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If you have further questions, please call the Minuteman Health Member Services Team at 855-644-1776,  

Monday-Friday, 8 a.m. to 6p.m., or visit www.minutemanhealth.org. 

INTERPRETER AND TRANSLATION SERVICES  

This is important information. You can call the Minuteman Health Member Services Team to have this information 

read to you. We can answer your questions in English or Spanish. For other languages, Minuteman will use an 

interpreter. Our hours are Monday through Friday from 8:00AM to 6:00PM. Translation services are FREE for our 

Members. 

 

(Spanish) 

Esta es una información importante.  Usted puede llamar a los Servicios de los Miembros del Minuteman para que le 

lean esta información.  Nosotros podremos responder a sus preguntas en inglés o en español.  Para otros idiomas, el 

HNE usará la Línea de Lenguaje de AT&T para ponerse en contacto con un intérprete.  Nuestras horas son de lunes 

a viernes de 8:00AM a 6:00PM.  Los servicios de traducción son GRATUITOS para nuestros miembros. 

 

(Portuguese) 

Esta informação é importante. Você pode ligar para o Serviço de Atendimento ao Membro de Minuteman e pedir 

que estas informações sejam lidas para você. Podemos responder às suas perguntas em inglês ou em espanhol. Para 

outras línguas, a Minuteman usará a AT&T Language Line para ter acesso a um intérprete. Nosso horário de 

atendimento é de segunda a sexta-feira, das 8:00 às 18:00 horas. O serviço de tradução para nossos sócios é 

GRATUITO.  

 

(Italian)  

Vogliate leggere queste informazioni attentivamente. Potete telefonare a Minuteman Servizio Abbonati affine che 

queste informazioni vi siano communicati direttamente. Noi possiamo rispondere a vostre domande in Inglese o in 

Spagnolo.  Per altre lingue, Minuteman utilizza i servizi di AT&T linea Lingue per mettervi in contatto con un 

interprete. Le ore di apertura sono dal Lunedi al Venerdi dalle ore 8:00 alle ore 18:00. I servizi di traduzione sono 

gratuiti per gli abbonati.   

 

(Russian) 

ɺʘʞʥʘʷ ʠʥʬʦʨʤʘʮʠʷ. ɺʳ ʤʦʞʝʪʝ ʧʦʟʚʦʥʠʪʴ ʚ ʦʪʜʝʣ ʦʙʩʣʫʞʠʚʘʥʠʷ ʯʣʝʥʦʚ ʩʝʪʠ Minuteman, ʯʪʦʙʳ ʵʪʫ 

ʠʥʬʦʨʤʘʮʠʶ ɺʘʤ ʧʨʦʯʠʪʘʣʠ. ʄʳ ʤʦʞʝʪ ʟʘʜʘʚʘʪʴ ɺʘʤ ʚʦʧʨʦʩʳ ʥʘ ʘʥʛʣʠʡʩʢʦʤ ʠ ʠʩʧʘʥʩʢʦʤ ʷʟʳʢʘʭ. ɼʣʷ 

ʨʘʙʦʪʳ ʩ ʜʨʫʛʠʤʠ ʷʟʳʢʘʤʠ Minuteman ʧʦʣʴʟʫʝʪʩʷ ʫʩʣʫʛʘʤʠ ʫʩʪʥʦʛʦ ʧʝʨʝʚʦʜʯʠʢʘ ʯʝʨʝʟ ʬʠʨʤʫ AT&T 

Language Line. ɺʨʝʤʷ ʨʘʙʦʪʳ ʥʘʰʝʛʦ ʦʬʠʩʘ ï ʩ ʧʦʥʝʜʝʣʴʥʠʢʘ ʧʦ ʧʷʪʥʠʮʫ, ʩ 8:00 ʫʪʨʘ ʜʦ 6:00 ʚʝʯʝʨʘ. ʋʩʣʫʛʠ 

ʧʦ ʧʝʨʝʚʦʜʫ ʧʨʝʜʦʩʪʘʚʣʷʶʪʩʷ ʥʘʰʠʤ ʯʣʝʥʘʤ ʙʝʩʧʣʘʪʥʦ. 

 

(Haitian Creole) 

Sa a se yon enfòmasyon enpòtan.  Ou gen dwa rele Minuteman Sèvis pou Manm (Minuteman Member Services) 

pou yo kab li enfòmasyon sa a pou w.  Nou kapab reponn kesyon w yo nan lang Angle oubyen Panyòl.  Pou lòt lang 

yo, Minuteman pral sèvi ak AT&T Liy pou Lang (AT&T Language Line) pou l jwenn yon entèprèt.  Lè pou jwenn 

nou se: Lendi rive vandredi de 8è:00 AM a 6è:00 PM.  Sèvis entèprèt la GRATIS pou manm nou yo. 

 

(Greek) 

ȷɡŰɧ ŮɑɜŬɘ ůɖɛŬɜŰɘəɏɠ ˊɚɖɟɞűɞɟɑŮɠ. ɀˊɞɟŮɑŰŮ ɜŬ əŬɚɏůŮŰŮ ɈˊɖɟŮůɑŮɠ ɛɏɚɖ Minuteman ɜŬ ɏɢɞɡɜ ŭɘŬɓɎůŮɘ 

ŬɡŰɏɠ Űɘɠ ˊɚɖɟɞűɞɟɑŮɠ ůŮ ůŬɠ. ɀˊɞɟɞɨɛŮ ɜŬ ŬˊŬɜŰɐůɞɡɛŮ ůŰɘɠ ŮɟɤŰɐůŮɘɠ ůŬɠ ůŰŬ ŬɔɔɚɘəɎ ɐ ɘůˊŬɜɘəɎ. ũɘŬ Űɘɠ 

ɎɚɚŮɠ ɔɚɩůůŮɠ, Minuteman ɗŬ ɢɟɖůɘɛɞˊɞɘɐůŮɘ Űɖɜ AT & T Language Line ɔɘŬ ɜŬ əŬŰŬɚɐɝɞɡɜ ůŮ ŭɘŮɟɛɖɜɏŬ. 

ȿŮɘŰɞɡɟɔɑŬɠ ɛŬɠ ŮɑɜŬɘ Ŭˊɧ ȹŮɡŰɏɟŬ ɏɤɠ ɄŬɟŬůəŮɡɐ 8:00 ˊɛ-18.00ɛɛ. ɀŮŰŬűɟŬůŰɘəɏɠ ɡˊɖɟŮůɑŮɠ ŮɑɜŬɘ 

ŭɤɟŮɎɜ ɔɘŬ ŰŬ ɛɏɚɖ ɛŬɠ. 
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If you have further questions, please call the Minuteman Health Member Services Team at 855-644-1776,  

Monday-Friday, 8 a.m. to 6p.m., or visit www.minutemanhealth.org. 

(French) 

Veuillez lire ces informations avec attention. Vous êtes invités également Ԋ prendre ces informations en direct 

auprès de Minuteman en appelant le Services des Abbonès. Nous sommes en mesure de pouvoir rèpondre a vos 

questions en Anglais et en Espagnol. Pour toutes autres langues, Minuteman utilise les services de AT&T Ligne 

Langages afin de vous mettre en contact avec une interprète. Les heures d'ouverture sont du Lundi au Vendredi de 8 

heures a 18 heures. Les services de traduction sont gratuits pour tous les abbonés. 

 

(Khmer)  

 

(Laotian)

 

  

(Chinese - Simplified) 

 

 

(Chinese - Traditional)  
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If you have further questions, please call the Minuteman Health Member Services Team at 855-644-1776,  

Monday-Friday, 8 a.m. to 6p.m., or visit www.minutemanhealth.org. 

(Arabic)  
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SECTION 1 ï INTRODUCTION  

WHATôS IN THIS SECTION? 

In this section, we describe what this book is and how to use it. We also tell you about Minuteman Health. We 

describe our provider network. Our provider network is made up of the medical professionals with whom we 

are contracted to provide Covered Services to you. It includes doctors, hospitals, and other medical 

professionals and facilities.  

Certain words in this book begin with a capital letter. They have a special meaning. We define these words in 

the ñDefinitionsò section. 

How to Use This Book 

This book, the Explanation of Coverage, is called the ñEOCò or ñPolicy.ò In the EOC, we talk about your 

coverage as a Member of Minuteman Health. In this EOC, we call Minuteman Health ñMHIò or ñthe Plan.ò 

This EOC tells you what Health Care Services MHI covers and how to get them. We also give you examples 

of the types of services and providers that are not covered. These are examples only and are not necessarily the 

complete list.  The EOC is set up to help you find what you need to know about your coverage. 

 

The Table of Contents lists each section of the EOC. It also lists where to find that section. At the beginning of 

each section we list some of the important things to know about that section. In this EOC, certain words have a 

special meeting. You can find definitions of these words in the ñDefinitionsò section. 

If there are changes to the Covered Services described in this EOC, your employer will notify you at least 60 

days before the changes happen. Examples of changes are: 

¶ Any changes in Prior Authorization requirements, 

¶ Any changes to your payment responsibilities, 

¶ Any changes to your covered services or prescriptions, and 

¶ Any other changes MHI has to make to your coverage to be in compliance with federal or state 

laws. 

If you have any questions, please call the Member Services Team at 855-644-1776 Monday through 

Friday from 8 a.m. to 6 p.m. 

About Minuteman Health (MHI)  

 

Minuteman Health is a private, member-governed, non-profit insurance company created to bring consumers 

new choices, more control, and greater oversight of their health care. MHIôs mission is to deliver efficient, 

quality health care services to individuals and businesses in Massachusetts and New Hampshire. The company 

is licensed as a Health Maintenance Organization (an ñHMOò) in Massachusetts and New Hampshire. 

 

This EOC describes our Point-of-Service (ñPOSò) benefit plan. Under this plan, MHI will pay for Covered 

Services you receive from a Preferred In-Plan Provider or from a Non-Preferred In-Plan Provider, after you 

pay your share of the cost. (See the Summary of Benefits in Appendix A.) We will pay a higher share of the 

cost when you receive Health Care Services from a Preferred In-Plan Provider than we will if you go to a Non-

Preferred In-Plan Provider. In most cases, we will not pay for any services received from an Out-of-Network 

Provider who is neither a Preferred In-Plan Provider or a Non-Preferred In-Plan Provider. 
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Monday-Friday, 8 a.m. to 6 p.m., or visit www.minutemanhealth.org. 

MHI does not control the way In-Plan Providers do their work. Preferred In-Plan Providers are independent 

hospitals, doctors, and other health providers who have agreed to be part of the Minuteman Health Network - 

New Hampshire Group network. (You also have access to our Massachusetts In-Plan Providers.) Non-

Preferred In-Plan Providers are independent hospitals, doctors, and other health providers who are part of the 

First Health national provider network.  

Regardless of whether a service is a ñCovered Service,ò an In-Plan Provider may recommend or provide 

services. However, as outlined below in the sections ñHow the MHI POS Plan Worksò and ñYour Payment 

Responsibilities,ò MHI will generally pay for only Covered Services provided by an In-Plan Provider (subject 

to whatever your payment responsibilities are.) If the service is not a Covered Service, then you and the In-

Plan Provider may agree on another method of payment. 

MHI has a specific Service Area where our New Hampshire plans are sold. The MHI Service Area currently 

includes the following New Hampshire counties: Belknap, Carroll, Cheshire, Coos, Grafton, Hillsborough, 

Merrimack, Rockingham, Strafford and Sullivan counties. 

 

How the MHI POS Plan Works 

You Must be Enroll ed to Receive the Benefits of the MHI POS plan. 

You must enroll to receive the Covered Services described in this EOC. We explain this in the ñEligibilityò 

and ñEnrollmentò sections of this EOC. You must read the EOC to understand your Covered Services. 

You may enroll in this POS plan through your employer if they provide group health insurance (a ñGroup 

Planò). The benefits of the Group Plan are provided under an insurance contract entered into by your employer 

and MHI. 

To find out if you and your Spouse and/or Dependents are eligible to participate in the Plan, please read the 

eligibility information in the ñEligibilityò section of this EOC. 

This POS Plan offers two levels of coverage: 

¶ Preferred In-Plan: Covered Services received from providers who participate in the Minuteman Health 

Network-New Hampshire Group network; and  

¶ Non-Preferred In-Plan: Covered Services received from providers who participate in the First Health 

national provider network. 

There is no coverage for services received from a provider who does not participate in either the Preferred In-

Plan MHI network or the Non-Preferred In-Plan national network. There may be exceptions to this 

requirement, for instance in an emergency or, with Prior Authorization, when there is no In-Plan Provider 

available to treat you. See the section of this EOC titled ñHow to Obtain Benefitsò (Section 3).  

MHI has partnered with DentaQuest, a leader in improving oral health, to provide a dental network and 

administer pediatric dental benefits for Members under age 19. You can find an In-Plan dentist by calling the 

toll-free DentaQuest number on the back of your MHI ID card or by reviewing the In-Plan Dental Provider list 

available on the MHI website (see http://minutemanhealth.org/members/doctor-pharmacy-search).  

http://minutemanhealth.org/members/doctor-pharmacy-search
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Monday-Friday, 8 a.m. to 6 p.m., or visit www.minutemanhealth.org. 

MHI has arranged for all covered transplants to be provided on an In-Plan Preferred basis through our 

partnership with the Optum Transplant Centers of Excellence Network. Please note that there is no coverage 

under this policy for transplants obtained from providers who do not participate in the Optum Transplant 

Centers of Excellence Network. 

 

MyDoc POS Plan Overview 

 In-Plan Out-of-Plan 

Preferred Non-Preferred 

Medical Providers 

(except Transplant 

Providers) 

Minuteman Health 

Network-New 

Hampshire Group 

network 

First Health ï a national 

network that includes 

hospitals, ancillary 

facilities and health care 

professionals 

Any provider who does 

not participate in the 

Preferred Minuteman 

Health Network or the 

Non-Preferred national 

network 

Medical Benefits 

(except Transplant 

Benefits) and Cost-

Share 

Members incur the 

lowest out-of-pocket 

cost 

Members have higher 

out-of-pocket costs, but 

providers accept First 

Health negotiated fees 

and cannot ñbalance 

billò members. 

Not Covered 

PCP Member must select a 

PCP 

Not required Not applicable 

Referrals Not required Not required Not applicable 

Pharmacy Benefits Prescriptions must be filled at In-Plan Pharmacies Not Covered 

Pediatric Dental 

Benefits 

Members must select an In-Plan Dentist from our In-

Plan Dental Provider Directory 
Not Covered 

Transplant Benefits Members must receive transplants from the Optum 

Transplant Centers of Excellence Network 
Not Covered 

 

 

Preferred In-Plan Level of Benefits (Care from Preferred In-Plan Providers) 

MHI has contracted with specific doctors, hospitals, and other health care providers to provide Health Care 

Services to MHI POS Members in exchange for receiving payment (other than Coinsurance, Copayment, or 

Deductibles) directly or indirectly from MHI. We call these providers ñPreferred In-Plan Providersò and the 

Preferred In-Plan Provider network associated with this plan is called the Minuteman Health Network - New 

Hampshire Group network.   

When you use Preferred In-Plan Providers, you will not have to submit claim forms. MHI pays Preferred In-

Plan Providers for Covered Services at the Preferred In-Plan level. You are responsible for paying any 

Deductibles, Coinsurance, Copays, and Reductions of Benefit as listed in the Summary of Benefits chart in this 

EOC. 

Finding a Preferred In-Plan Provider 

To find out what hospitals, doctors and providers participate with MHI in the Preferred In-Plan Network: 
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¶ Visit www.minutemanhealth.org, click on Doctors & Pharmacy Search and search for providers who 

participate in the Minuteman Health Network - New Hampshire Group network, or 

¶ Call MHI Member Services at 855-644-1776, or 

¶ Check your MHI Provider Directory. 

MHI updates the Doctor & Pharmacy search on the website throughout the year. We update Printed Provider 

Directories annually. We may update them during the year, too. Some Preferred In-Plan Providers may have 

left or joined the Minuteman Health Network - New Hampshire Group network since the last Directory was 

printed. Please note that MHI cannot guarantee that any provider or group of providers will continue to be In-

Plan Preferred Providers. 

Non-Preferred In-Plan Level of Benefits (Care from a Non-Preferred In-Plan Provider) 

MHI has contracted with a national network to offer MHI POS members access to a broader network of 

doctors, hospitals, and other health care providers. We call these providers ñNon-Preferred In-Plan Providersò 

and the name of the national network is First Health.    

When you use Non-Preferred In-Plan Providers, you will not have to submit claim forms. MHI covers Covered 

Services provided by Non-Preferred In-Plan Providers. Your Deductibles, Coinsurance, Copays, and 

Reductions of Benefit are listed in the Summary of Benefits chart in this EOC. When you use Non-Preferred 

In-Plan Providers, your out-of-pocket costs will  generally be higher than if you used a Preferred In-Plan 

Provider. 

Finding a Non-Preferred In-Plan Provider 

 

¶ Visit www.minutemanhealth.org, click on the Doctors & Pharmacy Search and search for providers 

who participate in the First Health national network, or 

¶ Call MHI Member Services at 855-644-1776 

The Summary of Benefits chart in Appendix A outlines your payment responsibilities when receiving services 

from Preferred and Non-Preferred In-Plan Providers. 

The ñHow to Obtain Benefitsò section (Section 3) of this EOC contains more detailed information on how to 

get Covered Services from Preferred and Non-Preferred In-Plan Providers. 

 

Some Services Require Prior Authorization 

MHI must approve some kinds of care in advance. This is called ñPrior Authorization.ò One example is MRIs 

and other types of diagnostic imaging services. Please see the ñClaims and Utilization Management 

Proceduresò section for more information, including a list of services that require Prior Authorization. You 

will be notified of changes to the Prior Authorization list at least 60 days in advance of the change. Your health 

care is covered only when it is Medically Necessary and appropriate. 

Pre-existing Conditions and Other Exclusions 

This POS Plan does not limit or exclude coverage for pre-existing conditions. There are other circumstances, 

however, that can result in the termination, reduction, loss, or denial of benefits (including exclusions for 

certain medical procedures) which are described in this EOC. Please read the EOC carefully. 

Premium Payments 

http://www.minutemanhealth.org/
http://www.minutemanhealth.org/


15 
If you have further questions, please call the Minuteman Health Member Services Team at 855-644-1776,  

Monday-Friday, 8 a.m. to 6 p.m., or visit www.minutemanhealth.org. 

Since you are part of a Group Plan, your employer pays a prepaid monthly fee on your behalf for this MHI 

POS plan. In most cases, employees who are part of Group Plans pay a portion of the premium to their 

employer and the employer pays the rest. The fee paid by you or your employer is known as a ñpremium.ò  It 

is due on or before the first day of the billing period that was identified when you or your employer purchased 

this POS plan. The premium rates may change from year to year per the terms of the Employer Group 

Agreement. 

Your Payment Responsibilities  

This is a POS Plan and there are two different levels of benefits, each with different Member payment 

responsibilities, depending on whether you receive services from a Preferred In-Plan Provider or a Non-

Preferred In-Plan Provider. You will generally pay less out-of-pocket if you receive your care from a Preferred 

In-Plan Provider. Your specific payment responsibilities are listed in Appendix A in the ñSummary of 

Benefitsò chart. 

 

From some In-Plan services, you must pay a Deductible before the Plan begins to pay. The Summary of 

Benefits Chart in Appendix A shows whether or not the Deductible applies. This Deductible may be based on 

a Calendar Year or Policy Year.  

After this Deductible has been satisfied, you may be required to pay Copays or Coinsurance for services. These 

Copays and Coinsurance amounts may vary depending on whether you obtain services from a Preferred or 

Non-Preferred Provider. For certain other Covered Services, the Deductible does not apply, but you may be 

responsible for Copays or Coinsurance, which may again vary depending on whether you obtain services from 

Preferred or Non-Preferred Providers. 

Deductibles are different for individuals and families. If you have individual coverage, you must meet the 

individual Deductible before the Plan begins paying benefits. If you have family coverage (even just one 

person other than yourself), your family must satisfy the family Deductible before the Plan begins paying 

benefits for all family members. However, once any member of the family pays the individual Deductible 

amount toward the family Deductible, the Plan will begin paying benefits for that family member, even if the 

family Deductible has not been met. 

 

Deductibles may be applied on a Calendar Year basis or a Policy Year basis. If you enrolled through a Group, 

such as an employer, this will depend on the terms of the Group Plan in which you enrolled. The ñDefinitionsò 

section of this EOC defines both a Calendar Year and a Policy Year. The Summary of Benefits Chart in 

Appendix A shows your Copays and/or Coinsurance when services are received from Preferred vs. Non-

Preferred Providers and whether or not the Deductible applies. 

The Summary of Payment Responsibilities in Appendix A also shows the planôs Out-of-Pocket Maximum for 

individual and family policies. This is the maximum amount that an individual Member or family must pay for 

the Deductible plus all Preferred and Non-Preferred Copays and Coinsurance combined before the Plan 

assumes responsibility for the entire cost of Covered Services.  

 

If you have individual coverage, you must meet the individual Out-of-Pocket Maximum before the Plan begins 

paying the full cost of Covered Services on your behalf. If you have family coverage (even just one person 

other than yourself), your family must satisfy the family Out-of-Pocket Maximum before the Plan begins 

paying benefits in full for all family members. However, once any member of the family pays the individual 

Out-of-Pocket Maximum amount towards the family Out-of-Pocket Maximum, the Plan will begin paying 
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benefits in full for that family member, even if the entire family Out-of-Pocket Maximum has not yet been 

met.  

The Out-of-Pocket Maximum applies on a Policy Year basis. Please note that not all provider payments made 

by Members are counted toward the Out-of-Pocket Maximum. The Out-of-Pocket Maximum does not include, 

for example, any part of the premium paid for the policy or any payment you make for non-covered services.   

 

You will receive an Explanation of Benefits (EOB) from MHI when we get a claim for services. This EOB 

will show your payment responsibilities for the Deductible and Preferred vs. Non-Preferred Copays and 

Coinsurance. The EOB will show what amounts count toward your Deductible, and what the Copay and/or 

Coinsurance is for a particular service. The EOB will not show whether you have paid a Copay to the provider. 

Services from In-Plan Providers 

Many services require you to get Prior Authorization.  In certain cases, if you or your provider do not obtain 

Prior Authorization when required, you may be responsible for a Reduction in Benefit, in addition to your 

Deductible, Copay, or Coinsurance. See the ñClaims and Utilization Management Proceduresò section of this 

EOC for more information on services requiring Prior Authorization. 

Deductibles, Copays, Coinsurance, and Reduction of Benefits are listed in the Summary of Benefits chart in 

Appendix A. Please remember that, in general, you must pay the Copay at the time you receive services. 

Hospitals and emergency rooms usually do not require that you pay the Copay at the time of your visit. 

Emergency Care 

If you are admitted to an In-Plan Hospital on an inpatient basis directly from the emergency room, you will not 

have to pay the emergency room Deductible or Copay. You will, however, have to pay any applicable 

Deductible and hospital admission Copay. If your visit does not result in an admission, you must pay the 

Deductible and Copay for that emergency room visit. Remember, you will pay less if you go to a Preferred In-

Plan Hospital. 

 

MHI will not pay for Non-Emergency Care received in an emergency room. 

 

Emergency Care from Out-of-Plan Providers 

If your visit does not result in an admission, you must pay the Copay for that emergency room visit.   

If you are admitted to an Out-of-Plan Hospital on an inpatient basis directly from the emergency room, you 

will  not have to pay the emergency room Deductible or Copay. You will be responsible for Copays, 

Deductibles and Coinsurance.  

Preferred In-Plan/Non-Preferred In-Plan Providers Combined 

You may receive care from both a Preferred In-Plan and a Non-Preferred In-Plan Provider for the same 

medical condition. The Plan will pay for the services that you received, and you will be responsible for 

member cost-sharing, based on each providerôs status as either a Preferred or Non-Preferred Provider. For 

example, you may be admitted to a Preferred In-Plan Hospital by a Non-Preferred In-Plan Provider.  Services 

rendered by the Non-Preferred In-Plan Provider will be covered at the Non-Preferred coverage level, and 

services rendered by the Preferred In-Plan Provider will be covered at the Preferred coverage level.  
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Claims Payment Information 

For Preferred In-Plan and Non-Preferred In-Plan Providers, you do not have to submit claims to MHI. In-Plan 

Providers do this for you. If you receive Prior Authorization to obtain services from an Out-of-Plan Provider, 

or you have an Emergency, show your Minuteman ID Card. Most providers will bill MHI directly. If possible, 

ask the Out-of-Plan Provider to submit a standard medical claim form to MHI.  

Within 15 calendar days of receiving an electronic claim or 30 calendar days of receiving a non-electronic 

claim, Minuteman will: 

¶ Pay the provider, OR 

¶ If we do not pay the claim, tell you and the provider the reason for non-payment, OR 

¶ Ask the provider in writing for any additional information we need to evaluate the claim. MHI will 

then have 45 calendar days from the date the additional information is received to re-evaluate the 

claim. 

 

Payment of a claim will be considered made on the date a check was issued or electronically transferred. MHI 

will mail checks no later than 5 business days after the date a check was issued. If MHI does not do one of 

these actions within the timeframes above, we will pay interest to the provider.  This interest will be paid in 

addition to any reimbursement due for health care services provided. Interest will accrue beginning the date the 

payment was due. Interest applied will be at the rate of 1.5% per month, not to exceed 18% per year. Interest 

payments will not apply to a claim that MHI is investigating because of suspected fraud. 

 

If the provider will not bill Minuteman directly, you must send us an itemized bill. The bill must include the 

diagnosis and the date of treatment. For foreign medical bills and for some provides in the U.S., you may have 

to pay the provider. If you pay the bill, send Minuteman: 

¶ Proof of payment and 

¶ A copy of the bill 

If you get Emergency Care in a foreign country, have the bills translated into English. The bill must also be 

converted to U.S. dollar values as of the date of service. 

Once you submit the above information, Minuteman will: 

¶ Repay you for Covered Services, less any Copay, Deductible, and Coinsurance amounts, OR 

¶ If we do not pay the claim, tell you the reason for non-payment, OR 

¶ Ask you in writing for any additional information we need to evaluate the claim. 
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SECTION 2 ï YOUR RIGHTS AND RESPONSIBILITIES  

WHATôS IN THIS SECTION? 

In this section we list the Patientsô Bill of Rights. We also describe your rights and responsibilities as an MHI 

Member. 

Patients' Bill of Rights 

New Hampshire Law requires that all insurers provide each new Subscriber who is a resident of New 

Hampshire a copy of the Patientsô Bill of Rights under NH RSA 151:21. 

151:21 Patients' Bill of Rights 

The policy describing the rights and responsibilities of each patient admitted to a facility, except those 

admitted by a home health care provider, shall include, as a minimum, the following:  

I. The patient shall be treated with consideration, respect, and full recognition of the patient's dignity and 

individuality, including privacy in treatment and personal care and including being informed of the name, 

licensure status, and staff position of all those with whom the patient has contact, pursuant to RSA 151:3-b.  

II. The patient shall be fully informed of a patient's rights and responsibilities and of all procedures governing 

patient conduct and responsibilities. This information must be provided orally and in writing before or at 

admission, except for emergency admissions. Receipt of the information must be acknowledged by the patient 

in writing. When a patient lacks the capacity to make informed judgments the signing must be by the person 

legally responsible for the patient.  

III. The patient shall be fully informed in writing in language that the patient can understand, before or at the 

time of admission and as necessary during the patient's stay, of the facility's basic per diem rate and of those 

services included and not included in the basic per diem rate. A statement of services that are not normally 

covered by Medicare or Medicaid shall also be included in this disclosure.  

IV. The patient shall be fully informed by a health care provider of his or her medical condition, health care 

needs, and diagnostic test results, including the manner by which such results will be provided and the 

expected time interval between testing and receiving results, unless medically inadvisable and so documented 

in the medical record, and shall be given the opportunity to participate in the planning of his or her total care 

and medical treatment, to refuse treatment, and to be involved in experimental research upon the patient's 

written consent only. For the purposes of this paragraph "health care provider'' means any person, corporation, 

facility, or institution either licensed by this state or otherwise lawfully providing health care services, 

including, but not limited to, a physician, hospital or other health care facility, dentist, nurse, optometrist, 

podiatrist, physical therapist, or psychologist, and any officer, employee, or agent of such provider acting in 

the course and scope of employment or agency related to or supportive of health care services.  

V. The patient shall be transferred or discharged after appropriate discharge planning only for medical reasons, 

for the patient's welfare or that of other patients, if the facility ceases to operate, or for nonpayment for the 

patient's stay, except as prohibited by Title XVIII or XIX of the Social Security Act. No patient shall be 

involuntarily discharged from a facility because the patient becomes eligible for Medicaid as a source of 

payment.  

VI. The patient shall be encouraged and assisted throughout the patient's stay to exercise the patient's rights as 
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a patient and citizen. The patient may voice grievances and recommend changes in policies and services to 

facility staff or outside representatives free from restraint, interference, coercion, discrimination, or reprisal.  

VII. The patient shall be permitted to manage the patient's personal financial affairs. If the patient authorizes 

the facility in writing to assist in this management and the facility so consents, the assistance shall be carried 

out in accordance with the patient's rights under this subdivision and in conformance with state law and rules. 

VIII. The patient shall be free from emotional, psychological, sexual and physical abuse and from exploitation, 

neglect, corporal punishment and involuntary seclusion.  

 IX. The patient shall be free from chemical and physical restraints except when they are authorized in writing 

by a physician for a specific and limited time necessary to protect the patient or others from injury. In an 

emergency, restraints may be authorized by the designated professional staff member in order to protect the 

patient or others from injury. The staff member must promptly report such action to the physician and 

document same in the medical records.  

 X. The patient shall be ensured confidential treatment of all information contained in the patient's personal and 

clinical record, including that stored in an automatic data bank, and the patient's written consent shall be 

required for the release of information to anyone not otherwise authorized by law to receive it. Medical 

information contained in the medical records at any facility licensed under this chapter shall be deemed to be 

the property of the patient. The patient shall be entitled to a copy of such records upon request. The charge for 

the copying of a patient's medical records shall not exceed $15 for the first 30 pages or $.50 per page, 

whichever is greater; provided, that copies of filmed records such as radiograms, x-rays, and sonograms shall 

be copied at a reasonable cost.  

XI. The patient shall not be required to perform services for the facility. Where appropriate for therapeutic or 

diversional purposes and agreed to by the patient, such services may be included in a plan of care and 

treatment.  

XII. The patient shall be free to communicate with, associate with, and meet privately with anyone, including 

family and resident groups, unless to do so would infringe upon the rights of other patients. The patient may 

send and receive unopened personal mail. The patient has the right to have regular access to the unmonitored 

use of a telephone.  

XIII. The patient shall be free to participate in activities of any social, religious, and community groups, unless 

to do so would infringe upon the rights of other patients.  

XIV. The patient shall be free to retain and use personal clothing and possessions as space permits, provided it 

does not infringe on the rights of other patients.  

XV. The patient shall be entitled to privacy for visits and, if married, to share a room with his or her spouse if 

both are patients in the same facility and where both patients consent, unless it is medically contraindicated 

and so documented by a physician. The patient has the right to reside and receive services in the facility with 

reasonable accommodation of individual needs and preferences, including choice of room and roommate, 

except when the health and safety of the individual or other patients would be endangered.  

XVI. The patient shall not be denied appropriate care on the basis of race, religion, color, national origin, sex, 

age, disability, marital status, or source of payment, nor shall any such care be denied on account of the 

patient's sexual orientation.  
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XVII. The patient shall be entitled to be treated by the patient's physician of choice, subject to reasonable rules 

and regulations of the facility regarding the facility's credentialing process.  

XVIII. The patient shall be entitled to have the patient's parents, if a minor, or spouse, or next of kin, or a 

personal representative, if an adult, visit the facility, without restriction, if the patient is considered terminally 

ill by the physician responsible for the patient's care.  

 XIX. The patient shall be entitled to receive representatives of approved organizations as provided in RSA 

151:28.  

 XX. The patient shall not be denied admission to the facility based on Medicaid as a source of payment when 

there is an available space in the facility.  

XXI. Subject to the terms and conditions of the patient's insurance plan, the patient shall have access to any 

provider in his or her insurance plan network and referral to a provider or facility within such network shall not 

be unreasonably withheld pursuant to RSA 420-J:8, XIV. 

Member Rights 

As a Member of MHI, you have certain rights. These are to: 

a) Receive information on MHI, its services, In-Plan Providers, policies, procedures, and your rights and 

responsibilities. MHI will not release information that by law may not be given to Members or any 

third party. We will not disclose privileged information about In-Plan Providers. 

b) Be treated with respect and recognition of your dignity and right to privacy. 

c) Participate in health care decisions with your doctor or other health care provider. 

d) Expect that your doctor or other health care provider will fully and openly discuss appropriate, 

Medically Necessary treatment options, regardless of the cost or benefit coverage. It does not mean 

that MHI covers all treatment options. If you are unsure about coverage, please contact the Member 

Services Team at 855-644-1776. 

e) Contact us with a grievance or complaint about MHI or an In-Plan Provider. See the ñInquiries and 

Grievancesò section (Section 7) of this EOC for instructions. 

f) Refuse a treatment, drug, or other procedure recommended by your doctor or other health care 

provider as the law allows. Providers should tell you about any potential medical effects of refusing 

treatment. 

g) Select a Primary Care Provider (hereinafter ñPCPò) who is accepting new patients. 

h) Change your PCP. You may choose any In-Plan PCP, expect those who have notified MHI that they 

are not accepting new patients. 

i) Have access, during business hours, to the Member Services Team who can answer your questions 

and help solve problems. 

j) Expect that your medical records and information on your relationship with your doctor will remain 

confidential, in accordance with state and federal law and with MHI policies. 
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k) Make recommendations regarding MHIôs Member rights and responsibilities policies. 

As a member of MHI, you have a number of additional Member rights. You may: 

 

l) Vote in the election for the MHI Board of Directors. 

m) Participate in the annual Membersô meeting. 

n) Have an opportunity to be nominated as a candidate to be elected to the MHI Board of Directors. 

Member Responsibilities 

As a Member of MHI, you have certain responsibilities. These are to: 

a) Provide, as much as possible, the information your providers need to care for you. This includes your 

present and past medical conditions, as you understand them, before and during any course of 

treatment. 

b) Follow the treatment plans and instructions for care that you have agreed on with your provider. 

c) Read MHI materials to become familiar with your benefits and services. If you have any questions, 

you should call the Member Services Team at 855-644-1776. 

d) Follow all MHI policies and procedures. 

e) Treat providers and MHI staff with the respect and courtesy that you would expect for yourself. 

f) Arrive on time for appointments with providers or give proper notice if you must cancel or will be 

late. 

g) Understand your health problems, an important factor in your treatment. If you do not understand your 

illness or treatment, talk it over with your doctor. 

h) Participate in decision-making on your health care. 

i) Inform MHI of any other insurance coverage you may have. This helps us process claims and work 

with other payers. 

j) Notify us of status changes (such as a new address) that could affect your eligibility for coverage. 

k) Help MHI and In-Plan Providers get prior medical records as needed. You agree that MHI may obtain 

and use any of your medical records and other information needed to administer the plan. 

l) Consider the potential effects if you do not follow your providerôs advice. When a service 

recommended by an In-Plan Provider is covered, you may choose to decline it for personal reasons. 

For example, you may prefer to get care from Out-of-Plan Providers rather than In-Plan Providers. In 

these cases, MHI may not cover substitute or alternate care that you prefer. 
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SECTION 3 - HOW TO OBTAIN BENEFITS  

WHATôS IN THIS SECTION? 

In this section, we describe how to get Covered Services. We may refer to Covered Services as ñbenefitsò or 

ñcovered benefits.ò 

The first thing you should do is choose a Primary Care Provider or ñPCP.ò Your PCP must be a Preferred In-

Plan Provider in order for you to obtain the Preferred level of coverage for your primary care services. 

Preferred In-Plan Providers are those providers who participate in the Minuteman Health Network ï New 

Hampshire Group network. You can choose a PCP from the First Health network, but you will receive the 

Non-Preferred level of coverage for all primary care services. You can change your PCP at any time. If you 

need care, call your PCP first. In an emergency, you may go straight to the emergency room. 

Most of the time, your PCP will provide your care, or arrange for services with In-Plan Providers. You may 

wish to let your PCP know your preference for obtaining services from a Preferred or Non-Preferred Provider 

before you receive any services. Referrals are not required from your PCP to see an In-Plan provider. You also 

do not need a referral or Prior Authorization to seek obstetric or gynecological services from an In-Plan 

Provider who specializes in obstetrics or gynecological care. This includes an In-Plan gynecologist, 

obstetrician, certified midwife or family practitioner. For Mental Health and Substance Abuse Services, you 

can call the In-Plan Provider you choose. You do not need to call MHI or your PCP first and, if you decide not 

to call MHI or your PCP first, the amount you pay for these services will not be impacted. 

All In-Plan Providers are required to follow MHIôs policies and procedures for Prior Authorizations, as 

appropriate, for the services he or she provides. It is important to note that you must get a Prior Authorization 

from MHI for services provided by an Out-of- Plan Provider, including Out-of-Plan mental health and 

substance abuse providers, before you get the services. 

Always show your MHI ID Card when receiving services. Your ID card shows the name of the Preferred In-

Plan Provider network associated with your plan (i.e., the Minuteman Health Network ï New Hampshire 

Group network). 

In an emergency, you may go straight to the emergency room. If there is time, call your PCP first. 

If you do not follow the rules described in this EOC, you may not be covered for some or all of the care you 

receive. 

Choosing Your In-Plan Primary Care Physician 

To receive the highest level of benefits under your plan, you should choose a PCP as soon as you join MHI. 

Your PCP must be a Preferred In-Plan Provider if you want to obtain the Preferred level of coverage for your 

primary care services. Your PCP is the first person you should call when you need medical care. A PCP may 

be a doctor or, nurse practitioner who specializes in internal medicine, family practice, or pediatrics. You may 

choose a different PCP for each member of your family. The Minuteman Health and First Health Provider 

Directories list PCPs, their locations, and their phone numbers. You can get a copy of either Provider Directory 

by calling the MHI Member Services Team, or you can view them at www.minutemanhealth.org. 

If you choose a PCP that you have not seen before, we suggest that you: 

¶ Call your PCPôs office as soon as possible. Tell the staff you are an MHI Member. 
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¶ Make an appointment to see your new PCP. That way, he or she can get to know you and begin taking 

care of your medical needs. You do not have to wait until you are sick to make this appointment. You 

should get to know your doctor as soon as possible. 

¶ Ask your previous doctor(s) to send your medical records to your new PCP. 

You should choose a PCP so that MHI can process your claims for In-Plan benefits correctly. See ñIf your 

Primary Care Provider Disenrollsò in the ñContinued Treatment (Transitional Care)ò section of this EOC for 

details on what will happen if your PCP disenrolls from MHI.  

You may change your PCP by calling the MHI Member Services Team. PCP changes take effect on the next 

business day after your request. You may change to any In-Plan PCP, except those who have notified MHI that 

they are not taking new patients.  

Your current PCP may request that you transfer to another In-Plan Provider. If your current PCP, rather than 

you, initiates this transfer, your current PCP must ask MHI to approve a transfer to a new In-Plan PCP and 

send you a letter asking you to choose a new PCP. MHI does not allow transfers based on the amount of 

medical care a Member needs or the Memberôs physical condition.  

Your MHI ID Card  

You must present your MHI ID Card to get services. It provides information such as: 

¶ MHIôs mailing address and telephone number 

¶ Subscriber name 

¶ Group number 

¶ Type of plan and some Copay, Deductible, and Coinsurance amounts 

¶ Provider Network name 

¶ ID number 

¶ Name and Member number of each person covered 

Having an ID Card does not guarantee coverage for services. To receive coverage for services, you must be an 

MHI Member at the time of service. If you let others use your ID Card to get Covered Services to which they 

are not entitled, MHI may terminate your coverage and, if appropriate, seek reimbursement from you for any 

fraudulently covered services. You should report the loss or theft of your ID Card to MHI as soon as possible. 

Only use the most recent card MHI provided you. 

How to get Medical Care From a Preferred In-Plan Provider 

To get care from a either a Preferred or Non-Preferred In-Plan Provider, call your PCP. It is your PCPôs 

responsibility to provide or arrange for most of your medical care. The services you receive must be Medically 

Necessary and provided by In-Plan Providers, except in an emergency, or the limited circumstances described 

below. 

Certain services and procedures also require Prior Authorization by MHI. Please see the ñClaims and 

Utilization Management Proceduresò section of this EOC for a list of these procedures. 

What if I need Non-Emergency care after normal business hours? 

Because medical problems may occur at any time, we ask our PCPs to be on call 24 hours a day, seven days a 

week. Talk to your PCP to find out about arrangements for care after normal business hours. At times, you 
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may reach your PCPôs answering service. You may also reach the doctor who is on call for your PCP. If you 

reach an answering service: 

¶ Say that you are an MHI Member. 

¶ Give your name and phone number. 

¶ Describe your symptoms. 

¶ Ask for your doctor or the on-call doctor to call you back. 

How do I get specialty care? 

For In-Plan specialty services, you should discuss your needs with your PCP prior to seeking specialty care, 

including your preference for seeing a Preferred vs. Non-Preferred Provider. Some specialty services may 

require Prior Authorization, and your PCP can assist you with this. When you go to your appointment, show 

your MHI ID Card, and pay the Copay for the Preferred or Non-Preferred service, as applicable. Your PCP is 

the best person to coordinate your care. He or she will discuss treatment options and help decide where you 

can get the services you need. The end of this section also describes how to get Mental Health or Substance 

Abuse Services. 

It is your responsibility to make sure that any doctor you see is an In-Plan Provider. This is true even if 

the doctor you see is recommended by your PCP or another In-Plan Provider. If you are not sure, check 

the Minuteman Health and First Health Provider Director ies, visit www.minutemanhealth.org, or call 

the MHI  Member Services Team. Remember, you will generally pay more out-of-pocket if you see a 

Non-Preferred In-Plan Provider than if you see a Preferred In-Plan Provider. 

How to get Medical Care From a Non-Preferred In-Plan Provider 

You may choose to receive care from Non-Preferred In-Plan Providers, but you will generally not receive the 

highest level of benefits available under your Plan.1 To get care from a Non-Preferred In-Plan Provider, you 

may consult with your PCP first or just locate a First Health provider using the First Health Provider Directory 

(available on our website at http://www.minutemanhealth.org/members/doctor-pharmacy-search), schedule 

your appointment and show your MHI ID card at your appointment. Remember, you will generally pay more 

out-of-pocket if you see a Non-Preferred In-Plan Provider than if you see a Preferred In-Plan Provider. 

 

Certain services and procedures require Prior Authorization by MHI. Please see the ñClaims and Utilization 

Management Proceduresò section of this EOC for a list of these procedures. If you do not obtain Prior 

Authorization, your level of coverage will be lower. 

When Care from an Out-of-Plan Provider may be Covered 

You are normally not covered for care received from an Out-of-Plan Provider. However, there are certain 

exceptions when your care will be covered. If you have an Emergency Medical Condition and cannot 

reasonably reach an In-Plan Provider, you will be covered for the Emergency services as if the provider were a 

Preferred In-Plan Provider. Additionally, if you are traveling outside of the MHI 10-county New Hampshire 

Service Area (consisting of Belknap, Carroll, Cheshire, Coos, Grafton, Hillsborough, Merrimack, 

Rockingham, Strafford and Sullivan counties), you are covered for urgent care services received from Out-of-

                                                        
1 Note that preventive services with an ñAò or ñBò rating from the U.S. Preventive Services Taskforce provided at 

the Non-Preferred level will be covered with no member cost-sharing. 

http://www.minutemanhealth.org/members/doctor-pharmacy-search
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Plan Providers located outside of the Service Area. (There is no coverage for urgent care services received 

from Out-of-Plan urgent care providers located inside the 10-county Service Area.)  

In general, In-Plan Providers can provide most Health Care Services. However, in some cases, there may be no 

In-Plan Provider available to treat you. If this is the case, your treating In-Plan Provider can request MHIôs 

approval to refer you to an Out-of-Plan Provider. 

In these instances, in order to see an Out-of-Plan Provider, you must first have the approval of MHI. Before 

MHI will consider a request for you to see an Out-of-Plan Provider, you must first have your PCP refer you to 

an In-Plan Specialist. If MHI determines that there is no appropriate In-Plan Specialist to treat you, MHI may 

approve treatment from an Out-of-Plan Provider. MHI will work with your PCP or treating In-Plan Provider to 

identify an appropriate Out-of-Plan Provider to treat you. 

To start this process, your PCP or treating In-Plan Provider must submit a Prior Authorization Request Form to 

MHI. The form should explain why services are not available from an In-Plan Provider. MHI will notify you 

and your doctor in writing of our decisions to authorize or not authorize the service. You should not make an 

appointment with the Out-of-Plan Provider before you receive MHIôs response. For more details on the 

Prior Authorization process, see the ñClaims and Utilization Management Proceduresò section. If you receive 

Prior Authorization from MHI to receive Out-of-Plan services, you will be responsible for Copays, 

Deductibles and Coinsurance at the Preferred benefit level.  

If you receive Medically Necessary Covered Services from an In-Plan Provider location and part of the 

Medically Necessary Covered Services are provided by Out-of-Plan Providers, you will be responsible for 

Copays, Deductibles and Coinsurance at the Preferred benefit level for the Out-of-Plan Providersô services.  

Please note: MHI does not verify the credentials of Out-of-Plan Providers. Only In-Plan Providers go through 

a credentialing process. 

How to get Medical Care in an Emergency 

MHI uses the federal definition of ñEmergency Medical Condition.ò This is the definition: 

A medical condition of sufficient severity, including severe pain, that the absence of immediate medical 

attention could reasonably be expected by a prudent layperson who possesses an average knowledge of health 

and medicine, to result in placing the health of the insured or another person (or, with respect to a pregnant 

woman, the health of the woman or her unborn could) in serious jeopardy, serious impairment to body 

function, or serious dysfunction of any body organ or part. 

All Members may obtain Health Care Services for an Emergency Medical Condition. If you believe that you 

need Emergency Care, you should seek care at once. This includes calling your PCP, 911 or the local 

emergency number. No Member will in any way be discouraged from using 911 or any similar pre-hospital 

emergency medical service system, or the local equivalent. 

No Member will be denied coverage for medical and transportation expenses incurred because of any 

Emergency Medical Condition that meets the above conditions. 

What should I do in an Emergency? 

You always have coverage for care of Emergency Medical Conditions. If your situation allows, call your PCP 

first. Say that you are an MHI Member and clearly state your symptoms. Your PCP may ask you to go to an 
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emergency room or ask you to visit a doctorôs office. Your PCP or a covering doctor is on call 24 hours a day, 

seven days a week. 

If you do not have time to call your PCP, follow these rules: 

When You have an Emergency Medical Condition: 

¶ Seek medical care at once. Go to the nearest emergency room or dial ñ911.ò (If two hospitals are 

equally close, use a Preferred In-Plan Hospital listed in the Plan Provider Directory.) 

¶ You or your emergency physician should contact your PCP within 48 hours of receiving care for the 

Emergency Medical Condition to notify him or her of your visit and arrange for any follow-up care. 

If you are admitted to a hospital as an inpatient directly from the ER, you will not have to pay the ER Copay. 

You will, however, have to pay the Copay, Coinsurance, and/or Deductible amount required by your Plan for 

the hospital admission. This amount is listed in ñAppendix A, Your Payment Responsibilitiesò of this EOC. 

If you are admitted through an Out-of-Plan ER to an Out-of-Plan hospital, MHI will only cover medical 

services required to stabilize you for safe transportation to a MHI In-Plan hospital. If you choose to not go to 

an In-Plan hospital once stabilized, and receive additional services at the Out-of-Plan hospital, then those 

services may not be covered. 

What should I do if I am in an auto accident? 

If you are in an auto accident, you should follow the rules in this EOC, including the rules for obtaining care in 

an Emergency Medical Condition. Remember that all follow-up care must be received from an In-Plan 

Provider. If you are not sure if a provider that you are being referred to is an In-Plan Provider, please check 

your Provider Directory, visit www.minutemanhealth.org, or call MHI Member Services. 

How to get Urgent Care  

 

MHI defines urgent care as immediate care required to treat an injury or illness and is rendered in an urgent 

care center or walk-in clinic. Urgent care does not include care that is provided in an emergency room or care 

that is elective, Emergency, preventive or health maintenance. Examples of urgent care conditions include but 

are not limited to fever, sore throat, earache, strains and sprains. 

 

This plan covers urgent care services received at an In-Plan urgent care center, In-Plan walk-in clinic or from 

your In-Plan PCP. This plan also covers urgent care received from an Out-of-Plan urgent care center or walk-

in clinic if you receive that care outside of the MHI New Hampshire Service Area. (The MHI New Hampshire 

Service Area consists of Belknap, Carroll, Cheshire, Coos, Grafton, Hillsborough, Merrimack, Rockingham, 

Strafford and Sullivan counties). Urgent care received from Out-of-Plan urgent care centers and walk-in clinics 

located inside the MHI New Hampshire Service Area is not covered. 

 

How to get Mental Health or Substance Abuse Services 

Outpatient Services 

To get outpatient treatment for mental health or substance abuse services: 

¶ Call the In-Plan provider of your choice directly. Your doctor, family member, or provider may also 

call for you. 
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¶ You do not have to contact MHI before receiving services from an In-Plan Provider. 

¶ You do not need Prior Authorization for medication management services with an In-Plan psychiatrist 

or clinical nurse specialist. You or your emergency physician should contact your PCP within 48 

hours of receiving care for the Emergency Medical Condition to notify him or her of your visit and 

arrange for any follow-up care. 

To look up In-Plan behavioral health providers, please check your Provider Directory, visit 

www.minutemanhealth.org, or call MHI Member Services. If you need help choosing a provider, you may call 

MHIôs Member Services Team at 855-644-1776. Our staff can help you choose a provider based on the nature 

of your concerns, your location, and other factors. 

Inpatient Services 

Inpatient admissions related to mental health or substance abuse requires Notification and is subject to Medical 

Necessity Review from MHI. For information please call MHIôs Member Services Team at 855-644-1776.  

 

Emergency Care 

If you need mental health or substance abuse Emergency Care, follow the steps listed under the heading ñHow 

to Obtain Care in an Emergencyò in the ñHow to Obtain Benefitsò section (Section 3) of this EOC. 

 

For detailed information on benefits for Mental Health and Substance Abuse services, please see the ñCovered 

Benefitsò section of this EOC. 

 

The Federal Mental Health Parity and Addiction Equity Act (MHPAEA) 

This notice is sent to give you information about your Minuteman Health benefits for mental health and 

substance use disorder services.  Under federal laws, Minuteman Health benefits for mental health services and 

substance use disorder services must be comparable to benefits for medical/surgical services.  This means that 

copays, coinsurance and deductibles, for mental health and substance use disorder services must be at the same 

level as those for medical/surgical services.  Also, Minuteman Healthôs review and authorization of mental 

health or substance use disorder services must be handled in a way that is comparable to the review and 

authorization of medical/surgical services.  

If Minuteman Health makes a decision to deny or reduce authorization of a service, Minuteman Health will 

send you a letter explaining the reason for the denial or reduction.  Minuteman Health will send you or your 

provider a copy of the criteria used to make this decision, at your request. 

If you have receive a decision from us to deny or reduce authorization of a mental health or substance abuse 

service and you would like to appeal, please see the section Inquiries and Grievances (Section 7) in this EOC 

for instructions. 
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SECTION 4 ïCOVERED BENEFITS 

WHATôS IN THIS SECTION? 

In this section, we provide details about your coverage. Think of it as the who, what, when, where, and why 

section. We describe what is covered. We describe where services are provided. We also describe any 

coverage limits or guidelines. 

¶ To be covered, care must be: 

o Listed as covered by MHI, and 

o Medically Necessary, and 

o Appropriate, and 

o Provided by an In-Plan Provider, or 

o Provided by an Out-of-Plan Provider only with MHIôs approval or in the event of an 

Emergency Medical Condition. (Urgent care rendered by Out-of-Plan Providers is also 

covered, but only when the provider is located outside of the 10-county MHI New Hampshire 

Service Area.) 

¶ You must obtain Prior Authorization for certain services as described in this EOC. 

¶ Some care is not covered. 

Each benefit is listed in bold. Benefit details follow each heading. 

MHI covers the services in this section only if they are Medically Necessary and appropriate. Your PCP will 

provide or arrange most of your health care, following the MHI policies and rules. MHI must provide Prior 

Authorization for treatment by an Out-of-Plan Provider. The emergency situations described in this EOC are 

the only exceptions. 

All covered care is subject to the conditions in this EOC. This section describes MHIôs coverage limitations 

and exclusions. MHI does not pay for medical care unless it is a Covered Service as described in this EOC. 

MHI also does not cover medical care unless provided as required by this EOC. 

Inpatient Care 

(Requires Prior Authorization for all non-emergent Inpatient Care. If you are admitted urgently or 

emergently, MHI requires notification and will review your stay for continued Medical Necessity.) 

Hospital Care 

MHI covers hospital care. 

Acute Inpatient Rehabilitation 

MHI covers this service in an In-Plan licensed inpatient rehabilitation facility. MHI covers up to 60 days acute 

inpatient rehabilitation per Calendar Year. MHI covers this service only when you need daily inpatient rehab 

care. MHI will review your care during your stay. This is called ñConcurrent Reviewò and it is described in the 

ñClaims and Utilization Management Proceduresò section of this EOC.  

Skilled Nursing Facility 

MHI covers this service in an In-Plan skilled nursing facility operated pursuant to law, or a facility which has 

an agreement with Medicare. MHI covers up to 100 days per Calendar Year. MHI covers this service only 

when you need daily inpatient skilled nursing care. MHI will review your care during your stay. This is called 
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Concurrent Review and is described in the ñClaims and Utilization Management Proceduresò section of this 

EOC. 

 

What is Covered 

Admission to an In-Plan hospital, skilled care, or rehabilitation facility includes but is not limited to: 

¶ Semi-private room and board 

¶ Private room (when Medically Necessary and ordered by a doctor) 

¶ Physician and surgeon services 

¶ General nursing services 

¶ Lab and pathology services 

¶ Intensive care 

¶ Coronary care 

¶ Dialysis services 

¶ Short-term rehab services 

¶ Habilitation services 

 

Types of Things that are Not Covered 

¶ Personal or comfort items, including telephone and television charges 

¶ Rest or Custodial Care or long-term care 

¶ Blood or blood products, including the cost of donating blood for use during surgery or medical 

procedures. Blood products do not include Antihemophilic Factor (Recombinant), e.g., factors VII and 

VIII.  

¶ Charges after the date your membership ends 

¶ Unskilled nursing home care 

Outpatient Preventive Care 

Preventive Care 

MHI covers preventive care according to you and your familyôs medical needs. Your PCP generally provides 

these services. Preventive care includes services a Member receives when he or she is healthy and symptom-

free, such as routine check-ups, screenings and immunizations. Diagnosis and treatment are different from 

preventive care and generally involve testing or treatment for a symptom or health issue a Member may 

already have, such as an existing illness or injury. Members are responsible for paying cost-sharing when a 

provider takes steps to diagnose or treat existing health conditions. For example, while your annual 

physical/wellness visit would be coded as preventive, certain diagnostic services provided during this visit, 

such as an electrocardiogram (EKG), would be coded as diagnostic, not preventive, and therefore could require 

member cost-sharing. Similarly, lab tests for a Member who, for example, has high blood pressure and 

previously diagnosed diabetes are considered necessary to manage ongoing care and are not considered 

preventive. Please refer to the diagnostic testing and imaging sections below for more details on diagnostic 

care. 

Well Child Care 

MHI covers preventive care and screenings supported by the Health Resources and Services Administration, 

and other preventive health services as required by applicable federal and state laws and regulations. This 

includes, but is not limited to, preventive health services as recommended by the U.S. Preventive Services 

Task Force. 
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Routine Exams and Tests 

MHI covers routine health exams for adults and children. This coverage includes: 

¶ Routine medical exams, health education, and related routine lab tests and x-rays furnished in line 

with medical policies (adults Members are limited to one routine physical per Calendar Year) 

¶ Routine mammograms (at least one baseline between the ages 35 and 39; one mammogram per 

Calendar Year for Members ages 40 and over; otherwise, when Medically Necessary). Please note that 

MHI does not cover digital tomosynthesis (3D mammography). 

¶ Blood tests to screen for lead poisoning 

¶ Routine sigmoidoscopies and barium enemas 

¶ Routine colonoscopies (covers fecal occult blood tests for colorectal cancer screening). Consultations 

performed by In-Plan Providers prior to performing a screening colonoscopy/sigmoidoscopy 

are covered with no member cost-sharing. 

¶ Preventive care and screenings supported by Health Resources and Services Administration 

¶ Other preventive services required by applicable federal and state laws and regulations, including 

preventive health services as recommended by the U.S. Preventive Services Task Force 

¶ Other routine services furnished in line with medical policies 

¶ You have the right to full coverage for preventive health services that are recommended and supported 

by the Advisory Committee on Immunization Practices and approved by the CDC, by the Health 

Resources and Services Administration, and by the U.S. Preventive Services Task Force. This 

includes recommended preventive prescription drugs when you have pharmacy coverage 

Routine Prenatal Care 

MHI covers Routine Prenatal care. For more information, see ñMaternity Careò later in this section. 

 

Womenôs Preventive Services 

¶ Well-women visits (for example, preconception care, prenatal care and one routine GYN exam per 

Calendar Year including a Pap smear (Cytology) and pelvic exams) 

¶ Screening for gestational diabetes 

¶ Human Papillomavirus (HPV) testing 

¶ Counseling for sexually transmitted infections 

¶ Counseling and screening for human immunodeficiency virus (HIV) 

¶ Contraceptive methods 

o Coverage includes at least one form of contraception in each of the methods that the FDA has 

identified for women in its Birth Control Guide with no member cost-sharing. The Birth 

Control Guide currently lists 18 methods of contraception for women including, but not 

limited to, oral contraceptives, patches and vaginal rings (see Family Planning section for 

more details)  

o MHI offers an exceptions process to waive the applicable cost sharing for any member for 

whom the planôs designated form of contraception would be deemed medically inappropriate 

by the memberôs provider 

o MHI covers without cost-sharing the clinical services, including patient education and 

counseling, needed to provide and discontinue the contraceptive method, including the cost of 

medical devices and procedures to insert and remove these devices 

¶ Breastfeeding support, supplies, and counseling (please note that only manual breast pumps are 

covered) 
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¶ Screening and counseling for interpersonal and domestic violence 

 

Routine Child and Adult Immunizations 

Immunizations for children, adolescents, and adults recommended by the Advisory Committee on 

Immunization Practices of the Centers for Disease Control and Prevention, as long as these 

immunizations/vaccines are not related, required or recommended by your vocation). 

 

Immunization and the services to administer the vaccine are covered, unless an enrolled child receives 

coverage for vaccines from a state or federal agency. In such cases, MHI covers only the vaccine 

administration. 

 

Routine Eye Exams 

MHI covers Routine Eye Exams. 

 

Routine Hearing Exams 

MHI covers Routine Hearing Exams, including hearing tests that are part of a covered hearing exam. 

 

Heart and Vascular Diseases Screening 

MHI covers Heart and Vascular Diseases Screening for lipid disorders. 

 

Infectious Diseases Screening 

MHI covers Infectious Diseases Screening for chlamydial infection and Human Immunodeficiency Virus 

(HIV) infection. 

 

Musculoskeletal Disorders Screening 

MHI covers screening for osteoporosis. 

 

Obstetric and Gynecological Conditions Screening 

MHI covers screening for Obstetric and Gynecological Conditions. This includes: 

¶ Screening for neural tube defects 

¶ RH incompatibility  

¶ Rubella 

¶ Ultrasonography during pregnancy 

 

Pediatric Conditions Screening 

MHI covers lead screening in accordance with federal law. MHI covers screening for phenylketonuria. 

 

Medical Complications Resulting from Preventive Services or Procedures are covered, if Medically 

Necessary, and are subject to applicable Deductibles, Copays, or Coinsurance even if you did not have to pay a 

Deductible, Copays, or Coinsurance for the original preventive service or procedure. 
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Tobacco Cessation Tools 

MHI covers at least one tobacco/smoking cessation product within each of 8 categories defined by the federal 

government. MHI covers, without cost sharing and without prior authorization, at least one nicotine gum, one 

nicotine patch, one nicotine lozenge, one nicotine oral or nasal spray, one nicotine inhaler, Bupropion and 

Varenicline. These products are subject to quantity limits. Please refer to the drug formulary for further details.  

Over-the-counter nicotine gum and lozenges are available with no cost-sharing at participating pharmacies 

with a doctorôs prescription. 

 

Types of Things that are Not Covered 

¶ Services required by a court or third party. For example, MHI excludes exams for: 

o A job or potential job 

o School 

o Sports 

o Summer camp 

¶ Premarital exams 

¶ Digital tomosynthesis (3D mammography) 

Other Outpatient Care 

MHI covers the outpatient services and supplies listed below. 

Primary Care Office Visits (non-routine) 

MHI covers non-routine office visits with your PCP. 

Urgent Care  

Your plan covers urgent care provided in In-Plan urgent care centers, In-Plan walk-in clinics, by your In-Plan 

PCP, or by an Out-of-Plan urgent care center or walk-in clinic when care is received outside the MHI Service 

Area. Urgent care does not include care that is provided in an emergency room or care that is elective, 

Emergency, preventive or health maintenance. Examples of urgent care conditions include but are not limited 

to fever, sore throat, earache, strains and sprains. 

 

Types of Things that are Not Covered 

¶ Urgent Care received from Out-of-Plan providers located inside the MHI Service Area.  

Specialist Office Visits 

MHI covers care you receive from In-Plan specialists. See the ñClaims and Utilization Management 

Proceduresò section of this EOC for a list of services that require Prior Authorization. 

Obstetrics/Gynecology 

In addition to the preventive GYN and maternity services listed above, all female Members may receive 

evaluations and Health Care Services for GYN conditions from an In-Plan obstetrician, gynecologist, certified 

midwife, or family practitioner. You may schedule these visits yourself. (See also ñPreventive Careò and 

ñMaternity Care.ò) 

Foot Care 

Unless you are a diabetic, MHI does not cover podiatry care for ñroutineò foot care. This includes care of 

corns, calluses, and trimming of nails. MHI covers non-routine podiatry services available from an In-Plan 

podiatrist. This includes treatment of podiatric diseases and conditions. 
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Second Opinions 

MHI covers a Second Opinion from an In-Plan Provider. 

Chiropractic Services 

MHI covers In-Plan Chiropractic Services, including outpatient lab and x-rays, and outpatient medical care 

services (up to 12 visits per Member per Calendar Year). MHI does not cover preventive or maintenance care 

chiropractic services. 

Diabetic-Related Items 

MHI covers the items and services below to diagnose or treat diabetes. This applies whether the diabetes is: 

¶ Gestational 

¶ Insulin-dependent 

¶ Insulin-using 

¶ Non-insulin-dependent 

 

Outpatient Services 

MHI covers outpatient diabetes training and education. This includes medical nutrition therapy and 

nutritional counseling. 

 

Lab/Radiological Services 

MHI covers lab tests from In-Plan laboratories, including glycosylated hemoglobin, HbA1c tests, urinary 

protein/microalbumin, and lipid profiles. 

 

Durable Medical Equipment (DME) 

MHI covers the following DME for diabetics: 

¶ Blood glucose monitors 

¶ Continuous glucose monitoring devices (Prior Approval is required.) 

¶ Voice synthesizers for blood glucose monitors for use by the legally blind (You must receive 

Prior Approval. If approved, these items are not subject to Copay amount.) 

¶ Visual magnifying aids for use by the legally blind 

¶ Insulin pumps (You must receive Prior Approval for insulin pumps. If approved, insulin pumps 

and insulin pump supplies are not subject to Copay amount.) 

 

Prosthetics 

(Requires Prior Authorization) 

Therapeutic/molded shoes and shoe inserts. Coverage for footwear and inserts is limited to one of the 

following per Calendar Year: 

¶ One pair of custom-molded shoes (including inserts provided with those shoes) and two 

additional pairs of inserts, or 

¶ One pair of depth shoes and three pairs of inserts (not including the non-customized removable 

inserts provided with those shoes) 

To be covered: 

¶ The treating doctor must certify the need for these shoes and inserts 

¶ They must be prescribed by an In-Plan podiatrist or other qualified doctor 

¶ You must get them from an In-Plan podiatrist, orthotist, prosthetist, or pedorthist  
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Prescription Drugs 

Blood glucose monitoring strips, urine glucose strips, ketone strips, lancets, insulin syringes, insulin pens, 

and insulin and oral medications. (Prescribed oral diabetes drugs are covered only if your plan has 

prescription drug coverage.) 

 

Group Diabetic Education Services 

MHI covers Group Diabetic Education Services. This is a specific program for people newly diagnosed 

with diabetes or who have uncontrolled diabetes. An In-Plan certified diabetic educator and an In-Plan 

Registered Dietician must teach these classes. Those in the class learn about: 

¶ Self-management techniques 

¶ Medical testing 

¶ Prescription medication and insulin 

Autism Spectrum Disorders (ASD) 

MHI covers Medically Necessary services for the diagnosis and treatment of Autism Spectrum Disorder in 

accordance with New Hampshire law. 

 

Covered Services Include: 

¶ Services and treatment programs, including applied behavioral analysis, necessary to produce socially 

significant improvements in human behavior or to prevent loss of attained skill or function. To be 

covered by MHI, Applied Behavior Analysis must be provided by a Board Certified Behavior Analyst 

(BCBA) who is credentialed by the National Behavior Analyst Certification Board or provides 

services under the supervision of a person professionally certified by the National Behavior Analyst 

Certification Board.  

¶ Direct or consultative services provided by a licensed In-Plan Provider including a licensed 

psychiatrist, licensed advanced practice registered nurse, licensed psychologist, or licensed clinical 

social worker. 

¶ Services provided by an In-Plan licensed speech therapist, licensed occupational therapist, or licensed 

physical therapist. 

 

MHI requires the submission of a treatment plan, including frequency and duration of treatment showing that 

the treatment is Medically Necessary and is consistent with nationally recognized treatment standards for 

Autism Spectrum Disorders. Please see the Summary of Benefits chart in this Policy for cost sharing and 

benefit limits. 

 

Types of Things that are not Covered 

¶ Services related to ASD provided by school personnel under an Individualized Education Program 

(IEP) 

Emergency Room Care 

See the ñHow to Obtain Benefitsò section (Section 3) of this EOC for information about how to obtain 

Emergency Care. If you need follow-up care after being treated in an emergency room, you must call your In-

Plan PCP. Your PCP will provide or arrange for the care you need. All follow-up care must be provided by In-

Plan Providers. 
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Types of Things that are Not Covered 

¶ Visits to an ER that are not for Emergency Care 

¶ Non-Emergency Care provided in an emergency room 

Observation Room 

If you are sent to an Observation Room from an ER: 

¶ MHI will pay for the observation room charges. 

¶ You must pay the ER Copay and any applicable Copay, Coinsurance, or Deductible. 

Diagnostic Testing 

MHI covers some services to diagnose illness, injury, or pregnancy. Diagnostic testing is not the same as 

preventive care and will generally have member cost-sharing. Some services, such as sigmoidoscopies, 

endoscopies, colonoscopies, arthroscopies, certain blood tests, needle aspirations, and biopsies, are covered 

under the outpatient surgical services and procedures benefit and require member cost-sharing. 

 

There is a limit on the number of sleep studies MHI covers. The limit is two sleep studies per 12-month period. 

Lab Services 

MHI covers Lab Services when they are done by In-Plan labs. 

Types of Things that are Not Covered 

¶ Diagnostic tests analyzed in functional medicine labs such as Genova Diagnostics 

¶ Lab services done in your In-Plan Providerôs office if the lab is not an In-Plan lab 

Genetic Testing 

(Requires Prior Authorization) 

MHI covers genetic testing that is not Experimental or investigational. 

 

Examples of genetic testing are: 

¶ Testing for the breast cancer gene (BRCA) 

¶ The Colaris test for hereditary colorectal, ovarian, and endometrial cancer 

 

For some genetic tests you may be responsible for a Copay, Deductible, or Coinsurance. 

Radiological Services 

MHI covers X-rays, ultrasound, and mammography. 

Diagnostic Imaging 

(Requires Prior Authorization) 

Some services must be approved in advance. These services are: 

¶ Computerized Tomography (CT) scans 

¶ Positron Emission Tomography (PET) scans 

¶ Magnetic Resonance Imaging (MRI) 

¶ Magnetic Resonance Angiograms (MRA) 

¶ Nuclear Cardiac Imaging done in a doctorôs office 
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These services are considered diagnostic, not preventive, and as such include member cost-sharing. Please 

refer to the Summary of Benefits Chart in this EOC for more detailed information on your cost-share for In-

Plan imaging services. 

 

You do not need Prior Authorization for diagnostic imaging services provided in the Emergency Room or 

during an inpatient admission. 

Radiation Therapy and Chemotherapy 

MHI covers radiation and X-ray therapy and, chemotherapy. 

Outpatient Habilitation Services 

These services include Physical Therapy (PT), Occupational Therapy (OT) and Speech Therapy (ST) or an 

organized program of these combined services provided to children with developmental disabilities and similar 

conditions to achieve functions and skills never before acquired.  

There is a limit during each Calendar Year. The limit is 20 visits per Member per Calendar Year for PT, 20 

visits per Member per Calendar Year for OT, and 20 visits per Calendar Year for ST. 

Types of Things that are Not Covered 

¶ Maintenance treatments designed: 

o To retain health or bodily function 

o To continue or monitor your current state or condition 

¶ Massage therapy, including myotherapy 

¶ Vocational rehab, or vocational evaluations focused on job adaptability, job placement, or therapy to 

restore function for a specific occupation 

¶ Educational services or testing, except services covered under the benefit for Early Intervention 

Services 

Outpatient Rehabilitation Services 

These services include Physical Therapy (PT), Occupational Therapy (OT) and Speech Therapy (ST) or an 

organized program of these combined services. MHI covers treatment for acute episodes of an illness related to 

your chronic condition. MHI only covers short-term therapy for rehabilitation.  

 

There is a limit during each Calendar Year. The limit is 20 visits per Member per Calendar Year for PT, 20 

visits per Member per Calendar Year for OT, and 20 visits per Calendar Year for ST.  The coverage for PT, 

OT and ST as part of a home health plan is unlimited. Your medical condition must improve during your 

course of therapy for coverage to continue. 

 

Types of Things that are Not Covered 

¶ Rehab treatment for non-acute chronic conditions 

¶ Maintenance treatments designed: 

o To retain health or bodily function 

o To continue or monitor your current state or condition 

¶ Massage therapy, including myotherapy 

¶ Vocational rehab, or vocational evaluations focused on job adaptability, job placement, or therapy to 

restore function for a specific occupation 
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¶ Educational services or testing, except services covered under the benefit for Early Intervention 

Services 

Early Intervention Services 

MHI covers early intervention (EI) services. These services must be delivered by licensed and credentialed 

occupational therapists, physical therapists, speech-language pathologists, and clinical social workers working 

with children from birth to 36 months of age with an identified developmental disability and/or delay, as long 

as the providing therapist receives a referral from the childôs In-Plan PCP, if applicable. 

Outpatient Surgical Services and Procedures 

(Some procedures require Prior Authorization) 

MHI covers outpatient surgical services and procedures when these services are provided by an In-Plan 

Provider. In-Plan Providers may include but are not limited to: a surgical day care unit of a hospital, an 

ambulatory surgical facility, a physician, or a nurse practitioner. Some outpatient surgical services and 

procedures also require Prior Authorization. We list these in the ñClaims and Utilization Management 

Proceduresò section of this EOC. MHI will only approve these services if they meet MHIôs medical necessity 

criteria. Your cost sharing responsibility will vary based upon where your services are performed. Please see 

ñAppendix A. Summary of Your Payment Responsibilitiesò of this EOC to learn about your specific benefits. 

Allergy Testing and Treatment 

MHI covers testing, antigens, and allergy treatments. 

Clinical Trials  

(Requires Prior Authorization) 

MHI covers patient care items and services provided in a clinical trial for the treatment of cancer or other life-

threatening disease pursuant to federal and New Hampshire State Law. MHI will cover items and services 

related to a clinical trial if:  

¶ The trial you are in is a ñapproved clinical trial.ò Approved clinical trial means a phase I, phase II, 

phase III or Phase IV clinical trial that is conducted in relation to prevention, detection, or treatment of 

cancer or other life-threatening disease or condition. ñLife threatening conditionò means any disease 

or condition from which the likelihood of death is probable unless the course of the disease or 

condition is interrupted.  

¶ Benefits are limited to the following trials: 

o Federally funded trials approved or funded by one of the following:  

a) The National Institutes of Health 

b) The Centers for Disease Control and Prevention 

c) The Agency for Health Care Research and Quality 

d) The Centers for Medicare & Medicaid Services 

e)  Cooperative 1 group or center of any of the entities described in clauses (a) through 

(d) or the Department of Defense or the Department of Veterans Affairs. 

f) A qualified non-governmental research entity identified in the guidelines issued by 

the National Institutes of Health for center support grants 

g)  Any of the following if the conditions described in paragraph (2) are met: 

¶ The Department of Veterans Affairs 

¶ The Department of Defense 

¶ The Department of Energy 
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¶ The study or investigation is conducted under an investigational new drug application reviewed by the 

Food and Drug Administration. 

¶ The study or investigation is a drug trial that is exempt from having such an investigational new drug 

application. 

 

Types of Things that are Not Covered 

¶ The investigational item, device, or service itself 

¶ Items and services that are provided solely to satisfy data collection and analysis needs and that are 

not used in the direct clinical management of the patient 

¶ A service that is clearly inconsistent with widely accepted and established standards of care for a 

particular diagnosis 

Family Planning Services 

Family Planning Services 

MHI covers Family Planning Services including contraceptive, pregnancy testing, genetic counseling and 

certain infertility-related services. 

 

What is Covered 

¶ Counseling and diagnostic services for genetic problems and birth defects 

¶ Family planning information and consultation 

¶ Pregnancy testing 

¶ Sterilizations  

¶ Vasectomies 

¶ Voluntary termination of pregnancy when allowed by New Hampshire law 

¶ Nonprescription birth control preparations including but not limited to condoms, birth control foams, 

jellies, when prescribed by your Provider. 

¶ Contraceptive methods, without cost-sharing, of at least one form of contraception in each of the 

methods that the FDA has identified for women in its Birth Control Guide. The Birth Control Guide 

currently lists 18 methods of contraception for women including: (1) sterilization surgery for women; 

(2) surgical sterilization implant for women; (3) implantable rod; (4) IUD copper; (5) IUD with 

progestin; (6) shot/injection; (7) oral contraceptives (combined pill); (8) oral contraceptives (progestin 

only); (9) oral contraceptives extended/continuous use; (10) patch; (11) vaginal contraceptive ring; 

(12) diaphragm; (13) sponge; (14) cervical cap; (15) female condom; (16) spermicide; (17) emergency 

contraception (Plan B/Plan B One Step/Next Choice); and (18) emergency contraception (Ella). 

o MHI offers an exceptions process to waive the applicable cost sharing for any member for 

whom the planôs designated form of contraception would be deemed medically inappropriate 

by the memberôs provider. 

o MHI covers the clinical services, including patient education and counseling, needed to 

provide and discontinue the contraceptive method, including the cost of medical devices and 

procedures to insert and remove these devices. These services are covered without member 

cost-sharing.  

¶ Diagnostic tests to find the cause of infertility, such as diagnostic laparoscopy, endometrial biopsy and 

semen analysis. Benefits also include services to treat the underlying medical conditions that cause 

infertility (e.g., endometriosis, obstructed fallopian tubes and hormone deficiency). 
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Types of Things that are Not Covered 

¶ Artificial insemination (AI) services, assisted reproductive technologies (ART) services or the 

diagnostic tests and drugs to support AI or ART services. Examples of ART include in-vitro 

fertilization, zygote intrafallopian transfer (ZIFT), or gamete intrafallopian transfer (GIFT). 

¶ Reversal of voluntary sterilization 

¶ Services related to achieving pregnancy through a surrogate (gestational carrier) 

¶ Non-prescription birth control preparations including but not limited to condoms, birth control foams, 

jellies, and sponges without a prescription from your Provider 

 

Maternity Care  

Prenatal care can only be provided by In-Plan Providers. In addition, only In-Plan Providers can arrange 

inpatient maternity care. 

 

What is Covered 

¶ There is no member cost-sharing for prenatal visits and screening and postpartum care.  Coverage 

includes consultation for breast feeding support, equipment (manual breast pumps), screening for 

depression both during and after pregnancy, parent education, prenatal vitamins and one postpartum 

home visit by an In-Plan registered nurse, physician or certified midwife. There is no cost-sharing for 

routine prenatal visits and screening and postpartum care. 

¶ Diagnostic tests 

¶ Prenatal homemaker services for a woman who (1) is confined to bed rest or (2) whose normal 

functions of daily life are restricted. Services must be Medically Necessary, as determined by your In-

Plan Provider, who shall consult with MHIôs case manager, when applicable. 

¶ Child Delivery, including a minimum of 48 hours of inpatient care following a vaginal delivery and a 

minimum of 96 hours of inpatient care following a caesarean section. Any decision to shorten the 

inpatient stay for the mother and her newborn child will be made by the attending physician and the 

mother. 

¶ Routine nursery charges. These include services commonly given to healthy newborns. To have MHI 

cover the child of the Subscriber or the Subscriberôs spouse after birth, you must enroll the child as a 

Member within 31 days of birth. Coverage will not be provided for a newly born child of a Dependent 

beyond 31 days. 

¶ Newborn hearing screening 

¶ Postpartum homemaker services, when Medically Necessary, as determined by In-Plan Provider, who 

shall consult with MHIôs case manager, when applicable. 

 

Mastectomy, Breast Reconstructive Surgery 

 

MHI will provide coverage, following mastectomy, for: 

¶ Reconstruction of the breast on which the mastectomy was performed 

¶ Surgery and reconstruction of the other breast to produce a symmetrical appearance 

¶ Prosthesis 

¶ Any physical complications resulting from the mastectomy, including lymphedemas 
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Importance Notice of Rights 

According to the Womenôs Health and Cancer Rights Act of 1998, ñ[a] group health plan, and a health 

insurance issuer providing health insurance coverage in connection with a group health plan, that provides 

medical and surgical benefits with respect to a mastectomy shall provide, in a case of a participant or 

beneficiary who is receiving benefits in connection with a mastectomy and who elects breast reconstruction in 

connection with such mastectomy, coverage for: (1) reconstruction of the breast on which the mastectomy has 

been performed; (2) surgery and reconstruction of the other breast to produce a symmetrical appearance; and 

(3) prostheses and physical complications all stages of the mastectomy, including lymphedemas; in a manner 

determined in consultation with the In-Plan attending physician and the patient. Such coverage may be subject 

to annual Deductibles and Coinsurance provisions as may be deemed appropriate and as are consistent with 

those established for other benefits under the plan or coverage. Written notice of the availability of such 

coverage shall be delivered to the participant upon enrollment and annually thereafter.ò 

 

Emergency Dental Services and Non-Dental Oral Surgery 

MHI covers only the limited dental services listed below. 

Surgical Treatment of Non-Dental Conditions of the Oral Cavity 

MHI covers surgical treatment of non-dental conditions. This includes: 

¶ Lesions 

¶ Cysts 

¶ Tumors of the jaw and gums 

¶ Diseases of the mouth 

Emergency Dental Care 

MHI covers Emergency Dental Care for accidental injury to sound, natural teeth, and gums. You must get all 

services, except for suture removal, within three months of the date of injury. MHI also covers treatment for 

injury to the jaw and oral structures other than teeth without time limit. MHI does not cover follow-up care. 

We also do not cover care to restore your teeth or gums. You must report Emergency Dental Care to MHI 

unless you get the care in a hospital ER. 

 

What is Covered 

¶ Surgery to treat non-dental conditions. 

¶ Emergency Dental Care needed due to an injury to sound natural teeth, including: 

o Having teeth removed to avoid infection to teeth damaged in an injury 

o One follow-up visit, if treatment results in extraction of teeth 

o Suturing and suture removal 

o Re-implanting and stabilization of dislodged natural teeth 

o Repositioning and stabilization of partly dislodged natural teeth 

o Medication received from the provider 

¶ Some medical conditions can complicate dental care. They may require a person to get dental care in a 

hospital or surgical day care facility. If you have such a condition, for some specific kinds of dental 

care, MHI covers the hospital and anesthesia services you need. MHI will not cover the dental care. 

Examples of ñmedical conditions that can complicate dental careò are bleeding disorders and serious 

heart or lung disease. Your In-Plan doctor must approve these services. MHI must approve your 

hospital or day surgery admission. 
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¶ MHI covers hospital or surgical day care facility charges and anesthesia services for:  

o A child under the age of 6 who is determined by a licensed dentist in and a licensed physician 

to have a dental condition of significant complexity which requires certain dental procedures 

to be performed in a surgical day care facility or hospital setting; or 

o A person who has exceptional medical circumstances; or  

o A person who has developmental disability as determined by a licensed physician which 

places the person at serious risk  

¶ As part of your hospital stay, you must pay the costs of services related to the dental procedure for: 

o Physician 

o Dentist 

o Surgical assistant 

o Radiology 

 

Types of Things that are Not Covered 

¶ Teeth cleanings 

¶ Braces 

¶ Dental treatment of temporomandibular joint syndrome (TMJ). Dental treatment of TMJ is defined as 

conservative, nonsurgical intervention. This may include, for example, therapeutic splints, oral 

appliances, or corrective dental treatments such as crowns, bridges, braces and prosthetic appliances. 

¶ Dentures 

¶ Services for dental conditions, including but not limited to tooth decay and gum disease 

¶ Fillings, crowns, implants, caps, or bridges 

¶ Jaw surgery in connection with orthodontic work 

¶ Periodontics and orthodontics 

¶ Removal of impacted teeth 

¶ Removal of wisdom teeth 

¶ Root canals 

 

Pediatric Non-Emergency Dental Benefits 

MHI has partnered with DentaQuest, a leader in improving oral health, to provide a dental network and 

administer pediatric dental benefits for Members under age 19. You can find an In-Plan dentist by calling the 

toll-free DentaQuest number on the back of your MHI ID card or by reviewing the In-Plan Dental Provider list 

available on the MHI website (see http://minutemanhealth.org/members/doctor-pharmacy-search).  

MHI covers the following non-emergency dental benefits for members under age 19 when provided by an In-

Plan provider: 

Diagnostic & Preventive Services 

ω Topical fluoride treatment, once every 6 months (member cost-sharing does not apply for children up 

to age 5) 

ω Periodic oral exams, 2 per year 

ω Routine cleanings, once every 6 months 

ω Bitewing x-rays, 1 set every 6 months 

ω Panoramic x-rays, 1 image every 60 months 

http://minutemanhealth.org/members/doctor-pharmacy-search
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Minor Restorative Services 

ω Fillings 

ω Pre-fabricated stainless steel crowns, under age 15, 1 per tooth every 60 months 

ω Pre-fabricated porcelain crowns, primary, 1 per tooth every 60 months 

ω Simple tooth extractions 

ω Incisions and drainage of abscess 

ω Tissue conditioning 

ω Repair of crowns 

ω Palliative treatment of dental pain 

ω Adjustment of dentures 

Complex Restorative Services 

ω Crowns, 1 per tooth every 60 months 

ω Root canals 

ω Periodontic services (limits vary) 

ω Endodontic services (limits vary) 

ω Onlay, metallic, 1 every 60 months 

ω Inlay, metallic, 1 every 60 months 

ω Dentures, 1 every 50 months 

ω Implants, 1 every 60 months 

Orthodontic Services  

Only medically necessary orthodontic treatment is covered.  Members must have a severe and 

handicapping malocclusion.  All orthodontic services (including interceptive orthodontic treatment) 

require prior authorization.  

 

Types of Things that are Not Covered 

ω Services and treatment not prescribed by or under the direct supervision of a dentist; 

ω Services and treatment which are not dentally necessary or which do not meet generally accepted 

standards of dental practice; 

ω Services related to the diagnosis and treatment of Temporomandibular Joint Dysfunction (TMD); 

ω Duplicate, provisional and temporary devices, appliances and services; 

ω Plaque control programs; 

ω Services to alter vertical dimension and/or restore or maintain the occlusion. Such procedures include, 

but are not limited to, equilibration, periodontal splinting, full mouth rehabilitation, and restoration for 

misalignment of teeth;  

ω Gold foil restorations;  

ω Charges by the provider for completing dental forms;  

ω Adjustment of a denture or bridgework which is made within 6 months after installation by the same 

Dentist who installed it;  

ω Use of material or home health aids to prevent decay, such as toothpaste, fluoride gels, dental floss 

and teeth whiteners;  

ω Sealants for teeth other than permanent molars;  

ω Precision attachments, personalization, precious metal bases and other specialized techniques;  

ω Replacement of dentures that have been lost, stolen or misplaced;  

ω Repair of damaged orthodontic appliances;  
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ω Replacement of lost or missing appliances;  

ω Fabrication of athletic mouth guard;  

ω Internal bleaching;  

ω Nitrous oxide;  

ω Oral sedation;  

ω Bone grafts when done in connection with extractions, apicoetomies or non-covered/non eligible 

implants.  

Vision Care Services 

 

Routine Eye Exam 

 

MHI covers a complete eye exam with dilation for children as needed and for adults every 12 months.  The 

exam is used to check all aspects of your vision, including the structure of the eyes and how well they work 

together.  No referral is required. The exam may be performed by any In-Plan optometrist or 

ophthalmologist. 

 

Pediatric Eyewear 

 

Each Minuteman member under age 19 is covered for one pair of eyeglasses with no member cost-sharing 

each Calendar Year.  Elective contacts and non-elective contacts for certain conditions can be selected in 

lieu of glasses. Additional details on our pediatric eyewear benefits are provided below. 

 

Frames and Eyeglass Lenses 

 

Each calendar year, members under age 19 are covered in full (i.e., with no member cost-sharing) for 

one ñcollectionò frame and one pair of polycarbonate lenses. Polycarbonate lenses include factory 

scratch coating at no additional cost. 

 

Covered eyeglass lenses include: 

¶ Single vision 

¶ Bifocal 

¶ Trifocal 

¶ Progressive 

 

In-Plan Providers make available certain ñcollectionò frames and lenses to pediatric members at no 

cost.  Pediatric members may, however, select non-collection frames and pay any balance over and 

above the following allowed amounts. 

 

¶ $200 for non-collection frames with polycarbonate factory scratch resistant single vision, 

bifocal or trifocal lenses 

¶ $300 for non-collection frames with polycarbonate factory scratch resistant progressive lenses 

 

All collection and non-collection frames and lenses come with a one-year warranty against defects.  

 

In-Plan Providers have also agreed to offer a twenty percent (20%) discount on the balance due over 

the allowances shown above for non-collection frames and lenses.  The twenty percent (20%) discount 

will also apply to the retail price for all frames and lenses for adult members over the age of 18.  The 
discount will not apply to contacts. 

 



44 
If you have further questions, please call the Minuteman Health Member Services Team at 855-644-1776,  

Monday-Friday, 8 a.m. to 6 p.m., or visit www.minutemanhealth.org. 

Elective Contact Lenses* 

Elective contact lenses are contacts that the member may choose in lieu of eyeglasses for comfort or 

appearance.  Members who receive elective or non-elective contact lenses are not eligible to receive 

benefits for frames or eyeglass lenses until the following benefit calendar year. Additionally, members 

must pay any balance over $200 for elective contact lenses. 

 

Non-Elective Contact Lenses* 

(Requires Prior Authorization) 

Non-elective contacts are only provided for the following medical conditions: 

¶ Keratoconus where the patient is not correctable to 20/40 in either or both eyes using standard 

spectacle lenses 

¶ High Ametropia exceeding -12D or +9D in spherical equivalent 

¶ Anisometropia of 3D or more 

¶ Patients whose vision can be corrected within three lines of improvement on the visual acuity 

chart when compared to best corrected standard spectacle lenses 

 

*If you receive elective or non-elective contact lenses then no benefits will be available for eyeglass 

lenses until you satisfy the benefit frequency listed in the Summary of Benefits chart in Appendix A. 

 

See the Summary of Benefits chart in Appendix A for any benefit limits and for your share of the cost, if any. 

 

What is Not Covered 

¶ Any vision service, treatment or materials not specifically listed as a covered service; 

¶ Laser vision correction services; 

¶ Services and materials not meeting accepted standards of optometric practice; 

¶ Visual therapy; 

¶ Special lens designs or coatings other than those described in this brochure; 

¶ Replacement of lost/stolen eyewear; 

¶ Non-prescription (Plano) lenses; 

¶ Two pairs of eyeglasses in lieu of bifocals; and 

¶ Insurance of contact lenses. 

 

Other Services 

Home Health Care 

(Requires Prior Authorization) 

MHI only covers Home Health Care Services that are: 

¶ Approved by your In-Plan physician as part of a home health services plan 

¶ Provided by a licensed home health agency 

¶ Provided in the Memberôs home. The home must also be the best place to get Covered Services. 

 

To be covered as Home Health Care, care cannot be provided in: 

¶ A hospital 

¶ A skilled nursing facility 

¶ A rehab facility 
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Your PCP must arrange all home health care under a home health care plan. Before care begins, MHI must 

agree that the care is Medically Necessary. MHI will continue to review the home health care. (We describe 

ñConcurrent Reviewò in the ñClaims and Utilization Management Proceduresò section of this EOC.) 

 

What is Covered 

¶ Physical, occupational, and speech therapy (the visit limit for Physical and Occupational Therapy does 

not apply when provided as part of the home health benefit) 

¶ Skilled nursing services provided by licensed professionals 

¶ Durable Medical Equipment (DME) and supplies (no Copay applies for DME that is part of an 

approved home health plan) 

¶ Medical social services 

¶ Nutritional counseling 

¶ Services of a home health aide 

 

Types of Things that are Not Covered 

¶ Disposable supplies such as bandages 

¶ Custodial Care, unskilled home health care, and homemaking, at home or in a facility setting 

¶ Private duty or block nursing 

¶ Personal care attendants 

¶ Long-term care 

Hospice Care 

(Requires Prior Authorization) 

MHI covers hospice services for Members who are terminally ill. These services must be provided by an In-

Plan hospice provider. During the hospice care, the PCP and hospice director must certify that the Member is 

terminally ill and is expected to live six months or less. After six months of hospice care, MHI will ask for 

continued proof of this. Hospice care may be provided at home or in a hospice. 

 

For hospice care, Covered Services include: 

¶ Physician services 

¶ Nursing care 

¶ Social services 

¶ Volunteer services 

¶ Counseling services 

 

MHI will only cover inpatient care when skilled nursing care is Medically Necessary. 

Telemedicine 

MHI covers telemedicine services when available from In-Plan Providers: 

¶ For the purpose of diagnosis, consultation or treatment if the health care services would be covered as 

an in-person consultation between you and your In-Plan provider.  

¶ If provided by real-time interactive audio, video or other electronic media telecommunications as a 

substitute for in-person consultation with Providers.  
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Durable Medical Equipment, Prosthetic Equipment, and Medical and Surgical Supplies 

(Some items require Prior Authorization. Please call the Member Services Team with questions about 

whether a particular item is covered.) 

MHI covers certain durable medical equipment (DME), medical and surgical supplies, and prostheses from an 

In-Plan DME vendor. These items must be prescribed by an In-Plan physician. 

 

To be covered, DME must meet the following standards: 

¶ It is primarily and customarily used in the treatment of an illness or injury or for the rehabilitation of a 

malformed body part. (This does not apply to prostheses.) 

¶ It is able to withstand repeated use. 

¶ It is the least costly equipment to allow to perform activities of daily living. 

¶ It is not intended primarily for sports-related purposes. 

¶ It is appropriate for home use (i.e., not hospital or physician equipment). 

¶ It should not serve the same purpose as equipment already available to a Member. (MHI may make an 

exception if the equipment contributes to important clinical decisions and will supply the level of 

precision needed.) 

¶ It should not be costlier than a medically appropriate alternative. 

 

MHI will only cover one item of each type of equipment that meets the Memberôs need. No back-up items are 

covered. 

 

What is Covered 

¶ MHI covers DME and some medical and surgical supplies. For each item MHI covers, the Member 

must pay the Copay, Deductible, and Coinsurance amount. The Chart lists these Copays, Deductibles, 

and Coinsurance. The Member Copay, Deductible, and Coinsurance does not apply to items that are 

part of a home health care plan approved by MHI, or part of covered home dialysis or hospice 

services. 

¶ MHI may decide whether to purchase or rent the equipment. MHI may take back the equipment if 

your doctor decides you no longer need it, or if your membership ends. If you have purchased the 

equipment, MHI will not take the equipment back. If you are renting the equipment and it is no longer 

medically necessary, MHI will stop paying its portion of the cost and you can decide whether you 

would like to continue to pay completely for the equipment. If you would no longer like to pay for the 

equipment rental, the company providing the equipment will retrieve it from you. 

¶ MHI covers the cost to repair and maintain covered equipment. This is subject to the Member Copay, 

Deductible, and Coinsurance for DME. Some repairs and maintenance requires Prior Approval. 

¶ MHI covers prosthetic limbs. There is no annual limit for the purchase of prosthetic limbs. The Copay, 

Deductible, and Coinsurance amount the Member must pay is listed in the Summary of Benefits Chart 

in this EOC. Prior Authorization from MHI is required for these items. 

¶ MHI covers wigs (scalp hair prosthesis) worn for hair loss due to the treatment of any form of cancer 

or leukemia, or permanent loss of scalp hair due to injury. MHI will cover one wig per Calendar Year. 

The Copay, Deductible, and Coinsurance amount the Member must pay is listed in the Summary of 

Benefits Chart in this EOC. 

¶ MHI covers certain high cost equipment. MHI provides coverage for the full cost with no Member 

Copay, Deductible, or Coinsurance required. For a list of these items, see below or contact the 

Member Services Team. Prior Authorization from MHI is required for these items. 
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MHI covers items such as: 

¶ Breast prosthesis (related to mastectomy as required by law), including mastectomy bras 

¶ Canes/crutches/walkers 

¶ Certain diabetic equipment and supplies (see Diabetic related items) 

¶ Certain types of braces or splints, including knee and back braces 

¶ Certain wound care supplies (requires Prior Authorization) 

¶ Compression stockings 

¶ Eyewear (frames and/or lenses or contacts) is only covered if the lens of your eye has been surgically 

removed or is congenitally absent  

¶ Hearing aids or related devices as required by New Hampshire, law, as specified below 

¶ Hospital beds 

¶ Infusion pumps 

¶ Limb prostheses (including but not limited to artificial arms and legs) 

¶ Ostomy supplies and urinary catheters 

¶ Oxygen and related supplies  

¶ Respiratory equipment and related supplies 

¶ Wheelchairs 

¶ Orthopedic and corrective shoes that are part of a leg brace 

¶ Augmentative communication devices 

¶ Therapeutic/molded shoes and shoe inserts for Members with severe diabetic foot disease 

 

You Must Have Prior Authorization from MHI for: 

¶ Bi-Level Positive Airways Pressure device 

¶ Certain diabetic equipment and supplies (see Diabetic-Related Items in the ñCovered Benefitsò 

section of this EOC) 

¶ Certain repairs and maintenance of DME 

¶ Certain wheelchairs, including but not limited to power wheelchairs 

¶ Customized items and supplies 

¶ Facial prostheses (including artificial eyes) 

¶ Prosthetic limbs 

¶ Specialized beds/mattresses for wound care 

¶ Wound care supplies 

¶ Wearable Cardiac Defibrillator 

¶ High cost equipment, including: 

o Air fluidized beds 

o Bone growth stimulators 

o Cochlear Implants 

o Continuous glucose monitoring devices 

o High-frequency chest wall compression devices/oscillation vests 

o Intrapulmonary percussive ventilation systems 

o Speech generating devices 

o Wearable external defibrillators 

o Wound vacuum systems 

 

Types of Things that are Not Covered 
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¶ Arch supports, orthotic devices, corrective shoes, and inserts (except those for diabetic foot care) 

¶ Articles of special clothing, mattress and pillow covers, including hypo-allergenic versions 

¶ Bed pans and bed rails 

¶ Bidets 

¶ Bath/shower chairs 

¶ Certain disposable items or dressing supplies (for example, alcohol wipes, sterile water, saline 

solution, tape, Band-Aids®, adhesive remover, topical anesthetics) 

¶ Comfort or convenience items such as telephone arms, air conditioners, and over bed tables 

¶ Non-medically necessary wheelchair accessories, including but not limited to cup holders and colored 

spokes 

¶ Dehumidifiers, humidifiers, air cleaners or purifiers, HEPA filters and other filters, and portable 

nebulizers 

¶ Elevators, ramps, stair lifts, chair lifts, strollers, and scooters 

¶ Exercise or sports equipment 

¶ External urinary catheters 

¶ Eyeglasses and contact lenses for members ages 19 and over (unless specifically covered in your 

EOC); except that eyeglasses and contact lenses are covered following cataract surgery, but limited to 

one pair per Calendar Year in which cataract surgery is performed) 

¶ Heating pads, hot water bottles, and paraffin bath units 

¶ Home adaptations (This includes but is not limited to home improvement and home adaptation 

equipment, for example, bathroom grab bars.) 

¶ Hot tubs, saunas, Jacuzzis®, swimming pools, or whirlpools 

¶ Incontinence products 

¶ Repair or replacement of equipment or devices as a result of loss, negligence, willful damage, or theft 

¶ Safety equipment (e.g., car seats, safety belts, harnesses or vests) 

¶ Saunders Lumber Hometrac®  

¶ Tinnitus masker 

¶ Items that are considered Experimental, investigational, or not generally accepted in the medical 

community 

¶ Items that do not meet the coverage rules listed above 

 

If you do not see your specific item on the lists above, please call the Member Services Team. 

Hearing Aids 

MHI covers hearing aids to the extent required by New Hampshire law. A hearing aid is defined as any 

instrument or device designed, intended or offered for the purpose of improving a personôs hearing. MHI will 

cover one hearing aid as needed, pursuant to New Hampshire law. No back-up hearing aids that serve a 

duplicate purpose are covered. 

 

What is Covered 

¶ One hearing aid per hearing impaired ear as needed 

¶ Any parts, attachments or accessories, including ear moldings 

¶ Services necessary to assess, select, fit or service the hearing aid that are provided by an In-Plan 

Provider who is a licensed audiologist, hearing instrument specialist or licensed physician 
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Ambulance and Transportation Services 

MHI covers ambulance and transportation services as follows: 

¶ Emergency Transportation ï MHI covers transportation for an Emergency Medical Condition (see the 

ñDefinitionsò section). MHI covers transportation services from the place where a person is injured or 

stricken by disease to the nearest hospital where treatment can be given. MHI will also cover transport 

from one hospital to another hospital when the first hospital does not have the required services and/or 

facilities to treat the Member. 

¶ Air Ambulance ï MHI covers air ambulance services in the case of an Emergency Medical Condition 

or when otherwise pre-authorized by MHI. 

¶ Non-Emergency Transportation (requires Prior Authorization) ï MHI covers ambulance or chair van 

services for a Member from a hospital setting to their home, or to a skilled nursing facility, if the 

Member cannot be safely or adequately transferred without endangering their health. All non-

emergency transportation services must be pre-authorized by MHI. 

 

What is Not Covered 

¶ MHI does not cover transportation by ambulance or by chair van for patient convenience or for non-

clinical, non-medical reasons. 

¶ MHI does not cover transportation to or from a doctorôs office, clinic, or other place for medical care 

that can be planned ahead of time. 

Kidney Dialysis 

MHI covers kidney dialysis on an inpatient or outpatient basis, or at home. Some people with kidney disease, 

who have ñend stage renal diseaseò or ESRD, are eligible for Medicare at any age. If you have ESRD, you 

should enroll in Medicare. Medicare may pay some medical costs MHI does not cover. Starting at 30 months 

after you are enrolled in Medicare with ESRD, Medicare pays first for dialysis, and MHI pays second. You 

should apply for Medicare to make sure you get the most complete coverage. 

Nutritional Supp ort  

(Requires Prior Authorization) 

Some Providers submit claims to MHI for nutritional support items. Some providers may not submit a claim 

form. If the provider will not submit a claim form, pay the provider and submit the itemized paid receipts to 

MHI. MHI will repay you for covered items after any deductible, copays or coinsurance as listed in your 

Summary of Benefits chart. When you send the receipt to MHI, circle the nutritional items on the receipt. Also, 

be sure to include the Memberôs name and MHI ID number on the receipt. 

 

What is Covered 

¶ Nutritional support, including enteral tube feedings, when the Member has a permanent impairment 

involving the gastrointestinal tract that prevents adequate oral nutritional intake 

¶ Parenteral nutrition and total parenteral nutrition 

¶ Special medical foods that are taken orally and prescribed for: 

o Phenylketonuria (PKU) 

o Tyrosinemia 

o Homocystinuria 

o Maple syrup urine disease 

o Propionic acidemia 

o Methylmalonic acidemia in a Dependent child 
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o Protection of an unborn fetus of a pregnant Member with PKU 

 

¶ Non-prescription enteral formulas for home use that are Medically Necessary for the treatment of 

impaired absorption of nutrients caused by disorders effecting the absorptive surface, functional 

length, or motility of the gastrointestinal tract to the extent required by New Hampshire law. 

 
¶ Non-prescription enteral formulas and low protein food products that are Medically Necessary for 

inherited disease of amino acids and organic acids. 

 

Types of Things that are Not Covered 

¶ Dietary supplements 

¶ Special infant formulas (such as Nutramigen®, Elecare®, and Neocate®) 

¶ Vitamins and/or minerals taken orally to replace intolerable foods, supplement a deficient diet, or 

provide alternative nutrition for conditions such as: 

o Hypoglycemia 

o Allergies 

o Excessive weight 

o Gastrointestinal disorders 

The items above are not covered even if they are required to maintain weight or strength. 

Cardiac Rehabilitation 

MHI covers the multidisciplinary treatment of persons with documented cardiovascular disease, in a hospital 

or other setting. Coverage will include, for example, outpatient treatment, if the treatment is started within 3 

months after the diagnosis of the disease or procedure. Your participation must be approved by a physicianôs 

order. Covered Services do not include cardiac rehabilitation services beyond the intensive rehabilitation 

phase, including on-going or life-long exercise and education programs intended to maintain fitness or to 

reinforce lifestyle changes. 

Nutritional Counseling 

MHI covers up to a maximum of four outpatient visits per Calendar Year for nutritional counseling and health 

education. 

Human Organ Transplants and Bone Marrow Transplants 

(Requires Prior Authorization) 

What is Covered 

¶ Autologous bone marrow transplants for a Member with the following diagnoses: 

o Acute leukemia remission 

o Resistant non-Hodgkinôs lymphomas 

o Advanced Hodgkinôs disease 

o Recurrent or refractory neuroblastoma 

¶ Allogeneic or autologous bone marrow transplants for multiple myeloma, aplastic anemia, leukemia, 

severe combined immunodeficiency disease, and Wiskott-Aldrich Syndrome. MHI does not cover 

bone marrow or stem-cell harvest or rescue and related treatments, except for these diseases. 

¶ Cornea transplant. Contact lenses following a cornea transplant are covered for up to one year, if 

Medically Necessary. 

¶ Human leukocyte antigen testing or histocompatibility locus antigen testing for a Member when 

necessary to establish such Memberôs bone marrow transplant donor suitability. At the time of 
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testing, the Member must complete and sign an informed consent form that authorizes the results of 

the test to be used for participation in the National Marrow Donor Program. MHI covers the costs of 

testing for A, B, or DR antigens, or any combination thereof. A Member only needs to be tissue typed 

once during his or her lifetime. Tissue typing is similar to blood typing. Like blood type, tissue type 

does not change. All other uses of HLA testing are covered when Medically Necessary. Please note 

that pursuant to New Hampshire RSA 415:18-r (II) a provider cannot bill MHI more than $150 in 

laboratory fee expenses.  

¶ Medically necessary, non-experimental transplants through our In-Plan transplant network (described 

below). 

 

MHI covers the above services only when they are obtained through the Optum Transplant Centers of 

Excellence (COE) Network. Optum has separate networks for adult versus pediatric transplants, which are 

described here: https://www.myoptumhealthcomplexmedical.com/gateway/public/transplants/providers.jsp (To 

see maps showing the names and locations of the COEs in each of these networks, click on the links for the 

Commercial Transplant Centers of Excellence Network (adult network) and the Commercial Pediatric 

Transplant Centers of Excellence Network.) Please note that there is no Non-Preferred coverage for transplants 

under this policy. Members must obtain all covered transplants at an Optum Transplant COE Network 

program/facility, and Preferred cost-sharing amounts will apply. 

 

In the case of bone marrow transplants, if a covered bone marrow transplant is not available from an In-Plan 

Center of Excellence Provider, MHI will pay for services rendered by an Out-of-Plan Provider. You must get 

Prior Authorization before receiving services from an Out-of-Plan Provider. You will be responsible for 

Copays, Deductibles and Coinsurance.  

MHI covers the above services at In-Plan Transplant Centers of Excellence. If an MHI Member is the recipient 

of a human organ and the donorôs costs are not covered by any other insurance, MHI covers the donor charges 

as Medically Necessary or until the MHI Memberôs coverage ends, whichever happens first. MHI does not 

cover the charges for an MHI Member who is donating an organ to a non-MHI member. This applies whether 

or not the services are covered by the recipientôs plan. 

 

Types of Things that are Not Covered 

¶ Human organ transplants that are not listed above or that are Experimental or unproven 

¶ Transportation and lodging expenses of a Member, a donor, and/or a Member or donorôs family 

¶ Artificial or animal to human organ or tissue transplant 

¶ Transplants received from providers that do not participate in the Optum Transplant Centers of 

Excellence Network. 

Bariatric Surgery and Surgical Management of Morbid Obesity 

(Requires Prior Authorization) 

MHI covers the surgical treatment of obesity and morbid obesity (bariatric surgery) when the surgery is 

Medically Necessary for the treatment of diseases and ailments caused by or resulting from obesity or morbid 

obesity. Services are covered in accordance with the patient qualification and treatment standards set forth by 

the American Society for Metabolic and Bariatric Surgery or the American College of Surgeons.  

 

What is Not Covered 

¶ Surgery to treat the condition of obesity itself or morbid obesity itself  

https://www.myoptumhealthcomplexmedical.com/gateway/public/transplants/providers.jsp
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Mental Health and Substance Abuse Services 

See the ñHow to Obtain Benefitsò section (Section 3) of this EOC for information about how to obtain Mental 

Health and Substance Abuse Services. 

Disclosure of Information 

As a condition to receiving benefits outlined in this section, MHI will not require consent to the disclosure of 

information regarding services for mental disorders under different terms and conditions than for other medical 

conditions. Only licensed mental health professionals will make decisions about the Medical Necessity of 

services described in this section. However, denials of service based on lack of insurance coverage or use of an 

Out-of-Plan Provider will not be made by a licensed mental health professional. 

Mental Health and Substance Abuse Providers  

In-Plan mental health and substance abuse providers include psychiatrists, licensed psychologists, licensed 

pastoral psychotherapists (except when providing services to a member of his or her church or congregation in 

the course of his or her duties as a pastor, minister or staff person), licensed clinical social workers, licensed 

clinical mental health counselors, licensed alcohol and drug counselors, psychiatric/mental health advanced 

practice registered nurses, and licensed marriage and family therapists within the scope of their practice 

allowed by law.  

 

Mental Health Services 

MHI will only cover mental health services when they are Medically Necessary. MHI covers all mental 

disorders that are described in the most recent edition of the Diagnostic and Statistical Manual of the American 

Psychiatric Association (DSM). Coverage for services is based on Medical Necessity. 

Substance Abuse Services 

MHI covers the diagnosis and treatment of substance abuse. The treatment can be inpatient and outpatient 

treatment. Outpatient treatment must be provided by an In-Plan physician or psychotherapist who spends a 

large part of his or her time treating substance abuse. MHI also covers Medically Necessary inpatient 

detoxification. All treatment must be Medically Necessary. 

 

What is Covered 

¶ Inpatient services in a general hospital licensed to provide the service, a public mental health hospital, 

a licensed private mental hospital, or a licensed substance abuse facility 

¶ Outpatient services in a licensed hospital, licensed Mental Health or Substance Abuse clinic, a public 

mental health hospital, a public community mental health center, a professional office, or home-based 

services, provided services are delivered by a licensed mental health professional acting within the 

scope of his or her license 

¶ Services in a community mental health center or psychiatric residential program approved by the 

Department of Health and Human Services 

¶ Intermediate services, including  

¶ Community Based Acute Treatment (CBAT); 

¶ Partial Hospital Program (PHP) and Intensive Outpatient Program (IOP); 

¶ Day treatment; 

¶ Clinically managed detoxification programs; 

¶ Community Crisis Stabilization (CCS); and 
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¶ Approved in-home therapy services. 

¶ All non-emergent mental health and substance abuse services must be received from an In-Plan 

Provider 

 

Types of Things that are Not Covered 

¶ Educational services or testing, except services covered under the benefit for Early Intervention 

services 

¶ Psychoanalysis 

¶ Services for problems of school performance 

¶ Faith-based counseling 

¶ Social work for non-mental health care 

¶ Christian Science practitioner and sanitarium stays 

¶ Services required by a third party or court order unless court order is issued pursuant to RSA 169-B, 

RSA 169-C or RSA 169-D. In such instances the court order will not be considered in determining 

qualification for payment for services delivered to minors.  

¶ Residential/custodial services (including but not limited to residential treatment programs, sober 

houses and halfway houses) 

o Testing and treatment services at these facilities not covered 

 

You must have Prior Authorization from MHI for: 

¶ Partial Hospitalization Program (PHP)  

¶ Intensive Outpatient Program (IOP) 

¶ Community-Based Acute Treatment (CBAT) 

¶ Community Crisis Stabilization (CCS) 

¶ Day Treatment 

¶ Family Stabilization Therapy 

¶ Repetitive Transcranial Magnetic Stimulation (rTMS) 

¶ Neuropsychological Testing 

¶ In Home Therapy Services 

 

Wellness Benefits & Programs 

 

Online Wellness Tools 

MHI offers secure, easy-to-use online tools that Members can use to make healthy decisions, free of charge to 

our Members.  Our wellness portal, powered by WebMD, provides access to self-management tools, a health 

information library, healthy recipes, self-help videos and more.  Members also can receive a comprehensive 

health appraisal with a detailed health risk report and recommendations for improvement.  Register and log on 

toMinutemanHealthDirect.org to start taking advantage of these free health resources.   

 

Health Management Programs 

Designed for Members living with chronic conditions, our health management programs help participants take 

a more active role in their health.  A Minuteman Health case manager provides educational materials and 

works one-on-one with Members to set goals, develop action plans, and remove barriers to improved 

health.  These health management programs are available free of charge.  They are designed to support 

Members with the following conditions: 
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¶ Diabetes (adults) 

¶ Asthma (adults and children) 

¶ Coronary Artery Disease (adults) 

¶ Maternity Management (pregnant women)  

Please call the MHI Member Services Team for more information. 
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SECTION 5 ï EXCLUSIONS AND LIMITATIONS  

WHATôS IN THIS SECTION? 

In this section, we describe services that are not covered. We call these ñExclusions.ò We also describe 

services that have a benefit limit. Some benefit limits place a cap on the number of services that are covered. 

Other benefit limits only allow coverage of a service for certain conditions. 

Exclusions listed in this section are general exclusions. That means they may apply to more than one type of 

service, or to services that are not described elsewhere in this EOC. Other specific exclusions are listed in the 

benefit descriptions in the previous section. 

MHI does not limit or exclude coverage for pre-existing conditions. MHI will cover these pre-existing 

conditions to the same extent as for any other condition. Services must be Medically Necessary. 

This section lists specific medical services. To describe the services, we use medical language. If you do not 

know what a certain exclusion means, call the Member Services Team or talk to your doctor. 

MHI covers Medically Necessary treatment that is needed due to complications resulting from a non-covered 

service. Such coverage is provided consistent with the terms of this EOC. 

Exclusions 

MHI does not cover services and items listed below. This means they are ñexcludedò from coverage. MHI 

also does not cover services or items that are listed as ñnot coveredò in this EOC. 

 

MHI does not cover: 

¶ Services that are not Medically Necessary 

¶ Services that are not covered under your benefit plan 

¶ All services or supplies provided by an Out-of-Plan Provider, unless: 

o An In-Plan Provider approves them and 

o MHI approves them in advance or 

o The services are provided to treat an Emergency Medical Condition (See ñHow to Obtain 

Care in an Emergencyò in the ñHow to Obtain Benefitsò of this EOC) or urgent care provided 

outside the Service Area. 

¶ Any services provided by the Veterans Administration for disabilities connected to military service. 

There also must be facilities that are reasonably available for these Members. 

¶ Alternative Medicine. This includes approaches to healthcare that are generally not accepted by the 

medical community. Alternative Medicine is practiced outside of and/or in place of conventional 

medicine. Examples include: 

o Special diets 

o Homeopathic remedies 

o Electromagnetic fields 

o Therapeutic touch 

o Chiropractic services (except certain specific Covered Services listed elsewhere in the EOC) 

o Herbal medicine 

o Acupuncture 

o Homeopathy 
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o Naturopathy 

o Hypnosis 

o Spiritual devotions or culturally based healing traditions such as Chinese, Ayurvedic, and 

Christian Science 

o Holistic medicine 

¶ Biofeedback for medical conditions other than urinary incontinence 

¶ Care or treatments by family members. 

¶ Educational or vocational services or testing, except services covered under the benefit for Early 

Intervention services. Excluded services include for example:  

o School or sports related physical exams 

o Job retraining 

o Vocational and driving evaluations 

o Therapy to restore function for a specific occupation 

¶ Extracorporeal Shock Wave Therapy (ESWT) for chronic plantar fasciitis 

¶ Eyeglasses and contact lenses for members ages 19 and over except that eyeglasses and contact lenses 

are covered following cataract surgery, but limited to one pair per Calendar Year in which cataract 

surgery is performed. 

¶ Infertility services, treatment and procedures, except that tests to find the cause of infertility and 

services to treat the underlying medical conditions that cause infertility are covered.  

¶ Laser vision correction surgery  

¶ Non-Elective Contact Lenses for any member who has undergone prior elective corneal surgery, such 

as radial keratotomy (RK), photorefractive keratectomy (PRK), and laser vision correction surgery 

¶ Intradiscal Electrothermal Therapy (IDET) 

¶ Litholink services 

¶ Medical care that a MHI Medical Director determines is not generally accepted in the medical 

community or is Experimental or investigational (We define ñExperimentalò in the ñDefinitionsò 

section.) 

¶ Medical expenses in any government hospital or facility, or services of a government doctor or other 

government health professional 

¶  Cold Therapy Devices 

¶ Pulmonary Rehabilitation Phase III exercise maintenance program 

¶ Charges to ship or copy Member medical records 

¶ Charges for failing to keep an appointment 

¶ Routine foot care for Members who do not have diabetes. (MHI covers routine foot care if you are 

diabetic.) This includes but is not limited to: 

o Cutting or removal of corns and calluses, plantar keratosis 

o Trimming, cutting, and clipping of nails 

o Treatment of weak, strained, flat, unstable, or unbalanced feet 

o Other hygienic and preventive maintenance care considered self-care (i.e. cleaning and 

soaking the feet, and the use of skin creams to maintain skin tone) 

o Any service performed in the absence of localized illness, injury, or symptoms involving the 

foot 

¶ Arch supports, orthotic devices, corrective shoes, and inserts (except those for diabetic foot care) 

¶ Sales tax on Health Care Services, DME, or other items 
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¶ Services, supplies, or medications primarily for personal comfort or convenience. This includes, for 

example, services or other items obtained from a Provider based solely on location on hours of 

service. 

¶ Services you receive after the date your coverage ends 

¶ Special duty or private duty nursing and attendant services 

¶ Specialty clothing for specific medical conditions 

¶ Travel, transportation, and lodging expenses in connection with treatment or medical consultation 

¶ Weight control programs 

Limitations and Partial Exclusions 

MHI places specific limitations or partial exclusions on the following services and supplies: 

¶ Non-Experimental implants are covered only if: 

o The implant is Medically Necessary due to a functional defect of a bodily organ, and 

o The implant will serve to restore full normal function. 

(Note: This refers to implants. Coverage and exclusions for transplants are described in the 

ñCovered Benefitsò section of this EOC.) 

¶ Contact Lenses are covered only for: 

o Cataract after extraction 

o Keratoconus 

o Aphakia 

o Following a cornea transplant, for up to one year, if Medically Necessary 

o Bandage lenses are covered only for corneal abrasion or eye injury 

¶ Eyeglasses and contact lenses for members ages 19 and over are covered only following cataract 

surgery, limited to one pair per Calendar Year in which cataract surgery is performed. 

¶ Reconstructive or restorative surgery is only covered when the surgery is a Medically Necessary 

service and it is: 

o Part of the treatment of trauma, infection, or other diseases 

o In connection with a mastectomy 

o Needed to correct a congenital disease or anomaly  

MHI will consult with you and your doctor to decide coverage. The MHI plan will not cover reconstructive or 

restorative surgery for dental services or for cosmetic purposes only. 

Cosmetic Services 

MHI covers services that maintain or restore essential body functions. 

MHI does not cover: 

¶ Cosmetic surgery and procedures. These are services that: 

o Improve appearance only 

o Do not restore bodily function 

o Are not Medically Necessary 

¶ Surgeries to change or improve appearance or self-image 

¶ Drugs, services, and appliances to change or improve appearance of self-image 

¶ Cosmetic care for psychological or emotional reasons 

¶ Follow-up treatment for cosmetic services 
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Here are some examples of services that are cosmetic. MHI does not cover: 

¶ Botox injections for cosmetic purposes 

¶ Breast implants (except in connection with reconstruction following mastectomy as required by law) 

¶ Chemical exfoliation for acne 

¶ Chemical peel 

¶ Chin implant (not covered except for correction of problems secondary to disease, injury, or severe 

birth defect) 

¶ Collagen implant (e.g. Zyderm) 

¶ Correction of abdominal separation 

¶ Ear surgery 

¶ Earlobe repair to close a stretched or torn ear pierce hole 

¶ Face lifts 

¶ Fat transfer or fat grafts 

¶ Liposuction 

¶ Reduction of labia minora 

¶ Removal of acne scars 

¶ Removal of excess hair 

¶ Removal of excessive skin 

¶ Removal of spider angiomata. 

¶ Removal or repair of scars 

¶ Salabrasion 

¶ Scar revision 

¶ Treatments for non-symptomatic varicose veins 

 

The list above does not contain all of the services MHI does not cover. This is only a partial list. MHI does not 

cover any cosmetic procedure, except for certain coverage following a mastectomy and other coverages as 

required by law. MHI does not cover any procedure that is not Medically Necessary. 
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SECTION 6 ï CLAIMS AND UTILIZATION MANAGEMENT PROCEDURES  

WHATôS IN THIS SECTION? 

In this section, we explain how MHI makes decisions about Covered Services in order for the service to be 

ñCoveredò by your benefits, or paid. This is part of ensuring that you receive care that is medically necessary 

and is provided at the right time, at the right level. Most health plans refer to this as ñUtilization Management.ò 

MHI must review some services for medical necessity before you receive them. This is called ñPrior 

Authorization.ò We list the services that require Prior Authorization in this section. We also explain how to get 

Prior Authorization. 

MHI reviews some services during the time you receive them in order to continue to authorize the service as 

medically necessary. This is called ñConcurrent Review.ò We conduct Concurrent Review for services like 

inpatient stays, home health care, and other ongoing courses of treatment. 

MHI reviews services already received by a Member in order to authorize the service as medically necessary. 

This is called ñRetrospective Review.ò 

A decision not to cover a service is called an ñAdverse Determination.ò We will tell you in writing when we 

make an Adverse Determination. We also will notify the doctor who requested the service. 

About Claims for Coverage from Out-of-Plan Providers  

For In-Plan Providers, you do not have to submit claims to Minuteman. In-Plan Providers do this for you. If 

you receive services from an Out-of-Plan Provider, show your MHI ID Card. Most providers will bill 

Minuteman directly. If possible, ask the Out-of-Plan Provider to submit a standard medical claim to MHI. 

Within 15 calendar days of receiving an electronic claim or 30 calendar days of receiving a non-electronic 

claim, Minuteman will: 

¶ Pay the Out-of-Plan Provider, OR 

¶ If we do not pay the claim, tell you and the Out-of-Plan Provider the reason for non-payment, OR 

¶ Ask the provider in writing for any additional information we need to evaluate the claim. MHI will 

then have 45 calendar days from the date the additional information is received to re-evaluate the 

claim. 

 

A claim will be considered paid as of the date a check was issued or electronically transferred. MHI will mail 

checks no later than 5 business days after the date a check was issued. If MHI does not do one of these actions 

within the timeframes above, we will pay interest to the provider.  This interest will be paid in addition to any 

reimbursement due for health care services provided. Interest will accrue beginning the date the payment was 

due. Interest applied will be at the rate of 1.5% per month, not to exceed 18% per year. Interest payments will 

not apply to a claim that MHI is investigating because of suspected fraud. 

 

If the provider will not bill MHI directly, you must send us an itemized bill. The bill must include the 

diagnosis and the date of treatment. For foreign medical bills and for some providers in the U.S., you may have 

to pay the provider. If you pay the bill, send Minuteman: 

¶ Proof of payment and 

¶ A copy of the bill 
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If you get Emergency Care in a foreign country, have the bills translated to English. The bill must also be 

converted to U.S. dollar values as of the date of service. 

 

Once you submit the above information, MHI will:  

¶ Repay you for Covered Services, less any Copay, Deductible, or Coinsurance amounts, OR 

¶ If we do not pay the claim, tell you the reason for non-payment, OR 

¶ Ask you in writing for any additional information we need to evaluate the claim. 

 

Utilization Management Program 

MHI may review some claims to be sure that they are Covered Services and that they are Medically Necessary 

and appropriate. This review is called ñUtilization Management,ò or ñUM.ò 

  

There may be times when a service is reviewed and not authorized. When this happens, payment for the 

service may be denied or there may be a Reduction of Benefits. UM denials are made only based on whether 

the treatment or service is covered under your benefit plan, Medically Necessary, and appropriate. 

 

MHI knows that some treatments may be over-used, but also, that some may be under-used. Our UM program 

therefore includes these principles: 

¶ Medical decision-making is based on whether the care and services are appropriate, and on whether 

such treatments are covered. 

¶ Clinicians and staff involved in UM work together to help Members get proper health care. 

¶ Preferred In-Plan Providers and staff who review coverage decisions are not rewarded based on the 

number or type of coverage denial they make. 

 

Services and Procedures that Require Prior Authorization  

Some treatments and services require Prior Authorization. Certain services and treatments are covered only if 

MHI authorizes them in advance. Other services may be subject to a Reduction of Benefits if an authorization 

is required but not obtained by a Non-Preferred Provider (see the Summary of Benefits chart in Appendix A 

for details).  

If any non-authorized and/or non-Covered Service or treatment, such as a cosmetic procedure, is performed at 

the same time as the authorized services, MHI may deny or reduce the benefits for the non-authorized and/or 

non-Covered Service or treatment. MHI covers Medically Necessary treatment due to complications from the 

non-covered services. Please go to our website at www.minutemanhealth.org to see the most up-to-date list of 

services or treatments that require Prior Authorization.  

 

Prior A uthorization  Process 

To get Prior Authorization, your treating In-Plan doctor must contact MHI to request a Prior Authorization 

Request Form. MHIôs Health Services Department then sends Prior Authorization Request Forms to your 

doctor. The doctor can then either send us a completed Prior Authorization Request Form or contact MHI by 

phone. 

 

MHI will decide whether the service is: 

http://www.minutemanhealth.org/
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¶ A Covered Service 

¶ Medically Necessary 

¶ To be provided in the appropriate setting 

¶ In keeping with generally accepted medical practice 

¶ Available within the MHI network 

¶ Consistent with MHIôs medical necessity criteria 

 

Your doctor should contact MHI at least seven days before your procedure. MHI will make a pre-service 

decision within two working days after we get all needed information. This information includes the results of 

any face-to-face clinical evaluation or second opinion required. If MHI approves coverage, we will inform the 

doctor who will treat you by phone within 24 hours. MHI will send written or electronic Prior Authorization to 

you and your doctor within two working days thereafter. 

 

If MHI denies coverage for the services MHI will: 

¶ Tell your doctor by phone within 24 hours 

¶ Send a written or electronic denial of coverage to you and your provider within one working day 

thereafter 

 

For urgent pre-service requests, MHI will notify you and your provider in writing within two business days of 

receiving all information, or within 72 hours of receipt of your request, whichever is earlier. MHI will  also 

inform the doctor who will treat you within 24 hours of making the decision. 

 

For post-service requests, MHI will notify you and your provider in writing within 30 calendar days of the 

request. 

 

If your doctor has asked for Prior Authorization, you may call 855-644-1776 to obtain its status or outcome. 

You may call MHIôs Health Services Department if you want a copy of the clinical criteria MHI uses to make 

its medical necessity decision. 

 

The ñCovered Benefitsò section of this EOC tells you if a particular Durable Medical Equipment (DME) item 

needs Prior Authorization. You may also call the Member Services Team. 

 

If MHI reviews a procedure or hospital stay, it does not mean that MHI will cover all charges. MHI makes 

decisions about benefits according to all the terms of this EOC. Whether or not you obtain Prior Authorization, 

items that are not covered under this EOC may be denied. 

 

Even when we do not require Prior Authorization for coverage of a particular benefit, you or your provider 

may ask MHI to make a determination whether a proposed admission, procedure, or service is Medically 

Necessary. We will do so within seven working days of obtaining all necessary information, expect that we 

may choose not to perform such a review if we determine that the admission, procedure or service will be 

covered. 

 

Concurrent Review Procedures 

MHI may pre-authorize certain procedures and services. This includes things like some inpatient hospital stays 

and ongoing courses of treatment. Once your stay or ongoing treatment begins, MHI may continue to review 
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whether your care is Medically Necessary. This is called ñConcurrent Review.ò In these cases, if MHI decides 

to end or reduce coverage, you will be notified. We will give this written notice before the coverage ends or is 

reduced. 

 

If MHI decides to approve an extended stay or additional services, MHI will notify your provider by telephone 

within one working day. We will send written or electronic confirmation within one working day thereafter.  

 

This notice will include: 

¶ The number of extended days approved 

¶ The next review date 

¶ The new total number of days or services which are approved 

¶ The date you were admitted or when services began 

 

If the review leads to an Adverse Determination, MHI will tell your provider by telephone. This will take place 

within 24 hours of the determination. We will send written or electronic confirmation to you and your provider 

within one working day thereafter. You will continue to receive services without liability until you have been 

notified of MHIôs decision. 

 

You can appeal MHIôs decision. If you decide to appeal, MHI will continue to cover these services until the 

appeal is done. Requests to extend care must be made at least 24 hours before the end of treatment. These 

urgent requests will be decided and communicated within 24 hours after MHI gets them. 

 

Retrospective Review Procedures 

Retrospective Review is a review of a service that was already received. If MHI concludes that the service was 

not Medically Necessary or appropriate, MHI may deny your claim for benefits. If a claim is denied on this 

basis, MHI will notify you within 30 calendar days after MHI has completed the review. 

 

Written Notification of an Adverse Determination 

If MHI concludes that a service is not Medically Necessary, or not covered under your benefit plan, MHI 

coverage may not be approved. MHI will send you and your provider written notice of any such Adverse 

Determination. The written notice will tell you the clinical reason for the decision. The clinical reason will be 

consistent with generally accepted principles of professional medical practice. 

 

MHI will:  

¶ Identify the specific information on which the Adverse Determination was based 

¶ Discuss your presenting symptoms or condition, diagnosis and treatment interventions, and the 

specific reasons such medical evidence fails to meet the relevant medical review criteria 

¶ Specify alternative treatment options covered by MHI, if any 

¶ Reference and include applicable clinical practice guidelines and review criteria 

¶ Offer your doctor or treating practitioner a case discussion or reconsideration (see below) 

¶ Provide you with clear, concise information about: 

o MHIôs grievance process 

o How to get external review 
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Case Discussion and Reconsideration 

If  your doctor or treating practitioner disagrees with an Adverse Determination, he or she may request a case 

discussion with an MHI physician reviewer. Sometimes this discussion may result in reversal of MHIôs 

decision. Your doctor or treating practitioner may also ask a clinical peer reviewer to reconsider MHIôs 

decision. This will take place between your doctor (or treating practitioner) and the clinical peer reviewer 

within one working day of the request. 

 

If you are still dissatisfied, you may request a clinical appeal or an expedited appeal. Your doctor or treating 

practitioner may also request a clinical appeal or an expedited appeal for you. The case discussion and 

reconsideration process do not need to take place before you begin the MHI grievance process or an expedited 

appeal. More information is available in the ñInquiries and Grievancesò section (Section 7) of this EOC.   
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SECTION 7 ï INQUIRIES AND GRIEVANCES  

WHATôS IN THIS SECTION? 

MHI is responsible for reviewing all benefit claims under the Plan. MHI will decide your claim according to 

its claims procedures. These are described in the ñClaims and Utilization Management Proceduresò section of 

this EOC. 

Appealing Denied Claims 

If your claim is denied, you may file an appeal with MHI to review the denied claim. MHI will decide your 

appeal according to the Inquiries and Grievances procedures described below. 

 

Important Appeal Deadlines 

If you donôt file an appeal on time, you will lose your right to file suit in a state or federal court. You will not 

have exhausted your internal administrative appeal rights. 

 

Inquiry Process 

You can ask MHI to reconsider: 

¶ An action we have taken or not taken 

¶ An MHI policy 

¶ The absence of a policy you think we should have 

 

These requests are also called ñinquiries.ò If you have an inquiry: 

¶ Please call MHI. We will review your inquiry and respond by phone or letter within three business 

days.  

¶ Sometimes there are concerns about a provider, or a providerôs office. If that is the case, MHI may 

share the details of your concern with that provider or office. 

¶ After MHI responds to your inquiry, we will ask if you are satisfied with our response. 

¶ If you are not satisfied, MHI will offer to start a review of your complaint through the internal 

grievance process. If you wish, you can begin the grievance right on the phone. 

¶ If you choose not to start a grievance during our call, MHI will send a letter to you to explain your 

right to have your inquiry processed as an internal grievance. 

 

Some MHI decisions are called ñAdverse Determinations.ò Adverse Determinations are reviewed through 

MHI internal grievance process, which is described below. 

 

Internal G rievance Process 

A ñgrievanceò can be any of the following: 

¶ A complaint about any aspect or action of MHI that affects you 

¶ An issue about quality of care 

¶ A complaint about how MHI is run 

¶ A benefit appeal 

¶ An appeal of an Adverse Determination 

¶ Clinical appeals 
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A grievance can be oral or written. 

 

The chart below these paragraphs describes different types of grievances and shows how soon MHI must 

respond to each type. Response times begin on the earliest of: 

¶ The day that we receive your grievance 

¶ The day you tell us that you are not satisfied with our response to an inquiry 

¶ The day after the three business days we have to process an inquiry, if we donôt respond within the 

three-day period 

 

If MHI does not act on a grievance within the time shown in the chart (including any agreed to extensions) the 

grievance will be decided in your favor. Time limits in the chart can be waived or extended if both MHI and 

the Member agree. Any agreement to waive or extend time limits will state the new time limit agreed on; the 

new time limit will not be longer than 30 calendar days from the date the agreement is signed. 

 

Overview: Grievances and Decision Time Frames 

This chart is for quick reference only. Please see your EOC for more detail. 

Type of Grievance Example MHI will 

respond within 

Complaint An inquiry that is not resolved to a Memberôs satisfaction, 

or a complaint about a provider or a plan policy or 

procedure that causes concern to a Member. 

30 business days 

Benefit Appeal Appeal of a service or request that is denied as ñnot a 

covered benefitò because it is excluded from coverage by 

your plan. 

 

      Pre-Service Appeal of a benefit denial for a service you have not 

received yet. 

30 calendar days 

      Post-Service Appeal of a benefit denial for a service you have already 

received. 

30 calendar days 

Clinical Appeal 

 

 

 

 

 

 

 

Appeal of a decision to deny, reduce, change, or end 

coverage of a health service for failure to meet the 

requirements for coverage, if the decision was based upon a 

review of information provided and based on: 

¶ Medical necessity 

¶ Appropriateness of health care setting and level of 

care, or 

¶ Effectiveness 

 

 

 

 

 

 

 

 

      Pre-Service Appeal of a benefit denial for a service you have not 

received yet. 

30 calendar days 

      Post-Service Appeal of a benefit denial for a service you have already 

received. 

30 calendar days 

Expedited Appeal Appeal of a clinical denial for a service that your doctor 

feels is urgent, or for continued coverage while you are still 

in the hospital. 
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Overview: Grievances and Decision Time Frames 

This chart is for quick reference only. Please see your EOC for more detail. 

      Urgent Care Any request for medical care or treatment that requires an 

expedited review because delaying care in order to follow 

the timeframe for non-urgent care: 

¶ Could seriously jeopardize your life or health or 

ability to regain maximum function; or 

¶ In the opinion of your provider, would subject you 

to severe pain that cannot be adequately managed 

without the requested care. 

As expeditiously 

as possible and no 

later than 72 hours 

      Inpatient Appeal of a clinical denial for continued coverage of a 

hospital stay while you are still in the hospital. 

Before you are 

discharged 

Immediate (requires 

certification) 

Services or Durable Medical Equipment that your doctor 

certifies is Medically Necessary and, if not immediately 

provided, could result in serious harm to you. 

Upon 

certification, 

reversal within 48 

hours (or sooner) 

Appeal for a 

terminally ill Member  

Complaints, Benefit Appeals, and Clinical Appeals are 

decided according to this time limit for a terminally ill 

Member unless the request for review qualifies as an 

Expedited Appeal as listed above. 

5 business days 

 

 

Submitting Your Grievance 

After you receive notice that MHI has denied your claim for service you have 180 calendar days to file a 

grievance. You must submit your grievance within this 180-day calendar period. 

Grievances may be submitted: 

¶ By telephone 

¶ In person 

¶ By mail 

¶ By electronic means (such as fax) 

 

Please include the following information: 

V Member ID Number 

V Daytime telephone number 

V Detailed explanations of your grievance and any applicable documents 

V Your grievance, such as copies of medical records or billing statements 

V Specific resolution you are requesting 

V Any other documents that you fell are relevant to the review 

 

You or your authorized representative may submit the grievance. If you submit a grievance by mail, MHI will 

send a written receipt to you within five business days. If you submit your grievance orally, for example, on 

the telephone, MHI will put your grievance in writing. MHI will then send a written copy of your oral 

grievance to you within 48 hours. If your grievance is about a clinical denial, we may ask you to sign a form 

releasing your medical or treatment information to MHI. You may submit information relating to your 

grievance including written comments, documents, records, and other information that may be relate to the 



67 
If you have further questions, please call the Minuteman Health Member Services Team at 855-644-1776,  

Monday-Friday, 8 a.m. to 6 p.m., or visit www.minutemanhealth.org. 

grievance. You may also request and receive, free of charge, reasonable access to and copies of all documents, 

records, and other information relevant to or considered in making the initial adverse determination. 

 

You may contact us by:  

 

Mail: 

Minuteman Health, Inc. 

P.O. Box 120025 

Boston, MA 02112-0025 

 

Fax: 888-225-8716 

(For complaints and appeals only ï if you are faxing about a billing issue, please fax to Member Services at 

413-233-2655.) 

 

Telephone: 1-855-644-1776 

Electronically: To find out how, please call Member Services at the number at the bottom of this page.  

 

Review Process 

MHI will fully investigate the substance of all complaints and appeals. Medical necessity appeals will be 

reviewed de novo by a physician who was not involved in the initial decision nor subordinate to nor the 

supervisor of anyone who was involved and is of same or similar specialty in those medical issues that are the 

subject of the appeal. 

Requests for Medical Records 

In most cases, MHI either already has the medical records relevant to your grievance. In some cases, however, 

such as when we need medical information from Out-of-Plan Providers, MHI will let you know what 

additional information is needed, but not later than within 24 hours after you file an appeal that is urgent. You 

must provide the information requested within 45 days from the date of notification of incomplete information 

or the Appeal may be denied. 

 

If MHI does issue a decision without review of all your medical records, MHI may offer you reconsideration. 

MHI will only offer this if, through no fault of your own, relevant medical information was received too late to 

review within the required time limit (refer to the Overview Chart above) or was not received but is expected 

to become available within a reasonable time period following the written resolution. If MHI offers you a 

reconsideration based on these facts, MHI will agree in writing on a new time period for review. In no event 

will this time period be greater than 30 days from the agreement to reconsider. The time period for requesting 

external review will begin to run on the date of the resolution of the reconsidered grievance. 

Complaints and Benefit Appeals 

A person knowledgeable about the subject matter of your complaint or benefit appeal will review it and will 

issue a decision based on all available information. 

Appeals of Clinical Denials 

A practitioner who was not involved in the initial decision will review your appeal. This practitioner will have 

clinical expertise in those medical issues that are the subject of the appeal. 
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If you do not agree with MHIôs decision, in many cases, you have the right to an external review. See 

ñExternal Appeals Processò later in this section. 

 

A Member may file a grievance concerning the termination (end) of ongoing coverage or treatment that MHI 

previously approved. In these cases, MHI will continue to cover the disputed service or treatment: 

¶ Through the completion of the internal grievance process, regardless of the final decision, 

¶ Provided that the grievance is filed in a timely basis, and 

¶ Based on the course of treatment 

 

MHI will not continue to cover medical care that was terminated because the coverage benefit is limited to a 

specific amount of time or limited per episode. 

Expedited Review Process: For Urgent, Inpatient, or Immediately Needed Services 

MHI will ñexpediteò the review of an appeal for coverage of services that are immediate or urgently needed. A 

practitioner who was not involved in the initial decision and is not a subordinate or supervisor of the 

practitioner involved in the initial decision will review your appeal. This practitioner will have clinical 

expertise in those medical issues that are the subject of the appeal. 

 

You have the right to file an expedited external review at the same time as you file an expedited appeal request 

with MHI. You can find more information on expedited external reviews below. 

 

If you are an inpatient in a hospital, MHI will make a decision on your grievance before you are discharged 

from the hospital. In all other cases, MHI will make a decision on your grievance and notify you and your 

provider within 72 hours of receipt of your request. 

 

For services or Durable Medical Equipment (DME) that, if not immediately provided, could result in serious 

harm to you, MHI will reverse its decision to deny coverage within 48 hours (or sooner in some cases) pending 

the outcome of the grievance process. For a reversal to occur within 48 hours, your doctor must certify that: 

¶ The service or DME at issue in your appeal is Medically Necessary. 

¶ The denial of coverage would create a substantial risk of harm to you. 

¶ Such risk of serious harm is so immediate that the provision of such services or DME should not 

await the outcome of the normal grievance process. The reversal will last until the appeal is decided. 

 

If the physician requests automatic reversal earlier than 48 hours for DME, the physician must further certify 

as to the specific, immediate, and severe harm that will result to you absent action within the 48-hour time 

period. 

 Review Process: For Members with a Terminal Illness 

A practitioner who was not involved in the initial decision and is not a subordinate nor the supervisor of the 

practitioner involved in the initial decision will review clinical appeals. This practitioner will have clinical 

expertise in those medical issues that are the subject of the appeal. MHI will make a decision on your 

grievance within five business days of receipt. If you are a Member with a terminal illness and you appeal a 

decision of an immediate or urgently needed service, MHI will make a decision on your grievance and notify 

you and your provider within the time frames listed above for expedited appeals. 

 

If MHI continues to deny coverage or treatment, you have the right to request a conference. 
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MHI will schedule a conference within 10 days of receipt of your request. If your doctor, after consulting with 

an MHI Medical Director, decides that the effectiveness of the proposed service or treatment would be 

materially reduced if it is not provided at the earliest possible date, MHI will schedule the hearing within five 

business days. You and/or your authorized representative may attend the conference. MHI will authorize its 

representative at the conference to decide your grievance. 

 

Our Written Response 

MHIôs written response to your grievance will: 

¶ Include the specific reason for the decision 

¶ Identify the specific information on which the decision was based 

¶ Refer to and include the specific plan provisions on which the decision was based 

¶ Specify alternative treatment options covered by MHI, if any 

¶ Notify you of the process for requesting an external review or, where applicable, an expedited external 

review or other legal action  

¶ Notify you that the statement, rule, protocol, or guidelines governing the grievance will be provided 

upon request and free of charge  

 

In addition, for clinical appeals, the written response will also: 

¶ Include the title and qualifications of the person conducting the review 

¶ Include the identity and qualifications of any medical or vocational expert who was consulted, if any  

¶ Include a substantive clinical reason that is consistent with generally accepted principles of 

professional medical practice 

¶ Discuss your presenting symptoms or condition, diagnosis and treatment interventions, and the 

specific reasons such medical evidence fails to meet MHIôs medical review criteria 

¶ Reference and include applicable clinical practice guidelines and review criteria 

¶ In the case of a denial, include a copy of the notice of the right to an external review that includes the 

specific requirements for filing an external review  

¶ Notify you of your right to contact the Insurance Commissionerôs office for assistance, including the 

contact information at the end of this Section  

 

You also have the right to request copies, free of charge, of all documents, records or other information 

relevant to your appeal. 

 

Independent External Appeal Process 

If MHI has denied your clinical appeal and you do not agree with MHIôs decision, you can ask for an external 

appeal. The external appeal process shall not be utilized to adjudicated claims or allegations of health care 

provider malpractice, professional negligence, or other professional fault against In-Plan Providers. Please note 

that independent external appeals are not available for health care services provided through Medicaid, the 

state Childrenôs Health Insurance Program, Medicare or service provided under these programs but through a 

contracted health carrier, except where those services are provided through private insurance coverage under 

the premium assistance program. To do so, you need to contact the New Hampshire Insurance Commissionerôs 

office for assistance. MHI will provide you with the necessary filing forms when it notifies you of its final 
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decision. You can also obtain the necessary forms by calling the New Hampshire Insurance Department or 

checking its website. You must submit the request within 180 days after you receive MHIôs final decision on 

your appeal. A request for external review can be submitted by you or your authorized representative, and the 

request must include: 

¶ The signature of you or your authorized representative consenting to the release of medical 

information 

¶ A copy of the written final Adverse Determination from MHI 

¶ A completed external appeal request form 

¶ A photocopy of your insurance card or other evidence that you are insured by the health insurance 

company named in your external appeal request form 

¶ A copy of your certificate of coverage or your insurance policy benefit booklet, which lists your 

benefits, if available 

¶ Any medical records, statements from your treating health care providers, or other information that 

you would like the independent review organization to consider in reviewing your case, including 

lower level internal appeal decisions 

 

You may call the New Hampshire Insurance Department (NHID) at 800-852-3416 or 603-271-2261 if you 

need assistance with the application, or if you do not have one or more of the above items and would like 

information on alternative ways to complete your request for independent external review.  

 

If you are requesting a standard appeal, send completed forms and all attachments to:  

  

Independent External Review  

New Hampshire Insurance Department  

21 South Fruit Street, Suite 14  

Concord, NH 03301  

  

You may also request an expedited external review if your health care provider certifies that adherence to the 

standard external review timeframe would seriously jeopardize your life or health or your ability to regain 

maximum function. You may obtain this expedited external review at the same time that you are pursuing the 

internal grievance process. If you are requesting an expedited appeal, call the NHID before sending your 

paperwork, and you will receive instructions on the quickest way to submit the application and supporting 

information.  

WHAT IS THE STANDARD APPEAL PROCESS AND TIME FRAME?  

  

¶ Within 7 business days after receiving your application form, the NHID will complete a preliminary 

review to determine whether you are covered under this health benefit plan, whether your request is 

complete and whether your case is eligible for external review.  The Insurance Commissioner will 

immediately notify you whether the request is complete and whether the request for external appeal 

has been accepted. If the request is not complete, the NHID will inform you or your representative 

what information or documents are needed in order to process your application. You will have 10 days 

to supply the needed information or documents.  

 

¶ If the request for external review is accepted, the NHID will select and retain an independent review 

organization to conduct the review and notify you and the insurer.  






























































































