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2010 STANDARDIZED MEDICARE SUPPLEMENT
GROUP POLICY
GUARANTEED RENEWABLE
This policy is guaranteed renewable for life by the timely payment of the premium at the rate in effect on each
premium due date. Premiums will automatically increase at certain ages. We reserve the right to change the
table of premium rates. Premium rates for all policies of this form in force in your state of residence may be
changed. See Part VI, Premiums, on page 4.
This is a legal contract. Please read it carefully.
CONSIDERATION
The policy is dated and takes effect on the effective date shown on the Policy Schedule. All periods of insurance
will begin and end at midnight, standard time, at the place you are currently living.
NOTICE TO BUYER
This policy may not cover all of your medical expenses.
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PART I. DEFINITIONS
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•
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•
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Benefit Period—the period as determined by Medicare which begins on the date you are first confined in
a Hospital. It ends following a period of 60 days during which you have not been confined in a Hospital or
Skilled Nursing Facility.
Calendar Year—the period of time beginning on January 1 and ending on December 31 of the same year.
Creditable Coverage—the coverage you had prior to application with no break in coverage greater than 63
days. Creditable Coverage includes: a group health plan; health insurance coverage; Medicare; Medicaid;
TRICARE/CHAMPUS; a medical program of the Indian Health Service or of a tribal organization; a state
health benefits risk pool; a health plan offered under the Federal Employees Health Benefits Program; a
public health plan; or a health benefit plan of the Peace Corps.
Duplication of Insurance—a proposed new accident and health insurance policy that would provide some
of the benefits or coverage you already have under an existing accident and health insurance policy.
Eligible Individual—those individuals who, within 63 days prior to application, were covered by:
Medicare Advantage, a Medicare Select plan, a Medicare Risk or Cost plan, a Medicare HMO, a Medicare
Supplement policy or an employee welfare benefits plan that supplemented the benefits under Medicare.
Group Health Plan—a plan (including a self-insured plan) offered, or contributed to, by an employer
(including a self-employed person) or employee organization to provide health care, directly or otherwise, to
the employees, former employees, the employer, others associated or formerly associated with the employer
in a business relationship, or their families.
Health Alliance Medical Plans, Inc. (Health Alliance)—an Illinois domestic stock insurance company,
herein referred to as we, us and our.
Health Care Expenses—expenses of a nonprofit health, Hospital or medical service corporation, prepaid
health plan or similar organization associated with the delivery of health care services in which providers
of the health care services are reimbursed for such services on an other than fee-for-service basis which
are similar to incurred losses of insurers. Such expenses shall not include: home office and overhead costs,
advertising costs, commissions and other acquisition costs, taxes capital costs, administrative casts and
claims processing costs.
Hospital—a Medicare-certified institution licensed by the state that provides inpatient, outpatient,
emergency, diagnostic and therapeutic services. The term “Hospital” does not include a convalescent
nursing home, rest facility or facility for the aged that primarily provides custodial care, including training
in routines of daily living.
Injury—accidental bodily injury independent of disease or bodily infirmity that occurs while the insurance
is in force.

•
•

•
•
•
•
•
•
•
•
•

Lifetime Inpatient Reserve Days—a total of 60 extra days in the Hospital provided to you by Medicare.
These reserve days must be used if you are hospitalized for more than 90 days in a Benefit Period, unless
previously used. When a lifetime reserve day is used, it is subtracted from the number of days you have left.
Medicare—Title 1 Part 1 of Public Law 89-97, Federal Medicare Act of 1965, as amended. The federal
health insurance program for people 65 years of age or older, certain younger people with disabilities and
people with Lou Gehrig’s disease or End Stage Renal Disease (generally those with permanent kidney
failure who need dialysis).
Medicare Eligible Expenses—expenses of the kinds covered by Medicare Parts A & B, to the extent
recognized as reasonable and medically necessary by Medicare.
Member—the person eligible for benefits and listed on the Policy Schedule as insured, herein referred to as
you and your.
Open Enrollment—the six-month period beginning with the first day of the month in which an individual
is both 65 years of age or older and enrolled for benefits under Medicare Part B.
Over-Insurance—duplication of insurance to the extent that the combination of existing insurance and
proposed insurance would substantially exceed any loss reasonably expected to be incurred.
Physician—a person licensed to practice medicine in all its branches in the state where services are
rendered.
Policy Schedule—a document specifying the name of the individual insured under the policy, the policy
number, the effective date of coverage, the initial premium amount and any other information we may
choose to provide.
Pre-Existing Condition—a condition for which medical advice was given or treatment was recommended
by or received from a Physician within six months before the effective date of coverage.
Sickness—illness or disease of an insured person which first manifests itself after the effective date of
insurance and while this policy is in force.
Skilled Nursing Facility—a facility (or distinct part of a facility) which is primarily engaged in providing
to its residents skilled nursing or rehabilitation services and is certified by Medicare. The term “Skilled
Nursing Facility” does not include a convalescent nursing home, rest facility or facility for the aged that
furnishes primarily custodial care, including training in routines of daily living.

PART II. BENEFITS PROVIDED BY THIS POLICY
Effective date of coverage: The benefits of this policy begin on the effective date shown on the Policy
Schedule. We will pay benefits as indicated in the Policy Schedule if this policy is in force at the time the
covered expense is incurred. If a Member is not entitled to Part A or Part B of Medicare, we will pay benefits as
if he or she were entitled to both parts.
Please refer to your Policy Schedule for the specific benefits provided by this policy.
PART III. PRE-EXISTING CONDITION LIMITATIONS
We will NOT pay for: any expenses incurred for care or treatment of a Pre-Existing Condition for the first
six months from the effective date of coverage. This exclusion does not apply if you qualify as an Eligible
Individual, if you apply for this policy during your Open Enrollment period and have at least six months of
Creditable Coverage, or if this policy is replacing another Medicare Supplement policy and a six-month waiting
period has already been satisfied.
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If you had less than six months prior Creditable Coverage, the Pre-Existing Condition limitation will be reduced
by the amount of Creditable Coverage available. If this policy is replacing another Medicare supplement policy,
credit will be given for any portion of the waiting period that has been satisfied.
PART IV. POLICY EXCLUSIONS
We will NOT pay for:
•
•
•
•
•
•

Any expense a Member incurs before the effective date of coverage;
Any loss that is covered by workers’ compensation or employers’ liability laws;
Custodial care;
Any expense a Member incurs which Medicare does not consider to be a covered charge or approved charge
unless such benefits are expressly provided for by this policy;
Home health care to the extent not covered by Medicare; or
Benefits covered by Medicare or employer or union-based group health plans.

PART V. MEDICARE BENEFIT AMOUNT CHANGES
The benefits under this policy will change automatically to coincide with any changes in the applicable
Medicare deductible amount and coinsurance. Premiums may be modified to correspond with such changes.
When this happens, we will notify you no less than 30 days prior to the date the changes take effect, and we will
provide you with the necessary changes to this policy.
PART VI. PREMIUMS
Payment for health care services covered by this policy must be made as follows: you or anyone paying on your
behalf, for example your Group, must remit the specified premium to Health Alliance monthly. You are entitled
to the benefits of this policy only if Health Alliance receives the full amount of the premium within the required
time period.
Premiums will automatically increase when the Member enters a new age bracket. These age brackets are
specified in the Policy Schedule.
The premium rate is subject to change annually on the first premium due date in a Calendar Year to correspond
with annual changes in the Medicare program. Health Alliance reserves the right to change the premium rate at
any other time for all policies of this form. Written notice will be provided to the Group not less than 30 days
prior to the effective date of the change.
PART VII. ELIGIBILITY, SUSPENSION AND TERMINATION
Eligibility: Persons eligible for this policy include individuals over the age of 65 and disabled persons under
age 65 on Medicare Part B.
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Suspension of coverage by you when entitled to Medicaid or covered under a Group Health Plan: By
written notice to us, you may request that your benefits and premiums under this policy be suspended for the
period in which you applied for and were determined to be entitled to Medicaid or covered under an employer
or union-based Group Health Plan. Medicaid is defined as medical assistance under Title XIX of the Social
Security Act.
We must receive written notification within 90 days after the date you become entitled to Medicaid or covered
under an employer or union-based Group Health Plan. Upon receipt of timely written notice, we will return to
you that portion of your premium paid for the suspension period minus paid claims, or you will be billed the
difference. The suspension period shall not exceed 24 months.
If Medicaid entitlement or Group Health Plan coverage ends, your benefits and premiums under this policy shall
be automatically reinstated as of the date entitlement ended. You must send written notice of the loss of such
entitlement or coverage to us within 90 days after the date of such loss. You must also pay the premium due
from the date such entitlement or coverage ended.
Reinstated coverage will have: (1) No waiting period for treatment of Pre-Existing Conditions; (2) basically
the same coverage that was in effect before the suspension date; and (3) premiums on terms at least as favorable
to you as the premium terms you would have had if your coverage had not been suspended.
Termination: Coverage may be terminated for material misrepresentation.
In the event the Group terminates this policy, all rights to benefits and services will cease on the effective day
of termination. The Group will be responsible for notifying you of termination of this policy and your right to
elect coverage under an individual plan or another group plan.
If you terminate employment with your Group, coverage under this policy will terminate the last day of the
month in which employment ends or as otherwise specified in the Group Enrollment Agreement. If you
become ineligible for continued membership in the Group while the Group Enrollment Agreement between
Health Alliance and the Group is in effect, you may be eligible to enroll in an individual plan offered by Health
Alliance.
In the event that Health Alliance terminates this policy, all rights to benefits and services will cease on the
effective day of termination. Health Alliance will be responsible for notifying you of termination of this policy
and your right to elect coverage under an individual plan offered by Health Alliance or another group plan
offered by your employer.
PART VIII. GENERAL PROVISIONS
Clerical error: Clerical error by Health Alliance in quoting benefits or in processing or maintaining any record
pertaining to the coverage under this policy will not invalidate coverage otherwise validly in force or reinstate
coverage otherwise validly terminated.
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Confidentiality of medical records: Information from medical records and information received by Physicians
will be kept confidential and will not be disclosed unless Health Alliance receives prior written consent from
you.
Conformity with state statutes: Any provision of this policy, which on its effective date is in conflict with the
laws of the state where you live, is amended to conform to the minimum requirement of those laws.
Entire contract changes: This policy and any attachments are the entire contract of insurance. No change in
this policy will be valid unless approved in writing by an executive officer of Health Alliance. No agent has the
authority to change this contract or to waive any of its provisions. Any provision, term, benefit or condition of
coverage in this policy may be amended, revised or deleted by Health Alliance in accordance with changes in
state and/or federal law. This may be done without your consent.
Grace period: A grace period of 31 days will be granted for the payment of each premium except the initial
premium. If you or anyone paying on your behalf fails to pay the premium within 31 days of the due date, this
policy is automatically cancelled, and you will not be entitled to further benefits. You will remain liable for
any applicable share of the premium for the time coverage was in effect, as well as for any deductible amounts
owed because of services received during the grace period.
Legal action: No legal action shall be brought to recover on this policy before 60 days after written proof of
loss has been furnished. No legal action shall be brought to recover on this policy more than three years after
the time written proof of loss was furnished.
Member identification card: The member identification card issued to you upon enrollment in this policy is
for identification only. Possession of a Health Alliance member identification card does not give the holder any
right to services or other benefits under this policy. To be entitled to such services or benefits, the holder of the
card must be a Member on whose behalf all applicable premiums under this policy have actually been paid. Any
person receiving services or other benefits to which he or she is not entitled under this policy will be charged
the usual, customary and reasonable fee, in addition to any other remedies available to Health Alliance as set
forth in this policy.
Misstatement of age: If your age has been misstated, we may collect or refund the difference in premiums
from the effective date of your coverage, based on the correct age. If this information is learned while a claim is
pending under this policy, we may deduct any premiums due us from the claim payment.
Notice of claim: Any claim or bill for covered health services must be submitted within 60 days of the service
or as soon thereafter as reasonably possible. Notice given by you or on your behalf should be sent to:
Claims Department
Health Alliance Medical Plans, Inc.
301 South Vine Street
Urbana, Illinois 61801-3477
Health Alliance is not responsible for claims or bills submitted more than one year after the provision or
initiation of the service to which the claim or bill relates.
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Notices: Any notice given under the terms of this policy by Health Alliance to a Member will be:
• in writing;
• addressed to the Member at the address shown on the Policy Schedule, unless notice of change of address
has been given by the Member in the manner described below; and
• put into effect by deposit in any United States Post Office.
Any notice to be given under the terms of this policy by a Member to Health Alliance will be:
• in writing;
• addressed to Health Alliance Medical Plans, Inc., 301 South Vine Street, Urbana, Illinois 61801-3477; and
• put into effect by deposit in any United States Post Office.
All notices given in this manner will be deemed to have been received by the party to whom addressed five
business days after deposit in said post office.
Our right to examine Hospital and medical records: In the event of a claim, we retain the right to examine
your Hospital charts and medical records at our expense if we find it necessary.
Payment of claims: All benefits under this policy will be paid to the provider unless you request in writing,
prior to filing proof of such loss, that we pay benefits directly to you.
At our option, unless we receive prior written instruction from you, any health care benefits unpaid at your
death will be paid to one of the following: (1) To the health care provider rendering the service for which
benefits are due or (2) to your estate.
If benefits payable are $1,000 or less, we may pay someone related to you by blood or marriage whom we
consider to be entitled to the benefits. We will be relieved of further obligation as to this benefit payment when
made by us in good faith.
Physical examination: We have the right, at our expense, to request that you have a physical examination
performed by a Physician when and as often as it may be reasonably required while a claim is pending or open.
Pro rata refund: If we receive written request and proof of death, we will refund to your estate any premium
you have paid which covers the period following the end of the month after which we receive the notice.
Proof of loss: Written proof to support any claim must be furnished to us at our home office within 180 days
after the date of the loss. Failure to provide written proof will not invalidate or reduce any claim if it was not
reasonably possible to send such proof within the time allowed. In no event, except in the absence of legal
capacity, will any claim be accepted later than one year from the time proof is required.
Reinstatement: If the policy lapses, we will require an application and sufficient premium for reinstatement.
This policy will be reinstated on the 45th day following the date of the reinstatement application if we do not
notify you in writing of our approval or disapproval prior to the 45th day.
The reinstated policy will cover only loss resulting from an Injury sustained after the date of reinstatement or
a Sickness first manifested more than 10 days after the date of reinstatement. In all other respects, your rights
and our rights under the policy will be the same as they were immediately before the due date of the unpaid
premium, subject to any restrictions attached in connection with the reinstatements.
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State medical assistance program: Benefits are normally payable to providers. There may be cases when you
are entitled to benefits under Medicaid or a similar state medical assistance program. In such cases, we will
pay the benefits due under this policy to that state’s department charged with administering the above program.
If payment is made prior to being notified of such entitlement, we will be discharged to the extent of any such
payment made by us in good faith.
Time of payment of claims: All benefits due will be paid upon receipt of proof of loss. We will notify you
within 30 days if additional information is needed. If payment is delayed more than 30 days after all necessary
information regarding the claim has been received, we will pay interest on benefits due.
Time limit on certain defenses: No misstatements made in the application for this policy will be used to
void this contract or to deny a claim for loss incurred after two years from the effective date of coverage. This
provision does not include fraudulent misstatements.
Other provisions: Health Alliance is not liable, in any event, for any act or omission of the professional
personnel of any medical group, hospital or other provider of services to Members.
The health care coverage provided for in this policy is not transferable to another party by any Member.
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