SECTION IV
Cost-Sharing Expenses and Allowed Amount
{Drafting Note:  Insert one of the four deductible paragraphs below as applicable.  Plans must use the first deductible paragraph for any plan that covers services when either a person within a family meets the individual deductible or members of the family collectively meet the family deductible (embedded deductible).  Plans must use the second deductible paragraph when the plan only covers services once members of the family collectively meet the family deductible (true family deductible). Plans must use the third deductible paragraph when Dependents are not covered. Plans must use the fourth deductible paragraph when the plan does not have a deductible.}
A.  [Deductible.
Except where stated otherwise, You must pay the amount in the Schedule of Benefits section of this Certificate for Covered [in-network] [and] [out-of-network] Services during each Plan Year before We provide coverage.  If You have other than individual coverage, the individual Deductible applies to each person covered under this Certificate.  [Once a person within a family meets the individual Deductible, no further Deductible is required for the person that has met the individual Deductible for that Plan Year.  However, after Deductible payments for persons covered under this Certificate collectively total the family Deductible amount in the Schedule of Benefits section of this Certificate in a Plan Year, no further Deductible will be required for any person covered under this Certificate for that Plan Year.]  [There are different Deductibles for services provided by Preferred Providers and Participating Providers.  The Deductibles for Preferred Providers and Participating Providers apply to Covered in-network Services.]  [In-network Cost-Sharing amounts to which a Deductible applies accumulate toward both the Deductibles for Preferred Providers and for Participating Providers.]  [Any in-network Prescription Drugs Covered under this Certificate are subject to the preferred Deductible.] 
[You have a [separate; combined] In-Network and Out-of-Network Deductible.  Cost-Sharing for out-of-network services [applies; does not apply] toward Your In-Network Deductible.  Cost-Sharing for in-network services [applies; does not apply] toward Your Out-of-Network Deductible.]  [Any charges of a Non-Participating Provider that are in excess of the Allowed Amount do not apply toward the Deductible.]  
{Drafting Note: The first three sentences of the paragraph above should be included for plans providing out-of-network coverage to indicate whether they have separate or combined in-network and out-of-network deductibles. The fourth sentence of the paragraph above must be included for any plan providing out-of-network coverage.}   
[Deductible. 
Except where stated otherwise, You must pay the amount in the Schedule of Benefits section of this Certificate for Covered [in-network] [and] [out-of-network] Services during each Plan Year before We provide coverage.  If You have other than individual coverage, You must pay the family Deductible in the Schedule of Benefits section of this Certificate for Covered [in-network] [and] [out-of-network] Services under this Certificate during each Plan Year before We provide coverage for any person covered under this Certificate.  However, after Deductible payments for persons covered under this Certificate collectively total the family Deductible amount in the Schedule of Benefits section of this Certificate in a Plan Year, no further Deductible will be required for any person covered under this Certificate for that Plan Year.  [There are different Deductibles for services provided by Preferred Providers and Participating Providers.  The Deductibles for Preferred Providers and Participating Providers apply to Covered in-network Services.]  [In-network Cost-Sharing amounts to which a Deductible applies accumulate toward both the Deductibles for Preferred Providers and for Participating Providers.]  [Any in-network Prescription Drugs Covered under this Certificate are subject to the preferred Deductible.]
[You have a [separate; combined] In-Network and Out-of-Network Deductible.  Cost-Sharing for out-of-network services [applies; does not apply] toward Your In-Network Deductible.  Cost-Sharing for in-network services [applies; does not apply] toward Your Out-of-Network Deductible.]  [Any charges of a Non-Participating Provider that are in excess of the Allowed Amount do not apply toward the Deductible.] {Drafting Note: The first three sentences of the paragraph above should be included for plans providing out-of-network coverage to indicate whether they have separate or combined in-network and out-of-network deductibles. The fourth sentence of the paragraph above must be included for any plan providing out-of-network coverage.}

[Deductible.

Except where stated otherwise, You must pay the amount in the Schedule of Benefits section of this Certificate for Covered [in-network] [and] [out-of-network] Services during each Plan Year before We provide coverage.  [There are different Deductibles for services provided by Preferred Providers and Participating Providers.  The Deductibles for Preferred Providers and Participating Providers apply to Covered in-network Services.]  [In-network Cost-Sharing amounts to which a Deductible applies accumulate toward both the Deductibles for Preferred Providers and for Participating Providers.]  [Any in-network Prescription Drugs Covered under this Certificate are subject to the preferred Deductible.] 

[You have a [separate; combined] In-Network and Out-of-Network Deductible.  Cost-Sharing for out-of-network services [applies; does not apply] toward Your In-Network Deductible.  Cost-Sharing for in-network services [applies; does not apply] toward Your Out-of-Network Deductible.]  [Any charges of a Non-Participating Provider that are in excess of the Allowed Amount do not apply toward the Deductible.] {Drafting Note: The first three sentences of the paragraph above should be included for plans providing out-of-network coverage to indicate whether they have separate or combined in-network and out-of-network deductibles. The fourth sentence of the paragraph above must be included for any plan providing out-of-network coverage.}

[Deductible.  

There is no Deductible for Covered [in-network] [and out-of-network] Services under this Certificate during each Plan Year.]
[Prescription Drug Deductible.
Except where stated otherwise, You must pay the amount in the Schedule of Benefits section of this Certificate for Covered Prescription Drugs during each Plan Year before We provide coverage.  [Cost-Sharing for out-of-network services does not apply toward Your In-Network Deductible.]  [Any charges of a Non-Participating Provider that are in excess of the Allowed Amount do not apply toward the Prescription Drug Deductible.]]  
{Drafting Note:  Plans, may impose a separate prescription drug deductible.  Plans providing out-of-network coverage must include the bracketed sentences, as applicable, in this section of the certificate.  The sentence beginning with “Cost-Sharing for out-of-network services” should be used for plans providing out-of-network coverage that have separate in-network and out-of-network deductibles. The third sentence of this paragraph must be included for any plan providing out-of-network coverage as applicable.}
B.  Copayments.  
Except where stated otherwise, [after You have satisfied the Deductible as described above,] You must pay the Copayments, or fixed amounts, in the Schedule of Benefits section of this Certificate for Covered [in-network] [and] [out-of-network] Services.  However, when the Allowed Amount for a service is less than the Copayment, You are responsible for the lesser amount.  

C.  Coinsurance.  
Except where stated otherwise, [after You have satisfied the Deductible described above,] You must pay a percentage of the Allowed Amount for Covered Services.  We will pay the remaining percentage of the Allowed Amount as Your [in-network] [or] [out-of-network] benefit as shown in the Schedule of Benefits section of this Certificate.  [You must also pay any charges of a Non-Participating Provider that are in excess of the Allowed Amount.]  
{Drafting Note:  Insert the bracketed language if the plan provides out-of-network coverage.}     

[D.]  [[Primary Care; Office Visit; First Dollar; Student Health Services, Student Health Center] Allowance.

[We Cover Services provided in an office setting for diagnostic evaluation and treatment in full for each Member until the allowance described in the Schedule of Benefits section of this Certificate is exhausted for a Plan Year.  Once the allowance is exhausted, the Cost-Sharing in the Schedule of Benefits section of this Certificate will apply.  Services included in the allowance are those provided by [Your Primary Care Physician; Student Health Services; the Student Health Center] [or] [Your Primary Care Physician whose specialty is exclusively internal medicine, family practice, general practice, OB/GYN or pediatrics].]
[You have a first dollar allowance per Plan Year as shown in the Schedule of Benefits section of this Certificate.  The first dollar allowance amount applies to all Covered [in-network] [and out-of-network] Services [obtained from [Student Health Services; the Student Health Center].  Payments for medical charges for Covered Services are based on Our Allowed Amount.  Initial payment will be made from Your first dollar allowance balance, and if Your first dollar allowance will cover the charge in full, there will be no out-of-pocket cost to You.  Medical charges that exceed the balance of Your first dollar allowance are subject to the Cost-Sharing listed in the Schedule of Benefits section of this Certificate.] 

Preventive services required to be Covered at no Cost-Sharing do not count toward the allowance.]

{Drafting Note: The above two paragraphs are optional. The first paragraph should be used for plans that cover services provided at Student Health Services or the Student Health Center at zero cost sharing. The second paragraph should be used for plans that cover services at no cost-sharing up until a certain dollar limit is reached.}
[E.]  [In-Network] Out-of-Pocket Limit. 
When You have met Your [In-Network] Out-of-Pocket Limit in payment of [In-Network] [and Out-of-Network] Copayments, Deductibles and Coinsurance for a Plan Year in the Schedule of Benefits section of this Certificate, We will provide coverage for 100% of the Allowed Amount for Covered [in-network] Services for the remainder of that Plan Year.  [If You have other than individual coverage, once a person within a family meets the [individual; per person in a family] [In-Network] Out-of-Pocket Limit in the Schedule of Benefits section of this Certificate, We will provide coverage for 100% of the Allowed Amount for the rest of that Plan Year for that person.] [If other than individual coverage applies, when persons in the same family covered under this Certificate have collectively met the family [In-Network] Out-of-Pocket Limit in payment of [In-Network] Copayments, Deductibles and Coinsurance for a Plan Year in the Schedule of Benefits section of this Certificate, We will provide coverage for 100% of the Allowed Amount for the rest of that Plan Year for the entire family.]  [There are different Out-of-Pocket Limits for services provided by Preferred Providers and Participating Providers.  The Out-of Pocket Limits for Preferred Providers and Participating Providers apply to Covered in-network Services.]   [In-network Cost-Sharing amounts to which an Out-of-Pocket Limit applies will accumulate toward both the Out-of-Pocket Limits for Preferred Providers and for Participating Providers.] 
{Drafting Note:  Omit the bracketed “in-network” provisions if the plan does not provide an out-of-network option.  Plans may insert the bracketed “and out-of-network” in the first sentence if in-network and out-of-network cost-sharing accumulate towards the out-of-pocket limit.  Plans with dependent coverage should insert the bracketed provision beginning with “If You have other than individual coverage…” and 1) use the word “individual” when the plan embeds the individual out-of-pocket limit amount (i.e. applies the individual out-of-pocket limit to each person within the family); or 2) use “per person in a family” when the plan embeds an amount other than the individual out-of-pocket limit up to $7,150.  Plans may remove the first bracketed provision beginning with “If you have other than individual coverage” only if the plan provides coverage in full once family members collectively meet the family out-of-pocket limit (i.e. a true family out-of-pocket limit) and that limit is less than $7510. Plans with dependent coverage must insert the third bracketed sentence beginning “If other than individual coverage applies…”} 
[Cost-Sharing for out-of-network services, except for Emergency Services [and out-of-network dialysis], does not apply toward Your [In-Network] Out-of-Pocket Limit.]  [The [Preauthorization; notification] penalty described in the How Your Coverage Works section of this Certificate does not apply toward Your [In-Network] Out-of-Pocket Limit.]  
{Drafting Note:  Include the above reference to out-of-network dialysis only if the plan does not provide coverage for out-of-network services.  The preauthorization penalty language is optional.}
{Drafting Note:  Insert the first sentence in the paragraph below for plans that do not have an out-of-network out-of-pocket limit. Insert the second sentence for plans that for plans that have a separate out-of-pocket limit on out-of-network services.}  
[F.]  [Out-of-Network Out-of-Pocket Limit.  
[This Certificate does not have an Out-of-Network Out-of-Pocket Limit.] [This Certificate has a separate Out-of-Network Out-of-Pocket Limit in the Schedule of Benefits section of this Certificate for out-of-network benefits.  When You have met Your Out-of-Network Out-of-Pocket Limit in payment of Out-of-Network Copayments, Deductibles and Coinsurance for a Plan Year in the Schedule of Benefits section of this Certificate, We will provide coverage for 100% of the Allowed Amount for Covered out-of-network Services for the remainder of that Plan Year.  [If You have other than individual coverage, once a person within a family meets the [individual; per person within a family] Out-of-Network Out-of-Pocket Limit in the Schedule of Benefits section of this Certificate, We will provide coverage for 100% of the Allowed Amount for Covered out-of-network Services for the rest of that Plan Year for that person.]  [If other than individual coverage applies, when persons in the same family covered under this Certificate have collectively met the family Out-of-Network Out-of-Pocket Limit in payment of Out-of-Network Copayments, Deductibles and Coinsurance for a Plan Year in the Schedule of Benefits section of this Certificate, We will provide coverage for 100% of the Allowed Amount for Covered out-of-network Services for the rest of that Plan Year for the entire family.]  Any charges of a Non-Participating Provider that are in excess of the Allowed Amount do not apply toward Your Out-of-Network Out-of-Pocket Limit.]
{Drafting Note:  Insert the bracketed language beginning with “If You have other than individual coverage” and: 1) use the word “individual” when the plan embeds the individual out-of-network out-of-pocket limit amount (i.e. applies the individual out-of-network out-of-pocket limit to each person within the family); or 2)use “per person within a family” when the plan embeds an amount other than the individual out-of-network out-of-pocket limit. Plans may remove the first bracketed provision beginning with “If you have other than individual coverage” if the plan provides coverage in full once family members collectively meet the family out-of-network out-of-pocket limit (i.e. a true family out-of-pocket limit.  Remove the bracketed sentences beginning with “If You have other than individual coverage” and “If other than individual coverage applies” if dependents are not covered.} 
[Cost-Sharing for in-network services does not apply toward Your Out-of-Network Out-of-Pocket Limit.]  [The Preauthorization penalty described in the How Your Coverage Works section of this Certificate does not apply toward Your Out-of-Network Out-of-Pocket Limit.]  
{Drafting Note:  Insert the first bracketed sentence beginning with “Cost-Sharing for in-network services” as applicable.  The preauthorization penalty language is optional.}
{Drafting Note:  For plans with an out-of-network option, include the first paragraph in G below in this section of the certificate and insert the second paragraph in G below in this section of the certificate as applicable.}
[G.]  [Your Additional Payments for Out-of-Network Benefits.  
When You receive Covered Services from a Non-Participating Provider, in addition to the applicable Copayments, Deductibles and Coinsurance described in the Schedule of Benefits section of this Certificate, You must also pay the amount, if any, by which the Non-Participating Provider’s actual charge exceeds Our Allowed Amount.  This means that the total of Our coverage and any Cost-Sharing amounts You pay may be less than the Non-Participating Provider’s actual charge.  
[When You receive Covered Services from a Non-Participating Provider, We will apply nationally-recognized payment rules to the claim submitted for those services.  These rules evaluate the claim information and determine the accuracy of the procedure codes and diagnosis codes for the services You received.  Sometimes, applying these rules will change the way that We pay for the services.  This does not mean that the services were not Medically Necessary.  It only means that the claim should have been submitted differently.  For example, Your Provider may have billed using several procedure codes when there is a single code that includes all of the separate procedures.  We will make one (1) inclusive payment in that case rather than a separate payment for each billed code.  Another example of when We will apply the payment rules to a claim is when You have surgery that involves two (2) surgeons acting as “co-surgeons”.  Under the payment rules, the claim from each Provider should have a “modifier” on it that identifies it as coming from a co-surgeon.  If We receive a claim that does not have the correct modifier, We will change it and make the appropriate payment. [Additionally, another example of when We will apply a payment rule to a claim is when You receive services from a Health Care Professional who is not a Physician, such as a physician’s assistant.  Under the payment rule, the Allowed Amount for a physician’s assistant or other Health Care Professional who is not a Physician will be less than the Allowed Amount for a Physician.]]]   
[H.]  Allowed Amount.  
“Allowed Amount” means the maximum amount We will pay for the services or supplies Covered under this Certificate, before any applicable Copayment, Deductible and Coinsurance amounts are subtracted.  We determine Our Allowed Amount as follows:

The Allowed Amount for Participating Providers will be the amount We have negotiated with the Participating Provider[, or the amount approved by [XXX]] [, or the Participating Provider’s charge] [, if less].
{Drafting Note: The bracketed paragraph is optional.}
[Our payments to Participating Providers may include financial incentives to help improve the quality [or coordination] of care and promote the delivery of Covered Services in a cost-efficient manner. Payments under this financial incentive program are not made as payment for a specific Covered Service provided to You. Your Cost-Sharing will not change based on any payments made to or received from Participating Providers as part of the financial incentive program.]

{Drafting Note:  Insert the language below up to the sentence regarding the allowed amount for emergency services for plans with out-of-network coverage, choosing the appropriate paragraphs based on out-of-network coverage design (inside the service area, outside the service area or both).  The last sentence of this section regarding the allowed amount for emergency services is required for all coverage types and is not variable.}

[The Allowed Amount for Non-Participating Providers will be determined as follows:

1. [Facilities [in Our Service Area].
For [insert type of Facility; Facilities] [in Our Service Area], the Allowed Amount will be [the lesser of] [XX% of]
[the Centers for Medicare and Medicaid Services Prospective Payment System (PPS) amount [unadjusted for geographic locality].] 

[the Medicare amount [unadjusted for geographic locality].] 

[an amount based on cost information from the Centers for Medicare and Medicaid Services.]

[the Fair Health rate at the [XX] percentile.] 

[the Viant amount.]

[the Facility’s charge.]

[a rate based on information provided by a third party vendor, which may reflect one (1) or more of the following factors: 1) the complexity or severity of treatment; 2) level of skill and experience required for the treatment; or 3) comparable Providers’ fees and costs to deliver care.] 

[an amount based on Our Participating Provider fee schedule or rate.]

[the average amounts paid by Us for comparable services to Our participating Hospitals/Facilities in the same county.  If there are no like kind participating Hospitals and/or Facilities in the same county, then the average of amounts paid by Us for comparable services in like kind participating Hospitals and/or Facilities in the contiguous county or counties.]
{Drafting Note:  Insert the specific reimbursement methodology used for non-participating provider facility charges.  Include the type of facility in the first set of brackets if the plan uses different reimbursement methodologies for different types of facilities.  If plans wish to use different reimbursement methodologies for different facilities, repeat the section above as appropriate for each facility type.}  

[If there is no amount as described above, the Allowed Amount will be [XX% of]
[the Facility’s charge.] 
[an amount based on Our Participating Provider fee schedule or rate.]
[the average amounts paid by Us for comparable services to Our participating Hospitals/Facilities in the same county.  If there are no like kind participating Hospitals and/or Facilities in the same county, then the average of amounts paid by Us for comparable services in like kind participating Hospitals and/or Facilities in the contiguous county or counties.]]
{Drafting Note: The sentences below may be inserted in the certificate or in a separate disclosure statement.}
[Our Allowed Amount for non-participating Facilities equates to approximately [XX]% of UCR.  For this purpose, UCR is the FAIR Health rate at the 80th percentile.]]


2.  [Facilities Outside Our Service Area.
For [insert type of Facility; Facilities] outside Our Service Area, the Allowed Amount will be [the lesser of] [XX% of]
[the Centers for Medicare and Medicaid Services Prospective Payment System amount [unadjusted for geographic locality].] 

[the Medicare amount [unadjusted for geographic locality].]

[an amount based on cost information from the Centers for Medicare and Medicaid Services.]

[the Fair Health rate at the [XX] percentile.] 

[the Viant amount.]

[the Facility’s charge.] 

[a rate based on information provided by a third party vendor, which may reflect one (1) or more of the following factors: 1) the complexity or severity of treatment; 2) level of skill and experience required for the treatment; or 3) comparable Providers’ fees and costs to deliver care.]  

[an amount based on Our Participating Provider fee schedule or rate.]

[the average amounts paid by Us for comparable services to Our participating Hospitals/Facilities in the same county.  If there are no like kind participating Hospitals and/or Facilities in the same county, then the average of amounts paid by Us for comparable services in like kind participating Hospitals and/or Facilities in the contiguous county or counties.]
{Drafting Note:  Insert the specific reimbursement methodology used for non-participating provider facility charges outside your service area if the methodology is different from the reimbursement methodology for non-participating provider facility charges inside your service area.  Include the type of facility in the first set of brackets if the plan uses different reimbursement methodologies for different types of facilities.  If plans wish to use different reimbursement methodologies for different facilities, repeat the section above as appropriate for each facility type.}  


[If there is no amount as described above, the Allowed Amount will be [XX% of]
[the Facility’s charge.] 
[an amount based on Our Participating Provider fee schedule or rate.] 
[the average amounts paid by Us for comparable services to Our participating Hospitals/Facilities in the same county.  If there are no like kind participating Hospitals and/or Facilities in the same county, then the average of amounts paid by Us for comparable services in like kind participating Hospitals and/or Facilities in the contiguous county or counties.]]
{Drafting Note: The sentences below may be inserted in the certificate or in a separate disclosure statement.}
[Our Allowed Amount for non-participating Facilities outside Our Service Area equates to approximately [XX]% of UCR.  For this purpose, UCR is the FAIR Health rate at the 80th percentile.]]


[3.] [For All Other Providers [in Our Service Area].
For all other Providers [in Our Service Area], the Allowed Amount will be [the lesser of] [XX% of]
[the Centers for Medicare and Medicaid Services Provider fee schedule, as applicable to the Provider type [unadjusted for geographic locality].] 

[the Medicare amount [unadjusted for geographic locality].]

[an amount based on cost information from the Centers for Medicare and Medicaid Services.]

[the Fair Health rate at the [XX] percentile.] 

[the Viant amount.]

[the Provider’s charge.] 

[a rate based on information provided by a third party vendor, which may reflect one (1) or more of the following factors: 1) the complexity or severity of treatment; 2) level of skill and experience required for the treatment; or 3) comparable Providers’ fees and costs to deliver care.]

[an amount based on Our Participating Provider fee schedule or rate.]

[the average amounts paid by Us for comparable services to Our Participating Providers in the same county.  If there are no like kind Participating Providers in the same county, then the average of amounts paid by Us for comparable services for like kind Participating Providers in the contiguous county or counties.]
{Drafting Note:  Insert the specific reimbursement methodology used for non-participating provider charges.}  
[If there is no amount as described above, the Allowed Amount will be [XX% of]
[the Provider’s charge.] 
[an amount based on Our Participating Provider fee schedule or rate.] 
[the average amounts paid by Us for comparable services to Our Participating Providers in the same county.  If there are no like kind Participating Providers in the same county, then the average of amounts paid by Us for comparable services for like kind Participating Providers in the contiguous county or counties.]]]
{Drafting Note:  The sentences below may be inserted in the certificate or in a separate disclosure statement.}
[Our Allowed Amount for Non-Participating Providers equates to approximately [XX]% of UCR.  For this purpose, UCR is the FAIR Health rate at the 80th percentile.]]


[4.] [For All Other Providers Outside Our Service Area.

For all other Providers outside Our Service Area, the Allowed Amount will be [the lesser of] [XX% of] 

[the Centers for Medicare and Medicaid Services Provider fee schedule, as applicable to the Provider type  [unadjusted for geographic locality].] 

[the Medicare amount [unadjusted for geographic locality].]

[an amount based on cost information from the Centers for Medicare and Medicaid Services.]

[the Fair Health rate at the [XX] percentile.] 

[the Viant amount.]

[the Provider’s charge.] 

[a rate based on information provided by a third party vendor, which may reflect one (1) or more of the following factors: 1) the complexity or severity of treatment; 2) level of skill and experience required for the treatment; or 3) comparable Providers’ fees and costs to deliver care.]

[an amount based on Our Participating Provider fee schedule or rate.]

[the average amounts paid by Us for comparable services to Our Participating Providers in the same county.  If there are no like kind Participating Providers in the same county, then the average of amounts paid by Us for comparable services for like kind Participating Providers in the contiguous county or counties.]
{Drafting Note:  Insert the specific reimbursement methodology used for non-participating provider charges outside your service area if the methodology is different from the reimbursement methodology for non-participating provider charges inside your service area.}

[If there is no amount as described above, the Allowed Amount will be [XX% of]
[the Provider’s charge.] 
[an amount based on Our Participating Provider fee schedule or rate.]

[the average amounts paid by Us for comparable services to Our Participating Providers in the same county.  If there are no like kind Participating Providers in the same county, then the average of amounts paid by Us for comparable services for like kind Participating Providers in the contiguous county or counties.]]
{Drafting Note: The sentences below may be inserted in the certificate or in a separate disclosure statement.}
[Our Allowed Amount for Non-Participating Providers outside Our Service Area equates to approximately [XX]% of UCR.  For this purpose, UCR is the FAIR Health rate at the 80th percentile.]]

[5.] [Physician-Administered Pharmaceuticals.
For Physician-administered pharmaceuticals, We use gap methodologies that are similar to the pricing methodology used by the Centers for Medicare and Medicaid Services, and produce fees based on published acquisition costs or average wholesale price for the pharmaceuticals.  These methodologies are currently created by RJ Health Systems, Thomson Reuters (published in its Red Book), or Us based on an internally developed pharmaceutical pricing resource if the other methodologies have no pricing data available for a Physician-administered pharmaceutical or special circumstances support an upward adjustment to the other pricing methodology.]
[Our Allowed Amount is not based on UCR.]  The Non-Participating Provider’s actual charge may exceed Our Allowed Amount.  You must pay the difference between Our Allowed Amount and the Non-Participating Provider’s charge.  Contact Us at [XXX; the number on Your ID card] [or visit Our website [at XXX]] for information on Your financial responsibility when You receive services from a Non-Participating Provider.  
{Drafting Note:  Insert the first bracketed sentence above if the plan does not use UCR for its allowed amount.}
[We reserve the right to negotiate a lower rate with Non-Participating Providers [or to pay a [XXX] host plan’s rate, if lower].  [If the Provider participates in a network for an equivalent product offered by a [related; affiliated] insurer or HMO in another state, [and the Provider has agreed to extend the rate to this Certificate, the rate the Provider has agreed to accept from the other insurer or HMO will apply.]  [Medicare based rates referenced in and applied under this section shall be updated no less than annually.]]
{Drafting Note:  Insert the paragraph above as applicable in the certificate.}
See the Emergency Services and Urgent Care section of this Certificate for the Allowed Amount for an Emergency Condition.

