificate, 
license, or registration or, where no provision for a license, certificate, or registration exists, is 
accredited by a national accrediting body and who is in the same profession and same or similar 
specialty as the provider who typically manages the disease or condition at issue. 

Designee — An individual that you designate in writing as your authorized agent in dealings 
with your health insurer. 

Non-Participating Provider — Provider who has no agreement to provide contract benefits to 
our members. 

Participating Provider — Provider who has an agreement with us to provide benefits to our 
members under our contracts. 

Primary Care Physician (PCP) — Physician who has signed an agreement with us to be 
responsible for the coordination of health services for a member who has designated that 
physician as his or her primary care provider. 

Specialist — Physician, not the primary care physician, who is certified to practice in a specified 
field of medicine. 

Treatment Plan — Documentation of health services, such as rehabilitation services or 
restorative care, necessary to improve a member’s health, based on the provider’s evaluation and 
progress of the member. 
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How To Contact Us 
If you need additional information, have questions, or have any concerns, complaints or 
problems about any aspect of coverage, you should contact Member Services. 

• If you have chosen a PCP, please use the Member Services phone number listed on your ID 
card. 

Member Services and Other Important Phone Numbers 
Buffalo Region (Erie County) 

We can be reached Monday through Fridays from 8:00 am to 6:00 pm at the number listed on 
your identification card: 1-800-650-4359 

TTY equipment is available for our hearing impaired members at: 1-800-662-1220 

New York State Of Health (www.nysofhealth.ny.gov) 1-855-355-5777 

For questions regarding dental benefits or services call Healthplex at: 1-800-468-9868 

Pharmacy Help Desk 1-800-650-4359 

 

If you need to file a grievance or appeal under circumstances in which a delay would 
significantly increase the risk to your health, you may call us at the above numbers at any time, 
24 hours a day, seven days a week. 

You may also find the information you need at our website:  http://www.univerahealthcare.com 

 

Submitting a Claim 
Univera Healthcare   
PO Box 211256 
Eagen, MN 55121 

  

If you need a claim form, visit our website at:  univerahealthcare.com.  Complete the form and 
attached the itemized bill you received from the provider.  You may also obtain a claim form by 
speaking with a Member Services representative at the above number. 
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Fraud and Abuse  

We have established fraud and abuse hotlines that operate 24 hours a day.  If you have reason to 
suspect fraud or abuse, feel free to call: 

Buffalo Region: Toll Free: 1-877-800-0910 

Visit us Online at www.univerahealthcare.com 
Our website makes it easy for you to do business with us.  From updating your policy, changing 
your doctor or requiring a new ID card to getting answers to your questions, our website is an to 
your busy day or night! 

Visit us online to: 

• Find a doctor using our online provider search 

• Request a new ID card 

• Change your doctor 

• Store your family’s health information online for quick access in an emergency 

• Research your health and fitness questions 

 

And more! There’s no better time to click with us! 

 

We hope the information contained in this member handbook is helpful to you.  Our members 
consistently give us high marks for customer satisfaction and we are confident that your 

experience as a member will also be positive. 















































































UN-RRSY 1 04/23 

 

 
 

 

 

BENEFIT EXPANSION RIDER TO 

 CHILD HEALTH PLUS CONTRACT 

Issued by 

EXCELLUS HEALTH PLAN, INC. 
 

April 1, 2023 

This rider amends your subscriber contract by adding the following benefit:  

 

Residential Rehabilitation Services for Youth (RRSY). We will pay for Residential Rehabilitation Services for 

Youth (RRSY) provided by a program licensed, certified, or otherwise authorized by the Office of Addiction 

Services and Supports. Services must be clinically indicated and specified in the individualized 

treatment/recovery plan and/or progress notes. 

 

All the terms, conditions, and limitations of the Child Health Plus Contract to which this Rider is attached 

also apply to this Rider, except where specifically changed by this Rider. 
 

 

 

EXCELLUS HEALTH PLAN, INC. 

doing business as 

Univera Healthcare HMO 

205 Park Club Lane 

Buffalo, NY 14221 
 

 

 

 

By: 

James R. Reed 

President and Chief Executive Officer 

EXCELLUS HEALTH PLAN, INC. 
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BENEFIT EXPANSION RIDER TO CHILD 
HEALTH PLUS CONTRACT 

Issued by 
EXCELLUS HEALTH PLAN, INC. 

 
This rider amends your subscriber contract by adding the following benefits: 

 
Assertive Community Treatment Services. We will pay for Assertive Community Treatment Services 
(ACT), Young Adult ACT and Youth ACT. Services must be referred by a physician or other licensed 
provider of the healing arts, within their scope of practice under State law, for maximum reduction of 
physical or intellectual disability and restoration of a beneficiary to his best possible functional level. 

 
Medical Supplies. We will pay for Medical Supplies which have been ordered by a provider in the 
treatment of a specific medical condition and which are usually consumable, nonreusable, disposable and 
for a specific purpose and generally have no salvageable value. 

 
Orthodontic Services for a Severe Physically Handicapping Malocclusion. We will pay for 
orthodontic services for a severe physically handicapping malocclusion. Prior approval for orthodontia 
coverage is required. Services include orthodontic care for severe physically handicapping 
malocclusions as a once in a lifetime benefit that will be reimbursed for an eligible member for a 
maximum of three years of active orthodontic care, plus one year of retention care. Retreatment for 
relapsed cases is not a covered service. Treatment must be approved and active therapy begun 
(appliances placed and activated) prior to the member’s 19th birthday. 

 
Air Ambulance Services. We will pay for air ambulance services for catastrophic, life- threatening 
illnesses or conditions when; rapid transport is necessary to minimize risk of death or deterioration of the 
patient’s condition; ground transport is not appropriate for the patient; or 
life-support equipment and advanced medical care is necessary during transport. 

 
Transportation Between Facilities. We will pay for air and ground transportation between facilities 
when such services are considered emergency transports. This includes transport from an Emergency 
Room to a Psychiatric Center; transport from an Emergency Room to a Trauma/ Cardiac Care/Burn 
Center; transportation from an Emergency Room to an Emergency Room and transportation from an 
Emergency Room to Another Facility. Prior authorization is not required. 

 
    

 
 
 
 



                                                                          2                                                            

Children and Family Treatment and Support Services. We will pay for Children and Family Treatment 
and Support Services (CFTSS). Services may be delivered in the community where the child/youth lives, 
attends school and/or engages in services. Services include: Services provided by Other Licensed 
Professionals (OLP), Crisis Intervention, Community Psychiatric Supports and Treatment (CPST), 
Psychosocial Rehabilitation Services, Family Peer Support Services, Youth Peer Support. 

 
Core Limited Health-Related Services. We will pay for Core Limited Health-Related Services at a 
Voluntary Foster Care Agency (VFCA) /29-I Health Facility. Health and behavioral health care services 
must meet reasonable and acceptable standards of health practice as determined by the State in 
consultation with recognized health organizations. Services include the following five Core Limited 
Health-Related Services: Skill building services; Nursing Services; Treatment Planning and Discharge 
Planning; Clinical Consultation/Supervision Services and VFCA Child Health Plus 
Liaison/Administrator. 

 
 

All of the terms, conditions, and limitations of the Child Health Plus Contract to which this Rider is 
attached also apply to this Rider, except where specifically changed by this Rider. 

 
 
 

EXCELLUS HEALTH PLAN, INC. 
doing business as 

Univera Healthcare HMO 
205 Park Club Lane 
Buffalo, NY 14221 

By:   
James R. Reed 

President and Chief Executive Officer 
EXCELLUS HEALTH PLAN, INC. 
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Pursuant to the Federal Patient Self-Determination Act of 1990 and the New York State Health
Department Regulations, we must provide our members with certain information regarding their rights
under New York Law to:

(1) make medical care decisions,

(2) accept or refuse medical treatment; including the right to refuse life-sustaining medical and
surgical treatment, and

(3) make advance directives about their medical care in the event they lack capacity to make
such decisions.

This policy is one of the documents we must distribute to members upon enrollment.

1. Informed Consent.

Any competent adult (which includes a person who is under 18 years of age and who is either
married or has a child) has the right to accept, decline, terminate or withdraw medical treatment,
even life-saving and life-sustaining treatment, and can refuse nutrition and hydration. In addition,
pregnant minors have the right to consent to treatment relating to their pregnancy and a parent’s
consent is not required when emergency treatment involves a minor.

A member is entitled to be advised of an existing medical condition, the prognosis of the medical
condition, the possible treatments which are professionally sound for the medical condition, and
the probable benefits and risks associated with each treatment before the member makes a
decision regarding medical care. This is known as the "informed consent" rule.

A member cannot require us or our physicians or other health-care providers to provide treatment
which is not professionally sound or would be medically futile for the medical condition in
question.

2. Advance Directives.

New York Law allows the following types of advance directives:

1. Consents to Orders Not to Resuscitate, commonly known as "Do Not Resuscitate Orders"
("DNR Orders")

2. Health-Care Proxies

3. Living Wills

The law and our policy on these advance directives is described below.

3. Consents to DNR Orders.

A DNR Order is an order issued by the member’s attending physician which permits the
health-care provider not to administer cardiopulmonary resuscitation (CPR), in the event of a
cardiac or respiratory arrest. CPR is a medical procedure administered to restore cardiac function
or to support ventilation in the event of cardiac or respiratory arrest.

If a member does not consent to the issuance of a DNR Order, it will be presumed that the
member has consented to CPR in the event of cardiac or respiratory arrest.

A member can give consent to the issuance of a DNR Order either orally or in writing. If the
consent is oral, it can only be made in a hospital (not in an HMO facility and not in a physician’s
office). An oral consent must be clearly stated before two witnesses who are at least 18 years of
age, one of whom must be a physician affiliated with the hospital. The substance of the oral
consent must be entered in the member’s hospital medical record.
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Written consent to the issuance of a DNR Order can be made in any form and must be witnessed
by two persons who are at least 18 years of age, and who must also sign the consent. Written
consent can be made in any HMO facility or physician’s office.

A member who gives written consent to the issuance of a DNR Order should supply the HMO
physician with a copy of the consent so that it can be entered in the member’s medical records.
However, a written consent is only effective when the member is a patient in a hospital or
residential care facility. It is not effective while a member is being treated in an HMO facility or
physician’s office.

The consent will be followed by the HMO and its physicians only if the member is hospitalized
and lacks capacity to make medical decisions, which will be determined by the member’s
attending physician.

A member’s written or oral consent to the issuance of a DNR Order can be terminated at any
time. The termination can be in writing (which does not have to be witnessed), or by oral
declaration to an HMO employee or to a physician (the termination should be noted in the
primary care physician’s medical record). No special language is needed, so long as the member
expresses an intent to terminate consent. Termination can even be accomplished by a body
message, such as a nod of the head, if the member cannot talk or write.

If a member has not consented to a DNR Order, such consent can be made by the member’s
surrogate, provided the member lacks capacity to make medical-care decisions, but only in
certain limited situations which are discussed below.

The Surrogate is the first of the following persons who exists, and is able and willing to make a
decision:

• the court-appointed committee of the member,

• the member’s spouse,

• a member’s son or daughter who is 18 years of age or older,

• a member’s parent,

• a member’s brother or sister who is 18 years of age or older,

• a close friend of the member.

A Surrogate can only consent to the issuance of a DNR Order if the member’s attending
physician, after a personal examination of the member, determines (with a reasonable degree of
medical certainty) that:

• the member has a terminal condition; or

• the member is permanently unconscious; or

• resuscitation would be medically futile; or

• resuscitation would impose an extraordinary burden on the member in light of the member’s
medical condition and the expected outcome of resuscitation.

The attending physician’s determination must be supported by a second opinion.

4. Health-Care Proxies.

Under New York State law, any competent member has the power to appoint another adult (and
an alternate adult) to act as their health-care agent. The appointment is made by executing a
health-care proxy. A health-care proxy must be in writing, signed and dated by the member
before two witnesses, who must also sign the proxy.
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Any adult person can be appointed as a health-care agent, except:  a non-relative employee of a
hospital and any non-relative employee of the HMO. It is suggested that members refrain from
appointing HMO physicians as health-care agents, since the physician will not be able to
subsequently act as the member’s physician.

The health-care proxy form published by the New York State Department of Health should be
utilized for all health-care proxies, since this form will be generally accepted by all hospitals,
residential health-care facilities and other health-care providers, and will be familiar to the
HMO’s physicians and staff. This form is included in the New York State Department of
Health’s publication entitled "Appointing Your Health-Care Agent - New York State’s Proxy
Law."

The HMO or the primary care physician will supply the New York State Department of Health’s
health-care proxy when requested.

The health-care proxy can specify a date, event or condition when it shall terminate, can state the
member’s wishes or instructions about health-care decisions and can contain conditions and
limitations on the health-care agent’s power to make medical-care decisions. For example, a
member can:

• limit the duration of the health-care proxy.

• limit its use to only certain conditions, such as an impending surgery and recovery.

• specify that CPR is not to be administered.

• prohibit or insist on certain medical or surgical procedures.

While the member has capacity, the member has full and complete power to make their own
health-care decisions, and the health-care proxy document is ineffective. If the member lacks
capacity, as determined by the member’s attending physician, the agent has full and complete
power to make medical-care decisions for the member unless limitations are included in the
health-care proxy. The agent has the right to receive all medical information pertaining to the
member and be given medical advice with respect to the member to the same extent the member
would have a right to receive such information or advice.

In the event that a medical-care decision is made by the agent to withdraw or withhold life
sustaining treatment, the attending physician must obtain a second medical opinion to confirm
the initial opinion of the member’s lack of capacity.

Each member who signs a health-care proxy is urged to make their decision and wishes with
respect to future medical care known to the agent. Each member should discuss these matters
with the agent.

If the member’s wishes are not known, the health-care decisions can be made by the agent in
accordance with the member’s best interests. The member’s religious and moral beliefs may be
considered. Agents cannot make decisions regarding the administration of artificial nutrition and
hydration, unless the member’s wishes are known or can be reasonably ascertained.

The health-care proxy can be revoked by the member at any time. Revocation can be either oral
or written and should be immediately entered in the member’s medical records as soon as the
revocation becomes known to the HMO or physician.

Our physicians and providers will honor any health-care decision properly made by an agent
pursuant to a properly-signed and witnessed health-care proxy, if the attending physician
determines that the member lacks capacity to make medical care decisions.
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5. Non-Statutory Advance Directives (i.e., Living Wills).

DNR orders and health-care proxies are the only advance directives recognized by statute in New
York State. However, courts have recognized and upheld the use of other written documents
(commonly called "living wills"), if there is "clear and convincing" evidence of a patient’s desire
to withhold or withdraw certain medical treatments when the patient lacks capacity to make
medical-care decisions.

Under the court cases, the living will has to be created and signed by the member while the
member has capacity to make medical decisions. The usual living will in New York State is a
written statement that "no heroic measures or extraordinary treatment" be provided if the member
is incapacitated.

Since New York does not have a living will statute, it is our policy to require a court order
finding "clear and convincing" evidence of a patient’s desire to withhold or withdraw medical
treatments before we will honor instructions made in a living will.

Any member who desires a living will should consult their attorney.

6. Member’s Free Choice Whether to Utilize an Advance Directive.

We do not encourage or discourage members to make any type of advance directive.

Our physicians and all staff are reminded that a member cannot be required to make an advance
directive.

We will not discriminate against any member in the providing of medical care based on whatever
a member has executed as an advance directive.

Each physician or other provider is encouraged to answer any questions regarding a member’s
rights to make medical-care decisions and to make advance directives.

7. Documents to Be Distributed Upon Enrollment.

We will provide copies of this policy as well as the New York State Health Department
documents entitled: "Planning in Advance for your Medical Treatment," "Do Not Resuscitate
Order - A Guide for Patients and Families," and "Appointing Your Health-Care Agent - New
York States Proxy Law," to each person upon enrollment. All documents are contained in this
booklet.

8. Medical Record Notations.

Each physician or other provider who first treats a member after adoption of this policy will
inquire whether the member has an advance directive and will note the response in the member’s
medical record.

All physicians and other employees are required to immediately enter into a member’s medical
records, any advance directive or any revocation of an advance directive, which comes to their
attention.

(NOTE:  In an IPA model HMO, the member’s medical record is the medical record maintained
by the member’s primary care physician).

9. Education of Staff and Community.

We will educate our staff and providers concerning our policies and procedures concerning
advance directives.

We will provide education to the community on issues concerning advance directives.
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PLANNING IN ADVANCE

FOR

YOUR MEDICAL TREATMENT

Your Right to Decide About Treatment

Adults in New York State have the right to accept or refuse medical treatment, including
life-sustaining treatment. Our Constitution and state laws protect this right. This means that you have
the right to request or consent to treatment, to refuse treatment before it has started, and to have
treatment stopped once it has begun.

Planning in Advance

Sometimes because of illness or injury, people are unable to talk to a doctor and decide about
treatment for themselves. You may wish to plan in advance to make sure that your wishes about
treatment will be followed if you become unable to decide for yourself for a short or long time period.
If you don’t plan ahead, family members or other people close to you may not be allowed to make
decisions for you and follow your wishes.

In New York State, appointing someone you can trust to decide about treatment if you become unable
to decide for yourself is the best way to protect your treatment wishes and concerns. You have the
right to appoint someone by filling out a form called a Health Care Proxy. A copy of the form and
information about the Health Care Proxy are available in this booklet and from your health care
provider.

If you have no one you can appoint to decide for you, or do not want to appoint someone, you can also
give specific instructions about treatment in advance. Those instructions can be written, and are often
referred to as a Living Will.

You should understand that general instructions about refusing treatment, even if written down, may
not be effective. Your instructions must clearly cover the treatment decisions that must be made. For
example, if you just write down that you do not want "heroic measures," the instructions may not be
specific enough. You should say the kind of treatment that you do not want, such as a respirator or
chemotherapy, and describe the medical condition when you would refuse the treatment, such as when
you are terminally ill or permanently unconscious with no hope of recovering. You can also give
instructions orally by discussing your treatment wishes with your doctor, family members or others
close to you.

Putting things in writing is safer than simply speaking to people, but neither method is as effective as
appointing someone to decide for you. It is often hard for people to know in advance what will happen
to them or what their medical needs will be in the future. If you choose someone to make decisions for
you, that person can talk to your doctor and make decisions that they believe you would have wanted
or that are best for you when needed. If you appoint someone and also leave instructions about
treatment in a Living Will, in the space provided on the Health Care Proxy form itself, or in some
other manner, the person you select can use these instructions as guidance to make the right decision
for you.
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Deciding About Cardiopulmonary Resuscitation

Your right to decide about treatment also includes the right to decide about cardiopulmonary
resuscitation (CPR). CPR is emergency treatment to restart the heart and lungs when your breathing or
circulation stops.

Sometimes doctors and patients decide in advance that CPR should not be provided, and the doctor
gives the medical staff an order not to resuscitate (DNR order). If your physical or mental condition
prevents you from deciding about CPR, someone you appoint, your family members, or others close
to you can decide.

New York State Department of Health 12/91
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Deciding about CPR:

Do-Not-Resuscitate Orders (DNR)

What do CPR and DNR order mean?

CPR - cardiopulmonary resuscitation - refers to the medical procedures used to restart a patient’s heart
and breathing when the patient suffers heart failure. CPR may involve simple efforts such as
mount-to-mouth resuscitation and external chest compression. Advanced CPR may involve electric
shock, insertion of a tube to open the patient’s airway, injection of medication into the heart and, in
extreme cases, open chest heart massage.

A do-not-resuscitate (DNR) order tells medical professionals not to perform CPR. This means that
doctors, nurses and emergency medical personnel will not attempt emergency CPR if the patient’s
breathing or heartbeat stops.

DNR orders may be written for patients in a hospital or nursing home, or for patients at home.
Hospital DNR orders tell the medical staff not to revive the patient if cardiac arrest occurs. If the
patient is in a nursing home or at home, a DNR order tells the staff and emergency medical personnel
not to perform emergency resuscitation and not to transfer the patient to a hospital for CPR.

Why are DNR orders issued?

CPR, when successful, restores heartbeat and breathing and allows patients to resume their previous
lifestyle. The success of CPR depends on the patient’s overall medical condition. Age alone does not
determine whether CPR will be successful, although illnesses and frailties that go along with age often
make CPR less successful.

When patients are seriously ill or terminally ill, CPR may not work or may only partially work,
leaving the patient brain-damaged or in a worse medical state than before the heart stopped. In these
cases, some patients prefer to be cared for without aggressive efforts at resuscitation upon their death.

Can I request a DNR order?

Yes. All adult patients can request a DNR order. If you are sick and unable to tell your doctor that you
want a DNR order written, a family member or close friend can decide for you.

Is my right to request or receive other treatment affected by a DNR order?

No. A DNR order is only a decision about CPR and does not relate to any other treatment.

Are DNR orders ethically acceptable?

It is widely recognized by health care professionals, clergy, lawyers and others that DNR orders are
medically and ethically appropriate under certain circumstances. For some patients, CPR offers more
burdens than benefits, and may be against the patient’s wishes.

Is my consent required for a DNR order?

Your doctor must speak to you before entering a DNR order if you are able to decide, unless your
doctor believes that discussing CPR with you would cause you severe harm. In an emergency, it is
assumed that all patients would consent to CPR. However, if a doctor decides that CPR will not work,
it is not provided.
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How can I make my wishes about DNR known?

An adult patient may consent to a DNR order orally by informing a physician, or in writing, such as a
living will, if two witnesses are present. In addition, the Health Care Proxy Law allows you to appoint
someone you trust to make decisions about CPR and other treatments if you become unable to decide
for yourself.

Before deciding about CPR, you should speak with your doctor about your overall health and the
benefits and burdens CPR would provide for you. A full and early discussion between you and your
doctor will assure that your wishes will be known.

If I request a DNR order, must my doctor honor my wishes?

If you don’t want CPR and you request a DNR order, your doctor must follow your wishes or:

• transfer your care to another doctor who will follow your wishes; or

• begin a process to settle the dispute if you are in a hospital or nursing home.

If the dispute is not resolved within 72 hours, your doctor must enter the order or transfer you to the
care of another doctor.
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Appointing Your Health Care Agent

NEW YORK STATE’S PROXY LAW

A new law called the New York health care proxy law allows you to appoint someone you trust -- for
example, a family member or close friend -- to decide about treatment if you lose the ability to decide
for yourself. You can do this by using a Health Care Proxy form like the one on the back of this
booklet, to appoint your "health care agent."

The law gives you the power to make sure that health care professionals follow your wishes. Your
agent can also decide how your wishes apply as your medical condition changes. Hospitals, doctors
and other health care providers must follow your agent’s decisions as if they were your own.

You can give the person you select, your health care agent, as little or as much authority as you want.
You can allow your agent to decide about all health care or only certain treatments. You may also give
your agent instructions that he or she has to follow.

Why should I choose a health care agent?

If you become too sick to make health care decisions, someone else must decide for you. Health care
professionals often look to family members for guidance. But family members are not allowed to
decide to stop treatment, even when they believe that is what you would choose or what is best for you
under the circumstances. Appointing an agent lets you control your medical treatment by:

• allowing your agent to stop treatment when he or she decides that it is what you would want or
what is best for you under the circumstances;

• choosing one family member to decide about treatment because you think that person would make
the best decisions or because you want to avoid conflict or confusion about who should decide; and

• choosing someone outside your family to decide about treatment because no one in your family is
available or because you prefer that someone other than a family member decide about your health
care.

How can I appoint a health care agent?

All competent adults can appoint a health care agent by signing a form called a Health Care Proxy.
You don’t need a lawyer, just two adult witnesses. You can use the form printed in the center of this
booklet, but you don’t have to.

When would my health care agent begin to make treatment decisions for me?

Your health care agent would begin to make treatment decisions after doctors decide that you are not
able to make health care decisions. As long as you are able to make treatment decisions for yourself,
you will have the right to do so.

What decisions can my health care agent make?

Unless you limit your health care agent’s authority, your agent will be able to make any treatment
decision that you could have made if you were able to decide for yourself. Your agent can agree that
you should receive treatment, choose among different treatments and decide that treatments should not
be provided, in accord with your wishes and interests.



10

If your health care agent is not aware of your wishes about artificial nutrition and hydration
(nourishment and water provided by feeding tubes), he or she will not be able to make decisions about
these measures. Artificial nutrition and hydration are used in many circumstances, and are often used
to continue the life of patients who are in a permanent coma.

How will my health care agent make decisions?

You can write instructions on the proxy form. Your agent must follow your oral and written
instructions, as well as your moral and religious beliefs. If your agent does not know your wishes or
beliefs, your agent is legally required to act in your best interests.

Who will pay attention to my agent?

All hospitals, doctors and other health care facilities are legally required to honor the decisions by
your agent. If a hospital objects to some treatment options (such as removing certain treatment) they
must tell you or your agent IN ADVANCE.

What if my health care agent is not available when decisions must be made?

You can appoint an alternate agent to decide for you if your health care agent is not available or able
to act when decisions must be made. Otherwise, health care providers will make treatment decisions
for you that follow instructions you gave while you were still able to do so. Any instructions that you
write on your Health Care Proxy form will guide health care providers under these circumstances.

What if I change my mind?

It is easy to cancel the proxy, to change the person you have chosen as your health care agent or to
change any treatment instructions you have written on your Health Care Proxy form. Just fill out a
new form. In addition, you can require that the Health Care Proxy expire on a specified date or if
certain events occur. Otherwise, the Health Care Proxy will be valid indefinitely. If you choose your
spouse as your health care agent and you get divorced or legally separated, the appointment is
automatically cancelled.

Can my health care agent be legally liable for decisions made on my behalf?

No. Your health care agent will not be liable for treatment decisions made in good faith on your
behalf. Also, he or she cannot be held liable for costs of your care, just because he or she is your
agent.

Is a health care proxy the same as a living will?

No. A living will is a document that provides specific instructions about health care treatment. It is
generally used to declare wishes to refuse life-sustaining treatment under certain circumstances.

In contrast, the health care proxy allows you to choose someone you trust to make treatment decisions
on your behalf. Unlike a living will, a health care proxy does not require that you know in advance all
the decisions that may arise. Instead, your health care agent can interpret your wishes as medical
circumstances change and can make decisions you could not have known would have to be made. The
health care proxy is just as useful for decisions to receive treatment as it is for decisions to stop
treatment. If you complete a Health Care Proxy form, but also have a living will, the living will
provides instructions for your health care agent, and will guide his or her decisions.
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Where should I keep the proxy form after it is signed?

Give a copy to your agent, your doctor and any other family members or close friends you want. You
can also keep a copy in your wallet or purse or with other important papers.

Appointing a Health Care Agent is a serious decision. Make sure you talk about
it with your family, close friends and your doctor.

Do it in advance, not just when you are planning to enter the hospital.

Filling out a health care proxy is voluntary. No one can require to you to do so.

The Health Care Proxy Law takes effect January 1991; forms signed before that date are valid.
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About the Health Care Proxy

This is an important legal form. Before signing this form, you should understand the following facts:

1. This form gives the person you choose as your agent the authority to make all health care
decisions for you, except to the extent you say otherwise in this form. "Health care" means any
treatment, service or procedure to diagnose or treat your physical or mental condition.

2. Unless you say otherwise, your agent will be allowed to make all health care decisions for you,
including decisions to remove or provide life-sustaining treatment.

3. Unless your agent knows your wishes about artificial nutrition and hydration (nourishment and
water provided by a feeding tube), he or she will not be allowed to refuse or consent to those
measures for you.

4. Your agent will start making decisions for you when doctors decide that you are not able to make
health care decisions for yourself.

You may write on this form any information about treatment that you do not desire and/or those
treatments that you want to make sure you receive. Your agent must follow your instructions (oral and
written) when making decisions for you.

If you want to give your agent written instructions, do so right on the form. For example, you could
say:

If I become terminally ill, I do/don’t want to receive the following treatments....

If I am in a coma or unconscious, with no hope of recovery, then I do/don’t want....

If I have brain damage or a brain disease that makes me unable to recognize people or speak
and there is no hope that my condition will improve, I do/don’t want....

I have discussed with my agent my wishes about _________ and I want my agent to make all
decisions about these measures.

Examples of medical treatments about which you may wish to give your agent special instructions are
listed below. This is not a complete list of the treatments about which you may leave instructions.

• artificial respiration
• artificial nutrition and hydration

(nourishment and water provided by feeding tube)
• cardiopulmonary resuscitation (CPR)
• antipsychotic medication
• electric shock therapy
• antibiotics
• psychosurgery
• dialysis
• transplantation
• blood transfusions
• abortion
• sterilization

Talk about choosing an agent with your family and/or close friends. You should discuss this form with
a doctor or another health care professional, such as a nurse or social worker, before you sign it to
make sure that you understand the types of decisions that may be made for you. You may also wish to
give your doctor a signed copy. You do not need a lawyer to fill out this form.
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You can choose any adult (over 18), including a family member, or close friend, to be your agent. If
you select a doctor as your agent, he or she may have to choose between acting as your agent or as
your attending doctor; a physician cannot do both at the same time.

Also, if you are a patient or resident of a hospital, nursing home or mental hygiene facility, there are
special restrictions about naming someone who works for that facility as your agent. You should ask
staff at the facility to explain those restrictions.

You should tell the person you choose that he or she will be your health care agent. You should
discuss your health care wishes and this form with your agent. Be sure to give him or her a signed
copy. Your agent cannot be sued for health care decisions made in good faith.

Even after you have signed this form, you have the right to make health care decisions for yourself as
long as you are able to do so, and treatment cannot be given to you or stopped if you object. You can
cancel the control given to your agent by telling him or her or your health care provider orally or in
writing.

Filling Out the Proxy Form

Item (1) Write your name and the name, home address and telephone number of the person you are
selecting as your agent.

Item (2) If you have special instructions for your agent, you should write them here. Also, if you
wish to limit your agent’s authority in any way, you should say so here. If you do not state
any limitations, your agent will be allowed to make all health care decisions that you could
have made, including the decision to consent to or refuse life-sustaining treatment.

Item (3) You may write the name, home address and telephone number of an alternate agent.

Item (4) This form will remain valid indefinitely unless you set an expiration date or condition for its
expiration. This section is optional and should be filled in only if you want the health care
proxy to expire.

Item (5) You must date and sign the proxy. If you are unable to sign yourself, you may direct
someone else to sign in your presence. Be sure to include your address.

Two witnesses at least 18 years of age must sign your proxy. The person who is appointed agent or
alternate agent cannot sign as a witness.

New York State Department of Health 1991
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Health Care Proxy

(1) I,
(your name)

appoint
(name, home address and telephone number of agent)

as my health care agent to make any and all health care decisions for me, except to the extent that I state otherwise. This proxy
shall take effect when and if I become unable to make my own health care decisions.

(2) Optional instructions:  I direct my agent to make health care decisions in accord with my wishes and limitations as stated below,
or as he or she otherwise knows. Note that unless your agent knows your wishes about artificial nutrition and hydration (feeding
tubes), your agent will not be allowed to make decisions about artificial nutrition and hydration. (Attach additional pages if
necessary.)

(3) Name of substitute or fill-in agent if the person I appoint above is unable, unwilling or unavailable to act as my health care agent.

(name, home address and telephone number of substitute)

(4) Unless I revoke it, this proxy shall remain in effect indefinitely, or until the date or conditions stated below. This proxy shall
expire (specific date or conditions, if desired):

(5) Signature

Address

Date

Statement by Witnesses (must be 18 or older)
I declare that the person who signed this document is personally known to me and appears to be of sound mind and acting of his
or her own free will. He or she signed (or asked another to sign for him or her) this document in my presence.

Witness 1

Address

Witness 2

Address
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Important Facts Regarding Your Authorization to Share Protected Health Information 
 

• In order to comply with Federal HIPAA regulations health plans must obtain a member’s 
permission to share his/her protected health information with any other person. There are limited 
exceptions to this. 

 
• As permitted by law, we will continue to communicate to providers of care involved in your 

treatment: (1) our payment activities in connection with your claims, (2) your enrollment in our 
health plan and (3) your eligibility for benefits. 

 
• Until a child reaches age 18, parents may access most of their child’s health information without first 

obtaining the child’s permission. However, regardless of the child’s age, parents do not have access 
to diagnosis or treatment information for sexually transmitted diseases, abortion, HIV/AIDs and 
drug or alcohol abuse unless the child specifically authorizes the release of such information. 

 
• This form is used to authorize us to share your protected health information. Each person you 

identify will have the same access to your information. If you would like each person to access 
different information or to have access to your information for a different period of time, you’ll need 
to complete separate forms for each individual or time period. 

 
• We will NOT disclose information relating to genetic testing, substance use disorder, mental health, 

abortion, and sexually transmitted disease information unless you initial the corresponding condition 
in Part D. If you would like to authorize us to release information regarding HIV/AIDS, New York 
State requires that a different form be completed. To obtain a copy of this form, please contact our 
office at the telephone number listed on your identification card, or access the form at the following 
website: http://www.health.state.ny.us/diseases/aids/forms/informedconsent.htm. 

 
• If you need additional forms, you may copy this form, contact our office at the telephone number 

listed on your identification card or visit our Web site at: univerahealthcare.com and search for 
“Manage Your Privacy”. 

 
• Please ensure you have fully completed the form so that we may honor your request. 

 
 

RETAIN A COPY FOR YOUR RECORDS 
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AUTHORIZATION TO UNIVERA HEALTHCARE (“HEALTH PLAN”) 
TO DISCLOSE PROTECTED HEALTH INFORMATION (PHI) 

 Check here only if you are authorizing access to psychotherapy notes. If checked, this form cannot be used for any other 
purpose. You must complete a separate form for authorizing access to any other information. If this box is checked, skip Part 
D. 

PLEASE PRINT 
PART A: MEMBER/INDIVIDUAL WHO IS THE SUBJECT OF THE INFORMATION TO BE DISCLOSED 

LAST NAME FIRST NAME MI DATE OF BIRTH IDENTIFICATION # - located on ID card(s) 

CURRENT ADDRESS CITY STATE/ZIP CODE 

PART B: HEALTH PLAN CAN SHARE MY INFORMATION WITH THE FOLLOWING PERSON(S) 
NAME OF PERSON/ORGANIZATION ADDRESS 

NAME OF PERSON/ORGANIZATION ADDRESS 

PART C: REASON FOR MEMBER/INDIVIDUAL (PART A) AUTHORIZING DISCLOSURE 
 
  At my request  Other:     

PART D: HEALTH PLAN CAN SHARE THE FOLLOWING INFORMATION (select D-1 or D-2 and if applicable, D-3) 
NOTE: Skip this section if psychotherapy was checked at the top of this form 

D-1.  I would like you to disclose any information requested by the person or entity named in Part B. This includes 
information in Part D-3 (below) only if I placed my initials next to the condition. If my initials do not appear in D-3, 
information related to those conditions will not be disclosed. 

 

- OR – 
D-2. I would like to limit the disclosure of information to a specific type of information, provider, condition or date(s). If 
this area is blank I do not wish to limit the disclosure of my information. 

 
 Enrollment (e.g. eligibility, address, dependents, birth date)  Benefit (e.g. benefit coverage, usage, limits) 

 Claim (e.g. status, provider, dates, payment, diagnosis)  Clinical records (e.g. doctor/facility, case management) 

 Other limitation:    Date Range to    
 

- AND, IF APPLICABLE – 

D-3. Unless specifically indicated below, information will not be disclosed related to the following conditions. If I have placed 
my initials next to one or more of these conditions, the Health Plan is authorized to disclose information related to those 
conditions. 

    Genetic testing  Substance use disorder  Mental health (excluding 
    Sexually transmitted diseases  Abortion psychotherapy notes) 

 
Note: A separate form must be completed in order to authorize release of information related to HIV/AIDS. The NYS 
approved form can be found at http://www.health.ny.gov/diseases/aids/providers/forms/informedconsent.htm 

 
 
 

CONTINUED ON THE NEXT PAGE 
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   PART E: ACKNOWLEDGEMENT (PLEASE READ AND SIGN) 
 

I understand that: 
• I can revoke this authorization at any time by writing to the Health Plan at the address listed below except this revocation 

would not affect any action taken by the Health Plan in reliance on this authorization before my written revocation is 
received. 

• Information disclosed as a result of this authorization may be re-disclosed by the recipient. Federal and state privacy laws 
may no longer protect my PHI. 

• Health Plan will not condition my enrollment in a health plan, eligibility for benefits or payment of claims on my giving this 
authorization. 

• Unless you receive revocation in writing, this authorization will be valid until the date specified here:    
 

 
IMPORTANT: I have read and understand the terms of this authorization. I hereby authorize the use and disclosure of my 
protected health information in the manner described in this form. 

Signature:   Date:     
 

If this request is from a personal representative on behalf of the member, complete the following: 

Personal Representative’s Name:    
 

Personal Representative Signature    

Description of Authority:  Parent  Legal Guardian*  Power of Attorney*  Other *    
* You must provide documentation supporting your legal authority to act on behalf of the member 

 
 
 
 
 

Return form to: 
 

Univera Healthcare 
P.O. Box 211256 
Eagan, MN 55121 

 
or Fax:  315-671-7079 

 
 

PLEASE KEEP A COPY FOR YOUR RECORDS 
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THE NEW YORK CONSUMER GUIDE TO
HEALTH INSURERS

The New York Consumer Guide to Health Insurers
evaluates the performance of HMOs and other insurers.

TO OBTAIN YOUR FREE COPY, WRITE TO:

New York State Department of Financial Services
Publications Unit

Agency Building One, 5th Floor
Albany, New York  12257

Or e-mail your request to:
Publicat@dfs.ny.gov

Guides are also available through the
New York State Department of Financial Service’s Website:

www.dfs.ny.gov

Please send a copy of the current New York Consumer Guide to Health Insurers to:

NAME:

ADDRESS:

CITY/STATE:

ZIP CODE:
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165 Court Street 
Rochester, New York 14647 

 
NOTICE OF PRIVACY PRACTICES 

 
This notice takes effect April 14, 2003 and describes how medical information about you may be used 
and disclosed and how you can get access to this information. Please review it carefully.  

OUR COMMITMENT TO YOUR PRIVACY 
We understand that medical information about you and your health is personal. We are committed 
to safeguarding your protected health information (PHI). 
 
PHI is any information that can identify you as an individual and your past, present or future 
physical or mental health condition. 
 
This notice will tell you about the ways in which we may use and disclose medical information 
about you. We also describe your rights and certain obligations we have regarding the use and 
disclosure of medical information. The law requires us to: 
 

• make sure that PHI that identifies you is kept private; 
• give you this notice of our legal duties and privacy practices with respect to PHI about you; and 
• follow the terms of the notice that is currently in effect. 
 

OUR LEGAL DUTY 
 
We (Univera Healthcare) are required by applicable federal and state laws to maintain the privacy of 
your PHI. We are also required to give you this notice about our privacy practices, our legal duties, and 
your rights concerning PHI. We must follow the privacy practices that are described in this notice 
while it is in effect, including notification should there be a breach of your unsecured PHI. 
 
We reserve the right to change our privacy practices and the terms of this notice at any time, provided 
that applicable law permits such changes. We reserve the right to make the changes in our privacy 
practices and the new terms of our notice effective for all PHI that we maintain, including medical 
information we created or received before we made the changes. Before we make a significant change 
in our privacy practices, we will change this notice and send the new notice to our health plan 
subscribers at the time of the change. 
 
You may request a copy of our notice at any time. For more information about our privacy practices, or 
for additional copies of this notice, please contact us using the contact information at the end of this 
notice. 

Uses and Disclosures of Nonpublic Personal Information 
 
Nonpublic Personal Information is information you give us on your enrollment form, claim forms, 
premium payments etc. For example: names, member identification number, social security number, 
addresses, type of health care benefits, payment amounts, etc. 
 
We will not give out your nonpublic personal information to anyone unless we are permitted to do 
so by law or have received a signed authorization form from the member.  You may revoke this 
authorization in writing by completing an authorization cancellation form at any time. This revocation will 
not affect any actions we took in reliance on your authorization before your authorization cancellation 
form was processed. 
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Uses and Disclosures of Medical Information 

The following categories describe different purposes for which we use and disclose PHI. For each 
category of uses or disclosures we will explain what we mean and try to give some examples. Not every 
use or disclosure in a category will be listed. However, all of the ways we are permitted to use and 
disclose information will fall within one of the categories. If we need to use or disclose your PHI in any 
other way, we will obtain your signed authorization before our use or disclosure. In addition, certain 
federal and state laws require that we limit how we disclose certain information considered sensitive in 
nature, such as HIV/AIDS, mental health, substance use disorder, and sexually transmitted diseases. 
Unless otherwise permitted under applicable laws, we will not disclose such sensitive information without 
your written consent. You may revoke an authorization or consent, referenced above, in writing by 
completing a cancellation form at any time. This revocation will not affect any actions we took in reliance 
on your authorization or consent before your cancellation form was processed. 

 
We will not disclose PHI to an unauthorized person not involved in your care 

or treatment, unless we are required or permitted to do so by law. 

Treatment: We may disclose PHI to doctors or hospitals involved in your care. For example, we may 
disclose your medications to an emergency room physician so that he/she can avoid dangerous drug 
interactions. This allows providers to manage, coordinate and administer treatment. 

Payment: We may use and disclose PHI to collect premiums, to determine our responsibility to pay 
claims or to notify members and providers of our claim determinations. We may disclose PHI to providers 
to assist them in their billing and collection efforts. We may also disclose PHI to other insurance 
companies to coordinate the reimbursement of health insurance benefits. For example, we may disclose 
PHI to an automobile no-fault insurance company to determine responsibility for claim payment. Also, if 
you have health insurance through another insurance company, we may disclose PHI to that other health 
insurance company in order to determine which company holds the responsibility for your claims. 

Healthcare Operations: We may use and disclose PHI for purposes of performing our healthcare 
operations. Our healthcare operations include using PHI to determine premiums, to conduct quality 
assessment and improvement activities, to engage in care coordination or case management, to 
determine eligibility for benefits. For example, we may use or disclose PHI when working with 
accreditation agencies that monitor and evaluate the quality of our benefit programs. 

To You: We must disclose your PHI to you, as described in the Individual Rights section of this notice, 
below. We may also use and disclose PHI to tell you about recommended possible treatment options or 
alternatives or to tell you about health-related benefits or services that may be of interest to you. 

To Family and Friends: If you agree or, if you are unable to agree when the situation, (such as medical 
emergency or disaster relief), indicates that disclosure would be in your best interest, we may disclose 
PHI to a family member, friend or other person. In an emergency, we will only disclose the minimum 
amount necessary. 

To Our Business Associates: A business associate is defined as someone that assists us in managing 
our business. For example, a professional that reviews the quality of our products and services. We may 
disclose PHI to another company that helps us manage our business. For example, we may disclose 
PHI to a company that performs case reviews to ensure our members receive quality care. These 
business associates are required to sign a confidentiality agreement with us that limits their use or 
disclosure of the PHI they receive. 

To Plan Sponsors: A plan sponsor is defined as the employer or employee organization that establishes 
and maintains the employee’s benefit plan. If you are enrolled in a group health plan, we may disclose 
PHI to the plan sponsor to permit the plan sponsor to perform plan administrative functions. For example, 
the cost analysis of the benefit program. Before PHI is disclosed to your plan sponsor, we will receive 
certification from the plan sponsor that appropriate amendments have been made to group health plan 
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document(s) and the plan sponsor agrees to limit their use or disclosure of this information to plan 
administration functions only. 

Research: We may use or disclose PHI for research purposes in limited circumstances. For example, 
a research project may involve comparing the health and recovery of all members who received one 
medication to those who received another medication for the same condition. All research projects are 
required to obtain special approval. 
 
Coroners, Medical Examiners and Funeral Directors: We may release PHI to a coroner or medical 
examiner, to identify a deceased person or determine the cause of death. We may also release PHI 
about deceased members to funeral directors for them to carry out their duties. 
 
Organ Donation: If you are an organ donor, we may release PHI to organizations that handle organ 
procurement or organ, eye or tissue transplantation or to an organ donation bank, to facilitate organ or 
tissue donation and transplantation. This may include a living donor as well as a deceased donor. 
 
Public Health and Safety: We may disclose PHI to the extent necessary to avert a serious and imminent 
threat to your health or safety, or the health or safety of others. We may disclose PHI to a government 
agency authorized to oversee the healthcare system or government programs or its contractors, and to 
public health authorities for public health purposes. 
 
Victims of Abuse, Neglect or Domestic Violence: We may disclose PHI to appropriate authorities if 
we reasonably believe that you are a possible victim of abuse, neglect, domestic violence or other 
crimes. 
 
Required by Law: We may use or disclose PHI when we are required to do so by law. For example, we 
must disclose PHI to the U.S. Department of Health and Human Services upon request to determine if 
we are in compliance with federal privacy laws. 
Process and Proceedings: We may disclose PHI in response to a court or administrative order, 
subpoena, discovery request, or other lawful process. Under limited circumstances, such as a court 
order, warrant, or grand jury subpoena, we may disclose PHI to law enforcement officials. 
 
Law Enforcement: We may disclose PHI to a law enforcement official investigating a suspect, fugitive, 
material witness, crime victim or missing person. We may disclose PHI of an inmate or other person in 
lawful custody of a law enforcement official or correctional institution under certain circumstances. 
 
Military and National Security: We may disclose to the military, PHI of Armed Forces personnel under 
certain circumstances. We may disclose to authorized federal officials medical information required for 
lawful intelligence, counterintelligence, and other national security activities. 
 
Marketing and Fundraising: To the extent we use PHI for marketing or fundraising purposes, you will 
be contacted by us and have the right to opt out of receiving these communications from us and our use 
of your information for such purposes. 
 
Genetic Nondiscrimination Act (GINA): We will not disclose your PHI containing genetic information 
for underwriting purposes. GINA expressly prohibits the use or disclosure of genetic information for these 
purposes. 
 
Breach of Unsecured Information: We are required to notify you if there is any acquisition, access, 
use, or disclosure of your unsecured PHI that compromises the security or privacy of your PHI.  
 
Psychotherapy Information: Should it be applicable that your psychotherapy notes be included in an 
appropriate use or disclosure of information, in most instances, we are required to obtain your 
authorization for the release of this information. 
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Individual Rights 

Access: You have the right to inspect and/or copy your PHI, with limited exceptions such as information 
a licensed health care professional, exercising professional judgment, determines that providing access 
is reasonably likely to endanger the life, physical safety or cause someone substantial harm. If you 
request copies, we reserve the right to charge you a reasonable fee for each copy, plus postage if the 
copies are mailed to you. You may contact us using the telephone number on the back of your member 
card to obtain a form to be completed and returned to us. 

Disclosure Accounting: You have the right to receive a list of instances in which we or our business 
associates disclosed your PHI. The list will not include disclosures we made for the purpose of treatment, 
payment, healthcare operations, disclosures made with your authorization, or certain other disclosures. 
The request may not exceed a six year time period. We will provide you with the date on which we made 
the disclosure, the name of the person or entity to whom we disclosed your PHI, a description of the PHI 
we disclosed and the reason for the disclosure. If you request this list more than once in a 12-month 
period, we may charge you a reasonable, cost-based fee for responding to these additional requests. 
To request a disclosure accounting you may contact us using the telephone number on the back of your 
member card to obtain a form to be completed and returned to us. 
 
Restriction Requests: You have the right to request that we place additional restrictions on our use or 
disclosure of your PHI. As permitted by law, we will not honor these requests, as it prohibits us from 
administering your benefits. 
 

Confidential Communication: You have the right to request that we communicate with you 
confidentially about your PHI. We will honor a request to communicate to an alternative location if you 
believe you would be endangered if we do not communicate to the alternative location. We must 
accommodate your request if it is reasonable and specifies the alternative location. To request a form to 
be completed and returned to us, you may contact us using the telephone number on the back of your 
member card. 
 
Amendment: You have the right to request that we amend your PHI. Your request must be in writing, 
and it must explain why the information should be amended. We may deny your request if we did not 
create the information you want amended or if we determine the information is accurate. If we accept 
your request to amend the information, we will make reasonable efforts to inform others, including people 
you name, of the amendment and to include the changes in any future disclosures of that information. If 
we deny your request, we will provide you with a written explanation. You may respond with a statement 
of disagreement that will be attached to the information you wanted amended. You may contact us using 
the telephone number on the back of your member card to obtain a form to be completed and returned 
to us. 
 
Electronic Notice: If you receive this notice on our web site or by electronic mail (e-mail), you are 
entitled to receive this notice in written form. Please contact us using the contact information at the end 
of this notice to obtain this notice in written form. 
 

Questions and Complaints 

If you want more information about our privacy practices or have questions or concerns, please contact 
us using the contact information below. 

If you are concerned that we may have violated your privacy rights, as described above, or you disagree 
with a decision we made about access to your PHI or in response to a request you made to amend or 
restrict the use or disclosure of your PHI or to have us confidentially communicate with you at an 
alternative location, you may complain to us using the contact information below. You also may submit 
a written complaint to the U.S. Department of Health and Human Services. Upon request, we will provide 
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you with the address for the U.S. Department of Health and Human Services. 

We support your right to protect the privacy of your PHI. We will not retaliate in any way if you choose 
to file a complaint with us or with the U.S. Department of Health and Human Services. 
 
 

Privacy Rights or Questions: 
 

Contact Office: Customer Care 
 

Phone: Please call the telephone number on your member card. 
 

Privacy Complaints: 
 

Contact Office: Corporate Privacy Officer 
Address: 333 Butternut Dr. 

Syracuse, NY 13214-1803 
 

Phone: 1-866-584-2313 
 

E-mail: privacy.officer@univerahealthcare.com 



 

 

 

 

 

 

 

 

 

 

 

 

 
We Are Here for You 

 
For Questions or for a printed copy of the provider 
directory, call Member Services at 1-800-650-4359 

 
TTY:  1-800-662-1220 

 
You can also get a list of providers on our website at 

www.univerahealthcare.com 
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