
SECTION X
Additional Benefits, Equipment and Devices
{Drafting Note:  Section X is required for individual and small group coverage.  Paragraphs A, B and G are required for large group coverage.  The remaining paragraphs are optional, although recommended if applicable, 
for large group coverage.}
Please refer to the Schedule of Benefits section of this [Certificate; Contract; Policy] for Cost-Sharing requirements, day or visit limits, and any Preauthorization or Referral requirements that apply to these benefits.
{Drafting Note:  HMOs and gatekeeper EPO products may not impose preauthorization requirements on the member for in-network coverage.}

A.  Autism Spectrum Disorder.

We Cover the following services when such services are prescribed or ordered by a licensed Physician or a licensed psychologist and are determined by Us to be Medically Necessary for the screening, diagnosis, and treatment of autism spectrum disorder.  For purposes of this benefit, “autism spectrum disorder” means any pervasive developmental disorder defined in the most recent edition of the Diagnostic and Statistical Manual of Mental Disorders at the time services are rendered.
1. Screening and Diagnosis.  We Cover assessments, evaluations, and tests to determine whether someone has autism spectrum disorder. 
2. Assistive Communication Devices.  We Cover a formal evaluation by a speech-language pathologist to determine the need for an assistive communication device.  Based on the formal evaluation, We Cover the rental or purchase of assistive communication devices when ordered or prescribed by a licensed Physician or a licensed psychologist if You are unable to communicate through normal means (i.e., speech or writing) when the evaluation indicates that an assistive communication device is likely to provide You with improved communication.  Examples of assistive communication devices include communication boards and speech-generating devices.  [Coverage is limited to dedicated devices.  We will only Cover devices that generally are not useful to a person in the absence of a communication impairment.  We do not Cover items, such as, but not limited to, laptop, desktop or tablet computers.]  We Cover software and/or applications that enable a laptop, desktop or tablet computer to function as a speech-generating device.  Installation of the program and/or technical support is not separately reimbursable.  We will determine whether the device should be purchased or rented.
{Drafting Note:  Insert the bracketed language if applicable.}
We Cover repair, replacement fitting and adjustments of such devices when made necessary by normal wear and tear or significant change in Your physical condition.  We do not Cover the cost of repair or replacement made necessary because of loss or damage caused by misuse, mistreatment, or theft[; however, We Cover one (1) repair or replacement per device type that is necessary due to behavioral issues].  Coverage will be provided for the device most appropriate to Your current functional level.  [We do not Cover delivery or service charges or routine maintenance.]
{Drafting Note:  Insert the bracketed language if applicable.}
3. Behavioral Health Treatment.  We Cover counseling and treatment programs that are necessary to develop, maintain, or restore, to the maximum extent practicable, the functioning of an individual.  We will provide such Coverage when provided by a licensed Provider.  We Cover applied behavior analysis when provided by a licensed or certified applied behavior analysis Health Care Professional.  “Applied behavior analysis” means the design, implementation, and evaluation of environmental modifications, using behavioral stimuli and consequences, to produce socially significant improvement in human behavior, including the use of direct observation, measurement, and functional analysis of the relationship between environment and behavior.  The treatment program must describe measurable goals that address the condition and functional impairments for which the intervention is to be applied and include goals from an initial assessment and subsequent interim assessments over the duration of the intervention in objective and measurable terms.

4. Psychiatric and Psychological Care.  We Cover direct or consultative services provided by a psychiatrist, psychologist or a licensed clinical social worker with the experience required by the New York Insurance Law, licensed in the state in which they are practicing. 
5. Therapeutic Care.  We Cover therapeutic services necessary to develop, maintain, or restore, to the greatest extent practicable, functioning of the individual when such services are provided by licensed or certified speech therapists, occupational therapists, physical therapists and social workers to treat autism spectrum disorder and when the services provided by such Providers are otherwise Covered under this [Certificate; Contract; Policy].  Except as otherwise prohibited by law, services provided under this paragraph shall be included in any visit maximums applicable to services of such therapists or social workers under this [Certificate; Contract; Policy].

6. Pharmacy Care.  We Cover Prescription Drugs to treat autism spectrum disorder that are prescribed by a Provider legally authorized to prescribe under Title 8 of the New York Education Law.  Coverage of such Prescription Drugs is subject to all the terms, provisions, and limitations that apply to Prescription Drug benefits under this [Certificate; Contract; Policy].
7. Limitations.  We do not Cover any services or treatment set forth above when such services or treatment are provided pursuant to an individualized education plan under the New York Education Law.  The provision of services pursuant to an individualized family service plan under Section 2545 of the New York Public Health Law, an individualized education plan under Article 89 of the New York Education Law, or an individualized service plan pursuant to regulations of the New York State Office for People With Developmental Disabilities shall not affect coverage under this [Certificate; Contract; Policy] for services provided on a supplemental basis outside of an educational setting if such services are prescribed by a licensed Physician or licensed psychologist.

You are responsible for any applicable Copayment, Deductible or Coinsurance provisions under this [Certificate; Contract; Policy] for similar services.  For example, any Copayment, Deductible or Coinsurance that applies to physical therapy visits will generally also apply to physical therapy services Covered under this benefit; and any Copayment, Deductible or Coinsurance for Prescription Drugs will generally also apply to Prescription Drugs Covered under this benefit.  See the Schedule of Benefits section of this [Certificate; Contract; Policy] for the Cost-Sharing requirements that apply to applied behavior analysis services and assistive communication devices.
Nothing in this [Certificate; Contract; Policy] shall be construed to affect any obligation to provide coverage for otherwise-Covered Services solely on the basis that the services constitute early intervention program services pursuant to Section 3235-a of the New York Insurance Law or an individualized service plan pursuant to regulations of the New York State Office for People With Developmental Disabilities.

B.  Diabetic Equipment, Supplies and Self-Management Education.

We Cover diabetic equipment, supplies, and self-management education if recommended or prescribed by a Physician or other licensed Health Care Professional legally authorized to prescribe under Title 8 of the New York Education Law as described below:
1. Equipment and Supplies.
We Cover the following equipment and related supplies for the treatment of diabetes when prescribed by Your Physician or other Provider legally authorized to prescribe:
· Acetone reagent strips

· Acetone reagent tablets

· Alcohol or peroxide by the pint

· Alcohol wipes

· All insulin preparations

· Automatic blood lance kit

· Blood glucose kit

· Blood glucose strips (test or reagent)

· Blood glucose monitor with or without special features for visually impaired, control solutions, and strips for home blood glucose monitor
· Cartridges for the visually impaired

· Diabetes data management systems

· Disposable insulin and pen cartridges

· Drawing-up devices for the visually impaired

· Equipment for use of the pump
· Glucagon for injection to increase blood glucose concentration 

· Glucose acetone reagent strips

· Glucose reagent strips

· Glucose reagent tape

· Injection aides
· Injector (Busher) Automatic
· Insulin

· Insulin cartridge delivery

· Insulin infusion devices

· Insulin pump

· Lancets

· Oral agents such as glucose tablets and gels
· Oral anti-diabetic agents used to reduce blood sugar levels 

· Syringe with needle; sterile 1 cc box 

· Urine testing products for glucose and ketones

· Additional supplies, as the New York State Commissioner of Health shall 

designate by regulation as appropriate for the treatment of diabetes.

[Diabetic equipment and supplies are Covered only when obtained from a designated diabetic equipment or supply manufacturer which has an agreement with Us to provide all diabetic equipment or supplies required by law for Members through participating pharmacies.  If You require a certain item not available from Our designated diabetic equipment or supply manufacturer, You or Your Provider must submit a request for a medical exception by calling [XXX; the number on Your ID card].  Our medical director will make all medical exception determinations.]  [Diabetic equipment and supplies are limited to a 30-day supply up to a maximum of a 90-day supply when purchased at a pharmacy.]
{Drafting Note:  The paragraph above is optional for standard and non-standard NYSOH plans and plans offered outside the NYSOH.  However, insurers and HMOs initially moving to one manufacturer will need to describe to DFS how they are transitioning members who are using equipment and supplies from other manufacturers.  In addition, insurers and HMOs will need to demonstrate to DFS that members will continue to have access to all diabetic equipment and supplies required by law.  Insert the last bracketed sentence as applicable.}

2. Self-Management Education.
Diabetes self-management education is designed to educate persons with diabetes as to the proper self-management and treatment of their diabetic condition, including information on proper diets.  We Cover education on self-management and nutrition when: diabetes is initially diagnosed; a Physician diagnoses a significant change in Your symptoms or condition which necessitates a change in your self-management education; or when a refresher course is necessary.  It must be provided in accordance with the following:  

· By a Physician, other health care Provider authorized to prescribe under Title 8 of the New York Education Law, or their staff during an office visit;   

· Upon the Referral of Your Physician or other health care Provider authorized to prescribe under Title 8 of the New York Education Law to the following non-Physician, medical educators:  certified diabetes nurse educators; certified nutritionists; certified dietitians; and registered dietitians in a group setting when practicable; and  

· Education will also be provided in Your home when Medically Necessary.

3. Limitations.
The items will only be provided in amounts that are in accordance with the treatment plan developed by the Physician for You.  We Cover only basic models of blood glucose monitors unless You have special needs relating to poor vision or blindness or as otherwise Medically Necessary.  

C.  Durable Medical Equipment and Braces.

We Cover the rental or purchase of durable medical equipment and braces.
1. Durable Medical Equipment.


Durable Medical Equipment is equipment which is: 
· Designed and intended for repeated use; 
· Primarily and customarily used to serve a medical purpose; 
· Generally not useful to a person in the absence of disease or injury; and 
· Appropriate for use in the home.

Coverage is for standard equipment only.  We Cover the cost of repair or replacement when made necessary by normal wear and tear.  We do not Cover the cost of repair or replacement that is the result of misuse or abuse by You.  We will determine whether to rent or purchase such equipment.  [We do not Cover over-the-counter durable medical equipment.]

{Drafting Note:  The limit regarding over-the-counter equipment must be included in the standard NYSOH plan and is optional in non-standard NYSOH plans and plans offered outside the NYSOH.}
We do not Cover equipment designed for Your comfort or convenience (e.g., pools, hot tubs, air conditioners, saunas, humidifiers, dehumidifiers, exercise equipment), as it does not meet the definition of durable medical equipment.
2. Braces.
We Cover braces, including orthotic braces, that are worn externally and that temporarily or permanently assist all or part of an external body part function that has been lost or damaged because of an injury, disease or defect.  Coverage is for standard equipment only.  We Cover replacements when growth or a change in Your medical condition make replacement necessary.  We do not Cover the cost of repair or replacement that is the result of misuse or abuse by You.

D.  Hearing Aids.
We Cover hearing aids required for the correction of a hearing impairment (a reduction in the ability to perceive sound which may range from slight to complete deafness).  Hearing aids are electronic amplifying devices designed to bring sound more effectively into the ear.  A hearing aid consists of a microphone, amplifier and receiver.  

Covered services are available for a hearing aid that is purchased as a result of a written recommendation by a Physician and include the hearing aid and the charges for associated fitting and testing.  We Cover a single purchase (including repair and/or replacement) of hearing aids for one (1) or both ears [once every three (3) years].  
{Drafting Note:  The three year limit on hearing aids is required for the standard NYSOH plan but the limit may be removed or modified so that coverage is more favorable for non-standard NYSOH plans and plans offered outside the NYSOH.}
Bone anchored hearing aids are Covered only if You have either of the following:

· Craniofacial anomalies whose abnormal or absent ear canals preclude the use of 

a wearable hearing aid; or 

· Hearing loss of sufficient severity that it would not be adequately remedied by a 

wearable hearing aid.

If You meet the criteria for a bone anchored hearing aid, Coverage is provided for one (1) hearing aid per ear [during the entire period of time that You are enrolled under this [Certificate; Contract; Policy]].  We Cover repair and/or replacement of a bone anchored hearing aid only for malfunctions.
{Drafting Note:  The limit on hearing aids is required for the standard NYSOH plan but may be removed or modified so that coverage is more favorable for non-standard NYSOH plans and plans offered outside the NYSOH.}
E.  Hospice.

Hospice Care is available if Your primary attending Physician has certified that You have six (6) months or less to live.  We Cover inpatient Hospice Care in a Hospital or hospice and home care and outpatient services provided by the hospice, including drugs and medical supplies.  [Coverage is provided for [210] days of Hospice Care.]  We also Cover five (5) visits for supportive care and guidance for the purpose of helping You and Your immediate family cope with the emotional and social issues related to Your death, either before or after Your death.

{Drafting Note:  Use 210 days for the standard NYSOH plan.  Plans may insert an amount over 210 days or remove the limit for non-standard NYSOH plans and plans offered outside the NYSOH.}
We Cover Hospice Care only when provided as part of a Hospice Care program certified pursuant to Article 40 of the New York Public Health Law.  If care is provided outside New York State, the hospice must be certified under a similar certification process required by the state in which the hospice is located.  We do not Cover: funeral arrangements; pastoral, financial, or legal counseling; or homemaker, caretaker, or respite care.
F.  Medical Supplies.
We Cover medical supplies that are required for the treatment of a disease or injury which is Covered under this [Certificate; Contract; Policy].  We also Cover maintenance supplies (e.g., ostomy supplies) for conditions Covered under this [Certificate; Contract; Policy].  All such supplies must be in the appropriate amount for the treatment or maintenance program in progress.  We do not Cover over-the-counter medical supplies.  See the Diabetic Equipment, Supplies, and Self-Management Education section above for a description of diabetic supply Coverage. 

{Drafting Note:  Insert the ostomy equipment and supplies paragraph below for large groups that do not use the medical supplies benefit in paragraph F above.  Individual and small group coverage must use the medical supplies benefit in paragraph F above, which includes coverage for ostomy supplies.}
[G.  Ostomy Equipment and Supplies. 

We Cover ostomy equipment and supplies prescribed or recommended by a Health Care Professional.]
[H.]  Prosthetics.
1. External Prosthetic Devices.
We Cover prosthetic devices (including wigs) that are worn externally and that temporarily or permanently replace all or part of an external body part that has been lost or damaged because of an injury or disease.  We Cover wigs only when You have severe hair loss due to injury or disease or as a side effect of the treatment of a disease (e.g., chemotherapy).  We do not Cover wigs made from human hair unless You are allergic to all synthetic wig materials.  
We do not Cover dentures or other devices used in connection with the teeth unless required due to an accidental injury to sound natural teeth or necessary due to congenital disease or anomaly.  
Eyeglasses and contact lenses are not Covered under this section of the [Certificate; Contract; Policy] and are only Covered under the [pediatric] vision Care section of this [Certificate; Contract; Policy].  
[We do not Cover shoe inserts.]
{Drafting Note:  Shoe inserts may not be covered under the standard NYSOH plan, but may be covered under non-standard NYSOH plans and plans offered outside the NYSOH.}
We Cover external breast prostheses following a mastectomy, which are not subject to any lifetime limit. 

Coverage is for standard equipment only.  
We Cover the cost of [one (1)] prosthetic device[, per limb, [per lifetime; per Plan Year]].  We also Cover the cost of repair and replacement of the prosthetic device and its parts.  We do not Cover the cost of repair or replacement covered under warranty or if the repair or replacement is the result of misuse or abuse by You.
{Drafting Note:  The one prosthetic device per limb per lifetime limit is required for the standard NYSOH plan, but may be removed or modified so that coverage is more favorable for non-standard NYSOH plans and plans offered outside the NYSOH.}
2. Internal Prosthetic Devices.
We Cover surgically implanted prosthetic devices and special appliances if they improve or restore the function of an internal body part which has been removed or damaged due to disease or injury.  This includes implanted breast prostheses following a mastectomy or partial mastectomy in a manner determined by You and Your attending Physician to be appropriate.  
Coverage also includes repair and replacement due to normal growth or normal wear and tear.
Coverage is for standard equipment only.
{Drafting Note:  The shoe inserts paragraph below may not be included in the standard NYSOH plan, but may be included in non-standard NYSOH plans and plans offered outside the NYSOH.} 
[I.  Shoe Inserts.

We Cover shoe inserts that are necessary to: support, restore or protect body function; redirect, eliminate or restrict motion of an impaired body part; or relieve or correct a condition caused by an injury or illness.  [We Cover replacements: due to a change in Your condition; when required repairs would exceed the cost of a replacement device or parts that need to be replaced; or when there has been an irreparable change in the condition of the device due to normal wear and tear.]  [We do not Cover the cost of repair or replacement that is the result of misuse or abuse by You.]]


