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Chapter 6
Member Satisfaction

Member Satisfaction Process
Tufts Health Plan has a multi-level Member Satisfaction Process including:

1 Internal Inquiry;

1 Member Grievances Process;

1 Internal Member Appeals; and

1 External Review by the Office of Patient Protection.

All grievances and appeals should be sent to us at the following address:

Tufts Health Plan
Attn: Appeals and Grievances Department
705 Mt. Auburn Street
P.O. Box 9193
Watertown, MA 02471-9193

All calls should be directed to Tufts Health Plan's Member Services at 1-800-462-0224.

Internal Inquiry

Call a Member Specialist to discuss concerns you may have regarding your health care. Every effort will be made to
resolve your concerns within three (3) business days. If your concerns cannot be explained or resolved within three
(3) business days or if you tell a Member Specialist that you are not satisfied with the response you have received
from us, we will notify you of any options you may have, including the right to have your inquiry processed as a
grievance or appeal. If you choose to file a grievance or appeal, you will receive written acknowledgement and written
resolution in accordance with the timelines outlined below.

We maintain records of each inquiry made by a Member or by that Member's authorized representative. The records
of these inquiries and the response provided by us are subject to inspection by the Commissioner of Insurance and
the Department of Public Health.

Member Grievance Process

A grievance is a formal complaint about actions taken by Tufts Health Plan or a Tufts Health Plan Provider. There are
two types of grievances: administrative grievances and clinical grievances. The two types of grievances are described
below.

It is important that you contact us as soon as possible to explain your concern. Grievances may be filed either verbally
or in writing. If you choose to file a grievance verbally, please call a Tufts Health Plan Member Specialist, who will
document your concern and forward it to an Appeals and Grievances Analyst in the Appeals and Grievances
Department. To accurately reflect your concerns, you may want to put your grievance in writing and send it to the
address provided at the beginning of this section. Your explanation should include:
1 your name and address;
1 your Tufts Health Plan Member ID number;
1 a detailed description of your concern (including relevant dates, any applicable medical information, and Tufts HP

Provider names); and
1 any supporting documentation.

Important Note: The Member Grievance Process does not apply to requests for a review of a denial of coverage.
If you are seeking such a review, please see the "Internal Member Appeals" section below.

Administrative Grievances

An administrative grievance is a complaint about a Tufts Health Plan employee, department, policy, or procedure, or
about a billing issue.
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Member Satisfaction Process, continued

Administrative Grievance Timeline
1 If you file your grievance in writing, we will notify you by mail, within five (5) business days after receiving your

letter, that your letter has been received and provide you with the name, address, and telephone number of the
Appeals and Grievances Analyst coordinating the review of your grievance.

1 If you file your grievance verbally, we will send you a written confirmation of our understanding of your concerns
within forty-eight (48) hours. We will also include the name, address, and telephone number of the person
coordinating the review.

1 If your request for review was first addressed through the internal inquiry process, and does not require the review
of medical records, the thirty (30) calendar day review period will begin the day following the end of the three (3)
business day Internal Inquiry process or earlier if you notify us that you are not satisfied with the response you
received during the Internal Inquiry process.

1 If your grievance requires the review of medical records, you will receive a form that you will need to sign which
authorizes your Providers to release medical information relevant to your grievance to us. You must sign and
return the form before we can begin the review process. If you do not sign and return the form to us within thirty
(30) business days of the date you filed, we may issue a response to your grievance without having reviewed the
medical records. You will have access to any medical information and records relevant to your grievance that are
in our possession and control.

1 We will review your grievance and will send you a letter regarding the outcome, as allowed by law, within thirty
(30) calendar days of receipt.

1 The time limits in this process may be waived or extended beyond the time allowed by law upon mutual written
agreement between you or your authorized representative and Tufts Health Plan.

Clinical Grievances

A clinical grievance is a complaint about the quality of care or services that you have received. If you have concerns
about your medical care, you should discuss them directly with your Provider. If you are not satisfied with your
Provider's response or do not wish to address your concerns directly with your Provider, you may contact Member
Services to file a clinical grievance.

If you file your grievance in writing, we will notify you by mail, within five (5) business days after receiving your letter,
that your letter has been received and provide you with the name, address, and telephone number of the Appeals and
Grievances Analyst coordinating the review of your grievance. If you file your grievance verbally, we will send you a
written confirmation of our understanding of your concerns within forty-eight (48) hours. We will also include the name,
address, and telephone number of the person coordinating the review.

We will review your grievance and will notify you in writing regarding the outcome, as allowed by law, within thirty (30)
calendar days of receipt. The review period may be extended up to an additional thirty (30) days if additional time is
needed to complete the review of your concern. You will be notified in writing if the review timeframe is extended.

Internal Member Appeals

An appeal is a request for a review of a denial of coverage for a service or supply that has been reviewed and denied
by us based on medical necessity (an adverse determination) or a denial of coverage for a specifically excluded
service or supply. The Tufts Health Plan Appeals and Grievances Department will review all of the information
submitted upon appeal, taking into consideration your benefits as detailed in this Evidence of Coverage.

It is important that you contact us as soon as possible to explain your concern. You have 180 days from the date you
were notified of the denial of benefit coverage or claim payment to file an internal appeal. Appeals may be filed either
verbally or in writing. If you would like to file a verbal appeal, call a Tufts Health Plan Member Specialist who will
document your concern and forward it to an Appeals and Grievances Analyst in the Appeals and Grievance
Department. To accurately reflect your concerns, you may want to put your appeal in writing and send it to the
address provided at the beginning of this section. Your explanation should include:
1 your name and address;
1 your Tufts Health Plan Member ID number;
1 a detailed description of your concern (including relevant dates, any applicable medical information, and Provider

names); and
1 any supporting documentation.
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Member Satisfaction Process, continued

Appeals Timeline

1 If you file your appeal in writing, we will notify you in writing, within five (5) business days after receiving your letter,
that your letter has been received and provide you with the name, address, and telephone number of the Appeals
and Grievances Analyst coordinating the review of your appeal.

1 If you file your appeal verbally, we will send you a written confirmation of our understanding of your concerns
within forty-eight (48) hours. We will also include the name, address, and telephone number of the Appeals and
Grievances Analyst coordinating the review of your appeal.

1 If your request for review was first addressed through the internal inquiry process, and does not require the review
of medical records, the thirty (30) calendar day review period will begin the day following the end of the three (3)
business day Internal Inquiry process or earlier if you notify us that you are not satisfied with the response you
received during the internal inquiry process.

1 We will review your appeal, make a decision, and send you a decision letter within thirty (30) calendar days of
receipt.

1 The time limits in this process may be waived or extended beyond the time allowed by law upon mutual verbal or
written agreement between you or your authorized representative and Tufts Health Plan.

This extension may be necessary if we are waiting for medical records that are necessary for the review of your
appeal and have not received them. The Appeals and Grievances Analyst handling your case will notify you in
advance if an extension may be needed. In addition, a letter will be sent to you confirming the extension.

When Medical Records are Necessary

If your appeal requires the review of medical records, you will receive a form that you will need to sign that authorizes
your Providers to release medical information to us relevant to your appeal. You must sign and return the form before
we can begin the review process. If you do not sign and return the form to us within thirty (30) calendar days of the
date you filed your appeal, we may issue a response to your request without having reviewed the medical records.
You will have access to any medical information and records relevant to your appeal that are in our possession and
control.

Who Reviews Appeals?

If the appeal involves a medical necessity determination, an actively practicing Provider in the same or similar
specialty as typically treats the medical condition, and who did not participate in any of the prior decisions on the case,
will take part in the review. In addition, a committee made up of managers and clinicians from various Tufts Health
Plan departments will review your appeal. A committee within the Appeals and Grievances Department will review
appeals involving non-covered services.

Appeal Response Letters

The letter you receive from us will include identification of the specific information considered for your appeal and an
explanation of the basis for the decision. A response letter regarding a final adverse determination (a decision based
on medical necessity) will include: the specific information upon which the adverse determination was based; our
understanding of your presenting symptoms or condition; diagnosis and treatment interventions, and the specific
reasons such medical evidence fails to meet the relevant medical review criteria; alternative treatment options offered,
if any; applicable clinical practice guidelines and review criteria; notification of the steps for requesting external review
by the Office for Patient Protection; and the titles and credentials of the individuals who reviewed the case. Please
note that requests for coverage of services that are specifically excluded in your Evidence of Coverage (EOC) are not
eligible for external review.

An appeal not properly acted on by us within the time limits of Massachusetts law and regulations, including any
extensions made by mutual written agreement between you or your authorized representative and Tufts Health Plan,
shall be deemed resolved in your favor.
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Member Satisfaction Process, continued

Expedited Appeals

We recognize that there are circumstances that require a quicker turnaround than the thirty (30) calendar days allotted
for the standard Appeals Process. We will expedite an appeal when there is an ongoing service about to terminate or
a service to be delivered imminently whereby a delay in treatment would seriously jeopardize your life and health or
jeopardize your ability to regain maximum function. Should you feel that your request meets the criteria cited above,
you or your attending Provider should contact the Member Services Department. Under these circumstances, you will
be notified of our decision within seventy-two (72) hours after the review is initiated. If your treatingProvider (the
Provider responsible for the treatment or proposed treatment) certifies that the service being requested is Medically
Necessary ; that a denial of coverage for such services would create a substantial risk of serious harm; and such risk
of serious harm is so immediate that the provision of such services should not await the outcome of the normal
grievance process, you will be notified of our decision within forty-eight (48) hours of the receipt of certification. If you
are appealing coverage for Durable Medical Equipment (DME) that we determined was not Medically Necessary, you
will be notified of our decision within less than forty-eight (48) hours of the receipt of certification. If you are an
Inpatient in a hospital, we will notify you of the decision before you are discharged. If your appeal concerns the
termination of ongoing coverage or treatment, the disputed coverage shall remain in effect at our expense through the
completion of the Internal Appeals Process. Only those services which were originally authorized by Tufts Health Plan
and which were not terminated pursuant to a specific time or episode-related exclusion will continue to be covered.

If you have a terminal illness, we will notify you of our decision within five (5) days of receiving your appeal. If our
decision is to deny coverage, you may request a conference. We will schedule the conference within 10 days (or
within 5 business days if your Provider determines, after talking with a Tufts Health Plan medical director, that based
on standard medical practice the effectiveness of the proposed treatment or alternative covered treatment would be
materially reduced if not provided at the earliest possible date). You may bring another person with you to the
conference. At the conference, you and/or your authorized representative, if any, and a representative of Tufts Health
Plan who has authority to determine the disposition of the grievance, shall review the information provided.

If the appeal is denied, the decision will include the specific medical and scientific reasons for denying the coverage,
and a description of any alternative treatment, services or supplies that would be covered.

If You are Not Satisfied with the Appeals Decision

"Reconsideration"

In circumstances where relevant medical information (1) was received too late to review within the thirty (30) calendar
day time limit; or (2) was not received but is expected to become available within a reasonable time period following
the written resolution, you may choose to request a reconsideration. We may allow the opportunity for reconsideration
of a final adverse determination. If you request a reconsideration, you must agree in writing to a new time period for
review. The time period will be no greater than thirty (30) calendar days from the agreement to reconsider the appeal.
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Member Satisfaction Process, continued

External Review by the Office of Patient Protection

The Massachusetts Office of Patient Protection, which is not connected in any way with Tufts Health Plan, administers
an independent external review process for final coverage determinations based on medical necessity (final adverse
determination). Appeals for coverage of services specifically excluded in your EOC are not eligible for external review.

To request an external review by the Office of Patient Protection, you must file your request in writing with the Office
of Patient Protection within forty-five (45) days of your receipt of written notice of the denial of your appeal by Tufts
Health Plan. The letter from Tufts Health Plan notifying you of the denial will contain the forms and other information
that you will need to file an appeal with the Office of Patient Protection.

You or your authorized representative may request to have your review processed as an expedited external review.
Any request for an expedited external review must contain a certification, in writing, from a Provider, that delay in
providing or continuation of health care services that are the subject of a final adverse determination would pose a
serious and immediate threat to your health. Upon a finding that a serious and immediate threat to your health exists,
the Office of Patient Protection will qualify such request as eligible for an expedited external review.

Your cost for an external review by the Office of Patient Protection is $25.00. This payment should be sent to the
Office of Patient Protection, along with your written request for a review. The Office of Patient Protection may waive
this fee if it determines that the payment of the fee would result in an extreme financial hardship to you. Tufts Health
Plan will pay the remainder of the cost for an external review. Upon completion of the external review, the Office of
Patient Protection shall bill us the amount established pursuant to contract between the Massachusetts Department of
Public Health and the assigned external review agency minus the $25 fee which is your responsibility.

You, or your authorized representative, will have access to any medical information and records relating to your
appeal in our possession or under our control.

If the subject matter of the external review involves the termination of ongoing services, you may apply to the external
review panel to seek the continuation of coverage for the terminated service during the period the review is pending.
The review panel may order the continuation of coverage where it determines that substantial harm to your health
may result absent such continuation or for such other good cause, as the review panel shall determine. Any such
continuation of coverage will be at our expense regardless of the final external review determination.

The decision of the review panel will be binding on us. If the external review agency overturns our decision in whole or
in part, we will send you a written notice within five (5) business days of receipt of the written decision from the review
agency. This notice will:

1 include an acknowledgement of the decision of the review agency;

1 advise you of any additional procedures that you need to take in order to obtain the requested coverage or
services;

1 advise you of the date by which the payment will be made or the authorization for services will be issued by
us; and

1 include the name and phone number of the person at Tufts Health Plan who will assist you with final
resolution of the grievance.

Please note, if you are not satisfied with Tufts Health Plan's Member Satisfaction Process, you have the right at any
time to contact the Commonwealth of Massachusetts at either the Division of Insurance Bureau of Managed Care at
617-521-7777 or the Department of Public Health's Office of Patient Protection at:

Department of Public Health
Office of Patient Protection
250 Washington Street, 2nd Floor
Boston, MA 02108

Phone: 1-800-436-7757

Fax: 1-617-624-5046

Internet: www.state.ma.us/dph/opp
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Bills from Providers
Medical Expenses

Occasionally, you may receive a bill from a Provider for Covered Services. Before paying the bill, contact the Tufts
Health Plan Member Services Department.

If you do pay the bill, you must send the following information to the Member Reimbursement Medical Claims
Department:

1 a completed, signed Member Reimbursement Medical Claim Form, which can be obtained from the Tufts Health
Plan web site or by contacting the Tufts Health Plan Member Services Department.

1 the documents listed on the Member Reimbursement Medical Claim Form that are required for proof of service
and payment.

The address for the Member Reimbursement Claims Department is listed on the Member Reimbursement Medical
Claim Form.

Please note: You must contact us regarding your bill(s) or send your bill(s) to us within twelve months from the date of
service. If you do not, the bill cannot be considered for payment.

If you receive Covered Services from a non-Tufts Health Plan Provider, we will pay up to the Reasonable Charge for
the services.

We reserve the right to be reimbursed by the Member for payments made due to Tufts Health Plan's error.

Pharmacy Expenses

If you obtain a prescription at a non-designated pharmacy, you will need to pay for the prescription up front and
submit a claim for reimbursement. Pharmacy claim forms can be obtained by contacting a Member Specialist or
through our web site at www.tuftshealthplan.com.

Limitation on Actions
You cannot file a lawsuit against Tufts HP for failing to pay or arrange for Covered Services unless you have
completed the Tufts HP Member Satisfaction Process and file the lawsuit within two years from the time the cause of
action arose. For example, if you want to file a lawsuit because you were denied coverage under this Group Contract
or Individual Contract, you must first complete our Member Satisfaction Process, and then file your lawsuit within two
years after the date you were first sent a notice of the denial. Going through our Member Satisfaction Process does
not extend the time limit for filing a lawsuit beyond two years after the date you were first denied coverage. However,
if you choose to pursue external review by the Office of Patient Protection, the days from the date your request is
received by the Office of Patient Protection, until the date you receive the response are not counted toward the
two-year limit.
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Chapter 7
Other Plan Provisions

Subrogation
Tufts Health Plan's right of subrogation
You may have a legal right to recover some or all of the costs of your health care from someone else; for example:

1 your own or someone else's auto or homeowner's insurer; or

1 the person who caused your illness or injury.
In that case, if we pay or will pay for the costs of health care services provided to treat your illness or injury, we have
the right to recover those costs in your name, with or without your consent, directly from that person or company. This
is called our right of subrogation. Our right has priority, except as otherwise provided by law. We can recover against
the total amount of any recovery, regardless of whether:
1 all or part of the recovery is for medical expenses; or
1 the recovery is less than the amount needed to reimburse you fully for the illness or injury.

Workers' compensation
Employers provide workers' compensation insurance for their employees to protect them in case of work-related
illness or injury.

If you have a work-related illness or injury, you and your employer must ensure that all medical claims related to the
illness or injury are billed to your employer's workers' compensation insurer. We will not provide coverage for any
injury or illness for which it determines that the Member is entitled to benefits pursuant to any workers' compensation
statute or equivalent employer liability, or indemnification law (whether or not the employer has obtained workers'
compensation coverage as required by law).

If we pay for the costs of health care services or medications for any work-related illness or injury, we have the right to
recover those costs from you, the person, or company legally obligated to pay for such services, or from the Provider.
If your Provider bills services or medications to us for any work-related illness or injury, please contact the Tufts
Health Plan Liability and Recovery Department at 1-888-880-8699, x. 1098.

Tufts Health Plan's right of reimbursement
In addition to the rights described above, if you recover money by suit, settlement, or otherwise, you are required to
reimburse us for the cost of health care services, supplies, medications, and expenses for which we paid or will pay.
We have the right to be reimbursed up to the amount of any payment received by you, regardless of whether (a) all or
part of the payment to you was designated, allocated, or characterized as payment for medical expenses; or (b) the
payment is for an amount less than that necessary to reimburse you fully for the illness or injury.

Assignment of benefits
You hereby assign to us any benefits you may be entitled to receive from a person or company that caused, or is
legally responsible to reimburse you for, your illness or injury. Your assignment is up to the cost of health care
services and supplies, and expenses, that we paid or will pay for your illness or injury.

Constructive Trust
By accepting benefits from Tufts Health Plan (whether the payment of such benefits is made to you directly or made
on your behalf, for example, to a Provider), you hereby agree that if you receive any payment from any responsible
party as a result of an injury, illness, or condition, you will serve as a constructive trustee over the funds that constitute
such payment. Failure to hold such funds in trust will be deemed a breach of your fiduciary duty to Tufts Health Plan.
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Subrogation, continued

Member cooperation
You agree:
1 to notify us of any events which may affect our rights of recovery under this section, such as:

1 injury resulting from an automobile accident, or
1 job-related injuries that may be covered by workers' compensation;

1 to cooperate with us by:
1 giving us information and help, and
1 signing documents to help us get reimbursed;

1 that we may:
1 investigate,
1 request and release information which is necessary to carry out the purpose of this section to the extent

allowed by law, and
1 do the things we decide are appropriate to protect our rights of recovery.

Subrogation Agent
We may contract with a third party to administer subrogation recoveries. In such case, that subcontractor will act as
our agent.

Coordination of Benefits
Benefits under other plans
You may have benefits under other plans for hospital, medical, dental or other health care expenses.
We have a coordination of benefits (COB) program that prevents duplication of payment for the same health care
services. We will coordinate benefits payable for Covered Services with benefits payable by other plans, consistent
with state law.
Note: We coordinate benefits with Medicare according to federal law, rather than state law.

Primary and secondary plans
We will coordinate benefits by determining:
1 which plan has to pay first when you make a claim, and
1 which plan has to pay second.
We will make these determinations according to applicable state law.

Right to receive and release necessary information
When you enroll, you must include information on your membership application about other health coverage you
have. After you enroll, you must notify us of new coverage or termination of other coverage. We may ask for and give
out information needed to coordinate benefits. You agree to provide information about other coverage and cooperate
with our COB program.

Right to recover overpayment
We may recover, from you or any other person or entity, any payments made that are greater than payments it should
have made under the COB program. We will recover only overpayments actually made.

For more information
For more information about COB, contact our Liability and Recovery Department at 1-888-880-8699, x. 1098. You can
also call a Member Specialist and have your call transferred to our Liability and Recovery Department.
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Medicare Eligibility
Medicare eligibility
When a Subscriber or an enrolled Dependent reaches age 65, that person may become entitled to Medicare based
on his or her age. That person may also become entitled to Medicare under age 65 due to disability or end stage renal
disease.
We will pay benefits before Medicare:

1 for you or your enrolled Spouse, if you or your Spouse is age 65 or older, if you are actively working and if your
employer has 20 or more employees;

1 for you or your enrolled Dependent, for the first 30 months you or your Dependent is eligible for Medicare due to
end stage renal disease; or

1 for you or your enrolled Dependent, if you are actively working, you or your Dependent is eligible for Medicare
under age 65 due to disability, and your employer has 100 or more employees.

We will pay benefits after Medicare:

1 if you are age 65 or older and are not actively working;
1 if you are age 65 or older and your employer has fewer than 20 employees;
1 after the first 30 months you are eligible for Medicare due to end stage renal disease; or
1 if you are eligible for Medicare under age 65 due to disability, but are not actively working or are actively working

for an employer with fewer than 100 employees.
Note: In any of the circumstances described above, you will receive benefits for Covered Services that Medicare does
not cover.

Use and Disclosure of Medical Information
Tufts Health Plan mails a separate "Notice of Privacy Practices" to all Subscribers to explain how we use and disclose
your medical information. If you have questions or would like another copy of our "Notice of Privacy Practices", please
call a Member Specialist. Information is also available on our Web site at www.tuftshealthplan.com.

Relationships between Tufts Health Plan and Providers
Tufts Health Plan and Providers
We arrange health care services. We do not provide health care services. We have agreements with Providers
practicing in their private offices throughout our Service Area. These Providers are independent. They are not Tufts
Health Plan employees, agents or representatives. Providers are not authorized to:
1 change this Evidence of Coverage; or
1 assume or create any obligation for us.
We are not liable for acts, omissions, representations or other conduct of any Provider.

Circumstances Beyond Tufts Health Plan's Reasonable Control
Tufts Health Plan shall not be responsible for a failure or delay in arranging for the provision of services in cases of
circumstances beyond our reasonable control. Such circumstances include, but are not limited to: major disaster;
epidemic; strike; war; riot; and civil insurrection. In such circumstances, we will make a good faith effort to arrange for
the provision of services. In doing so, we will take into account the impact of the event and the availability of Tufts
Health Plan Providers.
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Group Contract
Acceptance of the terms of the Group Contract
By signing and returning the membership application form, you apply for Group coverage and agree, on behalf of
yourself and your enrolled Dependents, to all the terms and conditions of the Group Contract, including this Evidence
of Coverage.

Payments for coverage
We will bill your Group and your Group will pay Premiums to us for you. We are not responsible if your Group fails to
pay the Premium. This is true even if your Group has charged you (for example, by payroll deduction) for all or part of
the Premium.
Note: If your Group fails to pay the Premium on time, we may cancel your coverage in accordance with the Group
Contract and applicable state law. For more information on the notice to be provided, see "Termination of the Group
Contract and Notice" in Chapter 4.
We may change the Premium. If the Premium is changed, the change will apply to all Members in your Group.

Changes to this Evidence of Coverage
We may change this Evidence of Coverage. Changes do not require your consent. Notice of changes in Covered
Services will be sent to your Group at least 60 days before the effective date of the modifications and will:
1 include information regarding any changes in clinical review criteria; and
1 detail the effect of such changes on a Member's personal liability for the cost of such changes.
An amendment to this Evidence of Coverage describing the changes will be sent to you and will include the effective
date of the change. Changes will apply to all benefits for services received on or after the effective date with one
exception.
Exception: A change will not apply to you if you are an Inpatient on the effective date of the change until the earlier of:
1 your discharge date; or
1 the date Annual Coverage Limitations are used up.
Note: If changes are made, they will apply to all Members in your Group, not just to you.

Notice
Notice to Members: When we send a notice to you, it will be sent to your last address on file with us.

Notice to Tufts Health Plan: Members should address all correspondence to:

Tufts Health Plan
705 Mount Auburn Street
P.O. Box 9173
Watertown, MA 02471-9173

Enforcement of terms
We may choose to waive certain terms of the Group Contract, if applicable, including the Evidence of Coverage. This
does not mean that we give up our rights to enforce those terms in the future.

When this Evidence of Coverage Is Issued and Effective
This Evidence of Coverage is issued and effective on your Group Anniversary Date on or after July 1, 2009 and
supersedes all previous Evidences of Coverage.
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Individual Contract
Acceptance of the terms of the Individual Contract
By signing and returning the membership application form, you apply for coverage under an Individual Contract and
agree, on behalf of yourself and your enrolled Dependents, to all the terms and conditions of the Individual Contract,
including this Evidence of Coverage.

Payments for coverage

We will bill you for coverage under an Individual Contract and you will be required to pay Premiums to us for that
coverage.  We are not responsible if you fail to pay Premiums in accordance with the Individual Contract.

Note: If you do not pay the Premiums on time, we may cancel your coverage in accordance with the Individual
Contract and applicable state law.

We may change the Premium. If the Premium is changed, the change will apply to all Members under the Individual
Contract.

Changes to this Evidence of Coverage
We may change this Evidence of Coverage. Changes do not require your consent. Notice of changes in Covered
Services will be sent to the Subscriber at least 60 days before the effective date of the modifications and will:

1 include information regarding any changes in clinical review criteria; and
1 detail the effect of such changes on a Member's personal liability for the cost of such changes.

An amendment to this Evidence of Coverage describing the changes will be sent to you and will include the effective
date of the change. Changes will apply to all benefits for services received on or after the effective date with one
exception.
Exception: A change will not apply to you if you are an Inpatient on the effective date of the change until the earlier of:

1 your discharge date; or
1 the date Annual Coverage Limitations are used up.

Note: If changes are made, they will apply to all Members under the Individual Contract, not just to you.

Notice

Notice to Members: When we send a notice to you, it will be sent to your last address on file with us.

Notice to Tufts Health Plan: Members should address all correspondence to:

Tufts Health Plan
705 Mount Auburn Street
P.O. Box 9173
Watertown, MA 02471-9173

Enforcement of terms
We may choose to waive certain terms of the Individual Contract, if applicable, including the Evidence of Coverage.
This does not mean that we give up our rights to enforce those terms in the future.

When this Evidence of Coverage Is Issued and Effective
This Evidence of Coverage is issued and effective on your Anniversary Date on or after July 1, 2009 and supersedes
all previous Evidences of Coverage.
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Appendix A
Glossary of Terms and Definitions

This section defines the terms used in this Evidence of Coverage.

Adoptive Child

A Child is an Adoptive Child as of the date he or she:
1 is legally adopted by the Subscriber; or
1 is placed for adoption with the Subscriber. This means that the Subscriber has assumed a legal obligation for

the total or partial support of a Child in anticipation of adoption. If the legal obligation ceases, the Child is no
longer considered placed for adoption.

Note: As required by state law, a foster child is considered an Adoptive Child as of the date that a petition to adopt
was filed.

Anniversary Date

The date upon which the Group Contract or Individual Contract first renews and each successive annual renewal
date.

Annual Coverage Limitations

Annual dollar or time limitations on Covered Services.

Authorized Reviewer

Authorized Reviewers review and approve certain services and supplies to Members. They are Tufts Health Plan's
Chief Medical Officer (or equivalent) or someone he or she names.

Child

The following individuals until their 26th birthday or two years following the loss of their IRS Code dependent status,
whichever occurs first:

1 The Subscriber's or Spouse's natural child, stepchild, or Adoptive Child; or
1 the child of an enrolled Child;
1 any other Child for whom the Subscriber has legal guardianship; or
1 any other Child who meets the IRS Code definition of a Dependent of the Subscriber or the Spouse.

Coinsurance

The percentage of costs you must pay for certain Covered Services.
1 For services provided by a non-Tufts Health Plan Provider, your share is a percentage of the Reasonable

Charge for those services.
1 For services provided by a Tufts Health Plan Provider, your share is a percentage of:

1 the applicable Tufts Health Plan fee schedule amount for those services; or
1 the Tufts Health Plan Provider's actual charges for those services,
whichever is less.

Note: The Member's share percentage is based on the Tufts Health Plan Provider payment at the time the claim is
paid and does not reflect any later adjustments, payments or rebates.

Community Hospital

See definition of Tufts Health Plan Hospital later in this section.

Contract Year

The 12-month period in which benefit limits and Coinsurance are calculated under this plan. A Contract Year can be
either a calendar year or a plan year.

1 Calendar year: Coverage based on a calendar year runs from January 1st through December 31st within a year.
1 Plan year: Coverage based on a plan year runs during a period of 12 consecutive months that are not a

calendar year (for example, July 1st in one calendar year through June 30th in the following calendar year).

Notes:

1 For a Group Contract, the Contract Year is determined by the Group.

1 For an Individual Contract, the Contract Year is designated by Tufts Health Plan.

For more information about the type of Contract Year that applies to your plan, please call Member Services. If you
are enrolled in a Group Contract, you can also contact your employer.
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Terms and Definitions, continued

Copayment

Fees you pay for Covered Services. Copayments are paid to the Provider when you receive care unless the
Provider arranges otherwise.

Cost Sharing Amount

The cost you pay for certain Covered Services. This amount may consist of Copayments and/or Coinsurance.

Covered Services

The services and supplies for which we will pay. They must be:
1 described in Chapter 3;
1 Medically Necessary; and
1 provided or authorized by your PCP and in some cases, approved by an Authorized Reviewer.

These services include Medically Necessary coverage of pediatric specialty care, including mental health care, by
Providers with recognized expertise in specialty pediatrics.

Covering Provider

The Provider named by your PCP to provide or authorize services in your PCP's absence.

Custodial Care
1 Care provided primarily to assist in the activities of daily living, such as bathing, dressing, eating, and

maintaining personal hygiene and safety;
1 care provided primarily for maintaining the Member's or anyone else's safety, when no other aspects of

treatment require an acute hospital level of care;
1 services that could be provided by people without professional skills or training; or
1 routine maintenance of colostomies, ileostomies, and urinary catheters; or
1 adult and pediatric day care.

In cases of mental health care or substance abuse care, Inpatient care or intermediate care provided primarily:
1 for maintaining the Member's or anyone else's safety; or
1 for the maintenance and monitoring of an established treatment program,

when no other aspects of treatment require an acute hospital level of care or intermediate care.

Note: Custodial Care is not covered by Tufts Health Plan.

Day Surgery

Any surgical procedure(s) in an operating room under anesthesia for which the Member is admitted to a facility
licensed by the state to perform surgery, and with an expected discharge the same day or in some instances within
twenty-four hours. For hospital census purposes, the Member is an Outpatient not an Inpatient. Also referred to as
"Ambulatory Surgery" or "Surgical Day Care".

Dependent

The Subscriber's Spouse, Child, or Disabled Dependent.

Designated Facility for Inpatient Mental Health/ Inpatient Substance Abuse Services

A facility licensed to treat Mental Conditions and/or substance abuse (alcohol and drug). This facility has an
agreement with us to provide Inpatient or day treatment/partial hospitalization services to Members assigned to the
facility. Also referred to as "Designated Facility".

Developmental

Refers to a delay in the expected achievement of age-appropriate fine motor, gross motor, social, or language
milestones that is not caused by an underlying medical illness or condition.

Directory of Health Care Providers

A separate booklet which lists Tufts Health Plan PCPs and their affiliated Tufts Health Plan Hospital and certain
other Tufts Health Plan Providers.

Note: This booklet is updated from time to time to show changes in Providers affiliated with us. For information
about the Providers listed in the Directory of Health Care Providers, you can call our Member Services Department
or check our Web site at www.tuftshealthplan.com.
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Terms and Definitions, continued

Disabled Dependent

The Subscriber's Child who:
1 became permanently physically or mentally disabled before two years after the loss of his or her IRS Code

dependent status or age 26 (whichever occurs first);;
1 is incapable of supporting himself or herself due to disability;
1 lives with the Subscriber or Spouse; and
1 was covered under the Subscriber's Family Coverage immediately before two years after the loss of his or her

IRS Code dependent status or age 26 (whichever occurs first) or has been covered by other group health
coverage since the disability began.

Durable Medical Equipment

Devices or instruments of a durable nature that:
1 are reasonable and necessary to sustain a minimum threshold of independent daily living;
1 are made primarily to serve a medical purpose;
1 are not useful in the absence of illness or injury;
1 can withstand repeated use; and
1 can be used in the home.

Effective Date

The date, according to our records, when you become a Member and are first eligible for Covered Services.

Emergency

An illness or medical condition, whether physical or mental, that manifests itself by symptoms of sufficient severity,
including severe pain, that in the absence of prompt medical attention could reasonably be expected by a prudent
lay person, who possesses an average knowledge of health and medicine, to result in:

1 serious jeopardy to the physical and/or mental health of a Member or another person (or with respect to a
pregnant Member, the Member's or her unborn child's physical and/or mental health); or

1 serious impairment to bodily functions; or
1 serious dysfunction of any bodily organ or part; or
1 with respect to a pregnant woman who is having contractions, inadequate time to effect a safe transfer to

another hospital before delivery, or a threat to the safety of the Member or her unborn child in the event of
transfer to another hospital before delivery.

Some examples of illnesses or medical conditions requiring Emergency care are severe pain, a broken leg, loss of
consciousness, vomiting blood, chest pain, difficulty breathing, or any medical condition that is quickly getting much
worse.

Evidence of Coverage

This document and any future amendments.

Experimental or Investigative

A service, supply, treatment, procedure, device, or medication (collectively "treatment") is considered Experimental
or Investigative if any of the following apply:

1 the drug or device cannot be lawfully marketed without the approval of the U.S. Food and Drug Administration
and approval for marketing has not been given at the time the drug or device is furnished or to be furnished; or

1 the treatment, or the "informed consent" form used with the treatment, was reviewed and approved by the
treating facility's institutional review board or other body serving a similar function, or federal law requires such
review or approval; or

1 reliable evidence shows that the treatment: is the subject of ongoing Phase I or Phase II clinical trials; is the
research, experimental, study or investigative arm of ongoing Phase III clinical trials; or is otherwise under
study to determine its safety, efficacy, toxicity, maximum tolerated dose, or its efficacy as compared with a
standard means of treatment or diagnosis; or

1 evaluation by an independent health technology assessment organization has determined that the treatment is
not proven safe and/or effective in improving health outcomes or that appropriate patient selection has not
been determined; or

1 the peer-reviewed published literature regarding the treatment is predominantly non-randomized, historically
controlled, case controlled, or cohort studies; or there are few or no well-designed, randomized controlled trials.
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Terms and Definitions, continued

Family Coverage

Coverage for a Subscriber and his or her Dependents.

Group

An employer or other legal entity with which we have an agreement to provide group coverage. An employer Group
subject to the Employee Retirement Income Security Act of 1974 (ERISA), as amended, is the ERISA plan sponsor.
If you are covered under a Group Contract, the Group is your agent and is not our agent.

Group Contract

The agreement between Tufts Health Plan and the Group under which:

1 We agree to provide Group coverage; and
1 the Group agrees to pay a Premium to us on your behalf.

The Group Contract includes this Evidence of Coverage and any amendments.

Individual Contract

The agreement between Tufts Health Plan and the Subscriber under which:
1 We agree to provide individual coverage; and
1 the Subscriber agrees to pay a Premium to us.

The Individual Contract includes this Evidence of Coverage and any amendments.

Individual Coverage

Coverage for a Subscriber only (no Dependents).

Inpatient

A patient who is:

1 admitted to a hospital or other facility licensed to provide continuous care; and
1 classified as an Inpatient for all or a part of the day on the facility's Inpatient census.

Medically Necessary

A service or supply that is consistent with generally accepted principles of professional medical practice as
determined by whether that service or supply:

1 is the most appropriate available supply or level of service for the Member in question considering potential
benefits and harms to that individual;

1 is known to be effective, based on scientific evidence, professional standards and expert opinion, in
improving health outcomes; or

1 for services and interventions not in widespread use, is based on scientific evidence.

In determining coverage for Medically Necessary services, we use Clinical Coverage Guidelines which are:

1 developed with input from practicing Providers in our Service Area;
1 developed in accordance with the standards adopted by national accreditation organizations;
1 updated at least biennially or more often as new treatments, applications and technologies are adopted as

generally accepted professional medical practice; and
1 evidence-based, if practicable.

Member

A person enrolled in Tufts Health Plan under the Group Contract or Individual Contract. Also referred to as "you."

Mental Disorders

Psychiatric illnesses or diseases listed as Mental Disorders in the latest edition, at the time treatment is provided, of
the American Psychiatric Association's Diagnostic and Statistical Manual: Mental Disorders.
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Terms and Definitions, continued

Open Enrollment Period

For a Group Contract, the period each year when Tufts Health Plan and the Group allow eligible persons to apply
for Group coverage in accordance with the Group Contract. This is also the period each year when Tufts Health
Plan allows eligible individuals to apply for coverage in accordance with an Individual Contract.

Outpatient

A patient who receives care other than on an Inpatient basis. This includes services provided in:
1 a Provider's office;
1 a Day Surgery or ambulatory care unit; and
1 an Emergency room or Outpatient clinic.

Note: You are also an Outpatient when you are in a facility for observation.

Premium

Under a Group Contract, the total monthly cost of Individual or Family Coverage which the Group pays to us. Under
an Individual Contract, the total monthly cost of Individual or Family Coverage which the Subscriber pays to us.

Primary Care Provider (PCP)

The Tufts Health Plan Provider or nurse practitioner you have chosen from our Directory of Health Care Providers
and who has an agreement with us to provide primary care and to coordinate, arrange, and authorize the provision
of Covered Services.

Provider

A health care professional or facility licensed in accordance with applicable law, including, but not limited to,
hospitals, limited service medical clinics (if available), urgent care centers (if available), physicians, doctors of
osteopathy, certified nurse midwives, certified registered nurse anesthetists, nurse practitioners, optometrists,
podiatrists, psychiatrists, psychologists, licensed mental health counselors, licensed independent clinical social
workers, licensed psychiatric nurses who are certified as clinical specialists in psychiatric and mental health nursing,
licensed speech-language pathologists, and licensed audiologists.

We will only cover services of a Provider, if those services are:
1 listed as Covered Services; and
1 within the scope of the Provider's license.

Notes:
1 With respect to Outpatient Services for the treatment of alcoholism, Provider means an accredited or licensed

hospital or any public or private facility or portion of that facility providing services especially for the
rehabilitation of intoxicated persons or alcoholics and which is licensed by the Massachusetts Department of
Public Health or other applicable state law.

1 With respect to Inpatient Services for the treatment of alcoholism, Provider means an accredited or licensed
hospital or any public or private facility or portion of that facility providing services especially for the
rehabilitation of intoxicated persons or alcoholics and which is licensed by the Massachusetts Department of
Public Health; or a residential alcohol treatment program, as defined under Massachusetts law or other
applicable state law.

Provider Organization

A Provider Organization is comprised of doctors and other health care Providers who practice together in the same
community and who often admit patients to the same hospital in order to provide their patients with a full range of
care. Also referred to as "Provider Group".
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Terms and Definitions, continued

Reasonable Charge

The lesser of the:
1 amount charged; or
1 amount that we determine to be reasonable, based upon nationally accepted means and amounts of claims

payment. Nationally accepted means and amounts of claims payment include, but are not limited to: Medicare
fee schedules and allowed amounts, CMS medical coding policies, AMA CPT coding guidelines, nationally
recognized academy and society coding and clinical guidelines.

Routine Nursery Care

Routine care provided to a well newborn Child immediately following birth until discharge from the hospital.

Service Area

The Service Area (sometimes referred to as the "Enrollment Service Area"), is the geographical area within which
we have developed a network of Providers to afford Members with adequate access to Covered Services. The
Enrollment Service Area consists of the Standard Service Area and the Extended Service Area.

The Standard Service Area is comprised of:
1 all of Massachusetts, except Nantucket and Martha's Vineyard, and all of Rhode Island, except Block Island; and
1 the cities and towns in New Hampshire:

1 in which Tufts Health Plan PCPs are located; and
1 which are a reasonable distance from Tufts Health Plan specialists who provide the most-often used services,

such as behavioral health practitioners and Providers who are surgeons or OB/GYNs.

The Extended Service Area includes Block Island and certain towns in Connecticut, New Hampshire, New York, and
Vermont which:
1 surround the Standard Service Area; and
1 are within a reasonable distance from Tufts Health Plan specialists who provide the most-often used services,

such as behavioral health practitioners and Providers who are surgeons or OB/GYNs.

Note:

For a list of cities and towns in the Service Area, you can call our Member Services Department or check our Web
site at www.tuftshealthplan.com.

Skilled

A type of care which is Medically Necessary and must be provided by, or under the direct supervision of, licensed
medical personnel.  Skilled care is provided to achieve a medically desired and realistically achievable outcome.

Spouse

The Subscriber's legal spouse, according to the law of the state in which you reside; or divorced spouse as required
by Massachusetts law.

Subscriber

The person who:
1 for a Group Contract, is an employee of the Group;
1 for an Individual Contract, is a Massachusetts resident;
1 enrolls in Tufts Health Plan and signs the membership application form on behalf of himself or herself and any

Dependents; and
1 in whose name the Premium is paid in accordance with either a Group Contract or an Individual Contract

(whichever applies).
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Terms and Definitions, continued

Tertiary Hospital

Each of the following hospitals:
1 Beth Israel Deaconess Medical Center (Boston, MA);
1 Boston Medical Center (Boston, MA);
1 Brigham & Women's Hospital (Boston, MA);
1 Children's Hospital (Boston, MA);
1 Dana-Farber Cancer Institute (Boston, MA);
1 Lahey Clinic (Burlington, MA);
1 Mary Hitchcock Memorial Hospital (Hanover, NH);
1 Massachusetts Eye & Ear Infirmary (Boston, MA);
1 Massachusetts General Hospital (Boston, MA);
1 New England Baptist Hospital (Boston, MA);
1 Rhode Island Hospital, including Hasbro Children's Hospital (Providence, Rhode Island);
1 Tufts-New England Medical Center (Boston, MA);
1 UMass Memorial Medical Center (Worcester, MA).

See definition of Tufts Health Plan Hospital later in this section.

Tufts Health Plan

Tufts Associated Health Maintenance Organization, Inc., a Massachusetts corporation d/b/a Tufts Health Plan.
Tufts Health Plan is licensed by Massachusetts as a health maintenance organization (HMO). Also referred to as
"we", "us" and "our".

Tufts Health Plan Hospital

A Community Hospital or Tertiary Hospital which has an agreement with Tufts Health Plan to provide certain
Covered Services to Members. Tufts Health Plan Hospitals are independent. They are not owned by Tufts Health
Plan. Tufts Health Plan Hospitals are not Tufts Health Plan's agents or representatives, and their staff are not Tufts
Health Plan's employees.

Tufts Health Plan Provider

A Provider with which Tufts Health Plan has an agreement to provide Covered Services to Members. Providers are
not Tufts Health Plan's employees, agents or representatives.

Urgent Care

Care provided when your health is not in serious danger, but you need immediate medical attention for an
unforeseen illness or injury. Examples of illnesses or injuries in which Urgent Care might be needed are a broken or
dislocated toe, a cut that needs stitches but is not actively bleeding, sudden extreme anxiety, or symptoms of a
urinary tract infection.
Note: Care that is rendered after the urgent condition has been treated and stabilized and the Member is safe for
transport is not considered Urgent Care.
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Appendix B - ERISA Information (applies to Group Contracts only)

ERISA RIGHTS
If your plan is an ERISA plan, you are entitled to certain rights and protections under the Employee Retirement
Income Security Act of 1974 (ERISA), as amended. Most plans are ERISA plans, but not all. Please contact your plan
administrator to determine if your plan is an ERISA plan.

ERISA provides that all plan participants shall be entitled to receive information about their plan and benefits, continue
group health plan coverage, and prudent actions by plan fiduciaries.

Receiving Information About Your Plan and Benefits

ERISA provides that all plan participants shall be entitled to:

1 Examine, without charge, at the plan administrator's office and at other specified locations all documents
governing the plan, including insurance contracts and collective bargaining agreements, and a copy of the latest
annual report (Form 5500 Series) filed by the plan with the U.S. Department of Labor and available at the Public
Disclosure Room of the Employee Benefits Security Administration.

1 Obtain, upon written request to the plan administrator, copies of documents governing the operation of the plan,
including insurance contracts and collective bargaining agreements, and copies of the latest annual report (Form
5500 Series) and updated summary plan description. The plan administrator may make a reasonable charge for
the copies.

1 Receive a summary of the plan's annual financial report. The plan administrator is required by law to furnish each
participant with a copy of this summary annual report.

Continuing Group Health Plan Coverage

ERISA provides that all plan participants shall be entitled to:

1 Continue health care coverage for yourself, spouse or dependents if there is a loss of coverage under the plan as
a result of a qualifying event. You or your dependents may have to pay for such coverage.

1 Review your summary plan description and the documents governing the plan on the rules governing your
continuation coverage rights under the Federal Consolidated Omnibus Budget Reconciliation Act (COBRA).

1 Reduction or elimination of exclusionary periods of coverage for preexisting conditions under a group health plan,
if you have creditable coverage from another plan. You should be provided a certificate of creditable coverage,
free of charge, from your group health plan or health insurance issuer when you lose coverage under the plan,
when you become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage
ceases, if you request it before losing coverage, or if you request it up to 24 months after losing coverage.
Without evidence of creditable coverage, you may be subject to a preexisting condition exclusion for 12 months
(18 months for late enrollees) after your enrollment date in your coverage.

Note: This plan does not include a preexisting condition exclusion.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants, ERISA imposes duties upon the people who are responsible for
the operation of the plan. The people who operate your plan, called "fiduciaries" of the plan, have a duty to do so
prudently and in the interest of you and other plan participants and beneficiaries. No one, including your employer,
your union, or any other person, may fire you or otherwise discriminate against you in any way to prevent you from
obtaining a plan benefit or exercising your rights under ERISA.

Enforcing Your Rights

If your claim for a plan benefit is denied or ignored, in whole or in part, you have a right to know why this was done,
to obtain copies of documents relating to the decision without charge, and to appeal any denial, all within certain
time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of plan
documents or the latest annual report from the plan and do not receive them within 30 days, you may file suit in a
federal court. In such a case, the court may require the plan administrator to provide the materials and pay you up to
$110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the
control of the administrator. If you have a claim for benefits which is denied or ignored, in whole or in part, you may
file suit in a state or federal court.

(continued on next page)
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ERISA RIGHTS, Continued

Enforcing Your Rights - continued

In addition, if you disagree with the plan's decision or lack thereof concerning the qualified status of a domestic
relations order or a medical child support order, you may file suit in federal court. If it should happen that plan
fiduciaries misuse the plan's money, or if you are discriminated against for asserting your rights, you may seek
assistance from the U.S. Department of Labor, or you may file suit in a federal court. The court will decide who
should pay court costs and legal fees. If you are successful the court may order the person you have sued to pay
these costs and fees. If you lose, the court may order you to pay these costs and fees, for example, if it finds your
claim is frivolous.

Assistance with Your Questions

If you have any questions about your plan, you should contact the plan administrator. If you have any questions
about this statement or about your rights under ERISA, or if you need assistance in obtaining documents from the
plan administrator, you should contact the nearest office of the Employee Benefits Security Administration, U.S.
Department of Labor, listed in your telephone directory or the Division of Technical Assistance and Inquiries,
Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington,
D.C. 20210. You may also obtain certain publications about your rights and responsibilities under ERISA by calling
the publications hotline of the Employee Benefits Security Administration.

PROCESSING OF CLAIMS FOR PLAN BENEFITS
The Department of Labor's (DOL) Employee Benefits Security Administration has published benefit determination
procedure regulations for employee benefit plans governed under ERISA. The regulations set forth requirements
with respect to the processing of claims for plan benefits, including urgent care claims, pre-service claims, post-
service claims and review of claims denials.

Who can submit a claim?

The DOL Regulations apply to claims submitted by ERISA participants or their beneficiaries. In accordance with the
regulations, Tufts Health Plan permits an authorized representative (referred to here as the "authorized claimant") to
act on your behalf in submitting a claim or obtaining a review of a claim decision. An authorized claimant can be any
individual (including, for example, a family member, an attorney, etc.) whom you designate to act on your behalf with
respect to a claim for benefits.

How do I designate an Authorized Claimant?

An authorized claimant can be designated at any point in the claims process - at the pre-service, post service or
appeal level. Please contact a Tufts Health Plan Member Specialist at 1-800-462-0224 for the specifics on how to
appoint an authorized claimant.

Types of claims

There are several different types of claims that you may submit for review. Tufts Health Plan's procedures for
reviewing claims depends upon the type of claim submitted (urgent care claims, pre-service claims, post-service
claims, and concurrent care decisions).

Urgent care claim: An "urgent care claim" is a claim for medical care or treatment where the application of the claims
review procedure for non-urgent claims: (1) could seriously jeopardize your life, health or ability to regain maximum
function, or (2) based upon your Provider's determination, would subject you to severe pain that cannot adequately
be managed without the care or treatment being requested. For urgent care claims, we will respond to you within 72
hours after receipt of the claim. If we determine that additional information is needed to review your claim, we will
notify you within 24 hours after receipt of the claim and provide you with a description of the additional information
needed to evaluate your claim. You have 48 hours after that time to provide the requested information. We will
evaluate your claim within 48 hours after the earlier of our receipt of the requested information, or the end of the
extension period given to you to provide the requested information.

Concurrent care decision: A "concurrent care decision" is a determination relating to the continuation/reduction of an
ongoing course of treatment. If we have already approved an ongoing course of treatment for you and consider
reducing or terminating the treatment, we will notify you sufficiently in advance of the reduction or termination of
treatment to allow you to appeal the decision and obtain a determination before the treatment is reduced or
terminated. If you request to extend an ongoing course of treatment that involves urgent care, we will respond to
you within 24 hours after receipt of the request (provided that you make the request at least 24 hours prior to the
expiration of the ongoing course of treatment). If you reach the end of a pre-approved course of treatment before
requesting additional services, the "pre-service" or "post-service" time limits will apply.
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PROCESSING OF CLAIMS FOR PLAN BENEFITS, continued

Types of claims, continued

Pre-service claim: A "pre-service claim" is a claim that requires approval of the benefit in advance of obtaining the
care. For pre-service claims, we will respond to you within 15 days after receipt of the claim*. If we determine that an
extension is necessary due to matters beyond our control, we will notify you within 15 days informing you of the
circumstances requiring the extension and the date by which we expect to render a decision (up to an additional 15
days). If you make a pre-service claim, but do not submit enough information for us to make a determination, we will
notify you within 15 days and describe the information that you need to provide to us. You will have no less than 45
days from the date you receive the notice to provide the requested information.

Post-service claim: A "post-service claim" is a claim for payment for a particular service after the service has been
provided. For post-service claims, we will respond to you within 30 days after receipt of the claim. If we determine
that an extension is necessary due to matters beyond our control, we will notify you within 30 days informing you of
the circumstances requiring the extension and the date by which we expect to render a decision (up to an additional
15 days). If you make a post-service claim, but do not submit enough information for us to make a determination, we
will notify you within 30 days and describe the information that you need to provide to us. You will have no less than
45 days from the date you receive the notice to provide the requested information.

If your request for coverage is denied, you have the right to file an appeal. See Chapter 6 for information on how to
file an appeal.

* In accordance with Massachusetts law, Tufts Health Plan will make an initial determination regarding a proposed
admission, procedure, or service that requires such a determination within two working days of obtaining all
necessary information.

STATEMENT OF RIGHTS UNDER THE NEWBORNS' AND MOTHERS' HEALTH
PROTECTION ACT
Under federal law, group health plans and health insurance issuers offering group health insurance coverage
generally may not restrict benefits for any hospital length of stay in connection with childbirth for the mother or
newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours following a delivery by
cesarean section. However, the plan or issuer may pay for a shorter stay if the attending provider (e.g., your
Physician, nurse midwife, or Provider assistant), after consultation with the mother, discharges the mother or newborn
earlier.

Also, under federal law, plans or issuers may not set the level of benefits or out-of-pocket costs so that any later
portion of the 48-hour (or 96-hour) stay is treated in a manner less favorable to the mother or newborn than any
earlier portion of the stay.

In addition, a plan or issuer may not, under federal law, require that a Physician or other health care provider obtain
authorization for prescribing a length of stay or up to 48 hours (or 96 hours). However, to use certain providers or
facilities, you may be required to obtain precertification. For information on precertification, contact your plan
administrator.

FAMILY AND MEDICAL LEAVE ACT OF 1993
Note: The Family and Medical Leave Act only applies to groups with 50 or more employees.

Under the Family and Medical Leave Act of 1993 (FMLA), if an employee meets the eligibility requirements, that
employee is legally allowed to take up to 12 weeks of unpaid leave during any 12-month period for one or more of the
following reasons:
1 for the birth and care of the newborn child of the employee;
1 for placement with the employee of a son or daughter for adoption or foster care;
1 to care for an immediate family member (spouse, child, or parent) with a serious health condition; or
1 to take medical leave when the employee is unable to work because of a serious health condition.
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FAMILY AND MEDICAL LEAVE ACT OF 1993, continued

The FMLA was amended to add two new leave rights related to military service, effective January 16, 2009:
1 Qualifying Exigency Leave: Eligible employees are entitled to up to 12 weeks of leave because of "any qualifying

exigency" due to the fact that the spouse, son, daughter, or parent of the employee is on active duty, or has been
notified of an impending call to active duty status, in support of a contingency operation.

1 Military Caregiver Leave: An eligible employee who is the spouse, son, daughter, parent, or next of kin of a
covered servicemember who is recovering from a serious illness or injury sustained in the line of duty on active
duty is entitled to up to 26 weeks of leave in a single 12-month period to care for the servicemember. The
employee is entitled to a combined total of 26 weeks for all types of FMLA leave in the single 12-month period.

In order to be eligible, the employee must have worked for his or her employer for a total of 12 months and worked at
least 1,250 hours over the previous 12 months.

A covered employer is required to maintain group health insurance coverage for an employee on FMLA leave
whenever such insurance was provided before the leave was taken and on the same terms as if the employee had
continued to work. If applicable, arrangements will need to be made for employees to pay their share of health
insurance premiums while on leave. In some instances, the employer may recover premiums it paid to maintain health
coverage for an employee who fails to return to work from FMLA leave.

An employee should contact his or her employer for details about FMLA and to make payment arrangements, if
applicable. Additional information is also available from the U.S. Department of Labor: (1-866-487-9243) TTY:
1-877-899-5627 or http://www.dol.gov/esa/whd/fmla/finalrule/FMLAPoster.pdf.



Italicized words are defined in Appendix A. C-1C-1 To contact Member Services, call 1-800-462-0224,
or see our Web site at www.tuftshealthplan.com

Appendix C - Non-Covered Drugs With Suggested Alternatives
This list of non-covered drugs is effective January 1, 2009 and may change during the year. Drugs may be added to
this list for safety reasons, when a new drug comes to market, if a prescription drug becomes available
over-the-counter, or if a generic version of a drug becomes available.

IMPORTANT NOTE: Please see our Web site at www.tuftshealthplan.com
for the most current list or call a Member Specialist.

Brand Name Suggested Alternatives

Abilify Discmelt Abilify tablets

Abilify Solution Abilify tablets

Accupril quinapril

Accuretic quinapril/hydrochlorothiazide

AcipHex Prilosec OTC (OTC, not covered), omeprazole, pantoprazole

Alcet oxycodone/acetaminophen

Alcortin A Topical Gel Hydrocortisone, iodoquinal cream, Vytone

Allegra cetirizine (OTC, not covered), loratadine (OTC, not covered)

Allegra-D 12 Hour Claritin-D 12 Hour (OTC, not covered), Zyrtec-D (OTC, not covered)

Allegra-D 24 Hour Claritin-D 24 Hour (OTC, not covered), Zyrtec-D (OTC, not covered)

Allegra ODT Claritin RediTabs (OTC, not covered), Zyrtec Syrup (OTC, not covered)

Altace tablets ramipril capsules

Altoprev lovastatin tablets

Ambien zolpidem tartrate

Ambien CR zolpidem tartrate

Amrix cyclobenzaprine

Aquoral Salagen, saliva substitute (OTC, not covered)

Atacand Benicar, Cozaar, or Diovan

Atacand HCT Benicar HCT, Diovan HCT or Hyzaar

Auralgan A/B Otic, Benzotic, Aurodex

Avalide Benicar HCT, Diovan HCT, or Hyzaar

Avapro Benicar, Cozaar, or Diovan

Axid capsules cimetidine, famotidine, nizatidine, or ranitidine

Beconase AQ fluticasone nasal spray, flunisolide nasal spray, Nasonex

Benziq benzoyl peroxide

Benziq LS benzoyl peroxide

Bystolic carvedilol, atenolol, metoprolol

Calomist Nascobal, cyanocobalamin

Caphosol saliva substitute (OTC, not covered)

Capoten captopril

Capozide captopril/hydrochlorothiazide

Clarinex cetirizine (OTC, not covered), loratidine (OTC, not covered)

Clarinex-D 12-Hour Claritin-D 12 Hour (OTC, not covered), Zyrtec-D (OTC, not covered)

Clarinex-D 24-Hour Claritin-D 24 Hour (OTC, not covered), Zyrtec-D (OTC, not covered)

Cleanse and Treat benzoyl peroxide wash & salicylic acid pads (OTC, not covered)

Clobex spray clobetasol lotion

Combunox oxycodone/ibuprofen

Coreg CR carvedilol

Dazidox oxycodone tablets

Desonate desonide cream/lotion

Dynacin minocycline capsules

Continued on next page.



Italicized words are defined in Appendix A. C-2C-2 To contact Member Services, call 1-800-462-0224,
or see our Web site at www.tuftshealthplan.com

Non-Covered Drugs With Suggested Alternatives, continued

Brand Name Suggested Alternatives

EC Naprosyn enteric-coated naproxen

Evamist Elestrin, EstroGel

Extina ketoconazole cream or shampoo

Factive ciprofloxacin, ofloxacin, or Avelox

Fenoglide fenofibrate, Tricor

Fentora fentanyl citrate lollipop, Actiq

Fexmid cyclobenzaprine

fexofenadine cetirizine (OTC, not covered), loratidine (OTC, not covered)

Flagyl, Flagyl ER metronidazole tablets

Flector diclofenac tablets

Flonase flunisolide nasal spray, fluticasone nasal spray, Nasonex

Fortamet metformin extended-release

Freshkote Puralube tears (OTC, not covered)

Genotropin Norditropin, Norditropin Nordiflex

Glumetza metformin ER

Glycolax Miralax (OTC, not covered)

Humatrope Norditropin, Norditropin Nordiflex

Hydro 40 urea lotion, urea cream

Hylira Eucerin cream (OTC, not covered)

Inova benzoyl peroxide wash, Stridex (OTC, not covered)

Invega risperidone, Seroquel, Zyprexa

Iplex Increlex

itraconazole capsules terbinafine tablets

Kerafoam urea lotion/cream

Keralac Nailstik urea nail gel, Keralac nail gel

Keralyt Keralyt (OTC, not covered)

Kerol Redi-Cloths urea cream/lotion

Kerol Topical Suspension urea cream/lotion

Ketotifen Fumarate Ophthalmic Drops Zaditor (OTC, not covered)

Klonopin clonazepam

Klonopin wafers clonazepam

Lagesic Aceta-Gesic (OTC, not covered), Hyflex-DS

Levaquin ciprofloxacin, ofloxacin, Avelox

Lialda Asacol, Pentasa

Lidamantle HC Medicated Pads lidocaine-HC cream or lotion

Lipofen Fenofibrate, Tricor

Liquicet Hydrocodone bitartrate/APAP, Hycet oral solution

Lopressor metoprolol

Lotensin benazepril

Lotensin HCT benazepril/hydrochlorothiazide

Lovaza omega-3 fish oil (OTC, not covered)

Lupron 1mg/0.2mL vial and kit leuprolide 1mg/0.2mL vial and kit

Luvox CR fluvoxamine tablets

Magnacet oxycodone with acetaminophen tablets

Mavik trandolapril

Megace ES Megestrol acetate oral suspension

Mevacor lovastatin

Continued on next page.



Italicized words are defined in Appendix A. C-3C-3 To contact Member Services, call 1-800-462-0224,
or see our Web site at www.tuftshealthplan.com

Non-Covered Drugs With Suggested Alternatives, continued

Brand Name Suggested Alternatives

Micardis Benicar, Cozaar, or Diovan

Micardis HCT Benicar HCT, Diovan HCT or Hyzaar

Minocin minocycline capsules

Mobic oral suspension meloxicam oral suspension

Monodox doxycyline monohydrate

Monopril fosinopril

Monopril-HCT fosinopril/hydrochlorothiazide

Naprelan naproxen sodium extended-release

Nasacort AQ flunisolide nasal spray, fluticasone nasal spray, Nasonex

Nasarel flunisolide nasal spray, fluticasone nasal spray, Nasonex

Neobenz Micro benzoyl peroxide

Neobenz Micro SD benzoyl peroxide

Neotic A-B Otic, Aurodex, Benzotic

Niravam alprazolam

Noxafil fluconazole

Numoisyn saliva substitute (OTC, not covered), Salivart

Nutropin Norditropin, Norditropin Nordiflex

Nutropin AQ Norditropin, Norditropin Nordiflex

Olux-E Olux foam, clobetasole propionate emollient cream

Omnaris Astelin, fluticasone nasal spray, Nasalcrom (OTC, not covered)

Omnitrope Norditropin, Norditropin Nordiflex

Opana hydromorphone tablets, oxycodone tablets

Opana ER oxycodone ER

Oracea doxycycline

Otosporin Star-Otic (OTC, not covered)

Pataday Zaditor (OTC, not covered), Patanol

Patanase Astelin, fluticasone nasal spray, flunisolide nasal spray

Pepcid (except suspension) cimetidine, famotidine, or ranitidine tablets

Peranex HC lidocaine-hydrocortisone-aloe kit

polyethylene glycol 3350 oral powder Miralax (OTC, not covered)

Pravachol Pravastatin

Prevacid Naprapac naproxen plus Prilosec OTC (OTC, not covered); omeprazole; pantoprazole

Prilosec Prilosec OTC (OTC, not covered), omeprazole, pantoprazole   PLEASE NOTE: Prilosec
is covered for members 12 years of age and younger

Prinivil lisinopril

Prinzide lisinopril/hydrochlorothiazide

Protropin Norditropin, Norditropin Nordiflex

Pulmicort Flexhaler Asmanex, Flovent HFA

Rhinocort Aqua flunisolide nasal spray, fluticasone nasal spray, Nasonex

Rosac wash Clenia cleanser, Avar cleanser

Rosula cleanser Prascion, Sulfatol

Saizen Norditropin, Norditropin Nordiflex

Salkera Foam salicyclic acid cream or lotion

Solodyn minocycline tablets

Soluclenz RX benzoyl peroxide 5% gel

Continued on next page.
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or see our Web site at www.tuftshealthplan.com

Non-Covered Drugs With Suggested Alternatives, continued

Brand Name Suggested Alternatives

Soma 250 mg carisoprodol tablets

Sporanox capsules terbinafine tablets (prior authorization required)

Sular 8.5 mg, 17 mg, 22.5 mg, 34 mg amlopidine, felodipine, nisoldipine

Taclonex betamethasone dipropionate/calcipotriene ointment

Taclonex Scalp betamethasone dipropionate + calcipotriene solution

Tekturna lisinopril, enalapril, Benicar, Cozaar, or Diovan

Tekturna HCT lisinopril/hydrochlorothiazide, enalapril/hydrochlorothiazide, Benicar HCT, Hyzaar,
Diovan HCT

Tersi Foam selenium sulfide shampoo

Teveten Benicar, Cozaar, or Diovan

Teveten HCT Benicar HCT, Diovan HCT or Hyzaar

Tev-Tropin Norditropin, Norditropin Nordiflex

Tretin-X tretinoin cream/gel

Treximet Imitrex & naproxen sodium

Ultram ER tramadol

Umecta PD Topical Emulsion,
Adhesive 40%

urea lotion, Umecta Topical Suspension

Umecta PD Topical Suspension,
Adhesive 40%

urea lotion, Umecta Topical Suspension

Uniretic moexipril/hydrochlorothiazide

Univasc moexipril

urea nail stick 50% urea nail gel 50%

Valium diazepam

Vaseretic enalapril/hydrochlorothiazide

Vasotec enalapril

Veramyst fluticasone propionate nasal spray, flunisolide nasal spray, Nasonex

Verdeso desonide cream/lotion

Veregen podofilox, Aldara, Condylox

Vicoprofen hydrocodone/ibuprofen

Vusion miconazole nitrate & zinc oxide (OTC, not covered)

Xanax alprazolam

Xanax XR alprazolam extended-release

Xolegel ketoconazole cream

Xyzal cetirizine (OTC, not covered), loratadine (OTC, not covered)

Zegerid Prilosec OTC (OTC, not covered), omeprazole, pantoprazole

Zelapar selegiline tablets

Zestoretic lisinopril/hydrochlorothiazide

Zestril lisinopril

Ziana tretinoin gel and clindamycin gel

Zinotic Pramotic, Zolene HC

Zocor simvastatin

Zoderm Redi-Pads benzoyl peroxide

Zyflo CR Singulair, Accolate
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