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Introduction


Managed Care health insurance offers low cost moderate health care coverage.  The basic concept behind managed health care is to lower cost by means of control, by controlling access to providers the costs are controlled as well.  Managed care plans differ in the coverage offered but typically cover the cost of preventative care.  Managed health care includes different types of health coverage, which includes Health Maintenance Organization (HMOs), Preferred Provider Plans (PPOs), Medical Savings Plan, and Point of Service Plans (POSs).  The costs involved in health care are the monthly health insurance premium, and an either a co-payment, a low or high per visit coinsurance or a percentage of the medical cost depending on whether you’re in-network or out-of-network.   

Health Maintenance Organizations

Introduction to Health Maintenance Organization

A Health Maintenance Organization (HMO) is an organized system of health care that provides comprehensive services to its members for a fixed, pre paid fee. HMOs are the least expensive form of managed medical care.  A list is set up of the physicians that are covered under the HMO plan and from there a member picks their primary care physician. The primary care physician must refer a patient out in order to see a specialist. HMO's account for a significant share of the group health insurance in the market, in 2001, enrollment in HMO's accounted for 33 percent of all employee enrollments in health insurance plans.  

Types of Health Maintenance Organizations
There are four types of Health Maintenance Organizations: staff model, group model, network model, and individual practice association plan (IPA). In a staff model physicians are employees of the HMO and are paid a salary and possibly and incentive bonus to hold down costs. In a group model physicians are employees of another group that has a contract with an HMO to provide medical services to its members. The HMO pays the group of physicians a monthly or annual capitation fee for each member. In return, the group agrees to provide all covered services to the members during the year. The group model typically has a closed panel of physicians that requires members to select physicians affiliated with the HMO. In a network model the network contracts with two or more independent group practices to provide medical services to covered members. The HMO pays a fixed monthly fee for each member to the medical group. The medical group then decides how the fees will be distributed among the individual physicians. An IPA is an open panel of physicians who work out of their own offices and treat patients on a fee for service basis. However, the individual physicians agree to treat HMO members at a reduced fee.

Advantages of Health Maintenance Organizations

There are several advantages that come with having a Health Maintenance Organization plan. One advantage is that most services are covered in full with relatively few maximum limits on individual services. Covered services typically include the full cost of hospital care, laboratory and X-ray services, outpatient services, special-duty nursing, and numerous other services. Office visits to HMO physicians are also covered, either in full or at a nominal charge for each visit. Some newer HMOs allow insured's to select any physician at higher out-of-pocket costs. Another advantage is that HMO members pay a fixed, prepaid fee (usually paid one a month) for the medical services provided. Because of this fixed pre-paid fee it is in the providers best interest to make sure that the beneficiaries get basic health care for problems before they become serious. This means that beneficiaries get good preventive care through HMO plans. High deductibles and coinsurance requirements are usually not emphasized. The big advantage of the Health Maintenance Organization is that there is a huge emphasis on controlling costs. 

Disadvantages of Health Maintenance Organizations

One of the disadvantages to HMOs is that they will limit the amount paid for the treatment of alcoholism and drug addiction. A big disappointment to many members is that the selection of physicians is usually limited to physicians who are affiliated with the HMO. When a beneficiary needs to see a specialist the primary care physician, who acts like a gatekeeper, must refer the beneficiary out. HMOs also tend to operate in a specific geographical area and because HMOs operate in a limited geographical area, there may be limited coverage for treatment received outside the area. HMOs typically cover only emergency medical treatment received outside of the geographical area of the HMO. Also to the disappointment of many members HMO's now impose a coinsurance requirement for certain diseases, such as alcoholism or drug addiction. In an HMO plan beneficiaries often have to wait longer for an appointment than they would with a fee-for-service plan.

Comparing different HMO providers
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	Aetna Health of California Inc.
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	Blue Cross HMO – California Care
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	Blue Shield of California HMO
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	CIGNA HMO
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	Kaiser Permanente - North
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	Kaiser Permanente - South
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	PacifiCare of California
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Above info from: http://www.opa.ca.gov/Report_Card/health_plans/comparehmo.asp

Questions to ask about your HMO

First you as the beneficiary you want to evaluate your wants and needs from your health insurance provider. To do so here are some questions to help guide your choice:

· What area does my plan cover?

· How many doctors can I choose from?

· Can I change my primary care physician?

· What is the procedure for referring patients to specialists?

· What will my fixed pre-paid cost be?

· What services are covered with my plan?

· How far in advance must routine visits be scheduled?

· What arrangements must there be for handling emergency care?

· Are there limits to services such as medical test, surgeries, or other such services?

· What are the cost if a service is not covered?

· Where are the hospitals that are covered located?

· What can you do if you are out of your area and need medical attention?

Vision Coverage Under HMOs
Vision coverage under HMOs varies depending on the provider. Some providers offer vision coverage under a sub-plan. 

Dental Coverage Under HMOs
Dental coverage under HMO is similar to vision coverage. Depending on the HMO provider the dental coverage may vary. A sub-plan is usually offered through the HMO provider for dental coverage.

Preferred Provider Organization

Introduction to Preferred Provider Organization
         Preferred Provider Organization (PPO) is a plan that contracts with health care providers to provide certain medical services to its members at a discount fee. PPO is a health benefit plan with contracts between the sponsor and health care providers to treat plan members. A PPO can also be a group of health care providers who contract with an insurer to treat policyholders according to a predetermined fee schedule. PPOs can range from one hospital and its practicing physicians that contract with a large employer to a national network of physicians, hospitals and labs that contract with insurers or employer groups. PPO contracts typically provide discounts from standard fees, incentives for plan enrollees to use the contracting providers, and other managed care cost containment methods.

http://insurance.cch.com/rupps/preferred-provider-organization.htmWhy people prefer PPO?                                                      

            More people choose Preferred Provider Organization because it offers them the freedom to choose any doctor or facility within their network. PPOs are attractive to employers as they provide some cost savings in comparison to indemnity plans, with fewer restrictions on health care access or utilization in comparison to HMOs or other health administration models that require physician referrals before accessing specialists.
http://www.ncqa.org/somc2001/CAHPS/SOMC_2001_PPO_CAHPS.html
History of Preferred Provider Organization
PPO highlights  

PPO insurance is a relatively new type of managed care plan. It was developed to combine the lower cost of managed care with the great degree of choice found in traditional health care. 

According to the American Association of Preferred Provider Organization, 54 percent of all Americans with health insurance now receive their health care through a preferred provider organization       

 Currently, nearly 112 million individuals are enrolled in a PPO program. This growth has been primarily the result of the fact that PPOs have delivered exactly what the public has called for zero choice, flexibility and a balance between the delivery of appropriate care and cost control.

 Are more workers covered by traditional fee-for-service plans, HMOs, or PPOs? According to data from the 2000 BLS survey of benefit plans, about half (51 percent) of all full-time private industry workers covered by an employer medical care plan were enrolled in a Preferred Provider Organization (PPO). Preferred-provider plans allow enrollees to obtain services from any provider, but offer incentives if services are obtained from selected providers. 

About 40 percent of those with an employer medical care plan were enrolled in a Health Maintenance Organization (HMO), a plan which provides comprehensive medical services on a prepaid basis. Only about 10 percent were in traditional fee-for-service plans which pay for medical services from any provider as expenses are incurred. 

Over the past few years, PPOs have steadily risen in popularity among employers and have experienced an increase in overall enrollment. According to the American Association of Preferred Provider Organizations, PPO enrollment in eligible employees rose from 98.3 million in 1998 to 106.8 million in 1999. The number of PPO plans operating in the U.S. in 2000 was 1,050, covering over 133 million lives.

Figure 1 


Average Employee Costs For Health Care
2000-2003*

2000                      2003                     % Increase
Employee Portion of Annual Premium 
Single Coverage                      $334                      $508                         52% 
Family Coverage                      $1,619                   $2,412                      49%

PPO Deductibles 
Preferred Provider                    $175                      $275                         57% 
Non-Preferred Provider             $340                      $561                         65%

Prescription Drug Co-Payments 
Preferred Drugs                        $13                        $19                         46% 
Non-Preferred Drugs                 $17                        $29                         71%

*Includes public- and private-sector employees. 
Source: Kaiser Family Foundation, Employer Health Benefits Survey, 2003. 
Note: Preferred Provider Organization (PPO) is a popular form of health plan. A PPO controls costs by contracting with "preferred" doctors. Patients receive the highest financial benefit if they see a preferred doctor. Patients are allowed to go "out-of-network," but bear more of the costs themselves if they do so.

Trouble Trends  

Members that needed mental-health care complained that they could get an in-networks doctor.  Billing problems remain a major frustration for PPO members. On average 32 percent of PPO members, compared to 15 percent of HMO members, had at least one billing problem.
Consumers Assessment of Health Plans Survey®2.0H* (CAHPS) for PPO plans.

	
	
	
	Percentiles

	Composites
	N
	Mean
	10th
	25th
	50th
(Median)
	75th
	90th

	Getting Needed Care - % not a problem
	24
	88.36
	83.08
	85.36
	89.84
	91.78
	92.60

	Getting Care Quickly - % usually or always
	25
	83.79
	79.37
	81.36
	84.80
	86.63
	88.40

	Doctor Communicates Well - % usually or always
	27
	93.19
	90.92
	92.53
	93.36
	94.39
	94.80

	Claims Processing - % usually or always
	27
	88.27
	81.79
	86.28
	89.01
	92.41
	94.79

	Customer Service - % not a problem
	26
	69.02
	59.09
	63.65
	68.50
	75.17
	79.59

	Office Staff Helpful and Courteous - % usually or always
	27
	94.82
	93.03
	93.47
	94.82
	95.94
	97.06


  

	
	
	
	Percentiles

	Ratings

% answering 8, 9, or 10 on a scale of 0 (Worst) to 10 (Best)
	N
	Mean
	10th
	25th
	50th
(Median)
	75th
	90th

	Personal Doctor
	27
	82.41
	77.17
	79.28
	82.10
	85.25
	88.94

	Specialist
	26
	83.82
	78.66
	80.61
	84.36
	86.52
	89.03

	Overall Health Care
	27
	80.23
	70.75
	76.60
	79.92
	86.55
	87.17

	Overall Health Plan
	27
	70.97
	59.23
	63.44
	72.60
	80.66
	83.94


Comments:
Members of the PPOs plans submitting CAHPS data to NCQA are reporting positive overall experiences. Courteous and Helpful Office Staff and Doctor's Communication skills were rated the highest amongst the plan performance indicators. All plans need to make significant improvements in the area of Customer Service. On average, three out of ten members encountered a 'small problem' or 'big problem' when looking for or understanding written materials from the plans, as well as, getting needed help when members called their plan's customer service. Members also reported a less positive overall experience with their overall health plan, as three out of ten members gave their plans a rating of '7' or less, where '0' is the 'worst health plan possible' and '10' is the 'best health plan possible'.

The averages presented in this report need to be interpreted with caution, as the 27 PPOs reporting CAHPS to NCQA represent less than three percent of all PPOs in the United States. Also, PPOs currently reporting to NCQA may be doing so due to mandates from large employers such as General Moters Corp., Marriot International, Xerox Corp., and the federal Offcie of Personnel Management (OPM). One third of the PPO plans reporting CAHPS are contracted by the OPM. Because OPM offers their benefits to their retirees, the composition of member demographic characteristics may also differ from other PPOs. 

PPO Federal Employees Health Benefits Program (FEHB)
	
	 PPO
	
Non PPO

	Deductible Per Person Calendar Year
	$275
	 
	$350

	Deductible Per Person-Prescription Drug
	None
	 
	None

	Deductible Per Hospital Stay-Inpatient
	None
	 
	$200

	Copay Coinsurance Doctors & Outpatient Tests
	10%
	 
	30%

	Copay Coinsurance Hospital Inpatient R & B
	10%
	 
	30%

	Copay Coinsurance Hospital Inpatient Other
	10%
	 
	30%

	Copay Coinsurance Hospital Outpatient
	10%
	 
	30%

	Copay Coinsurance Prescription Drugs Home Delivery Generic
	$10
	 
	$10

	Copay Coinsurance Prescription Drugs Home Delivery Brand Name
	20%
	 
	20%

	Copay Coinsurance Prescription Drugs Generic
	$7
	 
	45%

	Copay Coinsurance Prescription Drugs Brand Name 
	25%
	 
	45%

	Copay Coinsurance Prescription Drugs Nonformulary 
	25%
	 
	45%


http://www.ncqa.org/
Advantages of Preferred Provider Organization

  Patients are not required to use a preferred provider but have freedom of choice every time they need care. Costs are lower if you stay within the network of providers. The level of benefits is higher for services from participating providers. The freedom to seek medical care outside the network. Payment at 100 percent for most covered services once you’ve met your out-of-pocket maximum. No referrals needed or pre authorization for specialists The PPO health care delivery model is distinct in that it separates provider quality mechanisms from provider reimbursement levels. As a result, there is a balance within a PPO product between the delivery of medical care and the financing of that care. This allows for the delivery of the most appropriate care, but not necessarily the lowest cost.  PPOs may offer quality oversight for their delivery system, thereby ensuring the delivery of the most appropriate care.
Disadvantages of Preferred Provider Organization

           Co-payments are higher compared to HMOs however, some employers and consumers are willing to sacrifice the higher level of cost savings of more structured managed-care plans for the increased flexibility. The fewer restrictions on access, the lower the cost savings. It's a tradeoff, and employers need to determine if they want to offer employees the greatest flexibility or the greatest cost savings. If patients go outside the network, they will have to pay co-payments based on higher charges and they will need to meet the deductible. PPO is generally the most expensive type of managed care plan. Members can expect paying co-insurance (co-insurance is usually waived and can be replaced with a low co-payment.)

Dental coverage under PPO

           The costs involved in a PPO: A define plan with a higher level of coverage if services are provided by a preferred provider. Discounts are negotiated and passed on to plan sponsors.  What specifics are involved?  Most managed dental insurance plans work under a Preferred Provider Organization, which means that policyholders must choose a primary dentist from a list of approved dentists. And to maintain full coverage for all procedures, any specialist you see will have to be approved by this primary dentist.

Medical Savings Plan

Introduction to the Medical Savings Plan

The Health Insurance Portability and Accountability Act (HIPAA) was passed in Congress and signed by the President in 1996.  As a result of this legislation a 4-year pilot program was created.  This project was the Medical Savings Accounts (MSA) and it began on January 1, 1997. MSAs were restricted to the self-employed and small groups. The pilot project was extended until December 31, 2003.

The Medical Savings Account or MSA, is a special tax-sheltered personal savings or investment account that is maintained in conjunction with a high-deductible health insurance policy.  The funds in the MSA account may be used for medical services that aren’t covered by the participant’s high deductible policy.  

The Big Picture, how it works

Instead of purchasing expensive insurance with a low deductible and low co-pays, the participant buys a low cost insurance policy with a high deductible.  The amount saved from using the low cost insurance plan is then saved in the MSA account to cover the small bills that aren’t covered under the high deductible policy.

The money deposited in the MSA account is 100% tax deductible and is easily accessible by check or debit card to pay medical bills tax-free.  This even gives coverage to things not included in the insurance like dental and vision.  What ever is left over and not used for medical expenses is the plan participants to keep. It will remain in the account and keep growing on a tax-favored basis.  It can still be used to cover future medical bills or supplement retirement, in this sense it is similar to an IRA.  

Advantages of the Medical Savings Plan
One of the advantages of having a Medical Savings Plan is that the contributions are deductible from your gross earnings.  Similar to an Individual Retirement Account (IRA), any balance not spent can be rolled over form one year to the next, tax-free and thus earning interest for future use. The MSA offers 1) lower premiums; 2) lower taxes; 3) freedom of choice and 4) more cash at retirement.

Another benefit is that there is no minimum contribution required to open the account, however there is an annual maximum.  The program is available for most people it tends to work best for the self-employed, and employers with 50 or fewer employees and individuals who pay 100% of their health insurance premiums.

Also, members are still eligible for MSA even when they have other health care coverage. There are several types of coverage available, either through insurance or additional means that are allowed to be carried and still meet MSA qualifications.  Listed below are a few examples:

Accidents, Dental Care, Long-term care, disability, Insurance for a specified disease or illness, insurance related to workers comp and other liabilities, vision coverage, medical supplemental insurance, and insurance that pays a fixed amount.

Disadvantages with the Medical Savings Plan
A major disadvantage of having a medical savings account is that if a participant changes plans to one that isn't MSA-eligible they will no longer be qualified to withdraw funds without incurring a penalty or taxation. Including withdrawals made for medical services. However, they will be able to retain the MSA account and it would work very much like an IRA.  So funds could be withdrawn at anytime with a penalty or at the age of 65, without penalty.  Any withdrawals will be subject to federal taxation as pan of the gross earnings.

Not all coverage allows participation in MSA.  In order to be MSA eligible the plan must have an annual deductible no less than $1,500 and no more than $2,250 for individuals.  And for two or more the range increases to between $3,000 and $4,500. The Out-of-Pocket Maximum, which includes the plan deductible, must not exceed $3,000 for individuals and $5,500 for coverage of more than one person. Such plans usually offer limited coverage before the deductible applies. The Preferred Savings Plan is designed to meet the federal definition of an MSA-eligible plan.

To qualify you must one must maintain an individual or family High Deductible Health Plan, also known as HDHP. 

Some plans are restricted Medical Savings HMO Plans which require the patient to only use the managed care company's contracted doctors.

***People with high medical costs, for the most part will not do well with this program.  They would be spending too much of their own money to cover the costs and would be better off with the traditional plans that have a small deductible. **

Other Coverage

Vision care and MSA
Vision Care is not usually included in the HDHP.  However, participants are welcome to use the funds in the MSA account to pay for vision expenses.

Dental care and MSA

Dental Care is not usually included in the HDHP.  However, participants are welcome to use the funds in the MSA account to pay for vision expenses.

Employer and Employee costs associated with MSA plan
There are no income limits at this time that prevent wealthy people from making tax-deductible contributions to the MSA and using it as a way to accumulate tax-free earnings on investments.  Therefore, the higher the individual’s tax bracket, the greater the tax benefit an MSA provides.  Although, there is no income limit there is an annual limit to the amount that can be invested.  Indicated by the following table:

	TYPE OF COVERAGE
	DEDUCTIBLE*
	MAXIMUM MSA DEPOSIT**

	SINGLE
	$1,700.00
	$1,105.00

	 
	$2,500.00
	$1,625.00

	FAMILY, or
	 
	 

	HUSBAND/WIFE, or
	$3,350.00
	$2,512.50

	PARENT + CHILD (REN)
	$5,050.00
	$3,787.50


http://www.aifsi.com/medical_savings_accounts.htm
**Please note**

“By law, the deductible limits must change each year to reflect changes in the Consumer Price Index (CPI).  These changes apply to both new and existing policies.  Maximum deposits to the Medical Savings Account will also change as a result, but retain the same percentage; e.g. 65% of deductible for Single Plans and 75% of deductible for Family Plans.  (”http://www.aifsi.com/medical_savings_accounts.htm)

Employer contribution to MSA 

 
Small firms may offer MSA and high-deductible plans and make tax-advantaged deposits into their employees’ MSA accounts.  

Breaking News:

President Bush signed the new Health Savings Account legislation on December 8, 2003.  The new HSA have been referred to as the "next generation" of MSA plans. Many aspects of the program remain the same, however there are some important changes. One of the most significantly and arguably the most important is that ALMOST EVERYONE qualifies for the new HSA plans!

Some of the key changes in the new HSA are:

1.  Lower deductibles are available (1,000 single/2,000 family)

2. Up to 100% of the deductible amount can be contributed to the HSA

Additional changes worth noting:

BENEFITS OF MEDICAL/HEALTH SAVINGS ACCOUNTS

 

Once you have established an MSA or HSA, the benefits are numerous.  In a nutshell, these plans offer numerous advantages, including:

      Lower monthly health insurance premiums 
      More stability in premiums

      Immediate tax-savings (all deposits are 100% deductible if otherwise qualified)

      Long-term growth potential (the only way to actually “make money” with a healthcare plan—no  we are not kidding!)

      Tax-free withdrawals to pay medical expenses covered under the high deductible insurance policy, in addition to tax-free withdrawals for many medical services not covered by insurance (such as dental, vision, acupuncture, alternative medicines, etc.)

      Tax-free withdrawals to pay for long-term-care insurance, COBRA premiums, or health insurance premiums while unemployed

·        Freedom to choose your own medical providers (no HMO-type restrictions)

·        Discounts on services offered by PPO providers (example: $100 Dr. bill reduced to $78)

·        More control over your own healthcare decisions

http://www.msainfo.net/benefits.html

	Guidelines for High Deductible Coverage & New Health Savings Accounts 

Currently, the tax-advantaged program is only available to (1) the self-employed and (2) employers with 50 or fewer employees.  The new HSA will be available to almost every tax-paying citizen! 

	Allowable Deductible Sizes

(minimums and maximums for 2004 tax year)
	Individual Coverage:   $1,000 -  $2,550
Family Coverage:         $2,000  - $5,150  (note: this is a true “family” deductible—one deductible for all covered family members combined)

	Maximum Out-of-Pocket

(includes deductible and any co-insurance)

(note: with “100%” coverage, the deductible is the total out-of-pocket max)
	Individual Coverage:  $3,500



Family Coverage:       $6,150  (note:  this is a true “family” out-of-pocket maximum—one total for all covered family members combined)

	Maximum Tax- Deductible Contribution 

to MSA Savings Account*
	Individual Coverage — 100 percent of deductible
Family Coverage — 100 percent of deductible

(note: legislation has increased this amount to 100% of deductible for both individual and family plans under the new HSA plans)

	“Qualified” withdrawals are tax-free (and penalty free) at any age if used to pay for: 
	· Medical expenses as defined by IRC § 213(d), including but not limited to: physician’s visits, Rx drugs, chiropractic, dental, vision, many “alternative” therapies such as acupuncture, and of course all other traditional in-patient and out-patient medically related expenses. 

· COBRA premiums 

· Health premiums paid while individual is receiving unemployment compensation 

· Long-term care insurance premiums 

	“Penalty” for non-qualified withdrawals prior to age 65
	Reported as ordinary income and subject to a 15% premature withdrawal penalty

(apparently this penalty may have been reduced to 10% for the HSA)

	Non-qualified withdrawals (over age 65)
	Reported as ordinary income in the year withdrawn.  This is identical to a traditional IRA. 

	Withdrawals at death or disability
	Penalty free

	· Under the current MSA law, MSA contributions in a given tax-year can be made only by the employer or by the employee but not by both.  Pending legislation addresses this issue by allowing future contributions to be made by either the employer or employee.  (This issue applies only to an employer-sponsored MSA and not to an MSA held by a self-employed person.) 
· UPDATE:  With the new HSA, both an employer and employee may contribute to the employee’s HSA in any given tax year! 
· DISCLAIMER:  All info on this page is believed to be accurate as of December 2003, but is subject to modification pending analysis of the final legislation. 


http://www.msainfo.net/guidelines.html

Point of Service

Introduction to Point of Service Plan

Point of Service or POS, the lesser known health care plan combines the freedom that a Preferred Provider Organization, or PPO offers with the low cost of an Health Maintenance Organization or HMO.  There are some fundamental differences with an POS compared to a PPO or HMO, for instance, when you first enroll in a POS plan it is required that you choose a primary care physician to monitor you health care.  This physician must be chosen within the health care network and is considered your “point of service”.  After choosing a primary POS physician, that physician may then choose referrals that are outside the network.   This option of POS is automatically built into all managed care health plans and allows individuals the option 

Advantages of Point of Service Plan


There are many advantages to choosing a POS plan, for instance you have freedom because you are not limited to the physicians that are in your network.  While visiting physicians within the network, co-payments are low and there is no deductible.  Emergency care coverage is covered no matter where you are in the US or worldwide.  If you have to relocate temporarily because of a job assignment or divorce you will still be covered under the Guest Privileges Program.  

	Benefits of the Designated Provider Program

	General services 
	In-Network Benefits 
	Out-Of-Network Benefits

	Individual annual deductible 
	N/A 
	$300

	Family deductible 
	N/A 
	$900

	Coinsurance 
	N/A
	70%*

	Individual out-of-pocket maximum 
	N/A
	$3,300 (including deductible)

	Family out-of-pocket maximum 
	N/A 
	$9,900 (including deductible)

	Lifetime maximum 
	Unlimited 
	Unlimited 

	$10 per visit 
	not covered


	Specialty physician services 

	Office Visits
	In-Network Benefits
$10 per visit
	Out-Of-Network Benefits
70% coinsurance*

	Specialist care and consultations
	
	

	Well-woman exam (one per year) 
	$10 per visit 
	Not covered 


	Associated medical services

	· Laboratory and x-ray 

· Allergy testing and treatment 

· Casting and dressing 
	No charge 
	70% coinsurance*


http://www.pactworld.org/insurance/pos.htm
Disadvantages of Point of Service Plan


Even though theirs is an extra freedom to choose different physicians that are not in the network, there are some disadvantages of choosing physicians that are not within the network.  When someone visits a health care provider that is within the network, you do not have to fill out any forms because it will be all completed for you, but if you choose to visit someone that is not within the network, then it is up to the individual to keep track of everything.  This includes filling out forms, sending in bills for payment and keeping an account of your receipts.  The cost of visiting physicians that are not in the network are high and payment of deductibles need to be taken care of before coverage can begin and sometimes getting the referrals needed to see physicians that are out of the network may become difficult.  Co-payments are based on usual, customary and reasonable charges which is determined by the plan.   Unfortunately if you have to see a physician in a hospital you need to receive prior authorization and all charges charged by the physician will be considered out-of-network costs while any charges billed by the hospital will be covered under in-network services.   

Vision Care under Point of Service Plan

In-network Provider


For vision care you can go through the VSP in-network or any other non-network provider.  When someone needs an appointment, you must make sure you select a VSP provider and make sure it is time for an appointment since you can only have an eye exam once a year.  If you choose a frame that is not covered you have to pay the full for the difference.  An advantage is that you do not have to submit any forms because VSP will pay the in-network provider directly.  

Out-of-Network Provider 


If you would like to see a provider that is out-of-network, VSP will reimburse you the amount allowed under your plan, but unfortunately this does not guarantee a full refund or satisfaction.   Another disadvantage is that after you visit an out-of-network provider, you have to make sure you mail in the bill, member VSP identification number, personal information, and your relationship to the VSP member.  

Example of Vision Care Benefits

	For this expense
	If you use an in-network
provider, you pay...
	If you use a non-network
provider, you pay...

	An eye exam, costing $65
	$0
	$40

	A pair of lenses, costing $80
	$0
	$55

	You pay
	$0
	$95

	The plan pays
	$145
	$50

	Cost Savings
	$95


http://www1.y12.doe.gov/benefits/employee/vision/02howplanworks.shtml
Dental Care under Point of Service Plan


Under the Point of Service Plan, there is not a list of network providers and chargers are based on reasonable and customary charges.  Reasonable and customary charges according to the Employee Book of Benefits states are “based on the usual fees charged in your geographic areas by dentists with similar training and experience and the insurance company takes into account any unusual circumstances or complications that require special skills, experience or additional time.”   The dental plan under the point of service plan covers four types of dental services Type A which is the Preventive and Diagnostic Services, Type B, Oral surgery and restorative services, Type C, Prosthodontic services, and Type D, Orthodontic services.  Type A will cover all 100% expenses and includes oral examination including cleaning and scaling of teeth every six months and emergency treatment.  Type B covers 80% of expenses and includes root canal therapy and extractions and oral surgery.  Type C covers 50% of expenses and includes dentures and gold fillings.  Type D limits covered children through age 23 and covers braces and surgical extractions.  
Some Important Questions to ask about POS health insurance

If you are wondering, which is better a PPO, a HMO, or a POS health insurance plan, use the list of questions below as a guide. If, for any reason, the POS policy does not answer to your satisfaction, be hesitant about purchasing it.


  • How many doctors are there to choose from? 
  • Are doctors in the network private or group practice physicians? 
  • Where are the offices and hospitals in the POS network located? 
  • How are referrals to specialists handled? 
  • What hospitals are available through the plan? 
  • What arrangements does the plan have for emergency care? 
  • What health care services are covered? 
  • What preventive services are covered? 
  • Are there limits on medical treatments or other services? 
  • How much is the health insurance premium? 
  • What, if any, are the co-payments for specific services? 
  • How much more will it cost to use non-network physicians? 
  • What is the deductible and coinsurance for non-network care? 
  • Is there a out of pocket maximum?

http://www.healthinsuranceindepth.com/policy-types-pos.html
Conclusion

Your rights in a group plan
· Once an employer health plan is issued, a carrier generally may not use the health-related factors of any insured as a basis for canceling or refusing to renew the plan. The health factors may still be used to determine the plan’s premium rates, however.

· A carrier may not "cherry pick" individuals within a group to offer or deny coverage to, nor may a carrier charge different individuals within the group different rates. When deciding whether to cover a group, the carrier must accept or reject the group as a whole.

· Large employers establish the criteria to determine employees who are eligible for enrollment. Such criteria may not be based on health factors. A large employer carrier must accept or reject the entire group of individuals who meet the participation criteria established by the employer and who choose coverage.

· Carriers must allow new employees to have at least 31 days from their start date to decide to enroll in a plan. Carriers must also offer a 31-day "open enrollment period" each year, during which any existing employees who are not yet covered may join. There are special enrollment periods for certain employees and dependents. For example, a dependent for which an employee must provide medical child support under a court order may be enrolled before the next annual enrollment period.

· Carriers must provide the employer with at least 60 days advance notice before premium increases take effect, and 90 days notice before discontinuing a plan. If a plan is discontinued, the carrier must offer each employer the option to purchase other employer-sponsored health coverage offered by the carrier at the time of discontinuance.

 Know Your Rights in the State of California
In California, agents owe you a duty of honesty, good faith, and fair dealing. Agents are specifically prohibited from doing the following: 

· Using high pressure tactics (selling insurance through threat or undue pressure) 

· Twisting (inducing you to give up or replace an existing policy for a new one) 

· Overloading (selling you more insurance than you need or want) 

Agents are required to give you an outline of coverage during the first presentation of an insurance product. The outline must inform you that HICAP is available for insurance counseling free-of-charge and tell you how to reach your local HICAP office.

If you decide to fill out an application, the agent is prohibited from taking more than one month's premium with the application unless interim coverage is provided (i.e. the policy is "field-issued"). Field-issued means that the agent has the authority to issue the policy to you at the same time you fill out the application. That is the only time the agent may collect two month’s premium with the application.

Buy a comprehensive Medicare Supplement policy that has the most benefits for the amount you can afford. Make sure to consider the following before purchasing insurance: 

· Comparison shop! 

· Call the California Department of Insurance to verify if the agent and the insurer are properly licensed. 

· Decide what you need and want before you sit down with the agent. 

· Do not be rushed into buying insurance. 

· Set the place, the beginning, and the ending time of your meeting. 

· Get a second opinion before you buy or replace insurance. 

· Do not buy anything you did not intend to purchase or do not want. 

· Do not replace an existing policy unless you can not afford it or the benefits no longer meet your needs. 

· Do not pay cash. 

· Do not be intimidated. 

· If you feel unsure or uncomfortable DON’T DO IT! 

http://www.insurance.ca.gov/SAB/Premium_Surveys/MedSup-Rate_Guide/brochure.html.
Bottom of Form

Plan comparisons in chart 

	 
	Fee for Service
	Managed Care

	
	
	Preferred Provider Option (PPO)
	Point of Service (POS)
	HMO

	More choice, may be more expensive…<<     >>…Less choice, may be less expensive

	Summary
	Total choice of health care provider
	Choice of provider, financial incentive to stay in network
	Choice of provider, financial incentive to stay in network
	Choice of provider primarily limited to network

	Primary care physician (decides necessary treatment)
	No
	No
	Yes, for in-network services
	Yes

	Geographic restrictions
	Coverage available anywhere you live or travel in U.S.
	Coverage available anywhere you live or travel in U.S.
	In-network coverage is limited to a specific service area in state; limited benefits while traveling
	Coverage is limited to a specific service area in state; limited benefits while traveling

	Filing claims
	Provider often bills insurer each time you receive care; at times, however, you will have to pay in full and file for reimbursement
	You usually don´t have to file in-network claims; you may have to pay out-of-network providers in full and file for reimbursement
	You usually don´t have to file in-network claims; you may have to pay out-of-network providers in full and file for reimbursement
	You usually don´t have to file claims

	Average annual premiums
	Generally highest of four options
	Usually lower than fee for service
	Usually lower than PPO
	Generally lowest of all options, but may depend on employer plan

	Deductibles
	Yes
	Yes
	Usually only for out-of-network care
	Depends on plan

	Copayments
	Possibly
	Yes, if in network
	Yes, if in network
	Yes

	Coinsurance
	Often required, or often offered for lower premium
	Often required, or often offered for lower premium
	Yes
	Possibly


http://www.tdi.state.tx.us/index.html
For further information on Health Care plans a person can check with the Department of Managed Health Care.  This department offers a lot of information on every health plan that is licensed by the Department. It can also help resolve problems that participants are having with their health plan, including issues about medical care, prescriptions, preventive testing and mental health services. In addition assistance is also for complaints and the health care rights of the consumer.
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