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may be billed the difference between what you
were charged and what we allow for payment.

If you are an HMO or SuperMed HMO® health
plan member and you see an out-of-network
physician or specialist without an approved 
referral from your primary care physician, you
will be responsible for all charges except in 
the event of a medical emergency.

Where can I find a list of doctors, hospitals or
providers who are in my plan?

To find a list of network providers:

■ Log on to My Health Plan and select Find a
Doctor

■ Call Customer Service

■ Call the applicable number on your ID card

What happens if I don’t go to doctors in my
health plan?

Most plans require you to choose network doctors
and hospitals to get the highest level of benefit.

If you choose to go outside of your network, you
will be responsible for paying a non-network 
deductible and coinsurance (the percentage of
the provider’s bill you share with the insurer
after you have met your deductible) and/or 
excess charges above the allowed amount we
would normally pay for covered services. You
would also pay for charges for non-covered
services and for services we deny.

If you are a member of an HMO health plan,
you do not have out-of-network coverage, other
than for emergency services, and will be 
responsible for paying the charges in full.

How can I find information about network 
doctors, hospitals and providers?

To find information and qualifications about
providers in your health plan’s network, call the
provider’s office or check:

■ The Find a Doctor tool on My Health Plan

■ Your local Academy of Medicine

■ The State Medical Board

■ The Directory of Medical Specialists, available
at most public libraries

■ The American Medical Association’s Physician
Select website: https://extapps.ama-assn.org/
doctorfinder/recaptcha.jsp

How do I obtain primary care services? 

Primary healthcare services, like physical 
examinations and immunizations, are provided
by practitioners who specialize in general 
medicine, family practice, internal medicine and
pediatrics. Primary care services are typically
provided in your primary care provider’s office. 

Help Yourself to Your Health Information

Get all of your important health plan information in one secure, convenient 
online site —My Health Planon MedMutual.com, CarolinaCarePlan.com
and ConsumersLife.com.  

Through My Health Plan, not only can you stay up-to-date on your health
benefits, but you also have access to a wealth of information and tools to
help you save time and money. 

With My Health Planyou can:
■ Create your own account and grant your dependents equal access
■ Access health plan details for you and your dependents
■ Review your Explanation of Benefits (EOB) statements
■ Track your medical and/or dental claims
■ Locate network doctors and hospitals and estimate costs for visiting

those providers 
■ Learn about health and wellness programs available to you
■ Access the SuperWell® Health Resource Center for health information

and interactive tools

My Health Planis available to all members. Not registered? Create your
account on My Health Plantoday by clicking Not a member? Register Now
under the login.

Get all your important health plan information in one secure, 
convenient online site, My Health Plan.
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U.S. Department of Labor Employee Benefits
Security Administration (dol.gov/ebsa). 

How can I file an appeal if my claims, requested
services or eligibility have been denied?

Special Notice: The Patient Protection and 
Affordable Care Act (PPACA) enacted by 
the federal government in 2010 created new 
rules about appeals. These rules go into effect at
different times for different plans. You will be
notified of any changes affecting your plan as
they take effect.

■ If you are part of a self-funded labor union or
other self-insured group, you should refer to
your Benefit Book for how to file an appeal.

■ All others may refer to the following appeal
procedure.

Members may exercise their right to appeal a
denial to pay a claim or approve a service or
procedure according to the applicable laws 
of the state where your policy was sold and 
applicable federal law. There is no charge for
filing an appeal.

Your appeal must be filed within 180 days 
from the date you received your original denial.
Member appeal forms can be found on the
Forms section of My Health Plan or by calling
Customer Service. Instructions for completing
the form, and the fax number and mailing 
address for submitting your appeal, are included
on the form. To support your appeal, please
send any records, doctor’s office notes, photos,
dental X-rays and/or radiology reports you
would like considered in making a decision
about your appeal. 

An appeal request must come from the patient
unless he or she is a minor (in which case a 
parent or legal guardian of the patient may file
the appeal), has appointed an individual as
power of attorney representing the patient, or
has authorized an individual to act as his or her
representative in these matters.  

To appeal a denial to approve care you need
right away, call Care Management or Mental

Health Case Management (see chart on page 4).
Urgent care appeals will be decided within 72
hours, as will appeals for care you need while
you are in the hospital. Our review and decision
about all non-urgent appeals will be made
within 30 days from the date of our receipt of
your appeal request (or sooner according to the
laws of your state). You will receive notice of
our appeal decision in writing. If our original
decision is not overturned you will be notified
of any additional appeals rights you may have. 

Could the Department of Insurance review my
case if it is denied?

Yes. If we deny a claim, do not approve a service
or procedure, or reduce or terminate coverage
for a healthcare service because it is not covered
under the terms of your policy or Certificate, and
the Department of Insurance has jurisdiction
over your plan, you may have the option to
submit an inquiry to the Department of Insurance
in the state where your policy was sold.    

You should first file your appeal with us. If your
appeal has been heard and continues to be 
denied, you or an authorized representative
(e.g., parent, guardian or individual authorized
to make healthcare decisions on your behalf)
may make a written request to the Department
of Insurance to review the terms of your policy
or Certificate and determine whether the
healthcare service is a covered service. If the 
determination of coverage requires resolution
of a medical issue, you will be notified so the
medical issue may be properly reviewed.   

How can I obtain an independent external 
review of my denied claim or request for a
service or procedure?

If applicable to your health plan, you may qualify
for an external review by an Independent 
Review Organization (IRO) if the service you
are appealing meets certain conditions set by
applicable state or federal law. You must first
exhaust the internal appeal process with us 
unless you are eligible to exercise your external
review rights concurrently or immediately. You
will be informed in writing of your external Frequently Asked Questions 7
















