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About This Booklet 

 

This Plan Document and Summary Plan Description (SPD) highlights the benefits available under 

the Scripps Clinic Medical Group Medical Plan effective January 1, 2021. This Plan Document and 

Summary Plan Description is available on MyScrippsHR.org, Scripps.org/HRBenefits and at 

www.MyScrippsHealthPlan.com. 

Individuals who enroll for the Scripps Clinic Medical Group Medical Plan will be enrolled on the Scripps 

Health Exclusive Provider Organization (EPO) Medical Plan for medical coverage. 

This option is provided under the Scripps Clinic Medical Group Medical Plan (hereafter referred to as the 

Plan). This Plan Document/Summary Plan Description sets forth the benefits and rights for persons 

covered under the Plan. 

This booklet serves as the Plan Document under Section 402 of ERISA and the  Summary Plan 

Description (SPD) required under Section 102 of ERISA. ERISA stands for the Employee Retirement 

Income Security Act of 1974, as amended from time to time). This Plan Document and SPD is set up in 

sections to help you find Plan information quickly and easily. Each section highlights different Plan 

features, but you must read the SPD in its entirety since those sections relate to each other. 

¶ Section One ïProvides information on Plan eligibility and enrollment. 

¶ Section Two –Describes how the Plan works. 

¶ Section Three –Describes what the Plan covers and how much you pay when you receive 

services. 

¶ Section Four –Lists limitations and services that are not covered by the Plan. 

¶ Section Five –Describes programs that can help you make the most of your health care coverage. 

¶ Section Six –Covers other Plan details, important notices and administrative information such as 

your rights as a member in the Plan. 

¶ Section Seven – The last section provides definitions of certain terms used in this booklet. 

Some Important Terms To Know 

¶ “You” or “your” refers to you (the eligible employee) and/or your enrolled dependents. In Section 

One ï Eligibility and Coverage, however, “you” and “your” refer to you, the eligible employee. 

¶ “Member”  or “Covered Person” refers to a covered person under the Plan 

¶ “Plan” refers to the Scripps Health EPO Medical Plan 

¶ “Plan Administrator” refers to Scripps Clinic Medical Group (also referred to as the “Company” 

or the “Employer”) 

¶ “Booklet” refers to this Plan Document-Summary Plan Description 
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¶ "Claims Administrator" refers to: 

ü HealthComp for medical, mental health, chemical dependency, acupuncture and chiropractic 

coverage 

ü MedImpact for the Prescription Drug Program 

Please refer to Section Seven - Definitions for other important terms used in this booklet. These terms 

appear in bold font the first time they are used in each section. 

 

The information provided about the Scripps Clinic Medical Group Medical Plan is based on the 

provisions of the Plan that are effective January 1, 2021. 

This Plan Document/SPD is the official document that legally governs the Plan’s terms and 

operation.  

Important Notice 

Scripps Clinic Medical Group has established a health benefits program called Scripps Health EPO 

Medical Plan.  This Plan is self-funded, meaning the benefits are financed solely from Scripps Clinic 

Medical Group’s general assets. Scripps Clinic Medical Group administers the program under the 

Employee Retirement Income Security Act of 1974 (ERISA) and is the ERISA Plan Administrator. 

Scripps Clinic Medical Group, in its sole and unrestricted discretion,  contracts with Claims 

Administrators to process prior authorization  requests and post-service claims, arrange the contracted 

provider networks, and provide other administrative services for the Plan, including (but not limited to) 

customer service to members. The Claims Administrators are: 

¶ Medical, including mental health, chemical dependency, acupuncture and chiropractic 

services:  HealthComp  

¶ Scripps Custom Network:  Scripps Clinic Medical Group Plan Services 

¶ Prescription drug:  MedImpact 

This Plan Document and Summary Plan Description (SPD) sets forth the provisions of the Plan. Any 

rights under the Plan are not vested and Scripps Clinic Medical Group reserves the right to review, 

change, or end the Plan or any benefits under it at any time by a written instrument signed or approved by 

a duly authorized officer of Scripps Clinic Medical Group. Members of the Plan will be notified of any 

changes (amendments) to the Plan as required by law. 
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Eligibility and Coverage 
This Plan Document and SPD sets forth the eligibility requirements for participation in the Scripps Clinic Medical 

Group Medical Plan. The Scripps Clinic Medical Group Medical Plan includes the following coverage:

¶ Medical (including mental health/chemical dependency, which is offered in parity with medical coverage in 

accordance with applicable law) 

¶ Chiropractic and acupuncture 

¶ Prescription drug 

The Prescription Drug Program is administered by MedImpact.  
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A.  Who Is Eligible 

Eligible Employees 

As a Scripps Clinic Medical Group (“SCMG”) employee, you are eligible to participate in the Plan if 

you meet one of the following conditions: 

¶ You are a regular (non-temporary) full-time employee classified as .75 FTE and above; or  

¶ You are a regular (non-temporary) part-time employee classified as .5 to .74 FTE. 

¶ Per Affordable Care Act (ACA) regulations, any Scripps Clinic Medical Group employee that worked an 

average of 30 hours per week between October 27, 2019  and October 24, 2020, will qualify for full time 

medical insurance in the next calendar year.  Scripps is expanding this qualification to include vision and 

dental insurance.  Employees hired after October 27, 2019, will be assessed based upon hire date. 

Part-time non-benefit eligible, casual, temporary/limited tenure or registry employees are not eligible for coverage 

under the Plan, except as may be required for Scripps Clinic Medical Group Medical Plan to be in compliance with 

the provisions of the Affordable Care Act (ACA).  

Eligible Dependents 

If you are eligible for coverage as an employee, you may also elect coverage for eligible dependents. Verification 

of dependent eligibility is required upon enrollment. Eligible dependents include your: 

¶ Spouse:  

ü Husband or wife as defined by applicable law.  

¶ Children:  

ü A child under age 26, or 

ü A Disabled, dependent child incapable of self-support due to mental or physical disability, if the child 

becomes disabled prior to reaching age 26. Social Security documentation is required. 

¶ Registered Domestic Partner: 

ü A same sex partner or opposite sex partner, as declared on a Declaration of Domestic Partnership filed 

with the California Secretary of State. 

Your eligible children include: 

1. Natural born child 

2. Stepchild, legally adopted (or placed for adoption) child who has not attained the age of 18 or a child for whom 

you have been appointed legal guardianship by a court of law 

3. Child for whom the Plan has received a Qualified Medical Child Support Order  

4. Child of a covered spouse or covered registered domestic partner (as defined above) 
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Only you, your dependent children, and one other adult dependent (either your spouse or a registered domestic 

partner) can be covered under the Plan.  

If the adult you cover is not your legal spouse, the cost per pay period for all dependents is taxable (or post-tax), in 

accordance with applicable law. For example, if you cover a registered domestic partner and your legal children, the 

portion of the premium attributable to the adult and the children will be taxable. In this example, the portion related 

to your coverage will be deducted before taxes are calculated (or “pre-tax”). Your paycheck stub will show two 

deductions—a pre-tax deduction for your coverage and a post-tax deduction for your dependent coverage. 

If You and an Eligible Dependent Both Work for Scripps Clinic Medical Group  

If both you and your spouse, registered domestic partner or child are employees of any Scripps Clinic Medical Group 

business unit, you may not be covered as both a dependent and an employee under the Scripps Clinic Medical 

Group Medical Plan. Employees may cover one qualifying adult and dependent children, but no dependent(s) may 

be covered by more than one employee under the Plan. 

B.  How To Enroll 
If you are a new employee, you have 60 days after your hire date to enroll in the Scripps Clinic Medical Group 

Medical Plan or waive coverage. Newly appointed or hired Department Directors and above, Fellows, or Residents 

must enroll or waive coverage within 31 days of their date of hire. 

If you miss your deadline, you will have default coverage of employee only Scripps Clinic Medical Group Plan HMO 

coverage for the remainder of that Plan year, assuming you remain an eligible employee for that duration. Such default 

coverage will be effective on your eligibility date. You must wait until the next annual open enrollment period or until 

you have a qualifying change in status to change coverage. 

During the annual open enrollment period, you have a chance to review your coverage needs for the upcoming year 

and change your coverage choices, if necessary. The choices you make during open enrollment will be in effect for 

the following Plan year. If you do not make active elections for the next Plan year, you will receive the same health 

care coverage as you have in the current year, to the extent such coverage remains available for the next plan year. 

Changing Your Elections Due to a Qualified Status Change 

Your benefit elections remain in effect until the next Plan year begins. The IRS allows you to change your benefit 

elections during the Plan year only if you have a qualified status change (a “qualifying change”) as defined by law. 

If you satisfy the requirements for a status change, you must contact the Scripps HR Service Center within 31 days 

of the date you experience an event that allows you to make an election change. This time frame is extended to 60 

days in some circumstances, as noted below and on the following page. 

Qualified status changes, with respect to coverage changes under the Plan, include:  

¶ Marital status:  Your legal marital status changes because of marriage, divorce, legal separation, 

annulment or death of a spouse. 

¶ Dependents:  Your number of dependents changes for reasons such as birth, adoption (or placement for 

adoption), or death. 
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¶ Employment status:  You, your spouse or your dependent child experiences a change in employment (or 

employment status) including:  

ü Termination or commencement of employment 

ü Strike or lockout 

ü Commencement or return from an unpaid leave 

ü A change from part-time benefit eligible to full-time benefit eligible, or full-time benefit eligible to 

part-time benefit eligible, or 

ü Any other change in employment status that affects benefits eligibility 

¶ Residence:  You, your spouse, or your dependent child changes geographic residence and your benefit 

options change (for example, you move in or out of the Scripps Health EPO Medical Plan service area, 

defined as outside San Diego County). 

¶ Change in coverage of spouse or dependent:  Your spouse or dependent child makes a change to coverage 

under his or her employer’s plan due to a permitted election change or during his or her plan’s annual 

enrollment period (if different from your annual open enrollment period). You may make a permitted 

election change that is due to, and corresponds with, the change made by your spouse or dependent.  

¶ Overall reduction in benefits:  You experience a significant overall reduction or termination of benefits 

provided under the Company’s health care Plan, as determined by the Plan Administrator. In general, a 

significant overall reduction includes a significant increase in the deductible, copay or out-of-pocket 

maximum, but does not include your physician ceasing to be a network provider .  

¶ Significant reduction in coverage:  Your coverage is significantly reduced or limited (as determined by the 

Plan Administrator in its discretion), causing you to lose coverage. An example of a significant reduction in 

coverage is a substantial reduction in providers available under your elected benefit option, such as a major 

hospital ceasing to be a network provider of the contracted network. 

¶ Addition of benefit options:  The Company adds a benefit package option or coverage option under its 

benefit Plan that affects you. 

¶ Medicare or Medicaid eligibility:  You, your spouse, or your child gain or lose eligibility for Medicare, or 

Medicaid or CHIP for your child.  

¶ Eligibility for premium assistance subsidy under Medicaid or CHIP:  You, your spouse, or your child 

becomes eligible for a premium assistance subsidy under Medicaid or CHIP. You must request coverage 

under the Plan within 60 days after eligibility is determined. 

Consistency Rule 

You can only change your benefits election if the requested change is due to, and corresponds with, the permitted 

election change event you experience as determined by the Plan Administrator in its discretion. Generally, the event 

has to affect your eligibility or your family member’s eligibility for coverage for that benefit. Please contact the 

Scripps HR Service Center at 1-858-678-MyHR (6947) if  you have questions about a specific change in status. 



Section One – Eligibility and Coverage 
 

Scripps Clinic Medical Group Medical Plan • Effective January 1, 2021 

5 

Remember, you must contact the Scripps HR Service Center within 31 days of the qualifying status 

change.  

If you don’t, you will have to wait until the next open enrollment period to elect new benefit options for the 

next Plan year. If you change your Plan coverage as a result of a qualified status change, your required 

contribution amount for your Plan will be automatically adjusted to reflect that change. 

C.  When Coverage Begins 
Coverage begins on January 1 if you are adding coverage or adding a new dependent during the annual open 

enrollment. For new hires, coverage begins on the first of the month following or coinciding with 60 days of 

employment with Scripps Clinic Medical Group, not to exceed 90 days from date of employment in a benefit-eligible 

status. If you are a Department Director and above, a Fellow or a Resident, coverage begins on your first date of 

assignment with Scripps Clinic Medical Group. 

Status change employees are eligible for benefits the first day of the month following the status change, provided they 

have met the 60 days of employment requirement (including time in a non-benefit eligible position). 

For qualifying events, coverage begins on the first day of the month following the date of the qualifying event. 

Enrollment due to birth, adoption, legal guardianship, or placement for adoption is retroactive to the date of birth, 

adoption, legal guardianship, or placement for adoption. 

D.  When Coverage Ends   
Your coverage under the Plan ends on the earliest of the following dates: 

¶ The last day of the month in which you leave the Company or change your employment status to an 

ineligible class 

¶ The date the Plan is terminated 

¶ The last day of the month in which you last paid required contributions 

¶ The date coverage ends for any employee class or group to which you belong 

¶ The date you waive coverage 

¶ The last day of the month in which you retire, or  

¶ The date you die. Coverage for your eligible dependents will terminate at the end of the month in which 

your death occurs 

Coverage for your dependents, if applicable, ends on the earliest of the following dates: 

¶ On the date your coverage ends 

¶ The last day of the month in which they are 25 years of age 

¶ The last day of the month in which you do not make the required contributions for dependent coverage, or 

¶ The date in which a dependent is covered by the Plan as an employee  
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Coverage for your dependents, if applicable, ends on the date that the Plan no longer covers dependents. 

For a child who is entitled to coverage through a Qualified Medical Child Support Order (QMCSO), coverage ends 

on the last day of the month in which the earliest of the following occurs: 

¶ The Plan Administrator is supplied with satisfactory written evidence that the QMCSO ceases to be 

effective 

¶ The employee who is ordered by the QMCSO to provide coverage is no longer eligible for the Plan 

¶ The Company terminates family or dependent coverage  

¶ The required contribution is not paid, or 

¶ They are no longer eligible for dependent coverage under the terms of the Plan 

If the Company terminates the Plan, coverage for a child who is entitled to coverage through a QMCSO will end on 

the date that the Plan is terminated. 

Coverage for a registered domestic partner ends the last day of the month in which the domestic partnership ends. 

Reinstatement 

If your coverage ends due to termination of employment, it will be reinstated on the first of the month following the 

date you return to work with Scripps Clinic Medical Group if you return to work with Scripps Clinic Medical 

Group within one year of your termination date. Reinstatement terms and conditions are defined by Human 

Resources policy. On the first of the month following the date you return to work, coverage for you and your eligible 

dependents will be on the same basis as provided for any other active employee and his or her dependents on that 

date. Any restrictions on your coverage that were in effect before your reinstatement will apply. 

Coverage for a Military Reservist who returns from active duty will be reinstated as required under the Uniformed 

Services Employment and Reemployment Rights Act. 

Leaves of Absence 

Family and Medical Leave Act (FMLA) 

If you cease active employment due to an employer-approved leave of absence that qualifies as a family or medical 

leave under the Family Medical Leave Act of 1993 (an “FMLA leave”) (or in accordance with any state or local 

law which provides a more generous medical or family leave and requires continuation of coverage during the 

leave), to the extent required by law, coverage will be continued under the same terms and conditions which would 

have applied had you continued in active employment, provided you continue to pay your contribution share toward 

the cost of coverage, if any contribution is required. Contributions will remain at the same employer/employee 

levels as were in effect on the date immediately prior to the leave of absence (unless contribution levels change for 

other employees in the same classification). Please contact your Site Human Resources office for more information 

and refer to the Scripps Leave of Absence policies, as modified by Scripps from time to time, for terms and 

conditions. 
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Uniformed Services Employment and Reemployment Rights Act of 1994 

If you take a leave of absence that qualifies as a leave under the Uniformed Services Employment and 

Reemployment Rights Act of 1994 (“USERRA”), also referred to as a “military leave,” you are entitled to continue 

coverage for up to 24 months, as long as you give Scripps Clinic Medical Group advance notice (with certain 

exceptions) of the leave, in accordance with applicable law. If the entire length of the leave is 30 days or less, you 

will not be required to pay any more than the portion you paid before the leave. If the entire length of the leave is 

31 days or longer, you may be required to pay up to 102% of the entire amount necessary to cover an employee 

who does not go on military leave. If you take military leave and your coverage under the Plan is terminated - for 

instance, because you do not elect the extended coverage - you will be treated as if you had not taken a military 

leave upon reemployment when determining whether an exclusion or waiting period applies upon your 

reinstatement into the Plan. 

Under circumstances in which COBRA continuation coverage rights also apply (see the section entitled COBRA 

Continuation Coverage), an election to continue coverage during a military leave will be an election to take 

COBRA, and the two will run concurrently. 

Please contact your Scripps HR Service Center for more information and refer to the Scripps Leave of Absence 

policies for terms and conditions. 

All Other Leaves 

Certain situations may qualify you for an approved Leave of Absence. Please refer to Scripps Clinic Medical Group 

policies S-FW-HR-0700, 0701, 0702, 0703 and 0704. Scripps Clinic Medical Group, in its discretion, may continue 

to provide the employer’s contribution for benefits coverage for employees on an approved leave of absence in 

accordance with Scripps Clinic Medical Group HR policy and applicable federal and state laws. Please contact your 

Scripps HR Service Center for more information and refer to the Scripps Leave of Absence policies for terms and 

conditions. 

E.  COBRA Continuation Coverage 
A federal law known as the Consolidated Omnibus Budget Reconciliation Act of 1985, as amended (COBRA) 

gives you and your covered dependents rights in certain circumstances to temporarily extend group health coverage 

beyond the date it would normally end. You are eligible to elect COBRA coverage if you were participating in any 

Company-sponsored group health Plan at the time of the qualifying event (unless your employment was terminated 

for gross misconduct, as determined by the Plan Administrator in its sole discretion), as described in the following 

section. Your COBRA coverage is identical to the coverage available to an eligible active employee.  

Qualifying Events for COBRA 

The following chart shows each qualifying event for you and your covered dependents. 

 Qualifying Event 

You, the employee: Voluntary or involuntary termination of employment, except for gross 

misconduct 

Reduction in hours resulting in loss of coverage 

Retirement 
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 Qualifying Event 

Leave of absence or layoffs/strikes resulting in loss of coverage 

Covered dependents: Their loss of coverage due to any of the events listed above, and 

Your death 

Your entitlement to Medicare (but only if it causes covered dependents 

to lose coverage) 

Divorce, legal separation or annulment 

Dependent no longer meets the Plan’s eligibility requirements 

 

Second Qualifying Events   

If you have a second qualifying event after your employment ends or a reduction in hours that affects your benefit 

eligibility, your covered dependent(s) can be eligible for an additional period of coverage. The total coverage 

period under COBRA is limited to 36 months from the date of the first qualifying event.  

For example, assume you end your employment with the Company and you and your spouse choose to continue 

coverage for 18 months under COBRA. If you and your spouse divorce during the 18-month COBRA coverage 

period, your spouse can receive up to an additional 18 months of COBRA coverage. COBRA coverage for your 

spouse may never exceed a total of 36 months.  

Medicare 

If you become entitled to Medicare and coverage under the Plan is later lost due to your termination of employment 

or reduction in hours of employment, your spouse or dependent will be entitled to continuation coverage until the 

later of the date that is: 

¶ 36 months from the date you became entitled to Medicare, or 

¶ 18 months from the date of your termination of employment or reduction in hours of employment 

COBRA Coverage Periods 

The following chart shows each qualifying event and the maximum COBRA continuation coverage period. 

COBRA Qualifying Event You Dependents 

Your employment ends (except for gross 

misconduct), you retire or you lose 

coverage due to a reduction in hours 

18 months (up to a total of 29 months 

of extended coverage, if you are 

determined to be disabled under the 

Social Security Act (SSA) on the date 

of the original qualifying event or 

during the first 60 days of 

continuation coverage and notice of 

that SSA disability award is given to 

the Plan Administrator within 60 days 

18 months (up to a total of 29 months 

of extended coverage, if you or a 

covered dependent is determined to 

be disabled under the Social Security 

Act (SSA) on the date of the original 

qualifying event or during the first 60 

days of continuation coverage ) and 

notice of that SSA disability award is 

given to the Plan Administrator within 
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COBRA Qualifying Event You Dependents 

of the award and before the end of 

the 18 months of COBRA 

continuation) 

60 days of the award and before the 

end of the 18 months of COBRA 

continuation 

You die N/A 36 months 

You become entitled to Medicare N/A 36 months (but only if it causes a loss 

of coverage) 

You and your spouse divorce or legally 

separate 

N/A 36 months 

Your child is no longer eligible N/A 36 months 

 

To qualify for the 11-month extension due to a disability under the Social Security Act, you or your qualified 

beneficiary must satisfy the following requirements: 

¶ The disability (as determined by the Social Security Administration) exists on the date of the original 

qualifying event or within the first 60 days of continuation coverage, and 

¶ You or your qualified beneficiary must file for disability with the Social Security Administration and then 

forward a copy of a letter of determination of disability by the Social Security Administration to the Plan 

Administrator within 60 days of receipt and within the initial 18-month coverage period 

The member or employee must notify the Plan Administrator within 30 days if Social Security makes a final 

determination that you or your qualified beneficiary is no longer disabled 

Applying for COBRA Coverage 

By law, you or a family member must notify the  Plan Administrator of a divorce, legal separation or a child losing 

dependent status within 60 days of whichever is later—the date of the event or the date that coverage would be lost 

because of the event. If such notice is not provided within the required 60-day period, continuation coverage will 

not be offered. 

Scripps Clinic Medical Group must notify the Plan Administrator of the employee’s death, termination of 

employment, reduction in hours, or Medicare entitlement within 30 days of the event or date of receiving notice. 

When the Plan Administrator is notified that a qualifying event has occurred, you will be sent information 

regarding your right to choose continuation coverage, the cost of the coverage and when payment is due. By law, you 

have at least 60 days from the date you receive the notice or from the date you would lose coverage because of a 

qualifying event (whichever is later) to inform the Plan Administrator that you want continuation coverage. If the 

election forms are not completed and sent within the 60-day period, you will lose the right of continuation coverage 

and will have no further rights to elect such coverage. You do not have to provide proof of good health to choose 

continuation coverage. 
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Coverage During the Election Period 

As of the date coverage is terminated, you and your covered dependents will not have any coverage until 

continuation coverage is properly elected (and claims may be pended until the required COBRA premiums have 

been paid). This means no benefits or expenses will be paid during the election period, until the COBRA premiums 

have been paid. To receive uninterrupted coverage of covered benefits, it is important to elect continuation 

coverage and make the required premium payments as soon as possible after receiving the COBRA notice. Once a 

completed election form is received and all required premiums are paid, coverage becomes retroactive to the date 

coverage was terminated. 

Cost of COBRA Coverage 

If you elect to continue coverage under the Plan, you must pay 102% of the full cost of the Plan for active 

employees (on a monthly basis) for the first 18 or 36 months of coverage (depending on the qualifying event). 

If you or your eligible dependents are disabled under the Social Security Act, at the time you become eligible for 

COBRA coverage (or become Social Security disabled within the first 60 days after COBRA coverage begins), and 

qualify for the 11-month extension of coverage, your cost for continued coverage for months 19 through 29 is 

150% of the cost of the Plan for active employees. However, if the Social Security disabled qualified beneficiary 

does not continue coverage past the initial 18-month period, but other qualified beneficiaries associated with the 

Social Security disabled qualified beneficiary continue coverage, the cost remains at 102% of the cost of the Plan 

for active employees.  

If you or your covered dependents elect COBRA, you will have 45 days from the date of your election to pay the 

initial cost for continuation coverage. All continuation coverage payments will be made on an after-tax basis. After 

this initial 45-day grace period you or your covered dependents must pay the monthly premiums for the cost 

continuation coverage by the first day of the month.  

If these subsequent payments are not received within 30 days of the first day of the month, continuation coverage 

will be terminated, and you or your covered dependents will have no further rights to elect continuation coverage. 

Even if continuation coverage is elected, benefits will not be paid until all payments that are due have been paid, 

without regard to any grace period.  

Changing Coverage While on COBRA 

During annual open enrollment, you will have the same rights as similarly situated active employees to change your 

elected coverage option. You may also have special enrollment rights for newly acquired dependents.   

To enroll a new dependent as a result of a special enrollment event, you must follow the process for special 

enrollment. If the addition of a dependent will result in a higher applicable premium, COBRA rates will reflect the 

higher amount. 

Newborn Child, Adopted Child, Legal Guardianship, or Child Placed for Adoption 

If, during the period of continuation coverage, a child is born to you, a child is under age 18 and adopted by you, 

you are appointed legal guardian or a child who has not attained the age of 18 is placed for adoption with you, the 

child is considered a qualified beneficiary. You have the right to elect continuation coverage for that child, provided 

the child satisfies the otherwise applicable eligibility requirements. To enroll the child on COBRA, you must notify 

the Plan Administrator within 60 days of the date of the birth, adoption, legal guardianship, or placement for 
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adoption and pay the required cost, at which time coverage will be effective back to the date of the birth, adoption, 

legal guardianship, or placement. If you fail to do so, you will not be offered the option to elect COBRA coverage 

until the next open enrollment period. 

Address Changes 

If continuation coverage is elected, you or your covered dependents must notify the Plan Administrator if your 

address changes. Under some circumstances, if you or your family members relocate while receiving coverage, you 

may be eligible to enroll in the out of area plan giving you access to a national network of providers.  

When COBRA Coverage Ends 

COBRA continued coverage ends when the earliest of the following occurs: 

¶ The relevant continuation period of 18, 29 or 36 months ends 

¶ After electing COBRA, the covered individual becomes covered by another group medical plan  

¶ After electing COBRA, the covered individual becomes entitled to Medicare 

¶ The covered individual fails to pay the required payments for continued coverage in a timely manner  

¶ The first day of the month beginning 30 days after the Social Security Administration determines that the 

individual initially determined to have been disabled under the Social Security Act is no longer disabled, or  

¶ Scripps Clinic Medical Group stops providing medical coverage to all active employees 

Senior Cal-COBRA 

Senior Cal-COBRA Qualifications 

A former employee who was at least 60 years old at the time employment ended, and who had worked for the 

Company for at least 5 years, and participated in a Scripps Clinic Medical Group Medical Plan for at least one year 

immediately preceding retirement may be eligible for Senior Cal-COBRA. The former employee’s spouse may also 

continue coverage. 

Who May Not Enroll in Senior Cal-COBRA 

You are not eligible for Senior Cal-COBRA if you are: 

¶ A former employee whose employment ended because of gross misconduct  

¶ Eligible for Medicare  

¶ Sixty-five years old or older, or  

¶ Covered by another group health plan 

Benefits under Senior Cal-COBRA 

Anyone covered under Senior Cal-COBRA continues the same basic health care benefits as were available under 

federal COBRA. No restrictions based on pre-existing conditions are allowed.  
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Payment of Premiums under Senior Cal-COBRA  

Payments are due the first of each month for the month’s Senior Cal-COBRA coverage. There is, however, a grace 

period for late payments, which expires on the 30
th
 day after the first of the month. Failure to pay the full premium 

by premium due dates, or within the 30-day grace period, will result in cancellation of your Senior Cal-COBRA 

coverage retroactively to the last good payment. If, for any reason, any qualified beneficiary receives any benefits 

under the Plan during a month for which the premium was not timely paid, you will be required to reimburse the 

Plan for the benefits received. 

Time Period for Continuing Coverage under Senior Cal-COBRA 

Benefits may last up to five years or until one of the following events occur: 

¶ The individual turns 65  

¶ The individual becomes Medicare-eligible  

¶ The individual does not pay premiums in a timely manner, or 

¶ The employer no longer offers health coverage to any active employees 
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F.  Health Insurance Portability and Accountability Act 
(HIPAA) 
Federal legislation, known as HIPAA (Health Insurance Portability and Accountability Act of 1996), establishes 

certain federal standards for the availability and portability of group and individual health insurance coverage. 

Enrollment Rights 

If eligible for coverage, you must enroll during the designated annual open enrollment period, or within 31 days of 

first becoming eligible. If you fail to timely enroll, you may not be permitted to enroll in the Plan until the next 

annual open enrollment period unless you are entitled to special enrollment under the terms of this Section. 

Newly Acquired Eligible Dependents 

After you become covered or eligible for coverage under the medical Plan, the Plan will cover a new dependent, 

provided you enroll the dependent within 31 days following marriage, birth, adoption or placement for adoption. 

Contact the Scripps HR Service Center at 858-678-MyHR (6947) for information on how to enroll a dependent 

within 31 days after acquiring the new dependent.  

If you are not already enrolled when you acquire a new dependent, you can also enroll within the same 31-day 

period after acquiring the new dependent. If you acquire a new dependent through birth or adoption, you can also 

enroll your spouse as a dependent (if your spouse is eligible for coverage) within the same 31-day period. 

After you enroll your new dependent, coverage will be effective retroactive to the date of birth, adoption or 

placement for adoption. After marriage, coverage for your spouse (if your spouse is eligible for coverage) will be 

effective on the first day of the month after the Plan receives your timely enrollment request.  

The Plan will not accept enrollment requests received later than the 31 days after your newly acquired dependent’s 

eligibility date. However, you can enroll during the next annual open enrollment period. 

Termination of Coverage Under Another Plan 

If you or an eligible dependent did not enroll in a Scripps Clinic Medical Group Plan when you were first eligible 

because you had health care coverage through another source, you or your dependent may be eligible to enroll in 

the medical Plan when coverage under the other plan ends or if the employer stops contributing to that other plan. 

To be eligible for this special enrollment, you or your dependent can be covered if either: 

¶ You or your dependent’s coverage was under a COBRA continuation provision, and you have used up 

coverage under that provision 

¶ The coverage was not under a COBRA provision and was terminated as a result of either: 

ü Loss of eligibility for the coverage (including legal separation, divorce, death, termination of 

employment or reduction in hours) 

ü Contributions by an employer toward such coverage were terminated 
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You must request this special enrollment within 31 days after the date coverage ends under the other plan. If you 

enroll in the Scripps Clinic Medical Group’s Plan within 31 days of the above events, coverage will not be 

interrupted.  

The Plan will not accept special enrollment requests received later than the 31 days after the date coverage ends 

under the other plan. You may enroll during the next annual open enrollment period or if you have a qualified status 

change. 

Qualified Medical Child Support Order (QMCSO) 

In accordance with federal law, the Plan provides medical coverage to certain dependent children (called alternate 

recipients) if the Plan is directed to do so by a Qualified Medical Child Support Order (QMCSO). Generally, a 

QMCSO is an order or judgment from a court or produced as a result of a state-authorized administrative process 

directing the Plan Administrator to include a child in the employee’s coverage. 

In addition to requiring the employee to provide coverage for the child, the law authorizes Scripps Clinic Medical 

Group to make applicable payroll deductions, if any. A medical child support order is qualified and enforceable if it 

specifies: 

¶ The employee’s name and last known address 

¶ Each alternate recipient’s name and address 

¶ A reasonable description of the coverage to which the alternate recipient is entitled 

¶ The coverage effective date 

¶ How long the child is entitled to coverage and 

¶ Each group health plan subject to the order 

When the Plan Administrator receives a medical child support order, the Plan promptly notifies both the employee 

and alternate recipient that the order has been received, as well as what procedures the Plan will use to determine if 

the order is qualified. 

The Plan Administrator will then decide, on the basis of the Plan’s written procedures and applicable law and 

within a reasonable time, whether the order is qualified. Once the decision is made, the Plan Administrator will 

notify the employee and alternate recipient by mail. 

You can get more information on QMCSO procedures by contacting the Scripps HR Service Center at 1-858-678-

MyHR (6947). 

Disclosure of Protected Health Information  (PHI) ï Compliance with HIPAA 

This section contains information on the use of certain health information, known as “protected health information” 

(PHI), for administration of the Plan, as well as the rights you are entitled to as a member. 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) places restrictions on when an employer 

may have access to such health information. Scripps Clinic Medical Group (the “Employer”) may use or disclose 

such health information for “Plan administration” functions - those activities the Employer performs to assist in 

administering the Scripps Clinic Medical Group Medical Plan.    
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These activities include the following:  

¶ Scripps Clinic Medical Group, such as the Plan Administrator or another person in the employee Benefits 

Office or Human Resources Department, might assist with enrollment and general questions about benefits 

¶ Scripps Clinic Medical Group might review an appeal of a claims denial under the voluntary Committee 

Review process 

¶ Scripps Clinic Medical Group might review health information for Case Management purposes 

Scripps Clinic Medical Group agrees not to use or disclose such health information for purposes other than Plan 

administration functions, as required or permitted by law, or as authorized by you, where such authorization is 

legally required. Scripps Clinic Medical Group will not use or disclose such health information for employment-

related actions and decisions, or in connection with any other benefit or employee benefit plan. Scripps Clinic 

Medical Group wil l report to the Plan’s HIPAA Privacy Officer if it makes any use or disclosure that is inconsistent 

with these restrictions. If Scripps Clinic Medical Group gives such health information to any agents or subcontractors 

that support or provide Plan administrative functions, those agents or subcontractors also will agree to these same 

restrictions. For example, such health information may be disclosed to facilitate the processing of claims for 

benefits as described in Section Two. 

To ensure that Scripps Clinic Medical Group is using and disclosing such health information only for Plan 

administration functions, Scripps Clinic Medical Group has established separation between those employees that 

perform Plan administration functions and other functions at Scripps Clinic Medical Group. Only designated 

employees in the Benefits Office, the Human Resources Department, Scripps Clinic Medical Group Plan Services, 

Scripps Clinic Medical Group Legal Department, or their supervisors and managers may access such health 

information to perform Plan administration functions. These employees will use that information only for Plan 

administration functions. Scripps Clinic Medical Group has in place internal disciplinary mechanisms for resolving 

any noncompliance. 

Scripps Clinic Medical Group also agrees to return or destroy all such health information when it no longer needs 

such information to perform Plan administration functions. If this return or destruction is not feasible (such as where 

the employer is required to retain such health information for its legal obligations), Scripps Clinic Medical Group 

will limit further uses or disclosures of such health information to those purposes that make the return or 

destruction infeasible. 

You also have certain rights with regard to such health information about you held by Scripps Clinic Medical 

Group to perform Plan administration functions: 

¶ First, Scripps Clinic Medical Group will make such health information it holds about you available to you 

for inspection and copying  

¶ Second, if you believe that such health information held by Scripps Clinic Medical Group is erroneous or 

incomplete, you have the right to ask Scripps Clinic Medical Group to amend that information  

¶ Third, if Scripps Clinic Medical Group makes certain disclosures of such health information for purposes 

other than Plan administration, Scripps Clinic Medical Group will give you a list of those disclosures 

¶ Finally, Scripps Clinic Medical Group will open its internal practices, books, and records relating to the use 

and disclosure of such health information available to the Secretary of the Department of Health and Human 

Services to determine Scripps Clinic Medical Group’s compliance with HIPAA 
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Electronic Protected Health Information 

If the Plan Administrator handles electronic protected health information, the Plan Administrator also agrees to: 

¶ Implement administrative, physical, and technical safeguards that reasonably and appropriately protect the 

confidentiality, integrity, and availability of the electronic protected health information that it creates, 

receives, maintains or transmits on behalf of the Plan 

¶ Ensure that the separation between those employees that perform Plan administration functions and other 

functions is supported by reasonable and appropriate security measures 

¶ Ensure that any agent or subcontractor to whom it provides electronic protected health information agrees 

to implement reasonable and appropriate security measures to protect the information and 

¶ Report to the Plan any security incident (as defined under HIPAA) of which it becomes aware.
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How the Plan Works 

A.  Overview 
You have one self-funded medical Plan option to choose from at the time you enroll. This option is: 

¶ Scripps Health EPO Medical Plan (the “EPO” or the “Plan”) 

You can learn more about how the Plan works by reading the information in this Section and by looking at the 

Schedule of Benefits in Section Three ï Covered Benefits. The entire document needs to be read to completely 

understand the Plan. 

Designating a Primary Care Physician (PCP) 

All covered EPO and Out-of-Area members are required to designate a Scripps Custom Network Primary Care 

Physician (PCP) to receive the lowest PCP office visit copay. Each covered member may designate a different PCP 

and you may change your PCP the first of any month, provided you make the election in the Scripps Benefits 

Enrollment System prior to the 14
th
 of the preceding month. 

To designate or change a PCP, access the Scripps Benefits Enrollment System at https://benefits.scripps.org. You 

can also find a PCP by visiting www.MyScrippsHealthPlan.com and selecting Provider Lookup. 

Provider Networks 

The EPO Plan covers care you receive from providers in the Plan’s network. A network is a group of health care 

providers that agree to provide services or supplies under the Plan for negotiated charges. 

Doctors, hospitals and other health care providers that belong to the network are called network provider s. The 

providers in the network represent a wide range of services, including: 

¶ Primary care (general and family practitioners, Ob/Gyns, pediatricians, internists) 

¶ Specialty care (such as surgeons, cardiologists, and urologists) 

¶ Health care facilities (hospitals, skilled nursing facilities)   

Providers that are not included in the network are called non-network providers. 

The Scripps Health EPO Medical Plan offers access to:  

¶ Scripps Custom Provider Network:  these are physicians and facilities associated with Scripps Clinic 

Medical Group; 

¶ Mental Health and Chemical Dependency Providers:  only those mental health and chemical dependency 

providers that have contracted with Anthem/National Blue Card, an affiliate, or a third party vendor to 

provide health care services and supplies to Plan members for a negotiated charge; and 

¶ Acupuncture and Chiropractic Providers:  only those acupuncture and chiropractic providers that have 

contracted with Anthem/National Blue Card, an affiliate, or a third party vendor to provide health care 

services and supplies to Plan members for a negotiated charge. 

http://www.myscrippshealthplan.com/
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If you are enrolled in the Scripps Health EPO Plan, your care is covered only when given by one of these providers. 

Medical services that are given by non-network providers (outside of the Scripps Custom Provider Network and the 

mental health, chemical dependency, acupuncture and chiropractic providers that have contracted with 

Anthem/National Blue Card) are not covered by the Scripps Health EPO Medical Plan, except in the case of an 

emergency. (Please refer to pages 26 and 51 for information about emergency medical services). 

 

To find a network provider in your area: 

 

¶ Use the online provider directories at www.MyScrippsHealthPlan.com. Follow the prompts to select the 

type of search you want, the area in which you want to search, and the number of miles you’re willing to 

travel. You can search the online directory  for a specific doctor, type of doctor, or all the doctors in a given 

zip code and/or travel distance. For more about the online directory, refer to Benefit Resources and Tools 

on page 19. 

 

¶ Call the Scripps Medical Plan Member Service Center at 1-877-552-7247. A Service Center 

representative can help you find a network provider in your area. You can also request a printed listing of 

network providers in your area without charge. 

 

The Scripps Clinic Medical Group Exclusive Provider Organization (EPO) 
Medical Plan 
 

The Scripps Health EPO Medical Plan pays for covered medical services provided by a physician, hospital or other 

health care provider that participates in the Scripps Custom Provider Network. In addition, services provided by 

Chiropractors, Acupuncturists and Mental Health/Chemical Dependency providers are covered when provided by a 

health care provider that participates in the Scripps National Provider Network. Medical services that are rendered 

by non-network providers (outside of the Scripps Custom Provider Network) are not covered by the Scripps Clinic 

Medical Group  EPO Plan, except in the case of an emergency (please refer to pages 26 and 51 for more 

information about emergency medical services). 

 

Outpatient radiology services must be performed at a Scripps Imaging Center facility or at Imaging Healthcare 

Specialists except basic x-rays performed in a physician’s office, OB ultra-sounds performed in a physician’s 

office and pediatric services.  For a list of Scripps Imaging Center locations, please visit 

www.myscrippshealthplan.com or contact the Scripps Medical Plan Member Service Center at 1-877-552-7247. 

To schedule an imaging appointment, please contact the Scripps Imaging Center at 888-440-7882.  

 
The Scripps Clinic Medical Group Out-of-Area (OOA) Plan  

The Scripps Clinic Medical Group OOA Plan offers access to two networks:  

¶ Scripps Custom Provider Network:  these are physicians and facilities associated with Scripps Clinic 

Medical Group 

¶ Scripps National Provider Network:  these are independent physicians and facilities nationwide that have 

contracted with Anthem/National Blue Card, an affiliate, or a third party vendor to provide health care 

services and supplies to Plan members for the negotiated charge 

You are eligible to participate in the Scripps Clinic Medical Group Out-of-Area Plan only if you are: 

http://www.myscrippshealthplan.com/
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¶ an active covered employee who lives and works outside of San Diego County 

¶ an active employee’s covered dependent who resides outside of San Diego County 

  

Under the Out-of-Area Plan, you may receive EPO-level benefits from the Scripps Custom Provider Network or the 

Scripps National Provider Network. Medical services that are given by non-network providers (outside of the 

Scripps Custom Provider Network or the Scripps National Provider Network) are not covered by the Scripps Clinic 

Medical Group Out-of-Area Medical Plan, except in the case of an emergency. (Please refer to pages 26 and 51 for 

information about emergency medical services). 

 

 When you are enrolled in the Out-of-Area Plan and need medical care while within San Diego County, you should 

seek care from a physician, hospital or other health care provider that participates in the Scripps Custom Provider 

Network, except in the case of an emergency. (Please refer to pages 26 and 51 for information about emergency 

medical services.) 

Contact Scripps HR Service Center at 1-858-678-MyHR (6947) to enroll in the Out-of-Area Plan. 

Other Important Information 

The Scripps Clinic Medical Group Medical Plan encourages each member to establish a relationship with a primary 

care physician (PCP). Your PCP can coordinate your care, or you can self-refer to any provider within the Scripps 

Custom Provider Network. If you are in the OOA plan, you may also utilize the Scripps National Provider Network 

at any time. 

The EPO Medical Plan includes the Prescription Drug Program described in  
Section Three ï Covered Benefits. 

Waiving Coverage 

If you waive medical coverage one year, you can elect it (assuming you remain benefit-eligible): 

¶ During the next annual open enrollment period for the following year; or  

¶ If you have a qualified status change 

 

B.  Benefit Resources and Tools 
This section describes some of the resources and tools available to you when you have questions or need more 

information.  

MyScrippsHealthPlan.com 

You can access a variety of interactive web tools at www.MyScrippsHealthPlan.com, your connection to online 

access for all your health plan information. MyScrippsHealthPlan.com provides members with the latest and most 

up-to-date information including: 

http://myscrippshealthplan.com/
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Network Provider Information 

You can access information about which providers participate in the Scripps Custom Provider Network or the 

Scripps National Provider Network by visiting the Scripps Clinic Medical Group Medical Plan website at 

www.MyScrippsHealthPlan.com. 

You can also call the Scripps Medical Plan Member Service Center at 1-877-552-7247 for information about 

network providers. 

This online tool gives you access to information about: 

¶ Scripps Custom Provider Network (local providers) 

¶ Scripps National Provider Network (for members enrolled in the Out-of-Area Plan only) 

¶ Chiropractic/acupuncture providers 

¶ Mental Health/Chemical Dependency providers  

¶ Participating MedImpact pharmacy providers 

Finding provider information is easy. For example, to search for a doctor in the Scripps Custom Provider Network 

or the Scripps National Provider Network: 

¶ Go to www.MyScrippsHealthPlan.com 

¶ Click on the EPO Medical Plan tab 

¶ Click on Provider Lookup 

¶ Fill in the information requested 

¶ Click on Find Providers 

Access to Your Personal Health Plan Information 

HCOnline is HealthComp’s secure member website. Use HCOnline as an online resource for personalized benefit 

information. You can complete a variety of self-service transactions online. Once registered on HCOnline, you’ll 

have access to secure, personalized features, such as benefit and claim status.  

With HCOnline, you can:  

¶ View current eligibility information for medical coverage 

¶ Request a replacement ID card  

¶ Download copies of medical claim forms 

¶ Check the status of a medical claim  

Pharmacy Services and Tools 

MedImpact’s member web site provides pharmacy services and tools for Scripps Clinic Medical Group Medical 

Plan members. Go to the EPO Prescription Drugs tab on MyScrippsHealthPlan.com, click on Member Service 

and click on the Visit MedImpact Website link. Once registered, you will have access to: 

http://www.myscrippshealthplan.com/
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¶ Drug Search – Find information on over 17,000 medications  

¶ Benefit Highlights – View your current copayment amounts and other pharmacy benefit considerations  

¶ Formulary Lookup – Determine drug coverage and obtain a cost estimate for a selected medication  

¶ Pharmacy Locator – Find a participating pharmacy near your location  

¶ PersonalHealth Rx
®
 – Print your prescription history for a physician visit or tax reporting  

Benefit Information, Documents and Forms 

This Plan Document and Summary Plan Description (SPD) - together the official Plan document - sets forth plan 

requirements, benefits, limitations and exclusions. 

C.  Your ID Card 
You and each enrolled member will receive a medical plan ID card. Present your ID card to any health care 

provider from whom you receive care. If your ID card is lost or stolen, notify the Scripps Medical Plan Member 

Service Center at 1-877-552-7247. 

D.  How the Chiropractic and Acupuncture Plan Works 
Chiropractic and acupuncture benefits are administered by HealthComp. For benefits and limitations, please see 

Section Three ï Covered Benefits. 

E.  How Mental Health/Chemical Dependency Benefits Work 
Mental health and chemical dependency benefits are administered by HealthComp, in accordance with the 

requirements of all applicable laws, including the Mental Health Parity and Addiction Equity Act (MHPAEA) and 

the provisions of the Plan shall be interpreted in accordance with those requirements. All inpatient mental health 

and chemical dependency treatment requires prior authorization, subject to applicable law. Certain outpatient care 

also requires prior authorization. Refer to Section Two – Prior Authorization Requirements for more information. 

F.  How the Prescription Drug Program Works 
By enrolling in the Scripps Clinic Medical Group Medical Plan, you are automatically enrolled in the Prescription 

Drug Program. The Program is administered by MedImpact. The Prescription Drug Program offers you the 

flexibility to purchase your medications either at a retail network pharmacy or through the prescription mail order 

service. 

For more information, refer to Section Three ï Prescription Drug Program. 
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G. Prior Authorization Requirements 
The prior authorization requirement helps ensure that hospital services and certain outpatient procedures and 

services are medically necessary prior to receiving treatment.  

 

Prior Authorization Process 

Prior authorization starts with a telephone call to the Scripps Medical Plan Member Service Center before you 

receive certain types of care. If you use a network provider , your provider will often make this call for you; 

however, it is your responsibility to ensure that any prior authorization requirements are met. The Plan makes prior 

authorization decisions based on your physician’s recommendations and the recommendations of nationally 

recognized medical guidelines that apply to certain procedures and services. Check with your provider or call the 

Scripps Medical Plan Member Service Center before receiving services to make sure that your care has been 

authorized within the time frames outlined below. Failure to follow these guidelines may result in a reduction in 

benefits. 

Typically your physician will contact the Plan to obtain prior authorization but you are ultimately 

responsible for ensuring that the prior authorization process is followed. 

Type of Service When To Request Prior 

Authorization 

Penalty If Prior Authorization Is Not 

Obtained 

Per Procedure or Service 

MEDICAL 

Call the Scripps Medical Plan Member Service Center at 1-877-552-7247 

Inpatient care in a hospital 

or treatment facility 

Emergency admission:  within 48 

hours of admission or as soon as 

reasonably possible 

Urgent admission:  before you are 

scheduled to be admitted 

Other admissions:  at least 14 calendar 

days prior to admission 

$250 penalty  

 

 

 

 

 

Alternatives to hospital 

inpatient care: 

Skilled nursing facility care 

Home health services 

Hospice care – inpatient or 

outpatient 

Inpatient confinements:  same as 

hospital inpatient care (above) 

Outpatient care:   

non-emergency care – at least 14 

calendar days in advance or as 

soon as reasonably possible 

emergency care – as soon as 

reasonably possible 

$250 penalty  
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Type of Service When To Request Prior 

Authorization 

Penalty If Prior Authorization Is Not 

Obtained 

Per Procedure or Service 

MEDICAL (cont’d)  

Procedures and treatments 

that require prior 

authorization 

(whether inpatient or 

outpatient – see 

Procedures Requiring Prior 

Authorization) 

 

Inpatient confinements:  same as 

hospital inpatient care (above) 

Outpatient care:   

non-emergency care – at least 14 

calendar days in advance or as soon 

as reasonably possible 

emergency care – as soon as 

reasonably possible 

$250 penalty  

 

MENTAL HEALTH/CHEMICAL DEPENDENCY CARE: 

Call the Scripps Medical Plan Member Service Center at 1-877-552-7247 

Inpatient care, including: 

Hospital 

Residential treatment 

center 

Partial hospitalization 

Emergency admission:  within 48 

hours of admission or as soon as 

reasonably possible 

Urgent admission:  before you are 

scheduled to be admitted 

Other admissions:  at least 14 calendar 

days prior to admission 

$250 penalty  

 

 

 

 

 

Outpatient care: refer to the 

list on the following page for 

procedures that must be 

receive prior authorization 

 

Outpatient care:   

non-emergency care – at least 14 

calendar days in advance or as 

soon as reasonably possible 

emergency care – as soon as 

reasonably possible 

$250 penalty  

 

 

 

 

 

 

You, your physician and the facility will be notified about your authorized length of stay. If your physician 

recommends that your stay be extended, additional days must be authorized, in order to be covered. You, your 

physician or the facility will need to call the number on your ID card no later than the final authorized day. The 

Plan will review and process the request for an extended stay. You and your physician will receive a copy of the 

prior authorization length of stay decision.  

If You Don’t Obtain Prior Authorization 

If you don’t call when required, a penalty will be applied to your covered charges. Refer to the chart above, and on 

the previous page, to find out the penalty that applies. 
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Procedures Requiring Prior Authorization 
 

The following services and procedures require prior authorization under all Plan options: 

1. Artificial intervertebral disc surgery 

2. Mommies 2 B Maternity Program, 

including antenatal testing, perinatal 

consultations and counseling 

3. Bone Density, under age 60 

4. BRCA and genetic testing 

5. Conditionally eligible services: 

Alpha 1-proteinase inhibitor – 

human 

Arthroplasty (Hip/Knee) 

Botox injections 

Cochlear devices and/or 

implantation 

Cognitive skills development 

GI tract imaging through capsule 

endoscopy 

HeartFlow (FFRCT) 

High frequency chest wall 

oscillation generator system 

Hyperbaric oxygen therapy 

Hysterectomy 

Negative pressure wound therapy 

pump 

Onco Type DX 

Osseointegrated implant 

Osteochondral allograft, knee 

Percutaneous implant of 

neuroelectrode array, epidural 

 Somatosensory evoked potential 

studies 

 Stereotactic radiosurgery 

6. Dental implants for Osteonecrosis of the 

Jaw and oral appliances 

7. Diabetic equipment 

Insulin pumps 

Continuous glucose monitor 

8. Durable medical equipment 

Customized braces 

Electric or motorized wheelchairs  

and scooters 

Limb prosthetics 

Orthotic appliances not related to 

podiatric foot orthotics 

INR (International Normalized Ratio) 

pump 

9. Educational Classes (asthma, diabetes and 

pregnancy) after the initial 6 visits 

10. Elective (non-emergency) transportation by 

ambulance or medical van, and all transfers 

via air ambulance 

11. Home health care services, including home 

uterine monitoring and psychiatric home 

care services 

12. Infertility surgical services 

13. Medical-surgical inpatient care (all), 

including: 

Surgical and non-surgical hospital 

confinements 

Skilled nursing facility care 

Rehabilitation facility confinements 

Hospice 

14. Medical injectables/infusion 

Blood-clotting factors 

Chemotherapy 

Erythropoiesis stimulating agents (ESA) 

such as darbepoetin alpha (Aranesp), 

epoetin alpha (Epogen and Procrit) 

and epoetin beta (Micera) 

Growth hormone 

Hyaluronic acid injections 

Interferons when used for hepatitis C 

Intravenous immunoglobulin (IVIG) 

Iron infusion/injection drugs 

Synagis 

Xolair 

15. Mental health and chemical dependency 

services – all inpatient care 

16. Nutritional counseling after the initial 6 visits 

17. Organ and tissue transplants 

18. Orthognathic (jaw) surgery procedures, 

bone grafts, osteotomies and 

surgical management of the 

temporomandibular joint 

19. Plasmapheresis 

20. Radiation Therapy 

21. Reconstructive procedures that may be 

considered cosmetic: 

Blepharoplasty, canthopexy, 

canthoplasty 

Breast reconstruction, breast 

enlargement 

Breast reduction, mammoplasty 

Excision of excess skin due to 

weight loss 

Gastroplasty, gastric bypass 

Lipectomy, removal of excess fat 

Pectus excavatum repair 

Rhinoplasty, rhytidectomy 

Sclerotherapy, surgery for 

varicose veins  

Skin laser therapy 

Surgical treatment of 

gynecomastia 

22. Rehabilitation Services –  

Speech Therapy 

Brain Rehabilitation Programs 

Other outpatient therapies after 24 

combined visits: 

Physical therapy 

            Occupational therapy 

23. Spinal fusion surgery 

24. Uvulopalatopharyngoplasty, including 

laser-assisted procedures 

 



Section Two – How the Plan Works 
 

Scripps Clinic Medical Group Medical Plan • Effective January 1, 2021 

25 

Important Notice 

Please remind your provider to obtain prior authorization for the services and procedures  

listed on the previous page. Failure to obtain prior authorization will result in reduced benefits or a 

financial penalty.  

Prior authorization is required even if Scripps Clinic Medical Group is not the primary payer. 

If you’re not sure whether a service or procedure requires prior authorization,  

call the Scripps Medical Plan Member Service Center at 1-877-552-7247. 

 

Case Management  

The Plan may elect, in its sole discretion, to provide alternative benefits that are otherwise excluded under the Plan. 

The alternative benefits, called "Case Management," shall be determined by the Plan Administrator on a case-by-

case basis, and the Plan Administrator's determination to provide the benefits in one instance shall not obligate the 

Plan to provide the same or similar alternative benefits for the same or any other Covered Person, nor shall it be 

deemed to waive the right of the Plan to strictly enforce the provisions of the Plan. 

A case manager consults with the patient, the family and the attending Physician in order to develop a plan of care 

for approval by the patient's attending Physician and the patient. This plan of care may include some or all of the 

following: 

--  personal support to the patient 

--  contacting the family to offer assistance and support 

--  monitoring Hospital or Skilled Nursing Facility 

--  determining alternative care options, and 

--  assisting in obtaining any necessary equipment and services 

Case Management occurs when the case manager determines that this alternate benefit will be beneficial to both the 

patient and the Plan. 

The case manager will coordinate and implement the Case Management program by providing guidance and 

information on available resources and suggesting the most appropriate treatment plan. The Plan Administrator, 

attending Physician and patient must all agree to the alternate treatment plan. 

Once agreement has been reached, the Plan Administrator will direct the Plan to reimburse for Medically Necessary 

expenses as determined by the Claims Administrator and as stated in the treatment plan, even if these expenses 

normally would not be paid by the Plan. 

Note: Case Management is a voluntary service. There are no reductions of benefits or penalties if the patient 

chooses not to participate. 
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H.  Emergency Care 
A medical emergency is the sudden and unexpected onset of a condition or injury that you reasonably believe 

endangers your life or could result in serious injury or disability and that requires immediate medical or surgical 

care. Some conditions are emergencies because, if not treated promptly, they might become more serious. There are 

many acute conditions that are medical emergencies. The need for quick action is what they have in common. 

Please refer to the definitions of emergency and emergency medical services in Section Seven. 

Non-Life-Threatening Emergencies  

Please seek care at a physician’s office or network urgent care facility. 

Urgent Care 

Urgent care is treatment for conditions that are not life threatening but need immediate attention. If you need urgent 

care, call your PCP immediately. If your physician is not available and services are necessary, but not life 

threatening, you should go to the nearest network urgent care provider . Most urgent care centers are open 

evenings, weekends and holidays. You can access information on network urgent care providers by visiting the 

Scripps Clinic Medical Group Medical Plan website at www.MyScrippsHealthPlan.com. 

Extreme Emergencies 

In an extreme emergency, call 911 or go to the nearest hospital emergency room.   

For emergency medical services or urgent care services, the Plan will pay the greater of the Recognized Charge or 

the charge, had the services been received from a network health care provider. 

If you require hospitalization following emergency medical services, you or a family member must notify the 

Scripps Medical Plan Member Service Center at 1-877-552-7247 as soon as it is reasonably possible. For Mental 

health and chemical dependency emergency hospitalization, please contact Scripps Medical Plan Member Service 

Center at 1-877-552-7247. Your PCP will help coordinate a transfer or the Claims Administrator will work with 

your PCP to arrange a transfer to a network hospital when medically feasible and will also coordinate follow-up 

care. 

I.  Pre-Existing Conditions 
The Plan does not exclude coverage for any pre-existing conditions. 

J.  Terms You Need to Know 
The following key terms are the foundation of the Plan: 

Necessary Services and Supplies 

The Plan pays benefits only for necessary services and supplies, as determined by the Claims Administrator in its 

sole discretion. 
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A service or supply furnished by a particular provider is necessary if the Claims Administrator, in its sole 

discretion, determines that it is appropriate for the diagnosis, care or treatment of the disease or injury involved. To 

be appropriate, the service or supply must be: 

¶ As likely to produce a significant positive outcome (and no more likely to produce a negative outcome) as 

any alternative service or supply, considering the patient’s overall health condition 

¶ A diagnostic procedure that is as likely to result in information that could affect the course of treatment in a 

positive manner (and no more likely to produce a negative outcome) as any alternative diagnostic 

procedure, service or supply 

¶ No more costly than any alternative service or supply, taking into account all health expenses incurred in 

connection with the service or supply 

¶ Consistent with current standards of medical or health practice, and must require the technical skills of a 

medical, mental health or dental professional 

¶ Provided in the appropriate setting, and 

¶ Not primarily for the convenience of the patient, the patient’s family, or the patient’s physician or other 

provider 

In determining whether a service or supply is appropriate under the circumstances, the Claims Administrator, in its 

sole discretion, will take into consideration: 

¶ Information provided about the patient’s health status 

¶ Reports in peer-reviewed medical literature 

¶ Reports and guidelines published by nationally recognized health care organizations that include supporting 

scientific data 

¶ Generally recognized professional standards of safety and effectiveness in the United States for diagnosis, 

care or treatment 

¶ The opinion of health professionals in the generally recognized health specialty involved, and 

¶ Any other relevant information brought to the Claims Administrator’s attention 

Negotiated Charge 

Network providers have agreed to charge no more than the negotiated charge for a service or supply that is 

covered by the Plan. You are not responsible for amounts that exceed the negotiated charge when you obtain care 

from a network provider. 

Non-Occupational Coverage 

The Plan covers only expenses related to non-occupational injury and non-occupational disease. 

Recognized Charge 

For covered non-network services the Plan’s benefits are based on the recognized charge, as determined in 

accordance with applicable law (including applicable law relating to the amount payable for non-network 
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emergency services, where such amount is the recognized charge for those non-network emergency services). 

Expenses that exceed the recognized charge are not covered by the Plan, and they do not apply toward any 

deductible or out-of-pocket maximum.  

Refer to Section Seven ï Definitions for more information about how the recognized charge for a service or supply 

is determined. 
 

K.  Sharing the Cost of Care 
You share in the cost of your medical care by paying copays, deductibles, and coinsurance. These terms are 

explained below and on the following page. 

Copays  

A copay, sometimes called a copayment, is a flat fee that you must pay at the time you receive some types of care.  

A copay may apply to: 

¶ Physician office visits (to include mental health and chemical dependency treatment when rendered in an 

office setting) 

¶ Hospital inpatient care 

¶ Outpatient surgery 

¶ Oral surgery when rendered in an office setting 

¶ Voluntary sterilization and abortion 

¶ Emergency room (ER) visits 

¶ Visits to urgent care facilities  

¶ Short-term rehabilitation  

¶ Chiropractic and acupuncture services  

¶ Prescription drug purchases under the Prescription Drug Program  

Refer to the Schedule of Benefits in Section Three to learn how copays apply. 

Plan Year Deductible (DME and Prosthetics)  

The deductible is the part of covered expenses you pay each calendar year before the Plan starts to pay benefits.  

Individual:  The individual deductible applies separately to you and each Covered Person in your family. When a 

person’s deductible expenses reach the individual deductible shown in the Schedule of Benefits, the Plan will pay 

benefits for that person at the appropriate coinsurance percentage. 

Certain expenses do not apply toward the deductible: 

¶ Charges for services and supplies that are not covered by the Plan  
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¶ Penalties, including any additional out-of-pocket expenses you pay because you did not obtain the necessary 

prior authorization for a service 

 

You must meet a new deductible each calendar year.  

Coinsurance (Infertility and Specialty Drugs) 

When the Plan’s percentage share of the cost is less than 100%, you pay the balance. The percentage part you pay is 

called your coinsurance. The portion you pay is shown in the Schedule of Benefits.  

Out-Of-Pocket Maximum  

Medical Plan 

The Scripps Health EPO Medical Plan includes an annual out-of-pocket maximum. The out-of-pocket maximum is 

the most you will pay in Medical deductibles, copays and coinsurance during a single calendar year. Once a 

covered family member reaches the individual out-of-pocket maximum shown in the Schedule of Benefits, the Plan 

pays 100% of that person’s covered medical expenses for the rest of the calendar year. When your family’s 

combined out-of-pocket expenses satisfy the family out-of-pocket maximum, the Plan pays 100% of the family’s 

covered medical charges for the remainder of the calendar year. 

You can meet the out-of-pocket maximum with a combination of the deductibles, copays and coinsurance that 

apply to the EPO Medical Plan. Some expenses, however, do not apply toward the out-of-pocket maximum, 

including: 

¶ Copays and coinsurance for prescription drugs obtained through the Prescription Drug Plan  

¶ Charges for services and supplies that are in excess of the Recognized Charge 

¶ Charges for services and supplies that are not covered by the Plan, and  

¶ Penalties, including any additional out-of-pocket expenses you pay because you did not obtain the 

necessary prior authorization for a service or supply 
 

After you reach the individual or family medical out-of-pocket maximum for a calendar year, you are still 
responsible for the copays and coinsurance that apply to prescription drugs. 

 

Prescription Drug 

The out-of-pocket maximum is the most you will pay in Prescription Drug copays and coinsurance during a single 

calendar year. The Scripps Clinic Medical Group Prescription Drug Plan includes a calendar year out-of-pocket 

maximum that is separate from the Scripps Health EPO Medical Plan.  For example, expenses that apply toward 

your Prescription Drug Plan out-of-pocket maximum do not apply toward your Scripps Health EPO Medical Plan 

out-of-pocket maximum. Once a covered family member reaches the individual out-of-pocket maximum shown in 

the Schedule of Benefits, the Plan pays 100% of that person’s covered prescription drug charges for the rest of the 

calendar year. When your family’s combined out-of-pocket expenses satisfy the family out-of-pocket maximum, 

the Plan pays 100% of the family’s covered prescription drug charges for the remainder of the calendar year. 
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Some expenses, however, do not apply toward the out-of-pocket maximums: 

¶ Copays, coinsurance and any additional out-of-pocket for medical expenses 

¶ Charges for services and supplies that are obtained from a non-network provider 

¶ Charges for services and supplies that are not covered by the Plan 

¶ Penalties, including any additional out-of-pocket expenses you pay because you did not obtain any required 

prior authorizations for a prescription 

After you reach the individual or family prescription out-of-pocket maximum for a calendar year, you are 
still responsible for the copays and coinsurance that apply to medical services. 

 

L.  Filing a Claim 

Medical Claims 

Members enrolled in the Scripps Health EPO Medical Plan use network health care providers that bill the Plan 

directly. You therefore should not have any claims (bills) to submit to the Plan. The exception may be if you use 

emergency medical services from a non-network health care provider. In that case, follow the claim submission 

steps described below and on the following page. 

When you receive services from a network provider, present your identification card and your provider will take 

care of filing claims for you. You do not have to file claims yourself. The network provider is then paid directly for 

services covered by the Plan. You will owe the network provider for the services not covered by the Plan and for 

any deductible or copayments or coinsurance that apply. If you do not show your identification card when you 

receive services or supplies, the provider may not recognize you as a Plan member. 

If you receive covered care from a non-network health care provider (such as emergency care services), you may 

have to pay the charges and file the claim yourself. Send such claims to the Claims Administrator whose address is 

listed under Step 4 of this section. You will then be reimbursed for your eligible expenses, less any deductibles, 

copayments or coinsurance. 

Claims should be submitted as soon as possible, but must be received by the Claims Administrator no 

later than 180 days from the date the service was provided. Claims submitted after this time may not be 

paid, unless you prove that the claim was filed as soon as reasonably possible.  

You may file claims and appeals yourself or through an “authorized representative,” which is someone you 

authorize in writing to act on your behalf. In a case involving urgent care, a health care professional with 

knowledge of your condition may always act as your authorized representative. The Plan will also recognize a court 

order giving a person authority to submit claims on your behalf.  

Follow the steps below, and on the following page, to file a medical claim for non-network care: 

Step 1:  Obtain a Claim Form 

Whenever possible, request a claim form before treatment begins. You can obtain a claim form: 
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¶ On the Scripps Clinic Medical Group Medical Plan website at www.MyScrippsHealthPlan.com  

¶ By calling the Scripps Medical Plan Member Service Center at 1-877-552-7247 

Step 2:  Complete the Form 

To assist in processing claims as quickly as possible, be sure to include all information requested on the claim form. 

Sign your claim form and attach any necessary information. If you have a new address, check the appropriate box 

on the claim form. 

Step 3:  Attach Related Items 

When filing your claim, you must submit the following information, as applicable, to the Claims Administrator: 

¶ Your member ID number 

¶ The provider’s itemized bill showing: 

ü Date treatment was received 

ü Description of service 

ü Itemized charges 

ü Diagnosis code, and 

ü The provider’s name, address, phone number and federal tax ID number 

¶ In the event that you required emergency medical services or urgent care while out of the network area, a 

brief note describing the reason such care was needed. 

¶ If you or your covered dependent has coverage under more than one plan, be sure to include the name of 

the other plan(s).  

¶ If you or your covered dependents are covered under more than one plan, including Medicare, and if the 

Scripps Clinic Medical Group Medical Plan is secondary, you should file with the other plan (the primary 

plan) before you submit your claim to the Claims Administrator. After the claim has been paid by the 

primary plan, send a copy of that Explanation of Benefit (EOB) with any claims you submit to the Claims 

Administrator. 

Step 4:  Submit Form 

Most network providers will file claims for you. When you or your dependent must file claims, mail them to the 

Claims Administrator at: 

HealthComp Administrators 

P. O. Box 45018 

Fresno, California 93718-5018 

 

Be sure to keep copies of all forms, bills, Explanation of Benefits (EOBs) and receipts for your own records. 
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M.  Claim Processing 
When you submit a claim for benefits, the Claims Administrator will determine, in its discretion, if you are eligible 

for benefits and calculate the amount of benefit payable, if any. After the claim is processed, you will receive an 

Explanation of Benefits (EOB) statement from the Claims Administrator. This statement explains how benefits 

were determined. 

The Plan may, at its sole discretion, pay benefits directly to any health care provider who provided the services or 

supplies on which the claim is based, or it may pay those Plan benefits to you. The Plan permits assignment of Plan 

benefits to any health care provider whose services or supplies are the basis of the claim, or to you if you furnish 

evidence acceptable to the Claims Administrator that you or your covered dependent paid some or all of those 

charges. Plan benefits will be paid up to the amount allowed by the Plan. When deductible, coinsurance or copays 

apply, you are responsible for paying your share of those charges. 

Physical Exams 

The Claims Administrator has the right to require an exam of any person for whom prior authorization or benefits 

have been requested. The exam will be done at any reasonable time while prior authorization or a claim for benefits 

is pending or under review. The exam may be performed by a doctor or dentist the Claims Administrator has 

chosen, and it will be done at the Plan’s expense.  

Payment of Benefits 

For covered services under the Plan, benefits are based on the: 

¶ Negotiated charge – for services received from a network provider 

¶ Recognized charge – for services given by a non-network provider 

Network providers accept the negotiated charge as payment in full plus any applicable copay or coinsurance, and 

agree to make no additional charge to you for covered services. However, if you receive covered services from a 

non-network provider, you will  be responsible for amounts that exceed the recognized charge, in addition to your 

deductible, copayment and coinsurance amounts. 

Recovery of Overpayment 

If the Claims Administrator makes a benefit payment to you or a provider over the amount that you are entitled to 

under this Plan, the Claims Administrator has the right to: 

¶ Require that the overpayment be returned on request, or 

¶ Reduce any future benefit payment by the amount of the overpayment. 

This right does not affect any other right of overpayment recovery the Claims Administrator may have. 
 

Privacy, Confidentiality, and Release of Records or Information 

Any information collected by the Plan, that is confidential under applicable law, will be treated as confidential 

information and, to the extent required by law, will not be disclosed to anyone without your written consent, except 

as follows: 
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¶ Information will be disclosed to those who require that information to administer the Plan (or oversee the 

administration of the Plan) or to process claims 

¶ Information will be disclosed to those who require that information for Case Management activities 

¶ Information with respect to duplicate coverage will be disclosed to the Plan or insurer that provides 

duplicate coverage 

¶ Information needed to determine, in the Claims Administrator’s discretion, if health care services or 

supplies are medically necessary or if the charges for them are appropriate will be disclosed to the 

individual or entity consulted to assist the Claims Administrator or its designee to make those 

determinations 

¶ Information will be disclosed as required by law or regulation or in response to a duly issued subpoena 

 
N.  If a Claim Is Denied 
The Claims Administrator will make a decision, in its discretion, on your claim. For concurrent care claims, the 

Claims Administrator will send you written notice of an affirmative benefit determination. For other types of 

claims, you may receive written notice only if the Claims Administrator makes an adverse benefit determination.  

If a claim for benefits or a request for prior authorization made by you or your authorized representative is denied 

in whole or part (or approved in the case of an urgent care claim), you will receive a notice containing important 

information, as described on the following page. 

Some benefits under the Plan require prior authorization of services before medical care is received. The 

following rules apply to your request for prior authorization, as well as your claim for benefits. 

Time Frames for Claim Processing 

The chart on the next page shows when you will receive written notices of adverse benefit determinations from the 

Claims Administrator. These time frames may be extended under certain circumstances, in accordance with 

applicable law. The notice you receive from the Claims Administrator will provide important information that will 

assist you in making an appeal of the adverse benefit determination, if you wish to do so. See Appeal of Denied 

Service or Claim for details.  
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Type of Claim Response Time 

Urgent care claim:  A claim for medical care or 

treatment where delay could: 

Seriously jeopardize your life or health, or your 

ability to regain maximum function, or  

Subject you to severe pain that cannot be 

adequately managed without the requested 

care or treatment  

As soon as possible, but not later than 72 hours  

Pre-service claim:  A claim for a benefit that requires 

the Claim Administrator’s approval of the benefit in 

advance of obtaining medical care (prior 

authorization)  

Within a reasonable time appropriate to the medical 

circumstances, but no later than 15 calendar days  

Type of Claim Response Time 

Concurrent care claim extension:  A request to 

extend a previously approved course of treatment 

Urgent care claim – as soon as possible, but not 

later than 24 hours, provided the request was 

received at least 24 hours before the expiration of 

the approved treatment 

Other claims – Within a reasonable time appropriate 

to the medical circumstances, but no later than 

15 calendar days  

Concurrent care claim reduction or termination:   

A decision to reduce or terminate a course of 

treatment that was previously approved  

With enough advance notice to allow you to appeal  

Post-service claim:  A claim for a benefit that is not 

a pre-service claim  

Within a reasonable time appropriate to the medical 

circumstances, but no later than 30 calendar days  

 

Extensions of Time Frames 

Sometimes additional information or time is needed to determine your claim for benefits or request for prior 

authorization.  

The time periods described in the chart above may be extended, as follows:  

¶ For urgent care claims:  If the Claims Administrator does not have enough information to decide the claim, 

you will be notified as soon as possible (but no more than 24 hours after the Claims Administrator receives 

the claim) that additional information is needed. You will then have no less than 48 hours to provide the 

information. A decision on your claim will be made within 48 hours after the additional information is 

provided.  

¶ For non-urgent pre-service and post-service claims:  The time frames may be extended for up to  

15 additional days for reasons beyond the Plan’s control. In this case, the Claims Administrator will notify 

you of the extension before the original notification time period has ended. If you do not provide the 

information, the claim will be denied.  
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If an extension of time is needed because the Claims Administrator needs more information to process your post-

service claim, the Claims Administrator will notify you and give you an additional period of at least 45 days after 

receiving the notice to provide the information. The Claims Administrator will then inform you of the claim 

decision within 15 days after the additional period has ended (or within 15 days after the Claims Administrator 

receives the information, if earlier). If you do not provide the information, your claim will be denied. 

  

Notice of Initial Benefit Decision by Claims Administrator 

You will receive a written notice of the Claims Administrator’s decision on your claim or request for service. If 

your claim or request for service is denied in whole or part, the notification will include: 

¶ Specific reasons for the denial 

¶ Specific Plan provisions on which the denial is based 

¶ A description of any additional material or information necessary for the claim to be completed, as well as 

an explanation of why the material or information is necessary 

¶ A description of the Plan’s review procedures and their time limits, including your right to bring a civil 

action in court following a claims denial on review 

¶ A description of any internal rule, guideline, protocol or other similar criterion that was relied upon in the 

decision-making or a statement that such rule, guideline, protocol or other similar criterion was relied upon 

in making the decision and that a copy of the applicable material will be provided free of charge upon 

request  

¶ If the decision is based on a medical necessity or experimental treatment or a similar exclusion or limit, the 

notice will contain either an explanation of the scientific or clinical judgment for the determination, 

applying the terms of the Plan to the circumstances or a statement that such explanation will be provided 

free of charge upon request and 

¶ For a claims denial involving an urgent care claim, a description of the expedited review process applicable 

to such claims 

Note: If you receive no response within the time frames described above, and on the previous page, you may 

consider the request denied. 

 

O.  Appeal of Denied Service or Claim 
You may ask for review of decisions involving your requests for prior authorization of services or your request to 

have your claims paid. The Plan offers two levels of appeal for medical claims. 

 

Appealing a Medical Claim Decision 
The Claims Administrator will send you written notice of an adverse benefit determination. The notice will give the 

reason for the decision and will explain what steps you must take if you wish to appeal. The notice will also tell you 

about your rights to receive additional information that may be relevant to the appeal. You must request your appeal 

within 180 calendar days after you receive the notice of an adverse benefit determination. Your appeal must be 

submitted in writing and should include: 

¶ Your name 
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¶ Your identification number 

¶ A copy of the notice of the adverse benefit determination 

¶ Your reasons for making the appeal and 

¶ Any other information or documents you would like to have considered 

For medical claims, send your appeal to the Scripps Medical Plan Member Service Center at the address shown on 

your ID card, or call the Service Center at 1-877-552-7247. 

If you are dissatisfied with the outcome of your level one appeal, you may submit a voluntary second level appeal. 

A second level appeal must be filed no later than 60 days following receipt of the level one notice of adverse 

benefit determination. The following chart summarizes information about how appeals are handled for different 

types of claims and the response times associated with each type of appeal.  

 

Type of Claim Level One Appeal Level Two Appeal 

Urgent care claim:  A claim for medical care or 

treatment where delay could: 

Seriously jeopardize your life or health, or your 

ability to regain maximum function, or  

Subject you to severe pain that cannot be 

adequately managed without the requested 

care or treatment.  

Within a reasonable time 

appropriate to the medical 

circumstances, but no later than 

48 hours 

Review provided by Claims 

Administrator personnel who is 

neither the person who made the 

original determination nor a 

subordinate of that person  

Within a reasonable time 

appropriate to the medical 

circumstances, but no later than 

48 hours 

Review provided by Claims 

Administrator personnel who is 

neither the person who made the 

original determination nor a 

subordinate of that person  

Pre-service claim:  A claim for a benefit that 

requires approval of the benefit in advance of 

obtaining medical care (prior authorization)  

Within a reasonable time 

appropriate to the medical 

circumstances, but no later than 

15 calendar days 

Review provided by Claims 

Administrator personnel who is 

neither the person who made the 

original determination nor a 

subordinate of that person  

Within a reasonable time 

appropriate to the medical 

circumstances, but no later than 

15 calendar days 

Review provided by Plan 

personnel who is neither the 

person who made the original 

determination nor a subordinate 

of that person 

Concurrent care claim extension:  A request to 

extend a previously approved course of treatment 

Treated like an urgent care claim 

or a pre-service claim, 

depending on the circumstances  

Treated like an urgent care claim 

or a pre-service claim, 

depending on the circumstances  

Post-service claim:  A claim for a benefit that is 

not a pre-service claim  

Within a reasonable time 

appropriate to the medical 

circumstances, but no later than 

60 calendar days 

Review provided by Claims 

Administrator personnel who is 

neither the person who made the 

Within a reasonable time 

appropriate to the medical 

circumstances, but no later than 

60 calendar days 

Review provided by Plan 

personnel who is neither the 

person who made the original 
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Type of Claim Level One Appeal Level Two Appeal 

original determination nor a 

subordinate of that person 

determination nor a subordinate 

of that person  

 

You may also choose to have another person (an authorized representative) make the appeal on your behalf by 

providing written authorization to the Claims Administrator. In the case of an urgent care claim or a pre-service 

claim, a physician familiar with the case may represent you in the appeal. 

Claim Fiduciary 

Claims are administered by the Claim Fiduciary in accordance with the provisions of the Plan. The Claim Fiduciary 

has discretionary authority to review denied claims for benefits under the Plan and all decisions, determinations and 

interpretation by the Claim Fiduciary are final and binding in the absence of clear and convincing evidence that the 

Claim Fiduciary acted arbitrarily and capriciously. This includes, but is not limited to, determining whether hospital 

or medical treatment is, or is not, medically necessary. In exercising its discretion, the Claim Fiduciary has 

complete authority to: 

¶ Determine whether, and to what extent, you and your covered dependents are entitled to benefits, and 

¶ Interpret the provisions of the Plan when a question arises 

The Claim Fiduciary has the right to adopt policies, procedures, rules, and interpretations of the Plan to promote 

orderly and efficient administration.  

The Plan provides for one standard level of appeal for adverse benefit determinations, plus one voluntary level of 

appeal. The Claim Fiduciary varies with the type and level of appeal. The following chart identifies the Claim 

Fiduciary who will provide full and fair review for each type of appeal. 

Type of Claim Level of Appeal Claim Fiduciary 

Urgent care claim  Level One and Level Two  Claims Administrator  

Pre-service claim Level One Claims Administrator 

 Level Two  Scripps Clinic Medical 

Group 

Concurrent care claim Level One and Level Two  Claims Administrator 

Post-service claim Level One Claims Administrator 

 Level Two  Scripps Clinic Medical 

Group 

The Plan Administrator is responsible for making reports and disclosures required by ERISA, including the 

creation, distribution, and final content of: 

¶ Plan Documents 

¶ Summary of material modifications 
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External Review Process 
 

If a claimant receives a Final Adverse Benefit Determination under the Plan's internal Claims and Appeals 

Procedures, he or she may request that the Claim be reviewed, in accordance with applicable law, under the Plan's 

External Review process. The External Review process is available only where the Final Adverse Benefit 

Determination is denied on the basis of (1) a medical judgment (which includes but is not limited to, Plan 

requirements for medical necessity, appropriateness, health care setting, level of care, or effectiveness of a covered 

benefit), (2) a determination that a treatment is experimental or investigational, or (3) a rescission of coverage. The 

request for External Review must be filed in writing within 4 months after receipt of the Final Adverse Benefit 

Determination. 

 

The Plan Administrator will review whether the Claim is eligible for review under the External Review process. 

This determination is based on the criteria described above and whether:  

 

(1) The claimant is or was covered under the Plan at the time the Claim was made or incurred; 

 

(2) The denial relates to the claimant's failure to meet the Plan's eligibility requirements; 

 

(3) The claimant has exhausted the Plan's internal Claims and Appeal Procedures; and 

 

(4) The claimant has provided all the information required to process an External Review. 

 

Within one business day after completion of this preliminary review, the Plan Administrator will provide written 

notification to the claimant of whether the Claim Administrator believes the claim is eligible for External Review. 

 

If the request for review is complete but not eligible for External Review, the Plan Administrator will notify the 

claimant of the reasons for its ineligibility. The notice will include contact information for the Employee Benefits 

Security Administration at its toll free number (866-444-3272). 

 

If the request is not complete, the notice will describe the information needed to complete it. The claimant will have 

48 hours or until the last day of the 4 month filing period, whichever is later, to submit the additional information. 

 

If the request is eligible for the External Review process, the Plan will assign it to a qualified independent review 

organization ("IRO"). The IRO is responsible for notifying the claimant, in writing, that the request for External 

Review has been accepted. The notice should include a statement that the claimant may submit in writing, within 

10 business days, additional information the IRO must consider when conducting the review. The IRO will share 

this information with the Plan. The Plan may consider this information and decide to reverse its denial of the Claim. 

If the denial is reversed, the External Review process will end. 

 

If the Plan does not reverse the denial, the IRO will make its decision on the basis of its review of all of the 

information in the record, as well as additional information where appropriate and available, such as:  

 

(1) The claimant's medical records; 

 

(2) The attending health care professional's recommendation; 
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(3) Reports from appropriate health care professionals and other documents submitted by the plan or 

issuer, claimant, or the claimant's treating provider; 

 

(4) The terms of the Plan; 

 

(5) Appropriate practice guidelines; 

 

(6) Any applicable clinical review criteria developed and used by the Plan; and 

 

(7) The opinion of the IRO's clinical reviewer. 

 

The IRO must provide written notice to the Plan and the claimant of its final decision within 45 days after the IRO 

receives the request for the External Review. The IRO's decision notice must contain: 

 

(1) A general description of the reason for the External Review, including information sufficient to identify 

the claim; 

 

(2) The date the IRO received the assignment to conduct the review and the date of the IRO's decision; 

 

(3) References to the evidence or documentation the IRO considered in reaching its decision; 

 

(4) A discussion of the principal reason(s) for the IRO's decision; 

 

(5) A statement that the determination is binding and that judicial review may be available to the claimant; 

and 

 

(6) Contact information for any applicable office of health insurance consumer assistance or ombudsman 

established under the PPACA. 

 

Generally, a claimant must exhaust the Plan's Claims and Procedures in order to be eligible for the External Review 

process. However, in some cases the Plan provides for an expedited External Review if: 

 

(1) The claimant receives an Adverse Benefit Determination that involves a medical condition for which 

the time for completion of the Plan's internal Claims and Appeal Procedures would seriously jeopardize 

the claimant's life or health or ability to regain maximum function and the claimant has filed a request 

for an expedited internal review; or 

 

(2) The claimant receives a Final Adverse Benefit Determination that involves a medical condition where 

the time for completion of a standard External Review process would seriously jeopardize the 

claimant's life or health or the claimant's ability to regain maximum function, or if the Final Adverse 

Benefit Determination concerns an admission, availability of care, continued stay, or health care item 

or service for which the claimant received emergency services, but has not been discharged from a 

facility. 

 

Immediately upon receipt of a request for expedited External Review, the Plan must determine and notify the 

claimant whether the request satisfies the requirements for expedited review, including the eligibility requirements 

for External Review listed above. If the request qualifies for expedited review, it will be assigned to an IRO. The 
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IRO must make its determination and provide a notice of the decision as expeditiously as the claimant's medical 

condition or circumstances require, but in no event more than 72 hours after the IRO receives the request for an 

expedited External Review. If the original notice of its decision is not in writing, the IRO must provide written 

confirmation of the decision within 48 hours to both the claimant and the Plan. 
 

Legal Action 

No legal action can be brought to recover a benefit after one year from the deadline for filing claims.  

P.  Coordination of Benefits (COB) 

Coordination With Other Coverage 

When you have other group health plan coverage (through your spouse’s employer, for example), the Scripps 

Clinic Medical Group Medical Plan may coordinate with the other plan to pay covered charges. One plan is 

primary, the other secondary. This is called coordination of benefits (COB). 
 

In order to accurately coordinate benefits, the Scripps Clinic Medical Group Medical Plan must know what other 

health coverage you have. Please provide that information at the time you enroll, or when requested by the Plan or 

Claims Administrator.  Failure to provide the required information when due may result in your claim being denied.  
 

If your Scripps Clinic Medical Group coverage is secondary, the Plan pays only the difference between the other 

plan’s benefit, if lower, and the normal Scripps Clinic Medical Group Medical Plan benefit. Therefore, when the 

primary plan pays a benefit that equals or exceeds what the Scripps Clinic Medical Group Medical Plan would 

normally allow, the Scripps Clinic Medical Group Medical Plan will pay nothing. 
 

Coordination With Other Group Plan 
 

You are required to notify Scripps Clinic Medical Group Medical Plan or the Claims Administrator if you receive 

medical benefits from any other source. 
 

If you receive benefits from more than one group plan (or a government-supported program other than Medicare or 

Medicaid), your claim must be processed by the primary plan before you can submit it to the secondary plan. 
 

The following rules decide the primary plan: 
 

If . . . Then . . . 

One plan has a COB provision and the other plan 
does not, 

The plan without a COB provision determines its benefits and 

pays first.  

One plan covers the person as a dependent and 
the other covers the person as an employee, 

The plan that covers the person as an employee determines its 

benefits and pays first.  

The person is eligible for Medicare and not 
actively working, 

These Medicare Secondary Payer rules apply: 

The plan that covers the person as a dependent of a working 

spouse determines its benefits and pays first. 

Medicare pays second (but in the case of an employee without 

“current employment status” under Medicare, there are 

some circumstances where Medicare pays first).  

The plan that covers the person as a retired employee pays 

third.  
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If . . . Then . . . 

A child’s parents are neither divorced nor 

separated, 

The plan of the parent whose birthday occurs earlier in the 
calendar year determines its benefits and pays first. If both 
parents have the same birthday, the plan that has covered the 
parent the longest determines its benefits and pays first. But if 
the other plan does not have this “parent birthday” rule, the 
other plan’s COB rule applies.  

A child’s parents are separated or divorced, and 
a court decree assigns responsibility for the 
child’s health expenses to one parent,  

The plan covering the child as the assigned parent’s dependent 
determines its benefits and pays first. 

A child’s parents are separated or divorced, and 
a court decree does not assign responsibility for 
the child’s health expenses to either parent,  

The “birthday rule” described above applies.  

A child’s parents are separated or divorced and 
there is no court decree assigning 
responsibilities for the child’s health expenses 
to either parent,  

Benefits are determined and paid in this order: 
The plan of the natural parent with whom the child resides 

pays, then 
The plan of the stepparent with whom the child resides pays, 

then 
The plan of the natural parent with whom the child does not 

reside pays, then 
The plan of the stepparent with whom the child does not 

reside pays. 

A person has coverage as an active employee or 
as the dependent of an active employee, and 
also has coverage as a retired or laid-off 
employee,  

The plan that covers the person as an active employee or as the 
dependent of an active employee determines its benefits and 
pays first.  

One person is covered under Senior Cal-COBRA 
as an under age 65 retiree, and his or her spouse 
is covered by Medicare  

The Senior Cal-COBRA plan determines its benefits and pays 
first unless, under applicable law, Senior Cal-COBRA may pay 
secondary to Medicare.  

The above rules do not establish an order of 
payment,  

The plan that has covered the person for the longest time will 
determine its benefits and pay first.  

 

When the other plan pays first, the benefits paid under the Scripps Clinic Medical Group Medical Plan are reduced 

as follows:  

¶ The amount this Plan would pay if it were the only coverage in place, minus  

¶ Benefits paid by the other plan(s) 

This prevents the sum of your benefits from being more than you would receive from just this Plan.  

If you are unsure which plan is primary, call the Scripps Medical Plan Member Service Center at 1-877-552-7247.   

The Claims Administrator will request updated information about other medical coverage periodically. 

Q.  Subrogation and Right of Recovery 
A Covered Person may incur medical or other charges related to injuries or illness caused, or allegedly caused, by 

the act or omission of another person; or Another Party may be liable or legally responsible for payment of charges 

incurred in connection with the injuries or illness. If so, the Covered Person may have a claim against that other 

person or Another Party for payment of the medical or other charges. In that event, the Plan will be secondary, not 

primary, and the Plan will be subrogated to all rights the Covered Person may have against that other person or 

Another Party and will be entitled to Reimbursement. In addition, the Plan shall have the first lien against any 



Section Two – How the Plan Works 
 

Scripps Clinic Medical Group Medical Plan • Effective January 1, 2021 

42 

Recovery to the extent of benefits paid or to be paid and expenses incurred by the Plan in enforcing this provision. 

The Plan’s first lien supersedes any right that the Covered Person may have to be “made whole”. In other words, 

the Plan is entitled to the right of first Reimbursement out of any Recovery the Covered Person procures or may be 

entitled to procure regardless of whether the Covered Person has received compensation for any of his damages or 

expenses, including any of his attorneys’ fees or costs. Additionally, the Plan’s right of first Reimbursement will 

not be reduced for any reason, including attorneys’ fees, costs, comparative negligence, limits of collectability or 

responsibility, or otherwise. As a condition to receiving benefits under the Plan, the Covered Person agrees that 

acceptance of benefits is constructive notice of this provision. 

The Covered Person must: 

1. Execute and deliver a Subrogation and Reimbursement Agreement; 

2. Authorize the Plan to sue, compromise and settle in the Covered Person’s name to the extent of the amount 

of medical or other benefits paid for the injuries or illness under the Plan and the expenses incurred by the 

Plan in collecting this amount from the Recovery, and assign to the Plan the Covered Person’s rights to 

Recovery when this provision applies; 

3. Within 10 business days, reimburse the Plan, out of any Recovery made from Another Party, 100% of the 

amount of medical or other benefits paid for the injuries or illness under the Plan and expenses (including 

attorneys’ fees and costs of suit, regardless of an action’s outcome) incurred by the Plan in collecting this 

amount (without reduction for attorneys’ fees, costs, comparative negligence, limits of collectability or 

responsibility, or otherwise); 

4. Notify the Plan in writing of any proposed settlement and obtain the Plan’s written consent before signing 

any release or agreeing to any settlement; and 

5. Cooperate fully with the Plan in its exercise of its rights under this provision, do nothing that would 

interfere with or diminish those rights and furnish any information required by the Plan. 

6. When a right of Recovery exists, and as a condition to any payment by the Plan (including payment of 

future benefits for other illnesses or injuries), the Covered Person will execute and deliver all required 

instruments and papers, including a Subrogation and Reimbursement Agreement provided by the Plan, as 

well as doing and providing whatever else is needed, to secure the Plan’s rights of Subrogation and 

Reimbursement, before any medical or other benefits will be paid by the Plan for the injuries or illness. 

However, failure or refusal on the Covered Person’s part to execute such agreements or furnish information 

does not preclude the Plan from exercising its right to Subrogation or obtaining full Reimbursement from 

the Recovery. In addition, the Covered Person will do nothing to prejudice the Plan’s right to Subrogation 

and Reimbursement and acknowledges that the Plan precludes operation of the made-whole and common-

fund doctrines. 

The Plan Administrator has maximum discretion to interpret the terms of this provision and to make changes, as it 

deems necessary. 

Any amounts recovered will be subject to Subrogation or Reimbursement. In no case will the amount subject to 

Subrogation or Reimbursement exceed the amount of medical or other benefits paid for the injuries or illness under 

the Plan and the expenses incurred by the Plan in collecting this amount. The Plan has a right to recover in full, out 

of any Recovery without reduction for attorneys’ fees, costs, comparative negligence, limits of collectability or 
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responsibility, or otherwise, even if the Covered Person does not receive full compensation for all of his charges 

and expenses. 

“Covered Person” means anyone covered under the Plan, including minor Dependents. 

“Another Party” shall mean any individual or organization, other than the Plan, who is liable or legally responsible 

(or who is alleged or claimed to be liable or legally responsible) to pay expenses, compensation or damages in 

connection with a Covered Person’s injuries or illness. 

“Another Party” shall include the party or parties who caused the injuries or illness (or are alleged or claimed to 

have caused the injuries or illness); the insurer, guarantor or other indemnifier of the party or parties who caused 

the injuries or illness; a Covered Person’s own insurer, such as uninsured, underinsured, medical payments, no-

fault, homeowner’s, renter’s or any other liability insurer; a workers’ compensation insurer; and any other 

individual or organization that is liable or legally responsible (or is alleged or claimed to be liable or legally 

responsible) for payment in connection with the injuries or illness. 

“Recovery” shall mean the specific fund of any and all monies paid to the Covered Person by way of judgment, 

settlement or otherwise (no matter how those monies may be characterized, designated or allocated) to compensate 

for any losses caused by, or in connection with, the injuries or illness. Any Recovery shall be deemed to apply, first, 

for Reimbursement. 

 “Reimbursement” shall mean repayment from the Recovery to the Plan for medical or other benefits that it has 

paid toward care and treatment of the injury or illness and for the expenses incurred by the Plan in collecting this 

Benefit amount. 

“Subrogation” shall mean the Plan’s right to pursue the Covered Person’s claims for medical or other charges paid 

by the Plan against Another Party. 

If the Covered Person retains an attorney, that attorney must sign the Subrogation and Reimbursement Agreement 

as a condition to any payment of benefits and as a condition to any payment of future benefits for other illnesses or 

injuries. Additionally, the Covered Person’s attorney must recognize and consent to the fact that the Plan precludes 

the operation of the “made-whole” and “common fund” doctrines, and the attorney must agree not to assert either 

doctrine in his or her pursuit of Recovery. The Plan will neither pay the Covered Person’s attorneys’ fees and costs 

associated with the recovery of funds, nor reduce its reimbursement pro rata for the payment of the Covered 

Person’s attorneys’ fees and costs. Attorneys’ fees will be payable from the Recovery only after the Plan has 

received full Reimbursement. 

A Covered Person or his attorney who receives any Recovery (whether by judgment, settlement, compromise, or 

otherwise) has an absolute obligation to immediately tender Reimbursement from the Recovery to the Plan under 

the terms of this provision. Furthermore, a Covered Person agrees to direct his or her attorney who receives any 

Recovery (whether by judgment, settlement, compromise, or otherwise) that he or she has an absolute obligation to 

immediately tender Reimbursement from the Recovery to the Plan under the terms of this provision. A Covered 

Person or his attorney who receives any such Recovery and does not immediately tender Reimbursement from the 

Recovery to the Plan will be deemed to hold the Reimbursement in constructive trust for the Plan. 

These provisions apply to the parents, trustee, guardian or other representative of a minor Covered Person and to 

the heir or personal representative of the estate of a deceased Covered Person, regardless of applicable law and 

whether or not the minor’s representative has access or control of the Recovery. 
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When a Covered Person does not comply with the provisions of this section, the Plan Administrator shall have the 

authority, in its sole discretion, to deny payment of any claims for benefits by the Covered Person and to deny or 

reduce future benefits payable (including payment of future benefits for other injuries or illnesses) under the Plan 

by the amount due as Reimbursement to the Plan. The reductions will equal the amount of the required 

Reimbursement. If the Plan must bring an action against a Covered Person to enforce this provision, then that 

Covered Person agrees to pay the Plan’s attorneys’ fees and costs, regardless of the action’s outcome. 

In certain circumstances, a Covered Person may receive a Recovery that includes amounts intended to be 

compensation for past and future expenses for treatment of the illness or injury, which is the cause of the Recovery. 

This Plan will not cover any expenses for which compensation was provided through a previous Recovery. This 

exclusion will apply to the full extent of such Recovery or the amount of the expenses submitted to the Plan for 

payment, whichever is less. The Plan also precludes operation of the made-whole and common-fund doctrines in 

applying this provision. 

It is the responsibility of the Covered Person to inform the Plan Administrator when expenses are incurred related, 

or allegedly related, to an illness or injury for which a Recovery has been made. The Covered Person is required to 

submit full and complete documentation of any such Recovery in order for the Plan to consider eligible expenses 

that exceed the Recovery. 

R.  Records and Documents 

Obtaining Medical Records 

State law permits you to ask for a copy of your medical records from the health care providers that treat you. Your 

request must be in writing and must specify who you want to receive the records. The health care provider who has 

your records will provide you or the person you specify with a copy of your records. 

Designated Decision-Maker 

If you have a designated health care decision-maker, that person must send a written request for access to, or for 

copies of, your medical records. The medical records must be provided to your health care decision-maker or a 

person designated in writing by your health care decision-maker. 
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Covered Benefits 
This section includes a Schedule of Benefits, which sets forth what the Plan covers and the amount you pay for 

those services. You can find information about: 

¶ The major types of expenses covered by the Plan and the Plan’s benefit level 

¶ The deductibles and copays that apply  

You are responsible for paying the designated copayment or deductible and coinsurance percentage, 

 as shown in the Schedule of Benefits. 

Please read this section before seeking treatment. See Section Four -  Exclusions and Limitations for information 

about what is not covered by the Plan. 

Keep in Mind 

Here are some important points to remember about your benefits: 

1. The Plan pays benefits only for necessary care, as determined by the Claims Administrator, in its discretion. If 

a service or supply is determined by the Claims Administrator, in its discretion, as not necessary, it will not be 

covered, even if it is listed as a covered expense in this section. 

Necessary means the care is determined by the Claims Administrator, in its discretion, to be appropriate for the 

diagnosis, care, or treatment of the disease or injury involved. Refer to Terms You Need to Know in Section 

Two for more information about how the Claims Administrator determines medical necessity.  

Only those services and treatments that are necessary and comply with the provisions of the Plan will 

be covered. You must read this entire booklet carefully to determine the extent to which services may 

be covered services. 

2. You must be covered by the Plan at the time you receive a service or supply. The Plan does not cover expenses 

that are incurred before the date your coverage starts or after the date your coverage ends. 

3. The Plan covers expenses related to non-occupational injury  and non-occupational disease only. The Plan 

does not cover work-related injury or disease (but if the Plan covers an expense later determined to be work-

related, the Plan has a right of Reimbursement from any Recovery as described above). 

4. The Scripps Clinic Medical Group Medical Plan covers care you receive from providers in the Scripps Custom 

Provider Network.  

 

The Plan does not cover non-network care, except in an emergency. 

5. The Plan’s benefits for network care are based on the negotiated charge for a service or supply. 

6. Under the Scripps Health EPO Medical Plan, you pay a copay for visits to a doctor’s office and for certain 

other types of care. 
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A.  Schedule of Benefits 
 

Lifetime Benefit Maximum for Each Member 

The lifetime benefit maximum is the total amount the Plan will pay for each covered person during the lifetime the 

person is enrolled in the Plan. 

Lifetime Benefit Maximum Unlimited 

 

Calendar Year Deductible  

 

Medical Plan Deductible   

Individual $0 

*$300 deductible for DME/Prosthetics         

Copays do not apply to the annual deductible, but do count toward the out-of-pocket maximum. 

*Durable Medical Equipment/Prosthetics:  Covered at 100% after $300 deductible for the EPO Plan. 

 

Calendar Year Out-of-Pocket Maximums  
 

Medical Out-of-Pocket Maximum   

Individual $3,000 

Family Maximum $6,000 

 

Prescription Drug Out-of-Pocket Maximum  

Individual $4,150 

Family Maximum $8,300 

 

Under the Scripps Health EPO Medical Plan, the Plan pays 100% of most covered services after any copayments. 

For services received from Non-Network Providers, you are responsible for all charges, except in an emergency. 
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Allergy Services 
 

Allergy Services   

Office visits $25 copay ($35 copay if no PCP is designated) 

$40 copay per specialist visit 

Allergy testing $25 copay per visit 

Allergy injections $10 copay per visit 

Allergy serum (antigen) $10 copay per visit 

 

Alternative Medicine (Chiropractic & Acupuncture Services) 
 

Chiropractic and Acupuncture Services   

Office visits 

 

$25 copay per visit. 

Up to 20 visits per calendar year for chiropractic and 

acupuncture services combined. 

Note: You are responsible for all costs for chiropractic and acupuncture services received from providers who do 

not participate in the Scripps Custom Provider Network or the Scripps National Provider Network. 

 

Ambulance/Emergency Transport 

Remind your health care provider that prior authorization is required for non-emergency ground transport and 

all transfers via air ambulance and will be paid at the recognized charge (facility to facility). 

Ambulance   

Emergency transport $150 copay per trip. 

Non-emergency transport $150 copay per trip. 

The Plan covers: 

¶ Transportation in a medical emergency to the first hospital where treatment is given 

¶ Transportation in a medical emergency from one hospital to another hospital when the first hospital does 

not have the required services or facilities for your condition 

¶ Transportation from hospital to home or to another facility when an ambulance is medically necessary for 

safe and adequate transport and 

¶ Transportation while confined in a hospital or skilled nursing facility  to receive medically necessary 

inpatient or outpatient treatment when an ambulance is required for safe and adequate transport 
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¶ For a non-network air ambulance service, the Plan does not cover amounts in excess of the recognized 

charge for that service as determined by the Claims Administrator in its discretion 

 

Air Ambulance 

 

As a general guideline, when it would take a ground ambulance 30-60 minutes or more to transport a member 

whose medical condition at the time of pick-up required immediate and rapid transport due to the nature and/or 

severity of the member’s illness/injury, air transportation may be appropriate. 

 

Air ambulance transportation must meet the following criteria: 

¶ The patient’s destination is an acute care hospital, and 

¶ The patient’s condition is such that the ground ambulance (basic or advanced life support) would endanger 

the member’s life or health, or 

¶ Inaccessibility to ground ambulance transport or extended length of time required to transport the patient 

via ground ambulance transportation could endanger the member, or 

¶ Weather or traffic conditions make ground ambulance transportation impractical, impossible, or overly 

time consuming. 

¶ If an alternate method of ambulance transportation is clinically appropriate and more cost effective, the 

Plan reserves the right to adjust the amount of eligible expenses. Coverage determination is based on the 

member’s medical condition, and geographic location. 

¶ The charge must not exceed the recognized charge as determined by the Claims Administrator in its 

discretion. 

 

Autologous (Self-Donated), Donor-Directed, and Donor-Designated Blood Processing 

Donor-directed and donor-designated blood processing costs are limited to blood collected for a scheduled 

procedure. 

Autologous (self-donated), donor-directed, and donor-designated blood processing costs are limited to blood 

collected for a scheduled procedure, up to the recognized charge. You will be financially responsible for any 

expenses that exceed the recognized charge. Those excess charges do not apply toward any out-of-pocket 

maximums.  

 

Bariatric Surgery To Treat Morbid Obesity 

Remind your health care provider that prior authorization  is required. 

Hospitalization   

Inpatient hospital and room and board $300 copay per admission  

Inpatient physician visits No copay 
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The Plan covers inpatient or outpatient charges made by a hospital or a physician for the necessary surgical 

treatment of morbid obesity. Bariatric surgery must be pre-certified. 

Coverage includes one morbid obesity surgical procedure per lifetime, including related outpatient services. 

Bariatric surgery is typically covered when the following patient criteria are met: 

 

1. Presence of morbid obesity that has persisted for at least five years, defined as either:  

  

¶ BMI exceeding 40 OR 

¶ BMI greater than 35 in conjunction with any of the following severe comorbidities: coronary heart 

disease, type 2 diabetes, clinically significant obstructive sleep apnea or hypertension, and 

 

2.  Patient has completed growth (18 years of age or documentation of completion of bone growth), and 

 

3. Patient has attempted weight loss in the past without successful long-term weight reduction. 

 

Keep in Mind 
The Plan does not cover bariatric surgery when done for cosmetic reasons. 

 

Diabetic Equipment and Supplies 

Remind your health care provider that prior authorization  is required for:  

¶ Continuous glucose monitors 

¶ Insulin pumps and insulin pump supplies 

 

Durable medical equipment You pay $300 deductible* per calendar year , then Plan 

pays 100%  

Prescription drugs Refer to Prescription Drugs (Outpatient) 

* The deductible is combined for durable medical equipment and prosthetic devices. This combined deductible is waived 

for supplies needed to use or operate covered durable medical equipment or prosthetic devices.  

The following services/supplies are covered by the medical Plan:  

¶ Blood glucose monitors  

¶ Continuous glucose monitors 

¶ Insulin pumps and insulin pump supplies 

¶ Podiatric (foot) appliances for prevention of complications associated with diabetes (in accordance with 

Medicare guidelines) 
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The following diabetic supplies are covered by the Prescription Drug Program: 

¶ Test strips and solutions for blood glucose monitors  

¶ Visual reading and urine testing strips 

¶ Injection aids, syringes, lancets, automatic lancing devices, drawing up devices 

¶ Monitors for the visually impaired 

¶ Medications for treatment of diabetes  

 

Disposable Medical Supplies (non-durable supplies) 

Disposable medical equipment Benefit level is based on the type of provider and where 

the supply is given. 

The Plan covers: 

¶ Sterile surgical supplies required immediately after surgery 

¶ Supplies needed to operate or use covered durable medical equipment, prosthetics or orthotics 

¶ Supplies needed for use by skilled home health or home infusion personnel, but only during the course of 

their required services 

Diabetic supplies (for example:  insulin syringes, test strips, lancets, alcohol swabs) may be covered under the 

Prescription Drug Program. 

 

Durable Medical Equipment (DME) 

See Orthotics heading for benefits related to podiatric foot orthotics. 

Remind your health care provider that prior authorization  is required for : 

¶ Customized braces 

¶ Electric or motorized wheelchairs and scooters 

¶ INR (International Normalized Ratio) pump 

¶ Limb prosthetics 

¶ Orthotic appliances not related to podiatric foot orthotics.  

 

DME 

 

You pay $300 deductible* each calendar year, then Plan 

pays 100% 

* The deductible is combined for durable medical equipment and prosthetic devices. This combined deductible is waived 

for supplies needed to use or operate covered durable medical equipment or prosthetic devices.  

The Plan covers the rental of durable medical and surgical equipment and orthotic appliances. Examples include 

wheelchairs, crutches, hospital beds, knee or shoulder braces and oxygen for home use.   
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Instead of rental, the Plan may cover the purchase of this equipment if:  

¶ It either can’t be rented or would cost less to purchase than to rent, and 

¶ Long-term use is planned  

The Plan also covers the repair of durable medical equipment when necessary. Replacement is covered if you show 

that the replacement is needed because of a change in the person’s physical condition, or if it is likely to cost less to 

purchase a replacement than to repair existing equipment or rent similar equipment. 

The Plan does not cover the following as durable medical equipment: 

¶ Exercise and training equipment  

¶ Equipment to regulate air quality or temperature 

¶ Eyeglasses and vision aids  

¶ Hearing aids  

¶ Communication aids  

¶ Orthopedic shoes  

 

Education Classes 
 

For asthma, diabetes and pregnancy No copay 

Educational services are covered when:  

¶ The member has asthma or diabetes or is pregnant 

¶ The educational classes are included as a part of ongoing treatment for that condition, and 

¶ A maximum of six classes will be covered without prior authorization . 

 

Emergency Medical Services 

If you are admitted to the hospital following emergency room treatment, remember that all inpatient 

hospital admissions require prior authorizat ion (see Prior Authorization in Section Two for details).  

Treatment of a medical emergency in a hospital 

emergency room or outpatient emergency facility 

$200 copay per visit. Copay waived if admitted* 

 

 

Non-emergency use of a hospital emergency room or 

outpatient emergency facility 

Not covered 
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The Plan covers emergency care including physician services provided in a hospital emergency room or a free-

standing emergency facility. The care must be for an emergency condition.   

Note: Member cost sharing will be waived for medically necessary screening and testing of COVID-19 

(coronavirus). 

* An admission is determined by the Facility based on the type of bill submitted. Copays/coinsurance will apply 

according to type of bill. 

 

Family Planning Services 

Remind your health care provider  that prior authorization  is required for all inpatient hospital admissions 

and certain outpatient surgeries. 

Elective abortions* $150 copay  

Medically necessary abortion 

(To save the life of the mother) 

No copay 

 

Tubal ligation No copay 

Vasectomy $50 copay 

Reversal of sterilization Not covered 

* Services and procedures listed above with an asterisk (*) are not covered for employees and dependents of 

Scripps Mercy San Diego or Scripps Mercy Chula Vista. 

The following family planning services are covered as medical Plan expenses: 

¶ Sterilization procedures – vasectomy or tubal ligation 

¶ Cervical cap or diaphragm 

¶ Contraceptive injections (for example, Depo Provera, Lunelle)  

¶ Physician services associated with obtaining prescription contraceptives 

¶ IUD devices or the associated office visit.   

Oral contraceptives are covered as a prescription drug  expense; refer to the description of the Prescription Drug 

Program for more information. 

The Plan does not cover: 

¶ Reversal of sterilization procedures 

 

Health Maintenance and Preventive Services 

The Plan covers charges for a routine physical exam, including: 
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¶ X-rays, laboratory services, and other tests given in connection with the exam, and 

¶ Materials for giving immunizations for infectious diseases and testing for tuberculosis 

 

If an exam is given to diagnose or treat a suspected or identified injury or disease,  
it is not considered a routine physical exam.  

 

Well child exams No copay 

Immunizations No copay 

Routine physical exams No copay 

Routine gynecological exams No copay 

Routine mammogram No copay 

Routine prostate screenings No copay 

Colorectal cancer screening  

 

PCP - No copay 

Specialist - No copay  

Outpatient facility – No copay 

 

Covered Preventive Services for Adults 

 

¶ All preventive services required under the Affordable Care Act (ACA) are  covered under the Plan, 

including the following:Abdominal Aortic Aneurysm  one-time screening for men of specified ages who 

have ever smoked 

¶ Alcohol Misuse screening and counseling 

¶ Aspirin  use for men and women of certain ages 

¶ Blood Pressure screening for all adults 

¶ Cholesterol screening for adults of certain ages or at higher risk 

¶ Colorectal Cancer screening for adults over 50 

¶ Depression screening for adults 

¶ Type 2 Diabetes screening for adults with high blood pressure 

¶ Diet counseling for adults at higher risk for chronic disease 

¶ HIV  screening for all adults at higher risk 

¶ Immunization  vaccines for adults--doses, recommended ages, and recommended populations vary 

¶ Obesity screening and counseling for all adults 

¶ Sexually Transmitted Infection (STI) prevention counseling for adults at higher risk 

¶ Tobacco Use screening for all adults and cessation interventions for tobacco users 

¶ Syphilis screening for all adults at higher risk 
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Covered Preventive Services for Women, Including Pregnancy  

All preventive services required under the Affordable Care Act (ACA) are  covered under the Plan, including the 

following: 

¶ Annual Well-Woman visits 

¶ Anemia screening on a routine basis for pregnant women 

¶ Bacteriuria  urinary tract or other infection screening for pregnant women 

¶ BRCA counseling about genetic testing for women at higher risk 

¶ Breast Cancer Mammography screenings every 1 to 2 years for women over 40 

¶ Breast Cancer Chemoprevention counseling for women at higher risk 

¶ Breast-feeding interventions, support, pumps, and counseling (as deemed Medically Necessary) 

¶ Cervical Cancer screening for sexually active women 

¶ Chlamydia Infection screening for younger women and other women at higher risk 

¶ Domestic Violence and Interpersonal screening and counseling 

¶ FDA-approved contraception methods, contraceptive counseling and sterilization procedures 

¶ Folic Acid supplements for women who may become pregnant 

¶ Gestational Diabetes screening 

¶ Gonorrhea screening for all women at higher risk 

¶ Hepatitis B screening for pregnant women at their first prenatal visit 

¶ HIV screening and counseling 

¶ HPV DNA Testing for women 30 years and older 

¶ Osteoporosis screening (bone density testing) for women over age 60 depending on risk factors 

¶ Rh Incompatibility  screening for all pregnant women and follow-up testing for women at higher risk 

¶ Sexually-transmitted infection counseling 

¶ Syphilis screening for all pregnant women or other women at increased risk 

¶ Tobacco Use screening and interventions for all women, and expanded counseling for pregnant tobacco 

users 

 

Covered Preventive Services for Children 

All preventive services required under the Affordable Care Act (ACA) are  covered under the Plan, including the 

following: 

¶ Alcohol and Drug Use assessments for adolescents 

¶ Autism screening for children at 18 and 24 months 

¶ Behavioral assessments for children of all ages 
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¶ Blood Pressure screening for children 

¶ Cervical Dysplasia screening for sexually active females 

¶ Congenital Hypothyroidism screening for newborns 

¶ Depression screening for adolescents 

¶ Developmental screening for children under age 3, and surveillance throughout childhood 

¶ Dyslipidemia screening for children at higher risk of lipid disorders 

¶ Fluoride Chemoprevention supplements for children without fluoride in their water source 

¶ Gonorrhea preventive medication for the eyes of all newborns 

¶ Hearing screening for all newborns 

¶ Height, Weight and Body Mass Index measurements for children 

¶ Hematocrit or Hemoglobin screening for children 

¶ Hemoglobinopathies or sickle cell screening for newborns 

¶ HIV  screening for adolescents at higher risk 

¶ Immunization  vaccines for children from birth to age 18 —doses, recommended ages, and recommended 

populations vary 

¶ Iron  supplements for children ages 6 to 12 months at risk for anemia 

¶ Lead screening for children at risk of exposure 

¶ Medical History  for all children throughout development 

¶ Obesity screening and counseling 

¶ Oral Health risk assessment for young children 

¶ Phenylketonuria (PKU) screening for this genetic disorder in newborns 

¶ Sexually Transmitted Infection (STI) prevention counseling and screening for adolescents at higher risk 

¶ Tuberculin  testing for children at higher risk of tuberculosis 

¶ Vision screening for all children 

¶ Well child exams: 

ü 6 exams in first 11 months of life 

ü 7 exams from 12 months to age 4 

ü 1 exam every calendar year thereafter to age 18 
 

 

Hearing Exams, Hearing Aids and Cochlear Implants 

Hearing exams No copay  
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one exam per 12-month period 

Hearing aids No copay 

Cochlear Implants 

  ü Outpatient Surgery – surgeon 

  ü Outpatient hospital or ambulatory surgery center 

Cochlear Implants require prior authorization. 

No copay 

$200 copay per date of service 

 

The Plan covers outpatient surgery, for cochlear implants, in: 

¶ The office-based surgical facility of a physician 

¶ A surgery center, or  

¶ The outpatient department of a hospital  

 

The Plan covers the following outpatient surgery expenses: 

¶ Services and supplies provided by the hospital, surgery center or office-based surgical facility on the day 

of the procedure and 

¶ ¢ƘŜ ƻǇŜǊŀǘƛƴƎ ǇƘȅǎƛŎƛŀƴΩǎ ǎŜǊǾƛŎŜǎ ŦƻǊ ǇŜǊŦƻǊƳƛƴƎ ǘƘŜ ǇǊƻŎŜŘǳǊŜΣ ǊŜƭŀǘŜŘ ǇǊŜ- and post-operative care, 

and the administration of anesthesia 

 

The Plan does not cover the services of a physician who renders technical assistance to the operating physician. 

 

Home Health Care  

Remind your health care provider  that prior authorization  is required including, but not limited to, home 

uterine monitoring. 

Home health care No copay  

The Plan covers home health care services when ordered, in writing, by a physician, including: 

¶ Skilled nursing services that require the medical training of, and are provided by, a licensed nursing 

professional within the scope of his or her license. These services need to be provided during intermittent 

visits of four hours or less, with a daily maximum of three visits. 

¶ Home health aide services, when provided in conjunction with skilled nursing care, that directly support the 

care. These services need to be provided during intermittent visits of four hours or less, with a daily 

maximum of three visits. 

¶ Medical social services by a qualified social worker, when provided in conjunction with skilled nursing 

care. 

 

Keep in mind:  the Plan does not cover custodial care, even if the care is provided by a nursing 
professional, and family members or other caretakers cannot provide the necessary care. 
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Hospice Care 

Remind your health care provider  that prior authorization  is required for inpatient hospice care. 

Inpatient care No copay 

Outpatient care No copay  

The Plan covers the following services for a person who is terminally ill  with a life expectancy of six months or 

less, as determined by the Claims Administrator, in its discretion: 

¶ Charges made by a hospice facility, hospital or skilled nursing facility  for: 

ü Room and board and other services and supplies provided for pain control and other acute and chronic 

symptom management.  The Plan covers charges for room and board up to the facility’s semi-private 

room rate 

ü Services and supplies provided on an outpatient basis 

¶ Charges made by a hospice care agency for: 

ü Part-time or intermittent nursing care by an RN or LPN for up to eight hours in any one day 

ü Part-time or intermittent home health aide services for up to eight hours in any one day. These services 

consist mainly of caring for the person 

ü Medical social services under a physician’s direction 

ü Psychological and dietary counseling 

ü Consultation or case management services provided by a physician 

ü Physical and occupational therapy 

ü Medical supplies 

The Plan’s hospice care benefit does not include coverage for:  

¶ Private or special nursing services 

¶ Bereavement counseling 

¶ Funeral arrangements 

¶ Pastoral counseling 

¶ Financial or legal counseling, including estate planning and the drafting of a will 

¶ Homemaker or caretaker services. These are services not entirely related to the care of a person and include 

sitter or companion services for the person who is ill or other family members, transportation, 

housecleaning and home maintenance. 
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¶ Respite care. This is care provided when the person’s family or usual caretaker can’t or won’t care for the 

person. 

Hospital Inpatient Services 

Remind your health care provider  that prior authorization  is required for all hospital admissions.  

Inpatient care including room and board $300 copay per admission  

 

Inpatient physician visits No copay 

The Plan covers charges made by a hospital for room and board and other hospital services and supplies when 

you are confined as an inpatient.  Room and board charges are covered up to the hospital’s semi-private room 

rate. 

Room and board charges include: 

¶ Services of the hospital’s nursing staff 

¶ Admission fees 

¶ General and special diets 

¶ Sundries and supplies 

The Plan also covers other services and supplies provided during your inpatient stay, such as: 

¶ Ambulance services when the service is owned by the hospital 

¶ Physician and surgeon services 

¶ Operating and recovery rooms 

¶ Intensive or special care facilities 

¶ Administration of blood and blood derivatives, but not the cost of the blood or blood product 

¶ Radiation therapy, physical therapy and occupational therapy 

¶ Oxygen and oxygen therapy  

¶ X-rays, laboratory tests and diagnostic services 

¶ Medications 

¶ Social services planning 

 

Keep in Mind 

Room and board charges for a private room during your stay that exceed the hospital’s semi-private 

room rate are not covered unless a private room is medically necessary because of a contagious 

illness or a weak or compromised immune system.    
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Please refer to page 48 for information on the coverage of autologous (self-donated), donor-directed and donor-

designated blood processing costs for a scheduled procedure. 

Infertility Testing and Treatment 

Remind your health care provider that prior authorization  is required for infertility surgical services. 

Diagnosis and Treatment of the Medical Condition Causing Infertility 

The Plan covers the diagnosis and treatment of the underlying cause of infertility . 

Physician services $25 copay – PCP office visit ($35 copay if no PCP is 

designated) 

$40 copay – specialist office visit 

Outpatient facility No copay 
 

Coverage for the diagnosis and treatment of the underlying cause of infertility includes: 

¶ Initial evaluation, including history, physical exam and laboratory studies performed at an appropriate 

laboratory 

¶ Evaluation of ovulatory function 

¶ Ultrasound of ovaries at an appropriate participating radiology facility  

¶ Post-coital test  

¶ Hysterosalpingogram  

¶ Endometrial biopsy and 

¶ Hysteroscopy  

 

Call the Scripps Medical Plan Member Service Center (1-877-552-7247) before you receive the services 

listed above.  

 

Infertility Services 

The Plan covers additional infertility services when all the following tests are met: 

¶ The female partner has a condition that: 

ü Is a demonstrated cause of infertility, and 

ü Has been recognized by a gynecologist or infertility specialist, and 

ü Is not caused by voluntary sterilization or a hysterectomy  

 OR 
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¶ The male partner has a condition that: 

ü Is a demonstrated cause of infertility, and 

ü Has been recognized by a urologist or infertility specialist, and 

ü Is not caused by voluntary sterilization and/or a vasectomy 

¶ The procedures are performed on an outpatient basis 

¶ FSH levels are less than 19 miU on day 3 of the menstrual cycle 

¶ The woman can’t become pregnant through less costly treatment that is covered by the Plan 

If you meet these rules and your physician has diagnosed you as infertile , the Plan covers the following when 

performed on an outpatient basis and prior authorization has been obtained: 

¶ Ovulation induction, and 

¶ Artificial  insemination 

 

Physician services $25 copay – PCP office visit ($35 copay if no PCP is 

designated) 

$40 copay – specialist office visit 

Outpatient facility 50% of covered charges 

 

Remember 

Call the Scripps Medical Plan Member Service Center (1-877-552-7247) before you receive the services 

listed above.  

Infertility treatment requires prior authorization. 

 

Infertility Service Limits:  

Infertility  drugs and/or medications have a $7,500 lifetime maximum. 

The Plan does not cover: 

¶ Infertility services for couples in which one of the partners has had a previous sterilization procedure, with 

or without surgical reversal 

¶ Reversal of a sterilization procedure 

¶ Advanced reproductive therapies, including (but not limited to): 

ü In vitro fertilization (IVF) 

ü Zygote intrafallopian transfer (ZIFT) 
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ü Gamete intrafallopian transfer (GIFT) 

ü Cryopreserved embryo transfers 

ü Intracytoplasmic sperm injection (ICSI) or ovum microsurgery 

¶ Menotropins. These may be covered as a prescription drug expense. Refer to Prescription Drug Program 

starting on page 83 for more information about prescription drug coverage 

¶ Purchase of donor sperm 

¶ Storage of sperm 

¶ Purchase of donor eggs 

¶ Care of the donor required for donor egg retrievals or transfers 

¶ Cryopreservation or storage of cryopreserved eggs or embryos 

¶ Home ovulation prediction kits  

¶ Infertility services for covered females with FSH levels 19 or greater miU/ml on day 3 of the menstrual 

cycle 

¶ Infertility services that are not reasonably likely to be successful 

¶ Services received by a spouse or partner who is not covered by the Plan 

¶ Services and supplies obtained without the necessary prior authorization 

¶ Surrogate mother services – For any services or supplies provided to a person not covered under the plan in 

connection with a surrogate pregnancy (including, but not limited to, the bearing of a child by another 

woman for an infertile couple), or for charges related to a covered person acting as a surrogate or 

gestational carrier of a child for which the covered person does not intend to maintain legal custody. 

However, the plan will pay for all required ACA-identified preventive services (e.g., testing for gestational 

diabetes, breastfeeding support, supplies and counseling, etc.). 

¶ Services received by a Covered Person who is covered as a child. 

 

Infusion Therapy (Outpatient Chemotherapy, Dialysis and Hydration Therapy) 

Remind your health care provider that prior authorization is required for certain infusion drugs. See the 

Procedures Requiring Prior Authorization section on page 24 for more information.  

Infusion therapy is the intravenous or continuous administration of medications or solutions that are a part of your 

course of treatment.  

Home, physician’s office or outpatient facility No copay 

 
The Plan covers charges for the following outpatient infusion therapy services and supplies: 

¶ The pharmaceutical administered in connection with infusion therapy and any medical supplies, equipment 
and nursing services required to support the infusion therapy 

¶ Professional services 
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¶ Total parenteral nutrition (TPN) 

¶ Chemotherapy 

¶ Dialysis 

¶ Drug therapy (includes, but is not limited to, antibiotic and antivirals) 

¶ Pain management (narcotics), and 

¶ Hydration therapy (includes fluids, electrolytes and other additives) 

The Plan does not cover the following as part of the infusion therapy benefit: 

¶ Enteral nutrition, unless enteral feedings are the sole source of nutrition, prescribed by a physician, and 
administered through a feeding tube or other mechanical device. 

¶ Blood transfusions and blood products or 

¶ Insulin 

 

Maternity Care 

Prior authorization is not required for the first 48 hours of hospital confinement after a vaginal delivery or 96 hours 

after a cesarean delivery. Any days of confinement over these limits are subject to prior authorization. You, your 

doctor or other health care provider can request authorization by calling the number on your ID card. 

Women are encouraged to contact the Scripps Medical Plan Member Service Center at 1-877-552-7247 as soon as 

possible once they know they are pregnant. This enables the nurses to work with the treating physician to monitor 

for high risk pregnancy factors and to assist the mother in completing steps to assure that Plan benefits will be 

available for the newborn child. 

Refer to the Special Programs section of this SPD for information about the “Mommies 2-B” Program. 

Maternity care is covered as any other medical condition. Coverage includes: 

¶ Normal pregnancy 

¶ Complications of pregnancy 

Routine healthy newborn nursery and Physician charges while hospital confined which are billed to the covered 

member in conjunction with maternity charges will apply toward the Plan of the covered parent. If the newborn 

child is not enrolled in this Plan within 31 days of birth the enrollment will be considered a Late Enrollment and 

there will be no payment from the Plan and the parents will be responsible for all costs after the hospital discharge. 
 

If the baby is ill, suffers an injury, premature birth, congenital abnormality or requires care other than routine care, 

benefits will be provided on the same basis as for any other eligible expense, provided child is added to the plan 

within 31 days and coverage is in effect; however, the deductible or copay is waived. This will only apply to the 

dependent of the employee, spouse or registered domestic partner. 

 

Physician pre/post-natal services $40 copay 

(first visit only) 

Delivery, inpatient hospital and room and board  $300 copay per admission  
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Inpatient physician visits No copay 

 

The Plan covers prenatal, delivery and postnatal maternity care. For inpatient care of the mother and newborn child, 

benefits will be payable for a minimum of: 
 

¶ 48 hours after a vaginal delivery, or 

¶ 96 hours after a cesarean section. 

 

Refer to Womenôs Health Rights later in this section for information about  
the Newborns’ and Mothers’ Health Protection Act. 

 

Mental Health and Chemical Dependency Services  

Remind your health care provider  that prior authorization  is required for inpatient care and certain 

outpatient services refer to Section Two -  Prior Authorization Requirements. 

If you are enrolled in the Scripps Health EPO Medical Plan, your care must be provided by a provider in the 

Anthem Blue Cross Prudent Buyer PPO Network to be covered by the Plan. The EPO Medical Plan does not cover 

non-network care, except in an emergency. 

 

Inpatient hospital and room and board $300 copay per admission  

Inpatient physician visits No copay 

Outpatient care No copay 

Office Setting $25 copay per visit 

To be covered by the Plan, the care must be for: 

¶ The treatment of chemical dependency, or 

¶ The treatment of a mental disorder 
 

Inpatient Care 

The Plan covers hospital inpatient services when your condition requires services that are available only in an 

inpatient setting. Coverage includes: 

¶ Room and board charges, up to the facility’s semi-private room rate, and 

¶ Other necessary services and supplies 
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Treatment Facility 

The Plan covers inpatient care for chemical dependency in a treatment facility  such as an acute inpatient facility or 

a residential treatment center.  

Treatment of a mental disorder in an acute inpatient facility is covered.  

Partial Confinement 

The Plan covers charges made by a hospital or psychiatric hospital for partial confinement treatment through a 

day care or night care treatment program.  

Care is covered only if the condition requires treatment that is available only in a partial confinement treatment 

setting or if you would need inpatient care if you were not participating in this type of program. 

Outpatient Treatment 

The Plan also covers the treatment of chemical dependency and/or mental disorders on an outpatient basis. 

 

Nutrition Evaluation and Counseling 
 

Nutrition Evaluation and Counseling No copay 

Nutrition evaluation and counseling are covered when received from a network provider  and the diet is part of the 

medical management of: 

¶ A documented organic disease  

¶ Anorexia nervosa  

¶ Bulimia nervosa, or 

¶ Morbid obesity  

Nutrition evaluation and counseling are covered also for any members considering bariatric weight loss surgery.  

All other services for the purpose of diet control and weight reduction are not covered unless required by a 

specifically identified condition of disease etiology. 

The Plan covers up to six visits with no prior authorization. Prior authorization is required for any visits  

that exceed the six-visit maximum. 

Oral Surgery and Dental Services 

Remind your health care provider  that prior authorization  is required for inpatient hospital admissions, 

including any admission that involves oral surgery. You must also obtain prior authorization  for 

orthognathic surgery, bone grafts, and osteotomies. 

Oral Surgery   
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Outpatient surgery – physician’s office  $25 copay – PCP office visit ($35 copay – if no PCP is 

designated) 

$40 copay – specialist office visit 

Outpatient surgery – surgeon  No copay 

Outpatient hospital or ambulatory surgery center $200 copay per date of service 

Inpatient hospital and room and board $300 copay per admission  

Inpatient physician visits No copay 

The Plan covers treatment of accidental injury to natural teeth and oral surgery, including:   

Services of a physician or dentist for treatment of the following conditions of the teeth, mouth, jaws, jaw joints, or 

supporting tissues if medically necessary. 

¶ Surgery necessary to treat a fracture, dislocation or wound. 

¶ Surgery to cut out: 

ü Teeth partly or completely impacted in the bone of the jaw, 

ü Teeth that will not erupt through the gum, 

ü Other teeth that cannot be removed without cutting into bone, 

ü The roots of a tooth without removing the entire tooth,  

ü Cysts, tumors or other diseased tissues, or 

ü Excision of benign bony growths of the jaw and hard palate. 

¶ Surgery to cut into the gums and tissues of the mouth. This is covered only when not done in connection 

with the removal, replacement or repair of teeth.  

¶ Surgery necessary to alter the jaw, jaw joints or bite relationships by a cutting procedure when appliance 

therapy alone cannot result in functional improvement. 

¶ Dental implants and related services for members who are diagnosed with osteonecrosis of the jaw caused 

by the use of biphosphonates. Certification by a dentist or oral surgeon is required to establish: 

ü The diagnosis of osteonecrosis of the jaw caused by biphosphonates; and 

ü That dental implants and related services are necessary as a result of this diagnosis. 

¶ Non-surgical treatment of infections or diseases not related to the teeth.  

¶ Treatment of accidental injury to sound natural teeth or tissues of the mouth.  

¶ At the time of the accident, the teeth must have been free from decay (or in good repair) and firmly 

attached to the jaw bone. 

¶ The Plan’s coverage of dentures, bridgework, crowns and appliances is limited to: 

ü The first denture or fixed bridgework to replace lost teeth, 
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ü The first crown (cap) needed to repair each damaged tooth, and 

ü An in-mouth appliance used in the first course of orthodontic treatment after the injury. 

Except as described above to treat accidental injury, the Plan does not cover charges:  

¶ For in-mouth appliances, crowns, bridgework, dentures, tooth restorations, or any related fitting or 

adjustment services, whether or not the purpose of these services or supplies is to relieve pain  

¶ For root canal therapy  

¶ For routine tooth removal 

¶ To remove, repair, replace, restore or reposition teeth lost or damaged in the course of biting or chewing  

¶ To repair, replace or restore fillings, crowns, dentures or bridgework 

¶ For non-surgical periodontal treatment  

¶ For dental cleaning, in-mouth scaling, planing or scraping, or 

¶ For myofunctional therapy.  This is muscle training therapy or training to correct or control harmful habits  

The Plan covers deep sedation/general anesthesia and associated facility charges in conjunction  

with dental surgery or procedures performed by a dentist, oral surgeon or oral maxillofacial  

surgeon at the following locations: 

¶ a properly-equipped and staffed office 

¶ a hospital or outpatient surgery center 

For any of the following: 

¶ individuals age seven years or younger who have a level of anxiety that prevents good coping skills, those who 

are very young and do not understand how to cope in a cooperative fashion, or those requiring extensive dental 

treatment. 

¶ individuals who are severely psychologically impaired or developmentally disabled 

¶ individuals who have one or more significant medical comorbidities which:  

1. preclude the use of either local anesthesia or conscious sedation OR 

for which careful monitoring is required during and immediately following the planned procedure 

2. individuals in whom conscious sedation would be inadequate or contraindicated for any of the 

following procedures: 

ü removal of two or more impacted third molars 

ü removal or surgical exposure of one impacted maxillary canine 

ü surgical removal of two or more teeth involving more than one quadrant 

ü routine removal of six or more teeth 

ü full arch alveoplasty 
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ü periodontal flap surgery involving more than one quadrant 

ü apical excision of tooth-related lesion greater than 1.25 cm or ½ inch 

ü tooth-related radical resection or ostectomy with or without grafting 

ü placement or removal of two or more dental implants 

ü tooth transplantation or removal from maxillary sinus 

ü extraction with bulbous root and/or unusual difficulty or complications noted 

ü removal of exostosis involving two areas 

ü removal of torus mandibularis involving two areas 

 

Remind your health care provider that prior authorization is required. 
 

 

Organ and Tissue Transplants 

All organ and tissue transplant services require prior authorization . Transplant-related services must be 

provided at or arranged by a transplant facility designated and approved by the Plan. Contact the Scripps 

Medical Plan Member Service Center at 1-877-552-7247 for information about designated transplant 

facilities. 

Inpatient hospital and room and board $300 copay per admission  

Inpatient physician visits No copay 

Hospital, surgical and medical services given by a participating provider for the following human transplants are 

covered, provided they meet requirements for the specific transplant surgery: 

¶ Cornea (transplant must be performed at a Scripps Clinic Medical Group facility) 

¶ Heart 

¶ Heart/Lung 

¶ Kidney (transplant must be performed at a Scripps Clinic Medical Group facility) 

¶ Pancreas 

¶ Pancreas/Kidney (transplant must be performed at a Scripps Clinic Medical Group facility) 

¶ Simultaneous Pancreas/Kidney (transplant must be performed at a Scripps Clinic Medical Group facility) 

¶ Liver (must be performed at a Scripps Clinic Medical Group facility) 

¶ Lung (single or double) 

¶ Allogenic (donor) bone marrow transplants (see donor provisions below and on the following page) 

¶ Autologous bone marrow transplants (autologous stem cell and peripheral stem cell support) for the 

following conditions (transplant must be performed at a Scripps Clinic Medical Group facility):   
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ü Acute lymphocytic or non-lymphocytic leukemia 

ü Advanced Hodgkin's lymphoma 

ü Advanced non-Hodgkin's lymphoma 

ü Advanced neuroblastoma 

ü Breast cancer 

ü Multiple myeloma 

ü Epithelial ovarian cancer 

ü Testicular, mediastinal, retroperitoneal and ovarian germ cell tumors 

The Plan covers: 

¶ Evaluation 

¶ Compatibility testing of prospective organ donors who are family members 

¶ Recognized Charges for activating the donor search process with national registries 

¶ Recognized Charges for the direct costs of obtaining the organ. Direct costs include surgery to remove the 

organ, organ preservation and transportation, and the hospitalization of a live donor, provided that the 

expenses are not covered by the donor’s group or individual health plan 

¶ Physician or transplant team services for transplant expenses 

¶ Hospital inpatient and outpatient supplies and services, including: 

ü Physical, speech, and occupational therapy 

ü Biomedicals and immunosuppressants 

ü Home health care services and 

ü Home infusion services 

¶ Follow-up care 

 

Keep in Mind 

To ensure coverage, all transplant procedures require prior authorization. Refer to Section Two ï Prior 

Authorization for more information about the prior authorization process.  

In order to be considered as covered services, the transplant and the transplant-related services and supplies must 

meet all of the following requirements: 

¶ All organ and tissue transplant services require prior authorization 

¶ All transplant-related services must be provided at or arranged by a transplant facility designated and 

approved by the Plan. Contact the Scripps Medical Plan Member Service Center at 1-877-552-7247 for 

information about designated transplant facilities 

¶ The transplant must be necessary and appropriate for the member's medical condition 
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¶ The transplant must not be experimental or investigational for the member's condition 

 

Organ Donors 

The following rules apply to coverage for organ donors: 

¶ When both the recipient and the donor are covered by the Plan, each is entitled to the benefits of this Plan 

¶ When only the recipient is covered by the Plan, both the donor and the recipient are entitled to the benefits 

of this Plan related to the organ donation, but such donor benefits are limited to those not available from 

any other source to which the donor may have access. Benefits for the donor will be charged against the 

recipient’s coverage under this Plan 

¶ When the donor is covered by the Plan, but the recipient is not, the Plan does not cover any services and 

supplies provided to the donor 

¶ If any organ or tissue is sold rather than donated to a recipient covered by this Plan, no expenses will be 

payable  

As part of the transplant benefit, the Plan does not cover: 

¶ Services and supplies provided to a donor when the recipient is not covered by this Plan 

¶ Outpatient drugs, including biomedicals and immunosuppressants, except as provided on the previous page 

¶ Home infusion therapy after a transplant  

¶ Harvesting or storage of organs without the expectation of an immediate transplant for an existing illness  

¶ Harvesting or storage of bone marrow, tissue, or stem cells without the expectation of a transplant to treat 

an existing illness within 12 months, or 

¶ A pancreas transplant that is not performed in conjunction with a kidney transplant, or which is performed 

after the covered person has received a kidney transplant 

If you need a transplant, you or your physician should contact Scripps Medical Plan Member Service Center
 
at  

1-877-552-7247. A nurse case manager will provide the support and help you and your physician need to make 

informed decisions about your care.  

Transplant Lodging Benefit  

The Plan includes a transplant lodging benefit. When the Plan approves a transplant at a facility more than 75 miles 

from the Scripps Clinic Medical Group Corporate office, the Plan provides a lodging allowance for one 

companion, up to a maximum of $100 per night, for no more than 20 nights per transplant.  

Coverage for lodging expenses ends on the earliest of the following: 

¶ One year after the day a covered procedure was performed, or 

¶ On the date you cease to receive any services from the program provider in connection with the covered 

procedure, or 

¶ On the date your coverage terminates under the Plan 
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Keep in Mind 

Lodging expenses must be approved in advance.  

 

Orthotics (Podiatric Foot Orthotics and Appliances) 

Custom orthotics and foot appliances No copay 

The Plan covers the cost, initial placement, fitting and repair of custom orthotics and podiatric (foot) appliances 

when medically necessary. Coverage is limited to: 

¶ One pair of custom foot orthotics every 24 months, and  

¶ Replacements of orthotic appliances for children through age 17 when due to natural growth 

You must have symptoms associated with a particular foot condition. For example: 

¶ Adults:  acute plantar fasciitis, calcaneal spurs, calcaneal bursitis, neurologically impaired feet, 

inflammatory conditions, acute sport-related injuries, musculoskeletal and arthropathic deformities, 

vascular conditions or conditions related to diabetes   

¶ Children:  torsional conditions, structural deformities, hallux valgus deformities, in-toe or out-toe gait or 

musculoskeletal weakness   

Custom orthotics and foot appliances should not be considered first-line therapy. Foot orthotics are covered when 

you have failed to respond to a course of appropriate conservative treatment (for example: physical therapy, 

injections, strapping, anti-inflammatory medications, over-the-counter orthotics).  

The Plan does not cover over-the-counter foot orthotics. 

 

Outpatient Laboratory Diagnostic Services 

Diagnostic services in hospital outpatient department or 

independent lab 

No copay 

 

The Plan covers necessary laboratory services and pathology tests to diagnose an illness or injury.  

Breast and Ovarian Cancer (BRCA) Testing 

BRCA testing is molecular susceptibility testing for breast and ovarian cancer. BRCA testing is considered 

medically necessary for women who are in high risk categories. BRCA testing requires prior authorization. 

 

Outpatient Radiology Services 
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Covered services must be performed at a Scripps Imaging Center facility except basic x-rays performed in a 

physician’s office, OB ultra-sounds performed in a physician’s office, pediatric services, and services for Covered 

Persons enrolled on the Out-of-Area Plan.  For a list of Scripps Imaging Center locations, please visit 

www.myscrippshealthplan.com or contact the Scripps Imaging Center at 888-440-7882. 

 

Physician’s office or outpatient facility – CT scan, 

Magnetic Resonance Imaging (MRI) and PET scan  

$150 copay per date of service; $450 copay maximum 

per calendar year 

Physician’s office or outpatient facility – all other 

radiology 

No copay 

 

 

The Plan covers necessary services to diagnose an illness or injury, including:  

¶ Angiograms 0 Magnetic Resonance Imaging (MRI) 

¶ Angioplasty 0 Myelograms 

¶ Bone Density 0 Nuclear Medicine 

¶ CT scans 0 PET scans 

¶ Discograms 0 Radiation Therapy 

¶ Embolization 0 Ultrasound 

¶ Mammography 

 

Outpatient Surgery: Hospital-Based or Free-Standing Facility 

Remind your health care provider  that prior authorization  is required for some types of surgery, whether 

inpatient or outpatient. Refer to Section Two -  Procedures Requiring Prior authorization for more information. 

Physician’s office                                         No copay 

Outpatient surgery – surgeon                                         No copay 

Outpatient hospital or 

ambulatory surgery center 

                                       $200 copay per date of service 

 

The Plan covers outpatient surgery in: 

¶ The office-based surgical facility of a physician or dentist 

¶ A surgery center, or  

¶ The outpatient department of a hospital  

The Plan covers the following outpatient surgery expenses: 

 
¶ Services and supplies provided by the hospital, surgery center or office-based surgical facility on the day of 

the procedure, and 

¶ The operating physician’s services for performing the procedure, related pre- and post-operative care and 
the administration of anesthesia 

http://www.myscrippshealthplan.com/
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The Plan does not cover the services of a physician who renders technical assistance to the operating physician. 

 

 

Physician Services 
 

Office visit: PCP*  $25 copay – PCP office visit ($35 copay if no PCP is 

designated) 

Office visit – specialist* $40 copay per visit 

Note: Member cost sharing will be waived for medically necessary screening and testing of COVID-19 (coronavirus). 

*  Different copays apply to routine physical exams and well-child care. Refer to Health Maintenance and Preventive 

Services in this Schedule of Benefits for more information. 

The Plan covers: 

¶ Office visits to a Primary Care Physician (PCP). A PCP is a general practitioner, family practitioner, 

pediatrician, obstetrician/gynecologist or internist 

¶ Specialist office visits 

¶ Professional fees associated with diagnostic laboratory and X-ray, chemotherapy and radiation therapy  

¶ Surgery charges are limited as follows:  

ü When performed during a single operative session for bilateral procedures or for procedures performed 

through different incisions, benefits will be available for the first procedure and one-half of the second 

and subsequent procedures 

ü If more than two surgical procedures are performed during a single operative session, the Plan will 

individually review the circumstances to determine whether any additional benefits are available. 

Incidental surgeries are not covered 

 

Prescription Drugs (Outpatient) 

See Section B at the end of this Schedule of Benefits for more information about the Prescription Drug Program. 

Prescription Drugs  

Retail (up to a 30-day supply)  

Generic $15 copay 

High Cost Generic $40 copay 

Preferred Formulary $40 copay 

Non-Preferred Formulary $70 copay 

Prescription Drugs  
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Mail order (up to a 90-day supply)  

Generic $30 copay 

High Cost Generic $100 copay 

Preferred Formulary $100 copay 

Non-Preferred Formulary $210 copay 

Choice90 (up to a 90-day retail supply at select retail           

pharmacies) 

 

Generic $30 copay 

High Cost Generic $100 copay 

Preferred Formulary $100 copay 

Non-Preferred Formulary $210 copay 

Specialty Drugs (up to a 30-day supply) for members 

living and working outside of San Diego County 

 

30% coinsurance per prescription   

Minimum copay  $100 per prescription 

Maximum copay $200 per prescription 

Specialty Drugs (up to a 30-day supply) for members 

living or working in San Diego County that have access 

to Care Partner and choose to fill at retail 

30% coinsurance per prescription   

Minimum copay  $100 per prescription 

Maximum copay $300 per prescription 

Diabetic Supplies No copay 

Diabetic Medications Applicable Generic, Preferred Formulary or Non-

Preferred Formulary copay 

 
To be covered, prescription drugs must be: 

¶ Approved by the U.S. Food and Drug Administration (FDA) as requiring a prescription and FDA approved 

for the condition, dose, route, duration, and frequency, if prescribed by a physician or other health care 

provider authorized by law to prescribe them 

¶ Prescribed by a qualified health care provider 

Prescription drug coverage includes: 

¶ Insulin and oral contraceptives  

¶ Prescriptions written by dental providers for employees and dependents enrolled in Scripps Clinic Medical 

Group Medical Plan 

If you or your physician requests a brand-name drug when a lower-cost generic drug is available, you will be 

required to pay the difference in price, plus the applicable copay. You can ask your pharmacist or physician if a 

certain drug is a brand name or generic drug, or you can visit the prescription drugs section of 

www.MyScrippsHealthPlan.com. These additional amounts will not apply to your annual out-of-pocket 

maximum. 

http://www.myscrippshealthplan.com/
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If you fill your prescription at a non-network pharmacy, you must pay 100% of the drug cost at the time of 

purchase and submit a claim form for reimbursement. Reimbursement will be at the negotiated retail rate after your 

copay. 

In addition, it is the Plan Administrator’s intent to comply with federal law regarding preventive care benefits under 

the Patient Protection and Affordable Care Act. All prescriptions which qualify for the preventive care benefit, as 

defined by the appropriate federal regulatory agencies, and which are provided by a network-participating 

pharmacy, will be covered at 100% with no deductible or coinsurance required. 

 

 

Prosthetics 

Remind your health care provider that prior authorizatio n is required for limb prosthetics. 

A prosthetic device is a medical device that replaces all or a part of an internal body organ or an external body part 

that was lost or impaired as the result of disease or injury. 

Prosthetics You pay $300 deductible* each calendar year, then Plan 

pays 100% 

*  Under the  Scripps Health EPO Plan, the deductible is combined for durable medical equipment and prosthetic devices. 

This combined deductible is waived for supplies needed to use or operate covered durable medical equipment or 

prosthetic devices.  

The Plan covers internal prosthetics, including (but not limited to) the following, when necessary and surgically 

implanted: 

¶ Electronic heart pacemakers, intraocular lenses and joints, and 

¶ Post-operative breast prostheses following a mastectomy. See Reconstructive Surgery and Womenôs Health 

Rights for more information 

The Plan covers external prosthetics when necessary, including: 

¶ Artificial lim bs or eyes  

¶ Breast prostheses following a mastectomy, and 

¶ Wigs prescribed by a physician as a prosthetic for hair loss due to injury, disease, or treatment of a disease, 

up to $150 per member, per calendar year 

Repairs of prosthetic devices are covered when the repair will cost less than the cost of replacing the device. 

Replacements are covered when: 

¶ The device cannot be repaired, or 

¶ The patient’s physician recommends replacement because of a change in the patient’s condition 
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Reconstructive Surgery 

Remind your health care provider that prior authorization  is required for reconstructive surgery that may 

be considered cosmetic. 

Physician office visit  $25 copay – PCP office visit ($35 copay if no PCP is 

designated) 

$40 copay – specialist office visit 

 

 

Outpatient surgery - surgeon No copay 

Outpatient hospital or ambulatory surgery center $200 copay per date of service 

Inpatient hospital and room and board $300 copay per admission  

Inpatient physician visits No copay 

 

The Plan covers reconstructive and cosmetic surgery if the surgery is needed: 

¶ To repair an accidental injury that happens while you are covered by the Plan.  

¶ To correct a severe anatomical defect present at birth if: 

ü The defect has caused severe facial disfigurement or significant functional impairment  

¶ To improve function when the treatment of an illness has resulted in severe facial disfigurement or 

significant functional impairment of a body part 

¶ As part of reconstruction following a mastectomy. Coverage includes: 

ü Reconstruction of the breast on which a mastectomy has been performed  

ü Surgery and reconstruction of the other breast to create a symmetrical (balanced) appearance 

ü Prostheses, including one external breast prosthesis every two years (per diseased breast) and two post-

mastectomy bras every six months (up to four per calendar year), and 

ü Treatment of physical complications of all stages of mastectomy, including lymphedemas  

¶ To implant or attach a covered prosthetic device 

 

Rehabilitation Services (Outpatient Therapy) 
 

Short Term Therapy   

Physical, occupational and speech therapy $30 copay per visit 
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Brain rehabilitation program $30 copay per date of service 

Cardiac rehabilitation $30 copay per visit 

Pulmonary rehabilitation $30 copay per visit 

Prior authorization to determine medical necessity is required prior to speech therapy services or brain 

rehabilitation programs 

 Prior authorization to determine medical necessity is required after 24 combined visits for physical and 

occupations therapies. 

The Plan covers short-term, outpatient rehabilitation therapy to improve a body function lost as the result of an 

illness or injury. The treatment must be provided by a:  

¶ Physician 

¶ Licensed or certified physical, occupational or speech therapist 

Covered expenses include:  

¶ Physical therapy, occupational therapy and speech therapy. The treatment should be expected to result in 

significant improvement of the condition within 60 days of the start of treatment and must be part of a 

written treatment plan. The Plan limits benefits for all rehabilitation therapy to the maximum number of 

visits shown on the previous page.   

¶ Cardiac rehabilitation following angioplasty, cardiovascular surgery, congestive heart failure or myocardial 

infarction. Treatment must be recommended by your physician and follow a treatment plan.  

¶ Pulmonary rehabilitation for the treatment of reversible pulmonary disease.  

¶ Cognitive therapy associated with physical rehabilitation when: 

ü The cognitive deficits are the result of neurologic impairment due to trauma, stroke or encephalopathy, 

and 

ü The therapy is part of a written treatment plan intended to restore previous cognitive function 

The Plan’s coverage of outpatient short-term rehabilitation does not include: 

¶ Care provided by the patient’s family member  

¶ Treatment for delays in speech development not resulting from disease, injury or congenital defect, unless 

required by law, or 

¶ Special speech education, including sign language lessons  

Keep in mind 
 

In California the Department of Developmental Services (http://www.dds.ca.gov/RC/RCList.cfm), 
through its Regional Centers, provides early intervention services for children under age three, 
including: 

http://www.dds.ca.gov/RC/RCList.cfm
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ü Occupational Therapy 

ü Physical Therapy 

ü Psychological Services 

ü Social Work/ Service Coordination 

ü Speech & Language Therapy 

Children ages 3 through 21 who have an Individual Education Plan (IEP) through their local public 

school district, may be eligible for district-provided Occupational Therapy and Speech & Language 

Therapy. 

 

Skilled Nursing Facility (SNF) 

Remind your health care provider  that prior authorization  is required. 

Inpatient care  

up to 100 days per calendar year 

No copay 

The Plan covers charges made by a skilled nursing facility during an inpatient stay, up to the maximum shown 

above, including: 

¶ Room and board charges, up to the semi-private room rate. The Plan covers up to the private room rate 

if it is appropriate because of an infectious illness or a weak or compromised immune system 

¶ General nursing services 

You must meet all the following conditions: 

¶ The skilled nursing facility admission will take the place of an admission to, or continued stay in, a hospital 

¶ There is a reasonable expectation that your condition will improve sufficiently to permit discharge to your 

home within a reasonable amount of time, and 

¶ The illness or injury is severe enough to require constant or frequent skilled nursing care on a 24-hour basis  

 

Tele-Health Consultation 

Scripps Custom Network Providers: 

 

Mental Health and Chemical Dependency Services 

 

 

$25 copay 

Physician services $25 copay – PCP office visit ($35 copay if no PCP is 

designated) 

$40 copay – specialist office visit 

Rehabilitation Services (Outpatient Therapy)* $30 copay per visit 
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Note: Member cost sharing will be waived for medically necessary screening and testing of COVID-19 

(coronavirus). 

 

*See Rehabilitation Services (Outpatient Therapy) for specific limitations. 

 

Doctor on Demand Providers: 

 

Medical and Behavioral Health Consultation 

 

 

$15 copay per consultation  

 
Note: Member cost sharing will be waived for medically necessary screening and testing of COVID-19 

(coronavirus). 

 
The Plan covers video visits on your smartphone, tablet or computer with board-certified physicians and licensed 

psychologists, through the Doctor on Demand network.     

It’s fast and easy to register: 

¶ Download the app on iTunes or Google Play, or visit doctorondemand.com 

¶ When prompted enter Scripps Clinic Medical Group as your employer, and then enter your health plan 

member ID 

Covered services include (but are not limited to): 

¶ Coughs, Colds & Sore Throats 

¶ Pediatric Issues 

¶ Nausea & Diarrhea 

¶ Rashes & Skin Issues 

¶ Sports Injuries 

¶ Behavioral Health 

 

Prescription copays will apply to any medications prescribed by a physician during a consultation. 

Temporomandibular Joint Syndrome/Dysfunction (TMJ) Services 

Remind your health care provider  that prior authorization  is required for TMJ surgery. 

Outpatient care – physician’s services  $25 copay – PCP office visit ($35 copay if no PCP is 

designated) 

$40 copay – specialist office visit 

Outpatient surgery - surgeon No copay 

Outpatient hospital or ambulatory surgery center $200 copay per date of service 

Inpatient hospital and room and board $300 copay per admission  
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Inpatient physician visits No copay 

The Plan covers treatment of TMJ disorder, including exams, X-rays, injections, anesthetics, physical therapy and 

oral surgery. The Plan does not cover appliances used to treat TMJ disorder, or procedures and/or restoration 

services that would have been necessary in the absence of the TMJ disorder.   

 

If you and your physician are considering surgery for a TMJ disorder, you are encouraged to contact  

the Scripps Medical Plan Member Service Center before the surgery is performed.  

Claims for surgical treatment of TMJ disorder performed in a hospital or ambulatory surgical facility 

require prior authorization.   

Refer to Oral Surgery in this Schedule of Benefits for more information about coverage for oral surgery. 

 

Transgender Services 

Remind your health care provider that prior authorization  is required for all medical-surgical inpatient 

care, including surgical and non-surgical hospital confinements. 

  EPO Plan 

Inpatient hospital and room and board $300 copay per admission  

Inpatient physician visits No copay 

Outpatient hospital or ambulatory surgery center $200 copay per date of service 

 

Outpatient surgery – surgeon No copay 

Outpatient facility No copay 

Mental Health  - office setting $25 copay visit 

Physician services $25 copay – PCP office visit ($35 copay if no PCP is 

designated) 

$40 copay – specialist office visit 

 

Services and supplies provided in connection with gender transition will be covered, when you have been 

diagnosed with gender identity disorder or gender dysphoria by a physician. This coverage is provided according to 

the terms and conditions of the Plan that apply to all other covered medical conditions, including medical necessity 

requirements, utilization management, and exclusions (e.g. cosmetic services). 

Coverage includes medically necessary services related to gender transition such as: 

¶ Transgender surgery (also known as gender reassignment surgery); 
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¶ Continuous hormone replacement therapy (hormones of the desired gender); 

¶ Laboratory testing to monitor the safety of continuous hormone therapy; 

¶ Diagnosis of, and psychotherapy for, gender identity disorders/dysphoria and associated co-morbid 

psychiatric diagnoses. 

Coverage is provided and payable according to the Plan benefits that applies to that specific service. For example, 

transgender surgery, if medically necessary and meeting the guidelines of the Plan, would be covered on the same 

basis as any other covered, medically necessary surgery; hormone therapy would be covered under the plan’s 

prescription drug benefits; psychotherapy would be covered under the mental health benefit. If coverage for a 

specific service, such as face lift is not included, the service will not be covered. 

Not all charges are eligible. For example, services that are not medically necessary and or services considered 

cosmetic are excluded. Examples of cosmetic services or non-covered expenses include, but are not limited to: 

 

1. Blepharoplasty 

2. Breast augmentation 

3. Breast implants 

4. Drugs for hair loss or hair growth 

5. Drugs for sexual performance or cosmetic purposes 

6. Facial bone reconstruction 

7. Face Lift 

8. Hair removal/hairplasty 

9. Liposuction 

10. Lip reduction/enhancement 

11. Puberty suppression therapy 

12. Rhinoplasty 

13. Sperm or gamete procurement for future infertility or storage of sperm, gametes or embryos 

14. Treatment received outside the United States 

15. Transportation, meals, lodging or similar expenses 

16. Voice therapy and voice modification surgery 

Prior authorization is required for all medical-surgical inpatient care, including surgical and non-surgical hospital 

confinements. 
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Urgent Care 
 

Treatment of an urgent medical condition in an urgent 

care facility 

$50 copay per visit 

Non-urgent use of an urgent care facility $50 copay per visit 

 

Note: Member cost sharing will be waived for medically necessary screening and testing of COVID-19 

(coronavirus). 

The Plan covers the services of an urgent care provider to evaluate and treat an urgent condition. Urgent care 

providers are physician-staffed facilities offering unscheduled medical services.   

Urgent care services are provided for the care of a medical condition that requires medical attention, but a brief 

time lapse before care is obtained does not endanger life or permanent health. 

Urgent care centers are a convenient alternative to hospital emergency rooms for conditions such as (but not limited 

to) minor sprains, fractures, pain, heat exhaustion and breathing difficulties that require prompt medical attention, 

but do not pose an immediate, serious health threat.  

For a medical emergency, see Emergency Medical Services in this Schedule.  

 

Womenôs Health Rights 

Federal law affects how certain health conditions are covered by the Plan. Your rights under these laws are 

described here.  

The Newbornsô and Mothersô Health Protection Act 

Maternity hospital stays under the Plan will be covered for a minimum of 48 hours following a vaginal delivery, or 

96 hours for a cesarean section delivery. These minimums are set by a federal law called The Newborns’ and 

Mothers’ Protection Act. However, the Plan may pay for a shorter stay if the attending provider (physician, nurse 

midwife or physician’s assistant) discharges the mother or newborn earlier, after consulting with the mother; see 

Maternity Care for details.  

Other provisions of this law: 

¶ The level of benefits for any portion of the hospital stay that extends beyond 48 hours (or 96 hours) cannot 

be less favorable to the mother or newborn than the earlier portion of the stay 

¶ The Plan cannot require prior authorization for a stay of up to 48 or 96 hours, as described on the previous 

page. Stays beyond those times must be precertified; see Prior Authorization for details  
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The Womenôs Health and Cancer Rights Act 

When a covered woman decides to have reconstructive surgery after a medically necessary mastectomy, the 

Women’s Health and Cancer Rights Act requires the Plan to cover these procedures:  

¶ Reconstruction of the breast on which a mastectomy has been performed  

¶ Surgery and reconstruction of the other breast to create a symmetrical (balanced) appearance, 

¶ Prostheses and 

¶ Treatment of physical complications of all stages of mastectomy, including lymphedemas  

This coverage will be provided in consultation with the attending physician and the patient 

For answers to questions about the Plan’s coverage of mastectomies and reconstructive surgery,  

call the Scripps Medical Plan Member Service Center at the number on your ID card.  
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B.  Prescription Drug Program  
By enrolling in the Scripps Clinic Medical Group Medical Plan, you are automatically enrolled in the Prescription 

Drug Program. The Program is administered by MedImpact. MedImpact maintains contracts with pharmacies 

(called network pharmacies) that extend a discount when medications are purchased there. The Prescription Drug 

Program offers you the flexibility to purchase your medications either at a retail network pharmacy or through the 

prescription mail order service. 

How the Program Works 

You have three ways to purchase your medications through the Prescription Drug Program: 

¶ Prescription drugs that you take for a short time or need right away, you should have filled at a 

network pharmacy. Present your ID card and pay the appropriate copay for up to a 30-day (1 month) 

supply of your prescription. The pharmacy network includes most major drug and grocery stores and 

several smaller, independent pharmacies. Please visit the prescription drugs section of 

www.MyScrippsHealthPlan.com to find a network pharmacy near you. 

¶ Prescription drugs that you take on an ongoing or ñmaintenanceò basis (drugs that your physician 

prescribes for use on a regular basis for chronic conditions, such as diabetes, high blood pressure, asthma, 

ulcers or high cholesterol) - you can receive up to a 90-day (3 month) supply of that medication mailed to 

your home through the mail order program.   

¶ You can also receive up to a 90-day supply of these maintenance medications at select retail Choice90 

pharmacies. Please visit the prescription drugs section of www.MyScrippsHealthPlan.com to access 

MedImpact’s member portal to find a network pharmacy near you.  

There are restrictions under the 90-day (3 months) retail pharmacy. If you are filling a new prescription or one that 

has not been filled in over six months, it is recommended you fill a 30-day (1 month) supply at first. Once you and 

your physician are comfortable with this drug, you may order a 90-day (3 months) prescription of this drug from 

the pharmacy and receive the 90-day (3 months) prescription for the copay shown in the Schedule of Benefits.   

Specialty Medications 

Specialty medications provide highly sophisticated treatment for patients with rare or chronic conditions. You can 

receive up to a 30-day supply of medication through the specialty mail service provider or the Mercy Care Partner 

Program. For additional information regarding the Mercy Care Partner Program see page 85. 

Copays for certain specialty medications may be set higher than the standard copayment for specialty drugs in order 

to benefit from maximum coupon assistance from manufacturer programs to help reduce your pharmacy costs. 

Your actual copayment will be adjusted to your regular specialty medication copayment so your actual out-of-

pocket amount will remain the same or lower. 
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Generic, High Cost Generic, Preferred Brand and Non-Preferred Brand-Name 
Drugs 

Your copays are typically lower if you use generic drugs. The generic name of a drug is its chemical name. High 

cost generics have relevant alternatives and cost more than $50.  A brand name is the trade name that a particular 

pharmaceutical Company uses for a drug. By law, generic and brand-name drugs must meet the same standards 

for safety, purity, strength and effectiveness. 

Non-preferred drugs are brand-name drugs that are not on the Scripps Preferred Drug List. 

The amount of your copay depends on whether the prescribed drug is a generic, high cost generic, preferred brand 

or non-preferred brand medication. If you or your physician requests a brand-name drug when a lower-cost generic 

equivalent is available, you will be required to pay the difference in price, plus the applicable copay. These 

additional amounts will not apply to your annual out-of-pocket maximum. You can ask your pharmacist or health 

care provider if a certain drug is a brand name or generic drug or contact MedImpact. MedImpact can also provide 

you with preferred brand or generic alternatives that you can discuss with your provider. 

Certain drugs require prior authorization or have quantity limitations. Please refer to the Prescription Drugs section 

on www.MyScrippsHealthPlan.com to search the formulary, view prior-authorization and quantity limit 

restrictions, and check copayments.  

Using The Pharmacy Network 

When you need to fill a prescription, go to a network pharmacy and show the pharmacist your ID card. You will not 

have to complete any forms.  

Please note that all network pharmacies may not participate in the Choice90 retail network.  Please refer to the 

prescription drugs section of www.MyScrippsHealthPlan.com to access MedImpact’s member portal for network 

pharmacy locations and additional information about MedImpact and the Scripps Clinic Medical Group pharmacy 

program. 

If you fill your prescription at a non-network pharmacy, you must pay 100% of the drug cost at the time of 

purchase and submit a claim form for reimbursement. Reimbursement will be at the negotiated retail rate after your 

applicable copay, which may be different than your actual cost. 

Using The Mail-Order Program 

Let your physician know that your benefit includes a mail order feature that allows you to receive most 

maintenance medications in up to a 90-day supply, with 3 refills (for up to a one year supply). 

Scripps Clinic Medical Group members can bring their original prescription to: Scripps Ambulatory Pharmacy – 

Mercy San Diego  

 

Phone: 858.964.1013 

Fax: 619.686.3932 

Mail: 4060 Fourth Avenue, Suite 110 San Diego, CA 92103 

Hours: Monday-Friday, 9 a.m. - 5:30 p.m. 
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For questions, please email ScrippsAmbRx@scrippshealth.org or call the Scripps Ambulatory Pharmacy.  

Step Therapy Program 

Step therapy is a clinical tool used in your prescription benefit to promote the use of safe, effective and clinically 

appropriate medications. 

 

Step therapy programs require that patients try a first line alternative medication that is safe and equally effective 

before a second line medication is allowed to be paid through the patient’s group health plan coverage. If a patient 

chooses the first line medication option, the patient may benefit by having a lower copay. The employer may also 

benefit because the overall cost of the medication is usually lower than the second line medication option. 

How does Step Therapy work? 

When filling prescriptions for patients, the pharmacist runs the prescription through the system. If the patient’s six 

month history shows that the first line drug was previously dispensed, then the second line or higher cost 

medication can be dispensed. However, if there is no record of a first line drug being dispensed previously, then the 

patient must try the generic first or go through the prior authorization process. Prior authorization is a process 

where the doctor submits a medication request form stating the reason why the patient must have the second line or 

higher cost drug filled at the pharmacy, without going through the step therapy process. 

 

Step therapy and prior authorization are clinical tools that balance patient access to appropriate medications, 

appropriate medication utilization, and cost savings for the patient and for the employer. 

 

Not all medications are included in the step therapy program. For specific information on your prescription benefit, 

please visit www.MyScrippsHealthPlan.com under the Prescription Drugs menu. 

 

Mercy  Care Partner Program  
 

The Care Partner program allows Scripps Clinic Medical Group Medical Plan and its members to take advantage of 

cost savings by accessing discounted medications through Scripps Ambulatory Pharmacy. 

 

MedImpact, your pharmacy benefits administrator, will identify eligible members based on criteria developed 

around certain drug types. Members meeting criteria for Care Partner will be required to meet with a Care Partner 

coordinator to discuss the program and its benefits. 

 

Participation in Care Partner after this meeting is voluntary. Identification of eligible members is handled by 

MedImpact and participation in the program is completely confidential. 

  

The Care Partner program is an important enhancement to the prescription drug benefits available for Scripps 

Clinic Medical Group Medical Plan members. 

 

For additional information on the Care Partner Program visit www.MyScrippsHealthPlan.com under the 

Prescription Drugs menu or contact a Care Partner coordinator at 619-849-4397 or email 

MercyCarePartnerProgram@scrippshealth.org 

 

mailto:ScrippsAmbRx@scrippshealth.org
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What the Prescription Drug Program Does Not Cover 
 

The Prescription Drug Program does not cover: 

 

¶ Anabolic steroids (except Oxandrolone <e.g. Oxandrin>) 

¶ Anti-obesity medications 

¶ Anti-wrinkle agents (except Tretinoin topical for individuals through age 25 years) 

¶ Charges for the administration or injection of any drug 

¶ Cosmetic hair removal products 

¶ DESI drugs: Drugs determined by the Food & Drug Administration as lacking substantial evidence of 

effectiveness 

¶ Drugs requiring a prescription by state law but not by federal law (state controlled) 

¶ Experimental drugs, as determined by the Plan, or drugs labeled for investigational use 

¶ Fluoride supplements (except for sodium fluoride chewable tablets for covered members through age 6) 

¶ Hair growth stimulants 

¶ Immunization agents, blood or blood plasma 

¶ Infertility drugs and/or medications have a $7,500 lifetime maximum 

¶ Over-the-counter medications 

¶ Pigmenting/de-pigmenting agents (except for Aminolevulinic acid hcl <e.g. Levulan>, Methoxsalen <e.g. 

Oxsoralen> and Nitrocellulose <e.g. New Skin Aerosol Spray>) 

¶ Prescription drugs or supplies received for a work-related injury or sickness, if entitled to benefits under 

any workers’ compensation, occupational disease or similar law(s) 

¶ Therapeutic devices or appliances unless listed as covered 

¶ Vitamins not specifically listed as covered 

Special Restrictions 

State laws that place restrictions on the filling of prescription drugs apply to mail order companies as well as 

pharmacies. The laws of the state from which the drugs are dispensed will apply. Certain controlled substances are 

limited in the amount that can be supplied at any one time - you might be unable to get a 90-day supply. In these 

cases, you will be given no more than the amount legally allowed. Your copay will cover only the supply that can 

legally be sent at any one time. 

Member Appeal Process (for Prescriptions) 

MedImpact processes appeal requests in accordance with its appeal policies and procedures, and in accordance with 

applicable state and/or federal statutes and regulations. MedImpact’s appeal process consists of two levels of appeal 

for Clinical Appeals and a single level of appeal for Administrative Appeals. The appeal process also provides for 
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expedited review of Clinical Appeals and Administrative Appeals, as appropriate. A post-service appeal request is 

not considered urgent and is not processed as an expedited appeal. 

You or your authorized representative may initiate an oral appeal by calling 1-800-788-2949. You may submit an 

appeal in writing to the following address: 

MedImpact Healthcare Systems, Inc. 

10680 Treena Street, 5
th
 Floor 

San Diego, CA 92131-2446 

Attn: Appeals Coordinator 

An Appeal Form is available .You may choose to complete this form and submit it to MedImpact to initiate an 

appeal. 

All clinical appeal requests are reviewed by a Clinical Pharmacist Reviewer using appropriate medical criteria and 

clinical guidelines. The Clinical Pharmacist Reviewer must not have been involved in the initial determination and 

is not the subordinate of the individual who made the initial decision. MedImpact may also utilize Clinical Peers 

from a URAC-accredited contracted Independent Review Organization (IRO) to review clinical appeals and/or to 

provide additional or supporting medical review expertise. All denials of clinical appeals are rendered by a Clinical 

Pharmacist Reviewer/Clinical Peer.   

You (or your authorized representative) are required to exhaust the first level of the Clinical Appeal process and 

Administrative Appeal process offered by MedImpact, prior to pursuing an external independent review or legal 

action under Section 502(a) of the Employment Retirement Income Security Act of 1974 (ERISA) for the appeal 

decision, as applicable. 

Specific appeal processing requirements are indicated below: Once a member submits an oral or written clinical 

appeal to MedImpact, receipt of the request is confirmed within 5 days and the decision is sent within 15 days. For 

expedited reviews, a decision is provided within 72 hours. For all initial appeals, MedImpact must obtain the 

agreement of the Plan’s Medical Director prior to a denial determination. 

If this first level appeal is reviewed by both a MedImpact clinical pharmacist and the Plan’s Medical Director and is 

denied, the member has the option to request a second-level appeal, which is reviewed by an external independent 

review organization for a final decision. MedImpact will provide you with information about your right to an 

external appeal. 
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Exclusions and Limitations 

A.  What Is Not Covered by the Plan 
The Plan does not cover all medical expenses. Certain expenses are excluded. This section contains a general list of 

charges that are not covered by the Plan. These excluded charges will not be considered when benefits are 

calculated. You can find more information about what the Plan does not cover in Section Three, which describes 

limitations and exclusions for specific types of health care expenses. Nothing below (or any other Plan provision) 

will limit or restrict benefits that would, in any way, violate 45 CFR 92.207 to the extent it applies to the Plan. The 

Plan shall be automatically amended, to the extent necessary, to avoid any such violation. 

If you have questions about whether a charge is covered or excluded,  

contact the Scripps Medical Plan Member Service Center at 1-877-552-7247. 

The Plan will not pay for the following expenses: 

1. Alternative health care, including: 

ü Bioenergetic therapy 

ü Carbon dioxide therapy 

ü Herbal medicine, and holistic or homeopathic care, including drugs 

ü Megavitamin therapy 

ü Performance, athletic performance, or lifestyle enhancement drugs or supplies 

ü Vision perception training, except for the treatment of convergence insufficiency 

2. Any charge for services received as a result of Injury or Sickness occurring directly or indirectly, as a 

result of the Covered Person’s commission of or attempt to commit a Serious Illegal Act, or a riot or 

public disturbance. For purposes of this exclusion, the term "Serious Illegal Act" shall mean any act or 

series of acts that, if prosecuted as a criminal offense, a sentence to a term of imprisonment in excess of 

one year could be imposed. It is not necessary that criminal charges be filed, or, if filed, that a conviction 

result, or that a sentence of imprisonment for a term in excess of one year be imposed for this exclusion to 

apply. Proof beyond a reasonable doubt is not required. This exclusion does not apply if the Injury or 

Sickness resulted from an act of domestic violence or a medical (including both physical and mental 

health) condition. 

3. Any loss due to an intentionally self-inflicted Injury. This exclusion does not apply if the Injury resulted 

from an act of domestic violence or a medical (including both physical and mental health) condition. 

4.   Any loss that is due to a declared or undeclared act of war.  

5. Any expense or loss resulting from active military service in the United States Armed Forces or auxiliary 

units.  

6. Any portion of the expenses for covered non-network medical services or supplies that are determined by 
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the Claims Administrator, in its discretion, to exceed the recognized charge. 

7. Any treatment, confinement, service, or supply provided by a government owned or operated facility 

unless you are legally required to pay the charges incurred. 

8. Any treatment, service, or supply for which a charge was incurred before you became covered by the 

Plan or after your coverage ceased under the Plan. 

9. Any treatment, service or supply that is not a covered service under the Plan. 

10. Any treatment, service, or supply that is not medically necessary for the diagnosis, care, or treatment of 

the disease or injury involved, even if the service or supply is prescribed, recommended or approved by a 

physician or dentist. The Claims Administrators and Claim Fiduciaries have full discretion to determine 

if a treatment, service or supply is medically necessary. 

11. Biofeedback treatments or related expenses. 

12. Birthing facility charges. A birthing facility is a medical facility, often associated with a hospital, that is 

designed to provide a comfortable, homelike setting during childbirth and that is generally less restrictive 

than a hospital in its regulations, as in permitting midwifery.   

13. Blood or blood products such as: 

ü Platelet derived wound healing formulas, such as Procuren or other similar blood products used in the 

repair of chronic, non-healing, cutaneous ulcers or wounds  

ü Blood that is stored but not used when the covered person cancels/reschedules an elective surgery when 

the cancellation/rescheduling is not medically necessary  

ü Blood charges associated with non-authorized or non-covered procedures, and  

ü Processing and transportation fees related to donor directed (designated blood for transfusions). 

14. Care and treatment for hair loss including wigs, hair transplants, or any treatment or drug that promises hair 

growth, whether or not prescribed by a physician. This exclusion does not apply to hair loss resulting from 

an organic disease or diagnostics to determine the underlying cause of the hair loss. 

Note: Wigs following chemotherapy or radiation treatment will be covered up to $150 per member per 

calendar year (see Prosthetics in Section Three). 

15. Care of military service-connected conditions for which you are legally entitled to service and for 

which facilities are reasonably accessible. This includes any charges incurred while on active duty 

with the military services of any country or international organization. 

16. Care received in Veterans Administration hospitals for military service-connected disabilities. 

17. Care, services or treatment required as a result of complications from a treatment not covered under the 

Plan are not covered. Complications from a non-covered abortion are covered. 

18. Care, treatment, or supplies furnished by a program or agency funded by any government. This does not 

apply to Medicaid or when otherwise prohibited by law. 



Section Four – Exclusions and Limitations 
 

Scripps Clinic Medical Group Medical Plan • Effective January 1, 2021 

90 

19. Care, treatment, services, or supplies not prescribed, recommended, or approved by a physician or dentist. 

20. Charges by a doctor for any phone call or interview during which the member is not examined. 

21. Charges for completion of a claim form. 

22. Charges for failure to keep a scheduled visit. 

23. Charges for services or supplies that are not within the scope of the authorized practice of the facility or 

person providing the services or supplies, including drugs which are not prescribed by an appropriately 

licensed physician or other health care provider. 

24. Charges for services to treat work-related illness or injury. 

25. Charges incurred outside the United States except for a medical emergency or when the employee is 

required to be on temporary work assignment in a foreign country. 

26. Charges incurred outside the United States if the member traveled to the location for the purpose of 

receiving medical services, drugs and supplies. 

27. Charges in excess of the negotiated charge for a service or supply given by a network provider . 

28. Charges made only because you have health care coverage. 

29. Charges you are not legally obligated to pay (e.g., care where the provider has waived your cost-sharing 

amounts such as deductibles, copayments, or coinsurance, there is no coverage for care provided by that 

provider). 

30. Cosmetic procedures or treatment performed to alter a normal structure solely to make it look better, more 

attractive, or more impressive or to improve a patient’s self-esteem. This exclusion does not apply if the 

procedure or treatment improves or restores physiologic function caused by injury, illness, or congenital 

defect, or breast reconstruction surgery following a medically necessary mastectomy (including surgery 

and reconstruction of the unaffected breast to produce a symmetrical effect). The exclusion for cosmetic 

procedures and treatment includes, but is not limited to: 

ü Pharmacological regimens 

ü Nutritional procedures or treatments 

ü Plastic surgery 

ü Salabrasion, chemosurgery and other such skin abrasion procedures associated with the removal or 

revision of scars, tattoos, actinic changes and/or which are performed as a treatment for acne 

ü Rhinoplasty, rhytidectomy or rhytidoplasty, 

ü Breast augmentation* 

ü Blepharoplasty without visual impairments 

ü Breast reduction without clinical indications* 

ü Otoplasty 
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ü Skin lesions except for those which cause functional impairment, are suspicious for malignancy or 

lesions which are located in areas of high friction 

ü Keloids 

ü Sclerotherapy 

*This exclusion does not apply to breast reconstruction surgery following a mastectomy (including surgery 

and reconstruction of the unaffected breast to produce a symmetrical effect) or to congenital defects. 

31. Custodial, domiciliary and convalescent care services, including those services that do not require the 

technical skills or professional training of medical and/or nursing personnel in order to be safely and 

effectively performed. The Plan does not cover care, services or supplies provided in a: 

ü Rest home 

ü Assisted living facility 

ü Health resort, spa or sanitarium 

ü Similar institution serving as a member’s primary residence or providing primarily custodial or rest 

care 

32. Duplicates of orthotics. Replacement orthotics, however, are covered once every two years, when 

medically necessary. Replacements of orthotic appliances for children are also covered, when due to 

natural growth, through age 17. 

33. Durable medical equipment (DME) that is not medically necessary, such as exercise equipment, electric 

wheel chairs, sports equipment, and hygienic equipment. More than one DME device designed to provide 

essentially the same functional assistance is not covered. 

34. Treatment, regardless of the underlying cause, of: 

ü Minimal brain dysfunction 

ü Developmental, learning disorders, communication disorders, and behavioral disorders, including 

pervasive developmental disorders, to include autism. However medication management, speech and 

hearing evaluations, and screenings for children at 18 and 24 months are payable for autism. In 

California, the Department of Developmental Services (http://www.dds.ca.gov/RC/RCList.cfm), 

through its Regional Centers, provides early intervention services for children under age three, 

including: 

o Occupational Therapy 

o Physical Therapy 

o Psychological Services 

o Social Work/ Service Coordination 

o Speech & Language Therapy 

ü Children ages 3 through 21 who have an Individual Education Plan (IEP) through their local public 

school district, may be eligible for district-provided Occupational Therapy and Speech & Language 

Therapy. 

 

http://www.dds.ca.gov/RC/RCList.cfm
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This exclusion does not apply to Attention Deficit Disorder (ADD) or Attention Deficit Hyperactivity 

Disorder (ADHD) or where the service must be covered under applicable law.  

35. Examinations provided for employment, licensing, insurance, school, camp, sports, adoption, or other 

non-medically necessary purposes, and related expenses for reports, including report presentation and 

preparation. 

36. Exercise programs for treatment of any condition, except for physician-supervised cardiac 

rehabilitation, occupational or physical therapy covered under Rehabilitation Services in Section Three. 

37. Expenses for construction or modification to a home, residence or vehicle required as a result of an injury, 

illness or disability of a covered person, including, without limitation, construction or modification of ramps, 

elevators, chair lifts, swimming pools, spas, air conditioning, asbestos removal, air filtration, hand rails, 

emergency alert system, and the like. 

38. Expenses for educational services, supplies or equipment, including, but not limited to computers, software, 

printers, books, tutoring, visual aids, auditory aids, speech aids, programs to assist with auditory perception 

or listening/learning skills, programs/services to remedy or enhance concentration, memory, motivation, or 

self-esteem, etc., even if they are required because of an injury, illness or disability of a covered person. 

* Speech assistive devices are covered to restore speech lost due to surgical laryngectomy, or a specific 

disease process directly affecting the larynx. 

39. Expenses that exceed any Plan benefit limitation and annual maximum Plan benefits. 

40. Experimental or investigational procedures, drugs, devices, treatments or pharmacological regimens.  

There are, however, some situations where the Plan will cover a drug, device, treatment, or procedure that 

would otherwise be considered experimental or investigational. The Plan will cover care that is considered 

experimental or investigational if the care meets all the following conditions:  

ü You have been diagnosed with cancer or a condition likely to cause death within one year and 

ü Standard therapies have not been effective or are inappropriate and 

ü The Claims Administrator determines, in its discretion, based on at least two documents of medical and 

scientific evidence, that you would likely benefit from the treatment and 

ü You are enrolled in a clinical trial that meets these criteria: 

¶ The drug, device, treatment, or procedure to be investigated has been granted investigational new 

drug (IND) or Group c/treatment IND status 

¶ The clinical trial has passed independent scientific scrutiny and has been approved by an 

institutional review board that will oversee the investigation 

¶ The clinical trial is sponsored by the National Cancer Institute (NCI) or similar national 

organization (such as the U.S. Food and Drug Administration or the Department of Defense) and 

conforms to NCI standards 

¶ The clinical trial is not a single institution or investigator study unless the clinical trial is performed 

at an NCI-designated cancer center, and 
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¶ You are treated in accordance with protocol  

The Plan reserves the right to change coverage for experimental or investigational care, or to add or delete 

certain procedures as medical standards change. To the extent the ACA requires coverage of a clinical trial, 

the Plan shall provide such coverage. 

41. Eyeglasses, contact lenses, or fitting of glasses and lenses,  

42. Gene manipulation therapy. 

43. Genetic testing and counseling except if pregnancy, BRCA related or in the case of heritable disorders  

as medically necessary when BOTH of the following are met:  

ü The results will directly impact clinical decision-making and/or clinical outcome for the individual  

ü The testing method is considered a proven method for the identification of a genetically-linked 

heritable disease (i.e., the genotypes to be detected by a genetic test must be shown by scientifically 

valid methods to be associated with the occurrence of a disease, and the observations must be 

independently replicated and subject to peer review).  

AND EITHER of the following conditions is met:  

ü The individual demonstrates signs/symptoms of a genetically-linked inheritable disease  

ü The individual or fetus has a direct risk factor (e.g., based on family history or pedigree analysis) for 

the development of a genetically-linked heritable disease. 

44. Home birth. This is a childbirth that occurs outside a hospital, usually in the home of the mother. Most 

home births are assisted by midwives. 

45. Hospital services for dental treatment, except services that are medically necessary due to a serious 

medical condition or as stated under Oral Surgery and Dental Services in Section Three – Covered 

Benefits. 

46. Infertility service limitations, refer to Section Three for coverage and limitations. 

47. Massage. 

48. Membership fees for health clubs, weight loss clinics or similar programs. 

49. Non-compliance: All charges in connection with treatments or medications where the patient either 

is in non-compliance with or is discharged from a Hospital or Skilled Nursing Facility against 

medical advice. 

50. Non-emergency transportation charges to or from any location for treatment, services, supplies or 

consultation. This does not apply to ambulance services associated with a medical emergency or for 

facility-to-facility ambulance services for non-emergency transport when directed by the attending 

physician and authorized by the Plan. 

51. Routine foot care to include, among other things, any foot care service performed in the absence of 

localized illness or injury. 
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52. Nutritional supplements, unless enteral feedings are the sole source of nutrition, prescribed by a physician, 

and administered through a feeding tube or other mechanical device. 

53. Orthodontia treatment and related supplies, except as described in Section Three ï Oral Surgery. 

54. Personal comfort items or other equipment, such as (but not limited to) air conditioners, air-purification 

units, over-the-counter humidifiers, electric heating units, orthopedic mattresses, blood pressure instruments, 

scales, elastic bandages or stockings, diapers, first-aid supplies and non-hospital adjustable beds. 

55. Personal items such as television, admitting kits, costs for family members, guest meals and other items 

which are not medically necessary, unless specifically identified as a covered service. 

56. Private duty nursing.  

57. Private rooms unless medically necessary. 

58. Prosthetics, except as specifically provided for in Section Three - Covered Benefits. Duplicates of 

prosthetics are not covered. 

59. Rehabilitation services that are not short-term or that constitute maintenance therapy, or which cannot be 

expected to result in a significant and measurable improvement of the condition in a reasonable and 

generally predictable period of time. Speech therapy, except as specifically provided for in Section Three 

-Covered Benefits, is excluded. 

60. Sales tax. 

61. Services and supplies that you furnish to yourself or that are furnished to you by a provider who lives 

in your home or is related to you by blood, marriage, or adoption. Examples of such providers are your 

spouse, parent, brother, sister or child. 

62. Services given by volunteers or persons who do not normally charge for their services. 

63. Services or supplies provided to create an environment that protects a person against exposure that 

can make his or her disease or injury worse rather than medical treatment of that disease or injury 

(examples of such excluded services or supplies would include mold removal from a residence or 

installation of air conditioning or heating equipment). 

64. Services or supplies related to education, training, retraining services or testing, including: 

ü Special education 

ü Remedial education 

ü Job training 

ü Job hardening programs 

65. Services, treatment, and education testing or training related to behavioral (conduct) problems, 

learning disabilities and delays in developing skills rather than medical treatment (examples of 

excluded services would be tutoring for a learning disability, services for a reading deficiency or 

services related to improvement of social skills). 
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66. Surgical procedures for the improvement of vision when vision can be corrected through the use of glasses 

or contact lenses. 

67. Surrogate mother services – For any services or supplies provided to a person not covered under the plan in 

connection with a surrogate pregnancy (including, but not limited to, the bearing of a child by another 

woman for an infertile couple), or for charges related to a covered person acting as a surrogate or 

gestational carrier of a child for which the covered person does not intend to maintain legal custody. 

However, the plan will pay for all required ACA identified preventive services (e.g., testing for gestational 

diabetes, breastfeeding support, supplies and counseling, etc.) for a covered person. 

68. Travel expenses, except as provided under Ambulance/Emergency Transport and Organ and Tissue 

Transplants in Section Three. 

69. Treatment, drugs (with the exception of drugs covered under the Prescription Drug section), services or 

supplies to treat sexual dysfunction, enhance sexual performance or enhance sexual desire, including: 

ü Surgery, drugs, implants, devices, or preparations to correct or enhance erectile function, enhance 

sensitivity, or alter the shape or appearance of a sexual organ 

ü Sex therapy, sex counseling, marriage counseling, or other counseling or advisory services 

This exclusion does not apply to sexual dysfunction drugs covered under the Prescription Drug benefit 

section of this Plan or services relating to intracavernosal injections and training when the erectile 

dysfunction is the result of an organic disease.  

70. Weight control, regardless of the existence of comorbid conditions, except as described in Section Three – 

Bariatric Surgery To Treat Morbid Obesity. The Plan does not cover charges for: 

ü Weight control/loss programs 

ü Dietary regimens and supplements 

ü Appetite suppressants and other medications 

ü Food or food supplements or 

ü Exercise programs or equipment 

Nutrition evaluation and counseling are covered under certain circumstances. Refer to Nutrition Evaluation 

and Counseling in Section Three. 

All other services for the purpose of diet control and weight reduction are not covered unless required by a 

specifically identified condition of disease etiology. 

71. Care, supplies, services and treatment for infertility services received by a Covered Person who is covered 

as a child.  
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Mental Health and Chemical Dependency Limits and Exclusions 

In addition to the Plan limits and exclusions described previously in this Section, the following limits and 

exclusions apply to mental health and chemical dependency treatment (but those limits and exclusions shall not be 

applied or administered in any way that violates the MHPAEA): 

1. Administrative psychiatric services when these are the only services rendered. 

2. Ancillary services, such as: 

ü Vocational rehabilitation 

ü Behavioral training 

ü Speech therapy 

ü Occupational therapy 

ü Sleep therapy 

ü Employment counseling 

ü Training or educational therapy for reading or learning disabilities 

ü Other education services, including school consultations. 

3. Applied behavioral analysis (the LEAP, TEACCH, Denver, or Rutgers programs). 

4. Bereavement counseling. 

5. Confrontation therapy. 

6. Consultations with a mental health professional for adjudication of marital, child support and custody 

cases. 

7. Court-ordered testing and treatment unless medically necessary. 

8. Damage to a hospital or a facility by a member. 

9. Ecological or environmental medicine, diagnosis or treatment. 

10. Erhard Seminar Training (EST) or similar motivational services. 

11. Expressive therapies (art, poetry, movement, psychodrama). 

12. Health care services, treatment or supplies provided as a result of any Worker’s Compensation law or 

similar legislation. 

13. Marriage, child, career, social adjustment, religious, pastoral or financial counseling. 

14. Mental and psychoneurotic disorders not listed in the International Statistical Classification of Diseases, 

Injuries, and Causes of Death (ICD-10). 
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15. Mental health services that:  

ü Extend beyond the period necessary for the determination of organic mental health conditions that are 

stabilized at a functional level or are progressively deteriorating to the point where active time limited 

mental health treatment will not result in any reasonable expectation for improvement, or  

ü Extend beyond the period necessary for the determination of learning and developmental disabilities, 

mental retardation or situations of daily living not attributable to a mental condition, such as marital or 

family problems, or  

ü Are required by a court order or as a condition of parole or probation, or upon filing of a petition for 

mental health evaluation, or  

ü Are for purposes of obtaining or maintaining employment, pre-marital and pre-adoptive purposes by 

court order, obtaining or maintaining insurance, obtaining or maintaining a license of any type, relating 

to judicial or administrative proceedings, or medical research. 

16. Prescription and non-prescription drugs and laboratory fees, except for drugs and laboratory fees 

prescribed by a provider in connection with inpatient treatment. 

17. Primal therapy. 

18. Psychological testing except as conducted by a licensed psychologist for the purpose of guiding treatment 

planning, and specifically excluding:  

ü All educational, academic and achievement tests 

ü Psychological testing related to medical conditions or to determine surgical readiness and  

ü Automated computer-based reports. 

19. Rolfing. 

20. Services in connection with conditions caused by an act of war.  

21. Services performed in an emergency room that are not directly related to the treatment of a mental 

disorder. 

22. Services provided without cost to the person by a local, state or federal government agency. 

23. Stand-by services required by a physician. 

24. Testing, screening or treatment for: 

ü Learning disorders, expressive language disorders, mathematics disorder, phonological disorders and 

communication disorder NOS 

ü Motor skills disorders and developmental coordination disorder 

ü Disorders resulting from general medical conditions, including (but not limited to) catatonic disorder 

due to general medical condition, personality change due to general medical disorder, narcolepsy, 
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stuttering, stereotypic movement disorders, sleep disorders, tic disorders, elimination disorders, sexual 

dysfunctions, primary insomnia 

ü Personality disorders 

ü Pedophilia 

ü Primary sleep disorders, primary hypersomnia and dyssomnia NOS 

ü Age-related cognitive decline. 

25. Therapies for the treatment of delays in development, unless resulting from acute illness or injury or 

required by law. For example, the Plan does not cover treatment for the following diagnoses, because they 

are considered both developmental and/or chronic in nature: 

ü Pervasive developmental disorders including autism. However medication management, speech and 

hearing evaluations, and screenings for children at 18 and 24 months are payable for autism. 

ü Down syndrome, or 

ü Cerebral palsy. 

This exclusion does not apply to Attention Deficit Disorder (ADD) or Attention Deficit Hyperactivity 

Disorder (ADHD). 

26. Transcendental meditation. 

27. Treatment by providers other than those within licensing categories recognized as providing medically 

necessary services. 

28. Treatment for chronic pain and other pain disorders, smoking cessation, nicotine dependence, nicotine 

withdrawal and nicotine-related disorders. 

29. Treatment for conditions not listed as an Axis I disorder in the DSM-IV-TR, including V Code diagnoses 

listed as an Axis I disorder. 

30. Treatment of congenital and/or organic disorders, including, without limitation: Alzheimer’s disease, 

mental retardation, organic brain disease, delirium, dementia, amnesic disorders and other cognitive disorders 

as defined in the DSM-IV-TR. 

31. Treatment of health care providers who specialize in mental health and receive treatment as part of their 

training in that field. 

32. Treatment of impulse control disorders such as: 

ü Caffeine use 

ü Kleptomania 

ü Pathological gambling. 

      33. Treatment of sexual addiction, co-dependency, or any other behavior that does not have a DSM-IV  

diagnosis. 

34. Treatment using biofeedback, hypnosis or hypnotherapy. 
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35. Services received by a non-network provider, except in the event of emergency services and as 

otherwise authorized by the Plan. 

36. Wilderness programs. 

37. All other services, confinements, treatments or supplies that are not a covered benefit as described in the 

Plan Document – Summary Plan Description and Amendments. 
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Special Programs 
You and your covered family members may take advantage of the value-added programs described in this section.  

A.  Disease Management Program 
The Disease Management Program was selected by Scripps Clinic Medical Group Medical Plan to provide you 

with access to information and tools necessary to manage and improve your health and the health of your family 

members.  This program has three components: 1). Health Risk Assessment/Disease Management, 2). Prevention 

Reminders, and 3). Pharmacy Review and Management. Participation in this program is completely voluntary, 

confidential, and provided at no cost to you. The information you provide will be used to develop a care plan 

specifically for you. 

Anyone can participate in the program; however, we do focus on those with chronic health conditions such as heart 

disease, high blood pressure, high cholesterol, diabetes, asthma, chronic obstructive pulmonary disease (COPD) or 

those at risk of developing one of these conditions. The identification process will include collecting health 

information from a health questionnaire and screening your medical and prescription drug history. 

The Disease Management team consists of Nurses, Pharmacists, and other Ancillary staff who are committed to 

providing you with health management strategies specifically designed for your needs.  Our licensed clinical staff 

will determine your health risk factors and help you to develop strategies for a healthier you.  This program is not 

intended to replace the care of your regular healthcare providers, but rather a compliment to it. 

You are also eligible to receive prevention reminders for your specific age group, to include cancer screening 

guidelines, physical exams, and immunizations.  We provide educational materials and Newsletters, covering a 

multitude of health topics, which we will be happy to send to you at any time or you may access them on the 

Disease Management website.   

To enroll in the program please access the Disease Management website and complete a “quick” Health Risk 

Assessment questionnaire - 

Log onto www.MyScrippsHealthPlan.com     

¶ Click “Medical”  

¶ Click  “Medical Management Program”  

Then choose from the following:    

¶ Click on “Health Risk Assessment” questionnaire and once completed submit it to Disease Management Nurse 

for analysis and review.  A nurse will contact you with your results via mail and/or phone.  

¶ Click on “Newsletters” and find interesting information and heath tips. 

These materials are also available in Spanish. Contact Scripps Medical Plan Member Service Center at 1-877-552-

7247.   

http://www.myscrippshealthplan.com/
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B. 
”
Mommies 2-B” Program 

The goal of the “Mommies 2-B” Program is to provide a strong foundation of support for you and your baby.  The 

program will assist you and your family to gain an understanding of pregnancy, thus increasing participation in all 

aspects of your care. This voluntary program is also a screening tool to identify the possibility of a high or moderate 

risk pregnancy and to coordinate effective medical care. 

 

It is highly recommended that you call Scripps Medical Plan Member Service Center’s toll-free number: 1-877-

552-7247, during the first trimester of pregnancy or upon confirmation of pregnancy. The “Mommies 2-B” Case 

Management Nurse will also generate calls to you. During the call, the nurse will ask questions about your general 

health and medical history in order to determine any risk factors for the pregnancy. If the pregnancy is classified as 

low risk, you will have satisfied the “Mommies 2-B” Program’s initial screening requirements. The “Mommies 2-

B” nurse will contact you periodically throughout the pregnancy.  If you desire you may only wish us to call again 

when nearing your due date to ensure that the facility selected for delivery is within your health plan’s network or 

to inquire about any anticipated delivery needs.  

If the pregnancy is classified as moderate to high risk, the “Mommies 2-B” Case Management Nurse will follow 

your care throughout the pregnancy. The nurse will recommend specialists and/or facilities when applicable, and 

coordinate communication between you and your care providers. 

A complimentary gift will be sent to you after completion of the “Mommies 2” program and the post-partum 

checkup. 

For any questions regarding this program, please contact Scripps Medical Plan Member Service Center at 1-877-

552-7247. 

How Do I Get Information About This Program? 

As soon as Scripps Medical Plan Member Service Center is notified of your pregnancy, a nurse calls you to 

get things started.  

Or you can call and enroll yourself at: 1-877-552-7247.  

 

When you participate in this program, all your care is coordinated by your Ob/Gyn and case managers.  
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 General Terms and Conditions 

A.  Plan Administrative Information  

 

Official Plan Name  

Scripps Clinic Medical Group Medical Plan (Scripps Health EPO Medical Plan) 

Plan Administrator 

Scripps Clinic Medical Group is the Plan Sponsor and Plan Administrator of the Plan.  The Plan Administrator has 

full and unrestricted discretionary authority to interpret the Plan and to make all determinations and decisions in 

connection with the administration of the Plan, including, but not limited to eligibility and whether, or to what 

extent, benefits are due. All interpretations, determinations and decisions by the Plan Administrator (or any 

delegate of the Plan Administrator, such as the Claims Administrators and Claim Fiduciaries to whom the Plan 

Administrator has delegated discretionary authority) will be final and binding on all parties in the absence of clear 

and convincing evidence that the action of the Plan Administrator or delegate was arbitrary and capricious.   

If you want to contact the Plan Administrator, you may use the address below: 

Scripps Clinic Medical Group, Inc. 

Attention: Plan Administrator 

Human Capital Services 

4275 Campus Point Court 

San Diego, CA 92121 

Privacy Official 

The Privacy Official shall be responsible for compliance with the Plan’s obligations under HIPAA. Specific rules 

regarding the Privacy Official follow: 

 

Complaint Contact Person. The Privacy Official shall be the contact person to receive any complaints of possible 

violations of the provisions of this Article and HIPAA. The Privacy Official shall document any complaints 

received, and their disposition, if any. The Privacy Official shall also be the contact to provide further information 

about matters contained in the Plan HIPAA Privacy Notice. The Privacy Officer is also the HIPAA Security 

Officer. 

 

Corporate Privacy Officer 

Scripps Clinic Medical Group, Inc. 

10140 Campus Point Dr. 

San Diego, CA 92121 
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Claims Administrators 

The Claims Administrators are: 

Benefit Claims Administrator How to Contact 

Medical, including mental 

health, chemical dependency, 

acupuncture and chiropractic 

services 

HealthComp  HealthComp Administrators 

P.O. Box 45018 

Fresno, California 93718-5018 

1-877-552-7247 

Prescription drug MedImpact MedImpact 

1-800-788-2949 

www.MyScrippsHealthPlan.com 

 

The Plan Administrator has delegated full and unrestricted discretionary authority to the Claims Administrators and 

Claim Fiduciaries to carry out their functions under the Plan, including, but not limited to, the interpretation of the 

Plan, the determination of whether a benefit is payable under the Plan and if so, in what amount, and to decide 

appeals of denied claims. 

Plan Year 

The Plan Year begins January 1 and ends at midnight on December 31. 

Employer Identification 

Together, the Plan’s name, employer identification number, and Plan number identify the Plan with the Department 

of Labor. The Employer Identification Number (EIN) is 95-2885574.   

Plan Funding – Employee Contributions 

Covered persons must make contributions for any coverage and benefits during such periods, in such amounts and 

in such manner, as Scripps Clinic Medical Group, in its discretion, may from time to time require.  Scripps Clinic 

Medical Group may, at any time, require increased contributions by Covered Persons and may, in its discretion, 

require Covered Persons to pay the full cost of the coverage and benefits without any contribution by Scripps Clinic 

Medical Group. Employee contributions are held in, and are part of, Scripps Clinic Medical Group’s general assets 

(in accordance with DOL Technical Release 92-01) and are not segregated in any separate fund, bank account or 

trust. Such contributions are used solely for the payment of Plan benefits (e.g. pharmacy benefit costs) and 

reasonable administrative expenses (e.g. Claims Administrator fees) of the Plan. For purposes of general asset 

accounting/bookkeeping, Scripps Clinic Medical Group has the discretion to determine those Plan benefit costs and 

reasonable Plan administrative expenses to which amounts of employee contributions are from time to time 

allocated. To the fullest extent permitted by law, any dividends, premium refunds, demutualization payments, 

rebates (including, but not limited to, pharmacy rebates or medical loss ratio rebates), class action settlements, or 

like adjustments or amounts, paid or payable, under, or in connection with, any coverage or benefits under the Plan, 

shall remain the exclusive property of Scripps Clinic Medical Group.   

Agent for Service of Legal Process 

Service of legal process involving this Plan should be delivered to the address listed below: 
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Scripps Clinic Medical Group   

10140 Campus Point Drive, CPA 415 

San Diego, CA  92121 

Information You or Your Dependents Must Furnish to the Plan 

In addition to information you must furnish in support of any claim for Plan benefits under this Plan, you or your 

covered dependents must, in certain circumstances, furnish information you or they may have that may affect 

eligibility for coverage under the Plan. If you fail to do so, you or your covered dependents may, for example, lose 

the right to obtain COBRA continuation coverage or to continue coverage of a child(ren) who has a physical or 

mental handicap. 

Discretionary Authority of Plan Administrator, Claims Administrator and 
Designees 

In carrying out their respective responsibilities under the Plan, the Plan Administrator, Claims Administrator, Claim 

Fiduciaries, Plan fiduciaries, and individuals to whom responsibility for the administration of the Plan has been 

delegated all full and unrestricted discretionary authority to interpret the terms of the Plan and to determine eligibility 

and entitlement to Plan benefits in accordance with the terms of the Plan. Any interpretation or determination made 

under that discretionary authority will be given full force and effect, unless it can be shown, by clear and 

convincing evidence, that the interpretation or determination was arbitrary and capricious. 

No Vested Rights: Right To Amend or Terminate Plan 

Covered Persons have no vested rights to the benefits provided under the Plan. Scripps Clinic Medical Group 

reserves the right to change, modify, amend, suspend, or terminate any or all of the benefits provided here in whole 

or in part at any time by a written instrument signed or approved by a duly authorized officer of Scripps Clinic 

Medical Group. Scripps Clinic Medical Group’s authority to modify the Plan includes the right to alter the mix of 

the benefits provided by the Plan. No member has a vested right to the continuation of any particular benefit 

provided by the Plan.. 

This Plan Document is intended to comply with all applicable Federal and State laws and regulations.  In the event 

of non-compliance with any such law or regulation, the Plan Document will be automatically amended to comply 

with said law or regulation as of its effective date, and the remainder of the Plan Document will remain in full force 

and effect.  Similarly, in the event a law or regulation applicable to this Plan becomes effective after the effective 

date of this Plan Document, said law or regulation will be deemed included in this Plan Document as of such law’s 

or regulation’s effective date and without the necessity of an amendment to this Plan Document. 

 

To the extent any provision of the Plan conflicts with the Affordable Care Act (ACA) or other applicable law, as 

determined by Scripps Clinic Medical Group, the Plan shall be automatically amended to so comply. Any dollar 

limitations under the Plan on essential health benefits under the ACA shall be benchmarked for ACA purposes 

against a benchmark plan of any state permitting those limitations as selected by Scripps Clinic Medical Group, in 

its sole discretion from time to time, but nothing herein shall be interpreted as requiring the Plan to provide 

essential health benefits (and Scripps may treat certain  brand drugs as non-essential health benefits in accordance 

with applicable law) or any benefits other than as expressly stated in the Plan. Scripps, in its sole discretion, may 

modify such benchmarking from time to time in any manner it sees fit. 
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Governing Documents 
The terms  of the Plan are set forth in this Plan Document and Summary Plan Description.  

Headings Do Not Modify Plan Provisions 

The headings of chapters and subchapters and of sections, paragraphs, and subparagraphs (Appearing in Bold Text 

with Upper and Lower Case Letters) are included for the sole purpose of generally identifying the subject matter 

of the substantive text for the convenience of the reader. The headings are not part of the substantive text of any 

provision, and they should not be construed to modify the text of any substantive provision in any way. 

Your Rights – Legal Notices 

If you are covered by this Plan you are entitled to certain rights and protections under the Employee Retirement 

Income Security Act of 1974 (ERISA). ERISA specifies that you shall be entitled to: 

Examine, without charge, at the Plan Administrator's office, all Plan documents and copies of all 

documents governing the Plan, including a copy of the latest annual report (form 5500 series) filed by the 

Plan with the U.S. Department of Labor and available at the Public Disclosure Room of the Employee 

Benefits Security Administration. 

Obtain copies of all Plan documents and other Plan information upon written request to the Plan 

Administrator. The Plan Administrator may make a reasonable charge for the copies. 

Continue health care coverage for yourself, your Spouse, or your other dependents if there is a loss of 

coverage under the Plan as a result of a Qualifying Event. You or your dependents may have to pay for 

such coverage. 

Review this plan document and the documents governing the Plan or the rules governing COBRA 

continuation coverage rights. 

If your claim for a benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to 

obtain copies of documents relating to the decision without charge, and to appeal any denial, all within certain time 

schedules. 

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of Plan 

documents or the latest annual report from the Plan and do not receive them within 30 days, you may file suit in a 

federal court. In such a case, the court may require the Plan Administrator to provide the materials and to pay you 

up to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the 

control of the Plan Administrator. If you have a claim for benefits which is denied or ignored, in whole or in part, 

you may file suit in state or federal court. 

In addition, if you disagree with the Plan's decision or lack thereof concerning the qualified status of a medical 

child support order, you may file suit in federal court. 

In addition to creating rights for you, ERISA imposes obligations upon the individuals who are responsible for the 

operation of the Plan. The individuals who operate the Plan, called "fiduciaries" of the Plan, have a duty to do so 

prudently and in the interest of the Plan members and their beneficiaries. No one, including the Employer or any 

other person, may fire you or otherwise discriminate against you in any way to prevent you from obtaining benefits 

under the Plan or from exercising your rights under ERISA. 
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If it should happen that the Plan fiduciaries misuse the Plan's money, or if a Plan member is discriminated against 

for asserting your rights, you may seek assistance from the U.S. Department of Labor, or may file suit in a federal 

court. The court will decide who should pay court costs and legal fees. If you are successful, the court may order 

the person sued to pay these costs and fees. If you lose, the court may order you to pay these costs and fees, for 

example, if it finds the claim or suit to be frivolous. 

If you have any questions about the Plan, you should contact the Plan Administrator. If you have any questions 

about this statement or your rights under ERISA, including COBRA or the Health Insurance Portability and 

Accountability Act (HIPAA), and other laws affecting group health plans, you should contact either the nearest 

Regional or District Office of the U.S. Department of Labor's Employee Benefits Security Administration (EBSA) 

or visit the EBSA website at www.dol.gov/ebsa/. (Addresses and phone numbers of Regional and District EBSA 

Offices are available through EBSA's website.) 

Legal Notices 

Discrimination is Against the Law 

The Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, 

national origin, age, disability, or sex.  The Plan does not exclude people or treat them differently because of race, 

color, national origin, age, disability, or sex. 

 The Plan 

¶ Provides free aids and services to people with disabilities to communicate effectively with us, such as: 

ü Qualified sign language interpreters 

ü Written information in other formats (large print, audio, accessible electronic formats, other 

formats) 

¶ Provides free language services to people whose primary language is not English, such as: 

ü Qualified interpreters 

ü Information written in other languages 

 If you need these services, contact 1-800-Scripps. 

If you believe that the Plan has failed to provide these services or discriminated in another way on the basis of race, 

color, national origin, age, disability, or sex, you can file a grievance with Gerry Soderstrom, Corporate VP, Chief 

Audit & Compliance Executive. You can file a grievance in person or by mail, fax, or email. If you need help filing 

a grievance, Brad Ellis, Assistant General Counsel, is available to help you.  

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

Rights, electronically through the Office for Civil Rights Complaint Portal, available at 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: 

U.S. Department of Health and Human Services 

200 Independence Avenue, SW 

Room 509F, HHH Building 

Washington, D.C. 20211  

1-800-368-1019, 800-537-7697 (TDD) 



Section Six – General Terms and Conditions 
 

Scripps Clinic Medical Group Medical Plan • Effective January 1, 2021 

107 

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.  

 

Patient Protection and Affordable Care Act ("PPACA")  

Patient Protection Notices 

The Claims Administrator generally allows the designation of a primary care provider. You have the right to 

designate any primary care provider who participates in the Claims Administrator’s network and who is available to 

accept you or your family members. For information on how to select a primary care provider, and for a list of the 

participating primary care providers, contact the Claims Administrator at 1-877-552-7247 

For children, you may designate a pediatrician as the primary care provider. 

You do not need prior authorization from the Claims Administrator or from any other person (including a primary 

care provider) in order to obtain access to obstetrical or gynecological care from a health care professional in the 

Claims Administrator’s network who specializes in obstetrics or gynecology. The health care professional, 

however, may be required to comply with certain procedures, including obtaining prior authorization for certain 

services, following a pre-approved treatment plan, or procedures for making referrals. For a list of participating 

health care professionals who specialize in obstetrics or gynecology, contact the Claims Administrator at 1-877-

552-7247 

Qualified Medical Child Support Orders (QMCSOs) 

If the Plan receives a medical child support order for your child that instructs the Plan to cover the child, the Plan 

Administrator will review it to determine if it meets the requirements for a QMCSO. If it determines that it does, 

your child will be enrolled in the Plan as your Dependent, and the Plan will be required to pay Benefits as directed 

by the order. 

Medicaid and the Childrenôs Health Insurance Program (CHIP)  

If you are eligible for benefits but are unable to afford the premiums, some states have premium assistance 

programs that can help pay for coverage. These states use funds from their Medicaid or CHIP programs to help 

people who are eligible for employer-sponsored health coverage, but need assistance in paying their health 

premiums. If you or your dependents are already enrolled in Medicaid or CHIP you can contact your state Medicaid 

or CHIP office to find out if premium assistance is available. If you or your dependents are NOT currently enrolled 

in Medicaid or CHIP, and you think you or any of your dependents might be eligible for either of these programs, 

you can contact your state Medicaid or CHIP office or dial 1-877-KIDSNOW or visit insurekidsnow.gov.  

Michelleôs Law  

Under Michelle’s Law, a group health plan cannot terminate a child’s coverage for loss of full-time student status if 

the change in student status is due to a “medically necessary leave of absence.” The plan may be required to allow 

such a child to remain covered as an employee’s dependent for up to a year after the leave of absence begins. 

Notice of Creditable Coverage 

Annual Enrollment for Medicare Part D is from October 15 to December 7. This notice applies only to active 

employees who are eligible for Medicare (at least age 65 or disabled). Please keep this notice for your records. If 

http://www.hhs.gov/ocr/office/file/index.html
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you enroll in a Medicare prescription drug plan, you may be asked to present this notice to show that you are not 

required to pay a higher premium amount. Scripps Clinic Medical Group determined that its retiree prescription 

drug coverage is “creditable.” This means that the coverage is equal to or better than Medicare’s basic prescription 

drug coverage. Therefore, if you continue coverage under or enroll in a Scripps Clinic Medical Group 

medical/prescription drug plan, you should not enroll in a Medicare Part D prescription drug plan; it will not 

provide you with additional coverage. If you lose our coverage, you may pay more for Medicare prescription drug 

coverage at a later date. If you go at least 63 days without prescription drug coverage that was equal to Medicare 

prescription drug coverage, your monthly premium will increase at least 1% per month for every month that you go 

without coverage after the initial enrollment period. For more information: Visit Medicare’s website 

(medicare.gov); Call Medicare at (800) MEDICARE (800-633-4227). 

Dependent Enrollment  

Under Federal Healthcare Reform, an employee’s child can now be covered under the medical plans until the end 

of the month in which he/she reaches age 26. Children whose coverage ended, or who were denied coverage (or 

were not eligible for coverage) because the availability of dependent coverage ended before attainment of age 26 

are now eligible to enroll. If you do not enroll during your enrollment period, you and the child must wait until the 

next annual enrollment period (unless a qualifying change allows you to enroll under general plan provisions).  

Except as altered by this new law and as explained in this notice, the usual Plan provisions still apply regarding 

eligibility, enrollment, benefits, and other terms and conditions of coverage. Your contributions may increase as a 

result of enrolling a child, for example, if you previously had employee-only coverage. You will not be charged 

more for a child based on his or her age. Federal tax changes allow tax-favored treatment of those costs so you can 

pay for this coverage on a pre-tax basis. 

Special Enrollment Rights under the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) and 

The Children's Health Insurance Program Reauthorization Act of 2009 (“CHIP”)   

If You are declining enrollment for Yourself or Your Dependents (including Your spouse) because of other health 

insurance or group health coverage, You may be able to enroll Yourself and Your Dependents in this Plan if You or 

Your Dependents lose eligibility for that other coverage (or if the employer stops contributing towards Your or 

Your Dependents’ other coverage). However, You must request the enrollment within thirty-one (31) days after 

You or Your Dependents’ other coverage ends (or after the employer stops contributing towards the other 

coverage). 

The following special enrollment periods are also applicable to Your employer’s plan. The plan must permit You, 

or Your dependent child, who is eligible for, but not enrolled in, the employer’s plan to enroll in the plan if:  

¶ You or Your dependent child is covered under Medicaid or a state CHIP program and such coverage is 

terminated due to a loss of eligibility, provided that You request enrollment in Your employer’s plan no 

later than 60 days after the Medicaid/CHIP coverage terminates; or  

¶ You or Your dependent child becomes eligible for group health plan premium assistance under a Medicaid 

or a state CHIP program, provided that You request enrollment in Your employer’s plan no later than 60 

days after You or Your dependent child, as applicable, is determined to be eligible for such premium 

assistance under the Medicaid or state CHIP program.   
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 HIPAA Privacy Practices 

In fulfillment of the requirements of Section 504(f)(2) of the privacy rule found in 45 C.F.R. Part 164 (the Privacy 

Rule) promulgated pursuant to the federal Health Insurance Portability and Accountability Act of 1996, Public Law 

104-191 (HIPAA) the Plan provides (and the Plan Sponsor certifies its agreement) : 

1. Persons holding positions with Scripps Clinic Medical Group and who have access to individually identifiable 

health information deemed “protected health information” (PHI) under the Privacy Rule are identified below, 

and are restricted (without further authorization) to using and disclosing PHI for Plan administrative purposes 

such as those described as “payment” and “health care operations” under the Privacy Rule.  More particularly, 

such uses and disclosures may include: evaluating the Plan’s claims experience; seeking proposals for 

insurance or reinsurance of Plan benefits; reporting to stop-loss carriers; administering case, quality and 

utilization management programs (including, but not limited to, care management performed, coordinated or 

supervised by the Plan Sponsor’s Case Management Department); determining the application of Plan 

provisions to particular claims; and assisting participants and beneficiaries with the filing of claims. 

2. The classes of positions within the workforce of the Plan Sponsor that may receive, use or disclose PHI for the 

purposes set forth in item 1 above: 

a) Corporate Human Resources and those executives or managers of the Plan Sponsor to whom Corporate 

Human Resources reports in connection with the administration of the Plan; 

b) Finance Department personnel assigned to support or supervise Corporate Human Resources 

Administration;   

c) Legal counsel assigned to support Corporate Human Resources or to advise the Plan Sponsor in connection 

with the administration of the Plan; 

d) Personnel assigned to or supervising the operations of the Case Management Department in connection 

with care management under the Plan; and;  

e) Such other employees or classes of employees to whom the Plan Sponsor may from time to time delegate 

responsibility for the administration and operation of the Plan.  

3. Employees in the job functions or classes described above will have access to Plan participants’ PHI only for 

the purposes described in item 1 (i.e., administrative functions performed for the Plan) and only as permitted by 

HIPAA and the Privacy Rule. 

4. In accordance with the certification requirement of the 45 C.F.R. §164.504(f)(2)(ii), the Plan Sponsor hereby 

certifies that it will comply with the above relating to HIPAA and also: 

a) Not use or further disclose individually identifiable health information created in connection with the Plan 

except as required by law or for Plan administrative purposes as described in item 1, above, as such 

administrative purposes may be amended from time to time; 

b) Arrange for any agents or subcontractors of the Plan Sponsor that receive PHI to use and disclose PHI 

consistent with this certification; 

c) Not use or disclose the PHI for employment related actions or in connection with any other benefits or 

benefit plans; 

d) Report to the Plan any use or disclosure of the information that is inconsistent with the uses or disclosures 

provided for in item 1, which it becomes aware of; 
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e) Make available to the Plan any PHI in any “designated record set” (as such term is defined in the Privacy 

Rule) related to Plan participants or beneficiaries that the Plan Sponsor has control of in accordance with 

the access requirements of the Privacy Rule; 

f) Make available for amendment, to the extent required by the Privacy Rule, the PHI in a designated record 

set which is related to Plan participants or beneficiaries and incorporate any amendment as required by the 

Privacy Rule; 

g) Make information available to the Plan for, or provide the Plan with, an accounting of PHI disclosures (to 

the extent required by the Privacy Rule, e.g., other than for treatment, payment, health care operations or 

other exempt purposes) related to Plan participants or beneficiaries in response to such person’s exercise of 

his/her rights under such section; 

h) Make its internal practices, books and records relating to the use and disclosure of PHI received from the 

Plan available to the Secretary of the Department of Health and Human Services to assist the Secretary in 

determining the Plan’s compliance with the Privacy Rule; 

i) Where feasible, return to the Plan or destroy any PHI received from the Plan when such PHI is no longer 

needed by the Plan Sponsor for the purpose which permitted the Plan to make the disclosure and, where 

such return or destruction of PHI is not feasible, to limit its future use of the PHI to the situations that make 

the return or destruction of the PHI not feasible; and 

j) Limit access of its employees to the Plan’s PHI (other than as subjects of the PHI or subscribers to the 

coverage), except where such employees are in job classifications which have been designated above as 

assisting in Plan administration and thus engaging in the use or disclosure of PHI for treatment, payment 

and health care operations purposes. 

5. The Plan Sponsor shall also: 

a) Implement administrative, physical, and technical safeguards that reasonably and appropriately protect the 

confidentiality, integrity, and availability of the electronic PHI that it creates, receives, maintains or 

transmits on behalf of the Plan; 

b) Ensure that the adequate separation required by 45 C.F.R. §164.504(f)(2)(iii) is supported by reasonable 

and appropriate security measures; 

c) Ensure that any agent, including a subcontractor, to whom the Plan Sponsor provides electronic PHI agrees 

to implement reasonable and appropriate security measures to protect the information; and 

d) Report to the Plan any security incident of which it becomes aware. 

6. Following the discovery of a breach of unsecured PHI, the Plan shall provide any required notification: 

a) to individuals in accordance with HIPAA and the Privacy Rule; 

b) to media outlets in accordance with HIPAA and the Privacy Rule; and  

c) to the Secretary of HHS in accordance with HIPAA and the Privacy Rule. 

7. To the extent the Plan fails to comply with HIPAA, the Plan shall be deemed to be automatically amended to so 

comply and the Plan shall in any event be administered in accordance with any and all such deemed automatic 

amendments.    
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Definitions 
The definitions in this section are provided to bring clarity to the terms used throughout this Plan Document and 

Summary Plan Description. Please refer to these definitions to understand the Plan’s intended meaning wherever 

the following terms are used.  

Acupuncture 

Acupuncture is an alternative medical therapy based on an ancient form of Oriental medicine that uses both 

traditional and modern techniques to relieve pain and normalize physiologic functions (nausea and vomiting). It is 

also used to provide preoperative anesthesia for certain surgical procedures. 

Brand-Name Drug 

A prescription drug  that is protected by trademark registration. 

Chemical Dependency Treatment 

This means a program of chemical dependency therapy that is prescribed and supervised by a chemical 

dependency provider and either: 

¶ Has a follow-up therapy program directed by a physician on at least a monthly basis, or 

¶ Includes meetings at least once a month with organizations devoted to the treatment of chemical 

dependency. 

Chiropractic Care/ Spinal Manipulation   

Chiropractic Care/ Spinal Manipulation means skeletal adjustments, manipulation or other treatment in connection 

with the detection and correction by manual or mechanical means of structural imbalance or subluxation in the 

human body. Such treatment is done by a Physician to remove nerve interference resulting from, or related to, 

distortion, misalignment or subluxation of, or in, the vertebral column. 

Coinsurance 

The sharing of covered expenses by the Plan and the covered person. The percentage of covered expenses paid by 

the Plan is the Plan’s coinsurance. The percentage of covered expenses that you pay is your coinsurance. The 

Schedule of Benefits shows you your coinsurance for covered expenses.  

Companion 

This is a person who needs to be with a transplant patient to enable the patient: 

¶ To receive services in connection with a transplant procedure or treatment on an inpatient or outpatient 
basis, or 

¶ To travel to and from the facility where treatment is given. 

Copay (copayment) 

This is a flat fee that you pay at the time you receive a covered service. 
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In the case of a prescription drug dispensed by a network pharmacy, a copay is the fee charged to a person at the 

time the prescription drug is dispensed. The copay is made directly to the pharmacy for each prescription or refill at 

the time the prescription or refill is dispensed. 

For drugs dispensed as packaged kits, the copay applies to each kit at the time it is dispensed. The copay will not be 

more than the cost of the prescription, kit or refill. 

Custodial Care 

This is care provided primarily to meet your personal needs or assist you in one or more of the activities of daily 

living, whether you are disabled or not. This includes room and board, help in walking, bathing or dressing. It also 

includes: Preparing food or special diets; feeding by utensil, tube or gastrostomy; suctioning and administration of 

medicine which is usually self-administered or any other care which does not require continuing services of 

medical personnel. 

Deductible 

This is the amount of covered expenses that a member must pay each calendar year before the Plan begins paying 

benefits. 

Dentist 

This means a legally qualified dentist or a physician licensed to do the dental work he or she performs. 

Detoxification (detox) 

This is care mainly to overcome the after effects of a specific episode of drinking or drug abuse. 

Directory 

This is a listing of network provider s in the service area covered under the Plan. A current list of network 

providers is available through the online provider directory, at www.MyScrippsHealthPlan.com.  

Durable Medical Equipment 

This is equipment - and the accessories needed to operate it - that is: 

¶ Made to withstand prolonged use, 

¶ Made for and used mainly in the treatment of a disease or injury, 

¶ Suited for use in the home, 

¶ Not normally of use to people who do not have a disease or injury, 

¶ Not for use in altering air quality or temperature, and 

¶ Not for exercise or training. 

The Plan does not allow for more than one item of equipment for the same or similar purpose. Durable medical 

equipment does not include equipment such as whirlpools, portable whirlpool pumps, sauna baths, massage 

devices, over-bed tables, elevators, communication aids, vision aids and telephone alert systems. 
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Emergency Admission 

This means a hospital admission when the physician admits the person to the hospital right after the sudden and, at 

that time, unexpected onset of a change in the person’s physical or mental condition: 

¶ That requires confinement right away as a full-time inpatient, and 

¶ For which, if immediate inpatient care were not given, could reasonably be expected (as determined by the 

Claims Administrator) to result in: 

ü Placing the person’s health in serious jeopardy, or 

ü Serious impairment to bodily function, or 

ü Serious dysfunction of a body part or organ, or 

ü Serious jeopardy to the health of the fetus (in the case of a pregnant woman). 

Emergency Care 

This means the treatment given in a hospital’s emergency room to evaluate and treat medical conditions of recent 

onset and severity - including (but not limited to) severe pain - that would lead a prudent layperson, possessing an 

average knowledge of medicine and health, to believe that his or her condition, sickness or injury is of such a nature 

that failure to get immediate medical care could result in: 

¶ Placing the person’s health in serious jeopardy, or 

¶ Serious impairment to bodily function, or 

¶ Serious dysfunction of a body part or organ, or 

¶ Serious jeopardy to the health of the fetus (in the case of a pregnant woman). 

Emergency Condition 

This means a recent and severe medical condition - including (but not limited to) severe pain - that would lead a 

prudent layperson, possessing an average knowledge of medicine and health, to believe that his or her condition, 

sickness or injury is of such a nature that failure to get immediate medical care could result in: 

¶ Placing the person’s health in serious jeopardy, or 

¶ Serious impairment to bodily function, or 

¶ Serious dysfunction of a body part or organ, or 

¶ Serious jeopardy to the health of the fetus (in the case of a pregnant woman). 

Experimental or Investigational 

Care is considered experimental or investigational if:  

¶ There are insufficient outcomes data available from controlled clinical trials published in the peer-reviewed 

literature to substantiate its safety and effectiveness for the illness or injury involved, or 

¶ It does not have the approval required for marketing by the U.S. Food and Drug Administration, or  
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¶ A nationally recognized medical or dental society or regulatory agency has determined, in writing, that it is 

experimental, investigational, or for research purposes, or 

¶ It is a type of drug, device, or treatment that is the subject of a Phase I or Phase II clinical trial or the 

experimental or research arm of a Phase III clinical trial, using the definition of “phases” indicated in 

regulations and other official actions and publications of the FDA and U.S. Department of Health and 

Human Services, or  

¶ The written protocol(s) or written informed consent used by the treating facility – or another facility 

studying the same drug, device, treatment or procedure – states that it is experimental, investigational or for 

research purposes. 

Generic Drug 

A generic drug is a prescription drug that is not protected by trademark registration, but is produced and sold under 

the chemical formulation name. 

Home Health Care Agency 

This is an agency that: 

¶ Provides mainly skilled nursing and other therapeutic services, and 

¶ Is associated with a professional group (of at least one physician and one RN) that makes policy, and 

¶ Has full-time supervision by a physician or an RN, and 

¶ Keeps complete medical records for each patient, and 

¶ Has an administrator, and 

¶ Meets licensing standards. 

Hospice Care 

This is care provided to a terminally ill  person by or under arrangements with a hospice care agency. The care 

must be part of a hospice care program. 

Hospice Care Agency 

This is an agency or organization that: 

¶ Has hospice care available 24 hours a day. 

¶ Meets any licensing or certification standards established by the jurisdiction where it is located. 

¶ Provides: 

ü Skilled nursing services, and 

ü Medical social services, and 

ü Psychological and dietary counseling. 

¶ Provides, or arranges for, other services that include: 

ü Physician services, and 
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ü Physical and occupational therapy, and 

ü Part-time home health aide services that consist mainly of caring for terminally ill people, and 

ü Inpatient care in a facility when needed for pain control and acute and chronic symptom management. 

¶ Has at least the following personnel: 

ü One physician, and 

ü One RN, and 

ü One licensed or certified social worker employed by the agency. 

¶ Establishes policies about how hospice care is provided. 

¶ Assesses the patient’s medical and social needs. 

¶ Develops a hospice care program to meet those needs. 

¶ Provides an ongoing quality assurance program, including reviews by physicians other than those who own 

or direct the agency. 

¶ Permits all area medical personnel to utilize its services for their patients. 

¶ Keeps a medical record for each patient. 

¶ Uses volunteers trained in providing services for non-medical needs. 

¶ Has a full-time administrator. 

Hospice Care Program 

This is a written plan of hospice care, that: 

¶ Is established by and reviewed from time to time by the person’s attending physician and appropriate 

hospice care agency personnel, 

¶ Is designed to provide palliative (pain relief) and supportive care to terminally ill people and supportive 

care to their families, and 

¶ Includes an assessment of the person’s medical and social needs, and a description of the care to be given 

to meet those needs. 

Hospital 

This is a facility which provides diagnosis, treatment and care of persons who need acute inpatient hospital care 

under the supervision of physicians. It must be licensed as a general acute care hospital according to state and local 

laws. It must also be registered as a general hospital by the American Hospital Association and meet accreditation 

standards of the Joint Commission on Accreditation of Health Care Organizations. 

For limited purpose of inpatient care, the definition of hospital also includes: (1) psychiatric health facilities (only 

for the acute phase of a mental or nervous disorder or substance abuse), and (2) residential treatment centers. 

Infertile  (infertility)  

A presumably healthy woman who is unable to conceive or produce conception after: 
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¶ For a woman under age 35:  one year or more of timed, unprotected sexual intercourse. 

¶ For a woman age 35 or older:  six months or more of timed, unprotected sexual intercourse. 

LPN 

This means a licensed practical nurse. 

Mail Order Pharmacy 

An establishment where prescription drugs are legally dispensed by mail. 

Mental Disorder 

This is a disease commonly understood to be a mental disorder whether or not it has a physiological or organic 

basis. Treatment for mental disorders is usually provided by or under the direction of a mental health or chemical 

dependency provider  such as a psychiatrist, psychologist, or psychiatric social worker. Mental disorders include 

(but are not limited to): 

¶ chemical dependency 

¶ Schizophrenia 

¶ Bipolar disorder 

¶ Panic disorder 

¶ Major depressive disorder 

¶ Psychotic depression 

¶ Obsessive compulsive disorder 

Mental Health and/or Chemical Dependency Provider 

A licensed organization or professional providing diagnostic, therapeutic or psychological services for the treatment 

of mental health and chemical dependency. Mental health or chemical dependency providers include hospitals, 

residential treatment facilities, psychiatric physicians, psychologists and social workers. 

Mental Health Treatment 

This is a program that is: 

¶ Prescribed by a Mental health provider, and 

¶ Medically appropriate. 

Morbid Obesity  

This means: 

¶ Your body mass index (BMI) exceeds 40, or 

¶ Your BMI exceeds 35 and you have one of the following conditions: 

ü Coronary heart disease,  
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ü Type 2 diabetes mellitus, 

ü Clinically significant obstructive sleep apnea, or 

ü Medically refractory hypertension (blood pressure greater than 140 mmHg systolic and/or 90 mmHg 

diastolic, despite optimal medical management). 

Body mass index (BMI) is a marker that is used to assess the degree of obesity. Your BMI is calculated by dividing 

your weight in kilograms by your height in meters squared. 

Necessary (medically necessary) 

A service or supply is necessary if the Claims Administrator determines, in its discretion, that it is appropriate for 

the diagnosis, care or treatment of the disease or injury involved. 

To be appropriate, the service or supply must:  

¶ Be care or treatment that is as likely to produce a significant positive outcome as, and no more likely to 

produce a negative outcome than, any alternative service or supply, both as to the disease or injury involved 

and the person’s overall health condition, 

¶ Be a diagnostic procedure, indicated by the health status of the person, and be as likely to result in 

information that could affect the course of treatment as, and no more likely to produce a negative outcome 

than, any alternative service or supply, both as to the disease or injury involved and the person’s overall 

health condition, and 

¶ As to diagnosis, care and treatment, be no more costly (taking into account all health expenses incurred in 

connection with the service or supply) than any alternative service or supply to meet the above tests. 

In determining if a service or supply is appropriate under the circumstances, the Claims Administrator will take into 

consideration: 

¶ Information provided on the person’s health status, 

¶ Reports in peer-reviewed medical literature, 

¶ Reports and guidelines published by nationally recognized health care organizations that include supporting 

scientific data, 

¶ Generally recognized professional standards of safety and effectiveness in the United States for diagnosis, 

care or treatment,  

¶ The opinion of health professionals in the generally recognized health specialty involved, and 

¶ Any other relevant information brought to the Claims Administrator’s attention. 

The following services or supplies are not considered necessary: 

¶ Those that do not require the technical skills of a medical, mental health or dental professional,  

¶ Those provided mainly for the personal comfort or convenience of the person, any person who cares for 

him or her, any person who is part of his or her family, and any health care provider or health care facility,  

¶ Those provided only because the person is an inpatient on any day when the person’s disease or injury 

could safely and adequately be diagnosed or treated while not confined as an inpatient, or 
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¶ Those provided only because of the setting, if the service or supply could safely and adequately be 

furnished in a physician’s or a dentist’s office or other less costly setting. 

Negotiated Charge 

This is the maximum fee a network provider has agreed to charge for any service or supply for the purpose of 

benefits under this Plan. 

Network Care 

This is a health care service or supply furnished by: 

¶ A network provider, or 

¶ A health care provider who is not a network provider when there is an emergency condition and travel to a 

provider in the network is not possible. 

Network Pharmacy 

A pharmacy, including a mail order pharmacy, that has a contract with the Claims Administrator to dispense drugs 

to persons covered under this Plan, but only while: 

¶ The contract remains in effect, and 

¶ The pharmacy dispenses prescription drugs under the terms of its contract with the Claims Administrator. 

Network Provider 

This is a health care provider who has contracted to furnish services or supplies for a negotiated charge, but only if 

the provider is, with the Claims Administrator’s consent, included in the directory  as a preferred care provider for: 

¶ The service or supply involved, and 

¶ The class of employees to which you belong.  

Non-Network Care 

This is a health care service or supply provided by a provider that is not in the network if, as determined by the 

Claims Administrator: 

¶ The service or supply could have been provided by a network provider, and 

¶ The provider does not belong to one or more of the provider categories in the directory. 

Non-Network Provider 

This is a health care provider who does not belong to the Scripps Custom Provider Network or the Claims 

Administrator’s network and has not contracted with the Claims Administrator to furnish services or supplies at a 

negotiated charge. 

Non-Occupational Disease 

A non-occupational disease is a disease that does not: 

¶ Result from (or in the course of) any work for pay or profit, or 



 

Scripps Clinic Medical Group Medical Plan • Effective January 1, 2021 

119 

¶ Result in any way from a disease that does. 

¶ A disease will be considered non-occupational regardless of its cause if proof is provided that the person: 

¶ Is covered under any type of workers’ compensation law, and 

¶ Is not covered for that disease under such law. 

Non-Occupational Injury  

A non-occupational injury is an accidental bodily injury that does not: 

¶ Result from (or in the course of) any work for pay or profit, or 

¶ Result in any way from an injury that does. 

Orthodontic Treatment 

This is any medical or dental service or supply given to prevent, diagnose or correct a misalignment of: 

¶ The teeth,  

¶ The bite, or  

The jaws or jaw joint relationship, whether or not for the purpose of relieving pain. The following are not 

considered orthodontic treatment: 

¶ The installation of a space maintainer, or 

¶ A surgical procedure to correct malocclusion. 

Out-of-Pocket Maximum 

There are separate out-of-pocket maximums for Medical and Prescription Drug Benefits. The out-of-pocket 

maximum is the maximum that you must pay out-of-pocket for covered expenses each calendar year.  

Partial Confinement Treatment 

A medically supervised day, evening, and/or night treatment program for mental health or chemical dependency 

disorders. Care is coordinated by a multidisciplinary treatment team. Services are provided on an outpatient basis 

for at least four hours per day and are available at least three days per week. The services are of the same intensity 

and level as inpatient services for the treatment of mental health and chemical dependency disorders. 

Pharmacy 

An establishment where prescription drugs are legally dispensed. 

Physician 

This means a legally qualified physician. The term “doctor” is also used throughout this book, and has the same 

meaning as “physician.” 

Prescriber 

Any person, while acting within the scope of his or her license, who has the legal authority to write an order for a 

prescription drug. 
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Prescription 

A prescriber’s order for a prescription drug. If it is an oral order (such as a phoned-in prescription), it must be put 

in writing promptly by the pharmacy. 

Prescription Drugs 

Any of the following: 

¶ A drug, biological or compounded prescription that, by federal law, may be dispensed only by prescription 

and that is required to be labeled “Caution: Federal Law prohibits dispensing without prescription.” 

¶ An injectable contraceptive drug prescribed to be administered by a paid health care professional. 

¶ An injectable drug prescribed to be self-administered or administered by another person except someone 

who is acting within his or her capacity as a paid health care professional. Covered injectable drugs include 

insulin. 

¶ Disposable needles and syringes purchased to administer a covered injectable prescription drug. 

¶ Disposable diabetic supplies. 

Prior authorization  

This is a review of certain types of care to determine whether the proposed care is Medically Necessary. This 

review takes place before the care is given. 

RN 

This means a registered nurse. 

Recognized Charge 

The recognized charge is the lower of (unless a greater amount is required by law to be paid for non-network 

emergency room services in which event that greater amount shall be the recognized charge for those non-network 

emergency room services): 

¶ The provider’s usual charge to provide a service or supply, or 

¶ The charge the Claims Administrator determines, in its discretion, to be the recognized charge percentage 

for the service or supply, or 

¶ The charge the Claims Administrator determines, in its discretion, to be appropriate, based on factors such 

as: 

ü The cost of supplying the same or a similar service or supply, and 

ü The manner in which the charges for the service or supply are made. 

ü The complexity of the service or supply, 

ü The degree of skill needed to provide it, 

ü The provider’s specialty, and 

ü The recognized charge in other areas. 
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Under no circumstances will the recognized charge exceed an amount that the Claims Administrator, in its 

discretion, determines to be reasonable under the circumstances.    

Residential Treatment Center (for chemical dependency) 

This is an institution that that is licensed to provide such residential treatment. Factors indicating such qualification 

include the following, subject to the requirements of the Mental Health Parity And Addiction Equity Act 

(MHPAEA):: 

¶ Has an on-site, licensed medical or chemical dependency providers 24 hours per day/7 days a week. 

¶ Provides a comprehensive patient assessment (preferably before admission, but at least upon admission). 

¶ Patients are admitted by a physician.  

¶ Has access to necessary medical services 24 hours per day/7 days a week. 

¶ If the member requires detoxification services, must have the availability of on-site medical treatment 24 

hours per day/7days a week. The treatment must be actively supervised by an attending physician.  

¶ Provides living arrangements that foster community living and peer interaction that are consistent with 

developmental needs. 

¶ Offers group therapy sessions with at least an RN or Masters-level health professional. 

¶ Has the ability to involve family/support systems in therapy (required for children and adolescents; 

encouraged for adults). 

¶ Provides access to at least weekly sessions with a psychiatrist or psychologist for individual psychotherapy. 

¶ Has peer oriented activities. 

¶ Its services are managed by a licensed chemical dependency health provider who, while not needing to be 

individually contracted, needs to: 

ü Meet the Claim Administrator’s credentialing criteria as an individual practitioner, and  

ü Function under the direction/supervision of a licensed psychiatrist (Medical Director). 

¶ Has individualized written active treatment plan directed toward the alleviation of the impairment that 

caused the admission. 

¶ Provides a level of skilled intervention consistent with patient risk. 

¶ Meets any and all applicable licensing standards established by the jurisdiction in which it is located. 

¶ Is not a wilderness treatment program or any such related or similar program, school and/or education 

service. 

¶ Is able to assess and recognize withdrawal complications that threaten life or bodily functions and to obtain 

needed services either on site or externally. 

¶ Provides 24-hours per day/7 days a week supervision by a physician with evidence of close and frequent 

observation. 

Room and Board 
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Charges made by an institution for room and board and other necessary services and supplies. The charges must be 

regularly made at a daily or weekly rate. 

Semi-Private Room Rate 

This is the room and board charge that an institution applies to the most beds in its semi-private rooms with two or 

more beds. If there are no such rooms, the Claims Administrator will figure the rate. It will be the rate most 

commonly charged by similar institutions in the same geographic area. 

Skilled Nursing Facility 

This is an institution that: 

¶ Is licensed to provide, and does provide, the following on an inpatient basis for persons convalescing from 

disease or injury: 

ü Professional nursing care by an RN, or by an LPN directed by a full-time RN, and 

ü Physical restoration services to help patients to meet a goal of self-care in daily living activities. 

¶ Provides 24-hour-a-day nursing care by licensed nurses directed by a full-time RN. 

¶ Is supervised full-time by a physician or RN. 

¶ Keeps a complete medical record for each patient. 

¶ Has a utilization review plan.  

¶ Is not mainly a place for: 

ü Rest,  

ü Care of the aged,  

ü Care for chemical dependency,  

ü Care for people who are mentally incapacitated, 

ü Custodial or educational care, or  

Care of mental disorders. 

¶ Charges for its services. 

¶ Is an institution or a distinct part of an institution that meets all of the following requirements: 

ü It is licensed or approved under state or local law. 

ü Is primarily engaged in providing skilled nursing care and related services for residents who require 

medical or nursing care, or rehabilitation services for the rehabilitation of injured, disabled, or sick 

persons. 

¶ Qualifies as a skilled nursing facility  under Medicare or as an institution accredited by: 

ü The Joint Commission on Accreditation of Health Care Organizations, 
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ü The Bureau of Hospitals of the American Osteopathic Association, or 

ü The Commission on the Accreditation of Rehabilitative Facilities 

Specialist 

A specialist is a physician who practices in any generally accepted medical or surgical sub-specialty, and provides 

care that is not considered routine medical care.   

Surgery Center 

¶ This is a freestanding ambulatory surgical facility that: 

¶ Meets licensing standards. 

¶ Is set up, equipped and run to provide general surgery. 

¶ Makes charges for its services. 

¶ Is directed by a staff of physicians, at least one of whom is on the premises when surgery is performed and 

during the recovery period. 

¶ Has at least one certified anesthesiologist at the site when surgery that requires general or spinal anesthesia 

is performed, and during the recovery period. 

¶ Extends surgical staff privileges to physicians who practice surgery in an area hospital and to dentists who 

perform oral surgery. 

¶ Has at least two operating rooms and one recovery room. 

¶ Provides or arranges with a medical facility in the area for diagnostic X-ray and laboratory services needed 

in connection with surgery. 

¶ Does not have a place for patients to stay overnight. 

¶ Provides, in the operating and recovery rooms, full-time skilled nursing services directed by an RN. 

¶ Is equipped and has staff trained to handle medical emergencies. 

¶ Must have a physician trained in CPR, a defibrillator, a tracheotomy set and a blood volume expander. 

¶ Has a written agreement with an area hospital for the immediate emergency transfer of patients. Written 

procedures for such a transfer must be displayed, and the staff must be aware of them. 

¶ Provides an ongoing quality assurance program that includes reviews by physicians who do not own or 

direct the facility. 

¶ Keeps a medical record for each patient. 

Terminally Ill  

This is a medical prognosis of six months or less to live. 
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Treatment Facility (chemical dependency) 

This is an institution that is licensed to provide treatment for chemical dependency. Factors indicating such 

qualification include the following, subject to the requirements of the Mental Health Parity Addiction Equity Act 

(MHAPEA): 

¶ Mainly provides a program for diagnosis, evaluation and medically appropriate treatment of chemical 

dependence. 

¶ Charges for its services. 

¶ Meets licensing standards. 

¶ Prepares and maintains a written plan of treatment for each patient. The plan must be based on medical, 

psychological and social needs. It must be supervised by a physician. 

¶ Provides, on the premises, 24 hours a day: 

ü Detoxification services needed for its treatment program. 

ü Infirmary-level medical services. Also, it provides, or arranges with a hospital in the area for, any other 

medical services that may be required. 

ü Supervision by a staff of physicians. 

ü Skilled nursing care by licensed nurses who are directed by a full-time RN. 

Treatment Facility (mental disorder) 

This is an institution that: 

¶ Mainly provides a program for the diagnosis, evaluation and treatment of mental disorders. 

¶ Is not mainly a school or a custodial, recreational or training institution. 

¶ Provides infirmary-level medical services. Also, it provides, or arranges with a hospital in the area for, any 

other medical service that may be required. 

¶ Is supervised full-time by a psychiatrist who is responsible for patient care and is there regularly. 

¶ Is staffed by psychiatric physicians involved in care and treatment. 

¶ Has a psychiatric physician present during the whole treatment day. 

¶ Provides, at all times, psychiatric social work and nursing services. 

¶ Provides, at all times, skilled nursing care by licensed nurses who are supervised by a full-time RN. 

¶ Prepares and maintains a written plan of treatment for each patient based on medical, psychological and 

social needs. The plan must be supervised by a psychiatric physician. 

¶ Charges for its services. 

¶ Meets licensing standards. 

Urgent Admission 

An urgent admission is one where the physician admits the person to the hospital because of: 
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¶ The onset of, or change in, a disease,  

¶ The diagnosis of a disease, or 

¶ An injury caused by an accident, 

…that, while not needing an emergency admission, is severe enough to require confinement as an inpatient in a 

hospital within two weeks from the date the need for confinement becomes apparent. 

Urgent Care Provider 

This is a freestanding medical facility that: 

¶ Provides unscheduled medical services to treat an urgent condition if the person’s physician is not 

reasonably available, 

¶ Routinely provides ongoing unscheduled medical services for more than eight consecutive hours, 

¶ Charges for services, 

¶ Is licensed and certified as required by state or federal law or regulation, 

¶ Keeps a medical record for each patient, 

¶ Provides an ongoing quality assurance program, including reviews by physicians other than those who own 

or run the facility, 

¶ Is run by a staff of physicians, with one physician on call at all times, and 

¶ Has a full-time administrator who is a physician. 

An urgent care provider may also be a physician’s office if it has contracted with the Claims Administrator to 

provide urgent care and is, with the Claims Administrator’s consent, included in its provider directory as a network 

urgent care provider. 

A hospital emergency room or outpatient department is not considered to be an urgent care provider. 

Urgent Condition 

This is a sudden illness, injury or condition that: 

¶ Is severe enough to require prompt medical attention to avoid serious health problems, 

¶ Includes a condition that could cause a person severe pain that cannot be managed without urgent care or 

treatment, 

¶ Does not require the level of care provided in a hospital emergency room, and 

¶ Requires immediate outpatient medical care that can’t be postponed until the person’s physician becomes 

reasonably available. 
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