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Health Care Management
Medical Management
For your benefits to be paid under your program, services and supplies must be
considered medically necessary and appropriate. However, not all medically
necessary and appropriate services and supplies are covered under your program.

In addition to in-patient admission and care utilization processes described below,
your program may require preauthorization for certain covered services and supplies
described in this booklet (for example, advanced imaging services). In general,
network providers in the Plan’s service area (as defined in this booklet) are
responsible for obtaining preauthorization for these covered services and supplies;
however, you are responsible for obtaining preauthorization before you receive
covered services or supplies from network providers located outside of the Plan’s
service area (out-of-area area network providers) or out-of-network providers.
Therefore, it is important that you confirm Highmark's determination of medical
necessity and appropriateness before obtaining covered services or supplies. If these
services or supplies are determined not to be medically necessary and appropriate,
then you may be responsible for the full amount of the provider's charge.

To determine whether a covered service or supply requires preauthorization, contact
Member Services at the telephone number noted on the back of your ID card. This
call starts the utilization review process when preauthorization is required. Once you
have obtained preauthorization, please review it carefully so that you understand
what services have been authorized and what providers are authorized to deliver the
services that are subject to the preauthorization.

Highmark, or its designated agent, is responsible for determining whether care is
medically necessary and provided in the appropriate setting.

A Highmark nurse will review your request for an inpatient admission to ensure it is
appropriate for the treatment of your condition, illness, disease or injury, in
accordance with standards of good medical practice, and the most appropriate
supply or level of service that can safely be provided to you. When applied to
hospitalization, this further means that you require acute care as an inpatient due to
the nature of the services rendered for your condition and you cannot receive safe or
adequate care as an outpatient.
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Pre-Admission Certification
When you require inpatient facility care, benefits for covered services will be provided
as follows:

In-Area Network Care
When you use a network facility provider for inpatient care for other than an
emergency admission, the facility will contact Highmark prior to the proposed
admission, or within 48 hours or as soon as reasonably possible after an emergency
admission, to obtain precertification for the admission.

You will be held harmless whenever precertification for an admission is not obtained.
If the admission is determined not to be medically necessary and appropriate, you will
be held harmless, except when Highmark provides prior written notice to you that the
admission will not be covered. In such case, you will be financially responsible for
charges for that admission.

Out-of-Area Network Care
In the event of a proposed inpatient stay for other than an emergency admission to a
network facility provider located out-of-area, the facility will contact Highmark prior
to the proposed admission, or within 48 hours or as soon as reasonably possible after
an emergency admission, to obtain precertification for the admission. You are also
responsible for contacting Highmark at the toll-free number listed on the back of
your ID card to confirm Highmark's determination of medical necessity and
appropriateness.

If precertification for a medically necessary and appropriate inpatient admission has
been obtained, benefits for covered services will be provided. If a network facility
does not contact Highmark for precertification, the inpatient admission will be
reviewed for medical necessity and appropriateness. It is important that you
confirm Highmark's determination of medical necessity and appropriateness. If
your admission is determined not to be medically necessary and appropriate,
you will be responsible for the full amount of the network facility provider's
charge.

If you elect to be admitted after receiving written notification from Highmark that any
portion of the proposed admission is not medically necessary and appropriate, you
will be financially responsible for all charges associated with that portion of care. In an
emergency admission, if you elect to remain hospitalized after receiving written
notification Highmark that the level of care is no longer medically necessary and
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appropriate, you will be financially responsible for all charges from the date
appearing on the written notification.

Out-of-area network providers are not obligated to abide by any determination of
medical necessity and appropriateness rendered by Highmark. You may, therefore,
receive services which are not medically necessary and appropriate for which you will
be solely responsible.

Out-of-Network Care
In the event of a proposed inpatient stay for other than an emergency admission to
an out-of-network facility provider, you are responsible for notifying Highmark prior
to your proposed admission or within 48 hours or as soon as reasonably possible
after an emergency admission. However, some facility providers will contact
Highmark and obtain precertification of the inpatient admission on your behalf. Be
sure to verify that your provider is contacting Highmark for precertification. If not, you
are responsible for contacting Highmark.

If precertification for a medically necessary and appropriate inpatient admission has
been obtained, benefits for covered services will be provided. If you do not contact
Highmark for precertification as required, the inpatient admission will be reviewed for
medical necessity and appropriateness. If your admission is determined not to be
medically necessary and appropriate, you will be responsible for the full amount
of the out-of-network facility provider's charge.

If you elect to be admitted after receiving written notification from Highmark that any
portion of the proposed admission is not medically necessary and appropriate, you
will be financially responsible for all charges associated with that portion of care. In an
emergency admission, if you elect to remain hospitalized after receiving written
notification Highmark that the level of care is no longer medically necessary and
appropriate, you will be financially responsible for all charges from the date
appearing on the written notification.

Care Utilization Review Process
In order to assess whether care is provided in the appropriate setting, Highmark
administers a care utilization review program comprised of prospective, concurrent
and/or retrospective reviews. In addition, Highmark assists hospitals with discharge
planning. These activities are conducted by a Highmark nurse working with a medical
director. Here is a brief description of these review procedures:
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Prospective Review
Prospective review, also known as precertification or pre-service review, begins upon
receipt of treatment information.

After receiving the request for care, Highmark:
verifies your eligibility for coverage and availability of benefits;

reviews diagnosis and plan of treatment;

assesses whether care is medically necessary and appropriate;

authorizes care and assigns an appropriate length of stay for inpatient
admissions

Concurrent Review
Concurrent review may occur during the course of ongoing treatment and is used to
assess the medical necessity and appropriateness of the length of stay and level of
care.

Discharge Planning
Discharge planning is a process that begins prior to your scheduled hospital
admission. Working with you, your family, your attending physician(s) and hospital
staff, Highmark will help plan for and coordinate your discharge to assure that you
receive safe and uninterrupted care when needed at the time of discharge.

Outpatient Procedure or Covered Service Precertification
Precertification may be required to determine the medical necessity and
appropriateness of certain outpatient procedures or covered services as determined
by Highmark prior to the receipt of services.

In-Area Network Care
Network providers are responsible for the precertification of such procedure or
covered service and you will not be financially responsible whenever certification for
such procedure or covered service is not obtained by the network provider. If the
procedure or covered service is deemed not to be medically necessary and
appropriate, you will not be financially responsible, except when Highmark provides
prior written notice to you that charges for the procedure or covered service will not
be covered. In such case, you will be financially responsible for such procedure or
covered service.
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Out-of-Area Care
Whenever you utilize a network provider located out-of-area, it is your responsibility
to first contact Highmark to confirm the medical necessity and appropriateness of
such procedure or covered service. If you do not contact Highmark for certification,
that procedure or covered service may be reviewed after it is received to determine
medical necessity and appropriateness. If the procedure or covered service is
determined to be medically necessary and appropriate, benefits will be paid in
accordance with the plan. If the procedure or covered service is determined not to be
medically necessary and appropriate, no benefits will be provided. In such case you
will be financially responsible for the full amount of the charge of the network
provider located out-of-area.

Out-of-Network Care
Whenever you utilize an out-of-network provider, it is your responsibility to first
contact Highmark to confirm the medical necessity and appropriateness and/or
obtain precertification of such procedure or covered service. If you do not contact
Highmark for precertification, that procedure or covered service may be reviewed
after it is received to determine medical necessity and appropriateness. If the
procedure or covered service is determined to be medically necessary and
appropriate, benefits will be paid in accordance with the plan. You will be financially
responsible for the difference between what is covered by the plan and the full
amount of the out-of-network provider's charge. If such procedure or covered service
is determined not to be medically necessary and appropriate, no benefits will be
provided. In such case, you will be financially responsible for the full amount of the
out-of-network provider's charge.

If you have any questions regarding procedures and services subject to
precertification or Highmark's precertification determination of a procedure or service
for medical necessity and appropriateness of certain outpatient procedures or
covered services, you can contact Highmark via the toll-free Member Service
telephone number located on the back of your ID card or check the member website.

Retrospective Review
Retrospective review may occur when a service or procedure has been rendered
without the required precertification.

Case Management Services
Case Management is a voluntary program in which a case manager, with input from
you and your health care providers, assists when you are facing and/or recovering
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from a hospital admission, dealing with multiple medical problems or facing
catastrophic needs. Highmark case managers can provide educational support, assist
in coordinating needed health care services, put you in touch with community
resources, assist in addressing obstacles to your recovery such as benefit and
caregiver issues and answer your questions.

Individual Case Management
Highmark shall provide such alternative benefits, in its sole discretion, only when, and
for so long as, it determines that the services are medically necessary and
appropriate, cost effective, and that the total benefits paid for such
procedures/services do not exceed the total benefits to which you would otherwise
be entitled to.

Highmark, in its sole discretion, reserves the right to limit access and/or modify
benefit(s), regardless of the disease or condition, when Highmark identifies utilization
patterns that could potentially result in harm to you or the public.

You can call and request case management services if you feel you need it by
contacting Member Services at the telephone number listed on the back of your ID
card.

Health Improvement Services and Support
From time to time, Highmark may directly or indirectly make available to you
information and access to non-medical items, services and support programs
designed to address underlying social and environmental factors that may impact
your health status. Such information, items, services and support programs furnished
directly by Highmark will be provided without charge and shall not alter the benefits
provided under this program.

Selection of Providers
You have the option of choosing where and from whom to receive covered services.
You may utilize a network provider or an out-of-network provider. However, covered
services received from a network provider are usually provided at a higher level of
benefits than those received from an out-of-network provider and certain non-
emergency services may only be covered when rendered by a network provider.
Please note that benefits for covered telemedicine services are only provided when
such services are rendered by a designated telemedicine provider.


