
benefit. Please refer to Section Five of your medical 
Combined Evidence ofCoverage and Disclosure Form 
titled "Your Medical Benefits" for additional
 
information.
 

•	 Injectable Medications: Except as described under 
the section "Medications Covered by Your Benefit," 
injectable medications, including, but not limited to, 
self-injectables, infusion therapy, allergy serum, 
immunization agents and blood products, are not 
covered as an outpatient prescription drug benefit. 
However, these medications are covered under your 
medical benefit as described in and according to the 
terms and conditions of your medical Combined 
Evidence ofCoverage and Disclosure Form. 
Outpatient injectable medications administered in the 
Physician's office (except insulin) are covered as a 
medical benefit when part of a medical office visit. 
Injectable medications may be subject to PacifiCare's 
Preauthorization requirements. For additional 
information, refer to Section Five of your medical 
Combined Evidence ofCoverage and Disclosure Form 
under "Your Medical Benefits." 

•	 Inpatient Medications: Medications administered to a 
Member while an inpatient in a Hospital or while 
receiving Skilled Nursing Care as an inpatient in a 
Skilled Nursing Facility are not covered under this 
Pharmacy Schedule ofBenefits. Please refer to Section 
Five of y~ur medical Combined Evidence ofCoverage 
and Disclosure Form titled "Your Medical Benefits" 
for information on coverage of prescription 
medications while hospitalized or in a Skilled Nursing 
Facility. Outpatient presl.Tiption drugs are covered for 
Members receiving Custodial Care in a rest home, 
nursing home, sanitarium or similar facility if they are 
obtained from a Participating Pharmacy in accordance 
with all the terms and conditions of coverage set forth 
in this Schedule ofBenefits and in the Pharmacy 
Supplement to the Combined Evidence ofCoverage 
and Disclosure Form. When a Member is receiving 
Custodial Care in any facility, relatives, friends or 
caregivers may purchase the medication prescribed by 
a Participating Physician at a Participating Pharmacy 
and pay the applicable Copayment on behalf of the 
Member. 

•	 Investigational or Experimental Drugs: Medication 
prescribed for experimental or investigational 
therapies are not covered, unless required by an 
external, independent review panel pursuant to 
California Health and Safety Code Section 1370.4. 
Further information about Investigation and 
Experimental procedures and external review by an 
independent panel can be found in the medical 
Combined Evidence ofCoverage and Disclosure Form 
in Section Five, "Your Medical Benet1ts" and Section 
Eight, "Overseeing Your Health Care" for appeal 
rights. 

•	 Medications dispensed by a non-Participating 
Pharmacy are not covered except for prescriptions 
required as a result of an Emergency or Urgently 
Needed Service. 

•	 Medications prescribed by non-Participating 
Physicians are not covered except for prescriptions 
required as a result of an Emergency or Urgently 
Needed Service. 

•	 New medications that have not been reviewed for 
safety, efficacy and cost-effectiveness and approved 
by PacifiCare are not covered unless Preauthorized by 
PacifiCare as Medically Necessary. 

•	 Non-Covered Medical Condition: Prescription 
medications for the treatment of a non-covered 
medical condition are not covered. This exclusion 
does not exclude Medically Necessary medications 
directly related to non-Covered Services when 
complications exceed follow-up care, such as life­
threatening complications of cosmetic surgery. 

•	 Off-Label Drug Use. Off-Label Drug Use means that 
the Provider has prescribed a drug approved by the 
Food and Drug Administration (FDA) for a use that is 
different than that for which the FDA approved the 
drug. PacifiCare excludes coverage for Off-Label Drug 
Use, including off-label, self-injectable drugs, except as 
described in the medical Combined Evidence of 
Coverage and Disclosure Form and any applicable 
Attachments. If a drug is prescribed for Off-Label Drug 
Use, the drug and its administration will be covered 
only if it satisfies the follOWing criteria: (I) The drug is 
approved by the FDA. (2) The drug is prescribed by a 
participating licensed health care professional. (3) The 
drug is Medically Necessary to treat the medical 
condition. (4) The drug has been recognized for 
treatment of a medical condition by one of the 
following: The American Hospital Fonnulary' Sen/ice 
Drug Information, The United States Pharmacopeia 
Dispensing Infonnation or in two articles from major 
peer-reviewed medical journals that present data 
supporting the proposed Off-Label Drug Use or uses 
as generally safe and effective. Nothing in this section 
shall prohibit PacifiCare from use of a Formulary, 
Copayment, technology assessment panel, or similar 
mechanism as a means for appropriately controlling 
the utilization of a drug that is prescribed for a use 
that is different from the use for which that drug has 
been approved for marketing by the FDA. Denial of a 
drug as Investigational or Experimental will allow the 
Member to use the Independent Medical Review 
System as defined in the medical Combined Evidence 
ofCoverage and Disclosure Form. 

•	 Over-the-Counter Drugs: Medications (except 
insulin) available without a presl.Tiption (over-the­
counter) or for which there is a nonprescription 
chemical and dosage equivalent available, even if 
ordered by a Physician, are not covered. All 



nonprescription (over-the-counter) contraceptive 
jellies, ointments, foams or devices are not covered. 

•	 Prior to Effective Date: Drugs or medicines 
purchased and received prior to the Member's 
effective date or subsequent to the Member's 
termination are not covered. 

•	 Replacement of lost, stolen, or destroyed medications 
are not covered. 

•	 Saline and irrigation solutions are not covered. 
Saline and irrigation solutions are covered when 
Medically Necessary, depending upon the purpose for 
which they are prescribed, as part of the home health 
or durable medical equipment benefit. Refer to your 
medical Combined Evidence ofCoverage and 
Disclosure Form Section Five for additional 
information. 

•	 Sexual Dysfunction Medication: All forms of 
medications when prescribed for the treatment of 
sexual dysfunction, which includes, but is not limited 
to, erectile dysfunction, impotence, anorgasmy or 
hyporgasmy, are not covered. An example of such 
medications includes Viagra. 

•	 Smoking cessation products, induding, but not 
limited to, nicotine gum, nicotine patches, and 
nicotine nasal spray, are not covered. However, 
smoking cessation products are covered when the 
Member is enrolled in a smoking cessation program 
approved by PacifiCare. For information on 
PacifiCare's smoking cessation program, refer to the 
medical Combined Evidence ofCoverage and 
Disclosure Form in Section Five, "Your Medical 
Benefits," in the section titled "Outpatient Benefits," 
under "Health Education Services" or contact 
Customer Service or visit our Web site at 
www.pacificre.com. 

•	 Therapeutic devices or appliances, including, but 
not limited to, support garments and other 
nonmedical substances, insulin pumps and related 
supplies (these services are provided as durable 
medical eqUipment) and hypodermic needles and 
syringes not related to diabetic needs or cartridges are 
not covered. Birth control devices and supplies or 
preparations that do not require a Participating 
Physician's prescription by law are also not covered, 
even if prescribed by a Participating Physician. For 
further information on certain therapeutic devices and 
appliances that are covered under your medical 
benefit, refer to your medical Combined Evidence of 
Coverage and Disclosure Form in Section Five, 
entitled "Your Medical Benefits" under "Outpatient 
Benefits" located, for example, in subsections titled 
"Diabetic Self Management," "Durable Medical 

Equipment," or "Home Health Care and Prosthetics 
and Corrective Appliances." 

•	 Workers' Compensation: Medication for whicll the 
cost is recoverable under any Workers' Compensation 
or Occupational Disease Law or any state or 
government agency, or medication furnished by any 
other drug or medical service for which no charge is 
made to the patient is not covered. Further 
information about Workers' Compensation can be 
found in the medical Combined Evidence ofCoverage 
and Disclosure Form in Section Six under "Payment 
Responsibility. " 

PacifiCare reserves the right to expand the 
Preauthorization requirement for any drug product. 

Questions? Call the HMO Customer Service department 
at 1-800-624-8822 or TDRI 1-800-442-8833. 

Customer Service: ©2004 by PaclfiCare Health Systems, Inc. 
800-624-8822 CM-504-65202 

P.O. Box 6006 800-442-8833 (mHI) PC1558-001 
Cypress, CA 90630 www.pacificare.com 2RH/2RI 
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SCHEDUl.E OF BENEFITS 

Benefit Plan: 
$5 Copayment per Visit 

40 Visit AnnuaL Maximum Benefit 

PacifiCare makes available to you and your eligible 
dependents a complementary health benefits program 
for chiropractic. This program is provided through an 
arrangement with the ACN Group of California, Inc. 
(ACN Group). ACN Group monitors the quality of the 
care provided by participating ACN Group providers. 

How to Use the Program 
With ACN Group, you have direct access to more than 
3,SOO credentialed chiropractors servicing California. 
You are not required to predesignate an ACN Group 
provider or to obtain a medical referral from your 
primary care physician prior to seeking chiropractic 
services. Additionally, you may change participating 
chiropractors at any time. 

Our program is designed for your convenience. You 
simply pay your copayment or coinsurance at each 
visit. There are no deductibles or claim forms to fill 
out. Your ACN Group provider coordinates all services 
and billing directly with ACN Group. 

Annual Benefits 
Benefits include chiropractic services that are 
Medically Necessary services rendered by an ACN 
Group participating provider. In the case of 
chiropractic services, the services must be for 
Medically Necessary diagnosis and treatment to reduce 
pain and improve functioning of the 
neuromusculoskeletal system. 

Calculation of Annual Maximum Benefit 
Limits 

Each visit to an ACN Group participating provider, as 
described below, requires a copayment by the 
member. A maximum number of visits to either an 
ACN Group participating chiropractor per calendar 
year will apply to each member. 

Chiropractic Services: Adjunctive therapy is allowed 
at each office visit. If adjunctive therapy is provided 
without a chiropractic adjustment, the adjunctive 
therapy will count as an office visit toward the 
maximum benefit. If an examination or re-examination 
is supplied without an adjustment, the examination or 
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re-examination will count as an office visit toward the 
maximum benefit. 

Provider Eligibility 
ACN Group only contracts with duly licensed 
California chiropractors. Members must use ACN 
Group participating providers to receive their 
maximum benefit. 

Types of Covered Services 
Chiropractic Services: 

1.	 An initial examination is performed by the ACN 
Group participating chiropractor to determine the 
nature of the member's problem, and to provide, 
or commence, in the initial examination, Medically 
Necessary services that are Covered Services, to 
the extent consistent with professionally 
recognized standards of practice, and to prepare a 
treatment plan of services to be furnished. An 
initial examination will be provided to a member 
if the member seeks services from an ACN Group 
participating chiropractor for any injury, illness, 
disease, functional disorder or condition with 
regard to which the member is not, at the time, 
receiving services from the ACN Group 
participating chiropractor. A copayment will be 
required for such examination. 

Subsequent office visits, as set forth in a treatment 
plan, may involve a chiropractic adjustment, a 
brief re-examination and other services, in various 
combinations. Acopayment will be required for 
each visit to the office. 

2.	 Adjunctive therapy, as set forth in a treatment 
plan, may involve therapies such as ultrasound, 
electrical muscle stimulation and other therapies. 

3.	 A re-examination may be performed by the ACN 
Group participating chiropractor to assess the 
need to continue, extend or change a treatment 
plan. A re-evaluation may be performed during a 
subsequent office visit or separately. If performed 
separately, a copayment will be required. 

4.	 X-rays and laboratory tests are a covered benefit to 
examine any aspect of the member's condition. 

S.	 Chiropractic appliances are payable up to a 
maximum of $SO per year when prescribed by an 
ACN Group partidpating chiropractor. 

Questions? CaLL the Customer Service Department at 1-800-624-8822 (HMO), 1-800-913-9133 [POS)
 
or 1-800-422-8833 ITDH!)
 

Monday through Friday, 7 a.m. - 9 p.m. PST
 



Important ACN Group Addresses: 
Member Correspondence
 
ACN Group of California, Inc.
 
Attn.: Member Correspondence Unit
 
[1322 E. Shaw Avenue, Ste. 190
 
Fresno, CA 93710]
 

Grievances and Complaints
 

ACN Group of California, Inc.
 
Attn.: Grievance Coordinator
 
[3111 Camino Del Rio N., Ste. 1000
 
San Diego, CA 92108]
 

Exclusions and Limitations 
Benefits do not include services that are not described 
under the Covered Services contained elsewhere in 
the Evidence ofCoverage (EOC) provided to a 
member. The following accommodations, services, 
supplies and other items are specifically excluded 
from coverage as referenced in the EOe: 

I.	 Any accommodation, service, supply or other item 
determined by Health Plan not to be Medically 
Necessary; 

2.	 Any accommodation, service, supply or other item 
not provided in compliance with the Managed 
Care Program; 

3.	 Services provided for employment, licensing,
 
insurance, school, camp, sports, adoption, or
 
other non-Medically Necessary purposes, and
 
related expenses for reports, including report
 
presentation and preparation;
 

4.	 Examination or treatment ordered by a court or in 
connection with legal proceedings unless such 
examinations or treatment otherwise qualify as 
Covered Services under this document; 

5.	 Experimental or investigative services unless 
required by an external, independent review panel 
as described in 16.5 of the EOC; 

6.	 Services provided at a hospital or other facility 
outside of a Participating Provider's facility; 

7.	 Holistic or homeopathic care including drugs and 
ecological or environmental medicine; 

8.	 Services involving the use of herbs and herbal
 
remedies;
 

9.Treatment for asthma or addiction (including 
but not limited to smoking cessation); 

10. Any services or treatments caused by or arising out 
of the course of employment and are covered 
under Workers' Compensation; 

11.	 Transportation to and from a provider; 

12.	 Drugs or medicines; 

13.	 Intravenous injections or solutions; 

14.	 Charges for services provided by a Provider to his 
or her family Member(s); 

15.	 Charges for care or services provided before the 
effective date of the Member's coverage under the 
Group Enrollment Agreement, or after the 
termination of the Member's coverage under the 
Group Enrollment Agreement, except as otherwise 
provided in the Group Enrollment Agreement; 

16.	 Special nutritional formulas, food supplements 
such as vitamins and minerals, or special diets; 

17. Sensitivity training, electrohypnosis, 
electronarcosis, educational training therapy, 
psychoanalysis, treatment for personal growth and 
development, treatment for an educational 
requirement, and services relating to sexual 
transformation; 

18.	 Claims by Providers who or which are not 
Participating Providers, except for claims for out­
of·network Emergency Services or Urgent Services, 
or other services authorized by Health Plan; 

19.	 Ambulance services; 

20. Surgical services; 

21.	 Services relating to Member education (including 
occupational or educational therapy) for a 
problem not associated with a Chiropractic 
Disorder, unless supplied by the Provider at no 
additional charge to the Member or to Health 
Plan; 

22.	 Non-Urgent services performed by a provider who 
is a relative of Member by birth or marriage, 
including spouse or Domestic Partner, brother, 
sister, parent or child; and 

23.	 Emergency Services. If a Member believes he or 
she requires Emergency Services, the Member 
should call 911 or go directly to the nearest 
hospital emergency room or other facility for 
treatment. Medical Emergencies are covered by 
the Member's medical plan rather than ACN 
Group of California, Inc. 

Customer Service: 
1-800-624-8822 (HMO) 

©2007 by PacifiCare Health Systems. Inc. 
1-800-913-9133 (POS) 

PCA320147-000 
ACN Group's Web site Address:	 1-800-422-8833 (TDHI) 

www.pacif.icare.com CE2http:/Avww.acngroupofca.com 



CALIFORNIA 

Infertility Basic Diagnosis and Treatment 
Supplement to the Combined 
Evidence of Coverage and Disclosure Form 

This brochure contains important information for our 
Members about the PacifiCare Infertility Basic Diagnosis 
and Treatment supplemental benefit. As a Member you 
shall be entitled to receive basic diagnostic services and 
treatment for infertility as described in this brochure. You 
will find important definitions in the back of this document 
regarding your infertility supplemental benefit. 

Benefits 

PacifiCare's Basic Infertility Services must be Medically 
Necessary and consistent with accepted standards of 
care for the diagnosis and treatment of infertility. 
Services must be authorized and directed by the
 
Participating Medical Group or the PacifiCare
 
SignatureValue@ Advantage Participating Medical Group 
(for Advantage participants) and benefits are subject to 
the Exclusions and Limitations stated below: 

Diagnosis of Infertility 

a.	 Complete medical history. 

b.	 Female general medical examinations. Examples
 
include but are not limited to:
 

•	 Pelvic exam; 
•	 Routine laboratory investigation for hormonal 

disturbances (e.g., FSH, LH, prolactin); 
•	 Cultures for infectious agents; 
•	 Serum progesterone determination; 
•	 Laparoscopy; 
•	 Hysterosalpingogram. 

c.	 Male general medical examination. Examples
 
include but are not limited to:
 

•	 Semen analysis up to three times following five 
days of abstinence; 

•	 Huhner's Test or Post-Coital Examinations; 
•	 Laboratory studies (e.g., FSH, LH, prolactin, 

serum testosterone); 
•	 Testicular biopsy when Member has
 

demonstrated azoospermia;
 
•	 Scrotal ultrasound, when appropriate for 

azoospermia; 
•	 Electrical Assistance for Recovery of Sperm 

(EARS), when medically indicated, as when the 

~. UnitedHealthcare' 
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Member is a paraplegic or quadriplegic, as 
approved by PacifiCare's Medical Director or 
designee; 

•	 HIV, Hepatitis B surface antibody, Hepatitis C 
antibody, HTLV-1 and syphilis testing of male 
partner prior to artificial insemination. 

Treatment of Infertility 

a.	 Insemination Procedures are limited to six
 
procedures per lifetime, unless the Member
 
conceives, in which case the benefit renews.
 

b.	 Clomid used during the covered periods of infertility 
is covered as part of this Supplemental Benefit and 
is not a covered pharmaceutical through PacifiCare's 
supplemental pharmacy coverage. 

c.	 Injectable medications and syringes for the treatment 
of infertility are covered as part of this Supplemental 
Infertility Benefit and are not a covered 
pharmaceutical through PacifiCare's supplemental 
pharmacy coverage. Examples include: 

•	 Pergonal; 
•	 Profasi; 
•	 Metrodin; 
• Urofollitropin; 

Coverage for other injectable drugs not listed above will 
be reviewed based on Medical Necessity for the specific 
Member, and Food and Drug Administration (FDA) 
recommendations, including oft-label use for the drug 
requested. 

Coverage 

All benefits, including physician services, procedures, 
diagnostic services or medications, are covered at 50 
percent of cost Copayment (based upon PacifiCare's 
contractual rate for the services provided with the 
infertility provider(s)). 

Questions? Call the Customer Service Department at 
1-800-624-8822 or 1-800-442-8833 (TDHI). 



•	 Ovum transplants, ovum or ovum bank charges. Exclusions 
•	 Services not authorized and directed by the 

Participating Medical Group or the Advantage 
Participating Medical Group (for Advantage 
participants) . 

•	 Medication for the treatment of sexual dysfunction, 
including erectile dysfunction, impotence, anorgasmy 
or hyporgasmy. 

•	 Infertility service after a previous elective vasectomy 
or tubal ligation, whether or not a reversal has been 
attempted or completed. 

•	 Reversal of a previous elective vasectomy or tubal 
ligation. 

•	 All Medical and Hospital infertility services and 
supplies for a Member whose fertility is impaired due 
to an elective sterilization. This includes any 
supplies, medications, services and/or procedures 
used for an excluded benefit, e.g., GIFT, ZIFT or 
IVF. 

•	 Further infertility treatment when either or both 
partners are unable due to an identified exclusion in 
this Supplemental Benefit or unwilling to participate 
in the treatment plan prescribed by the infertility 
physician. 

•	 Treatment of female sterility in which a donor ovum 
would be necessary (e.g., post-menopausal 
syndrome). 

•	 Insemination with semen from a partner with an 
infectious disease which, pursuant to guidelines of 
the Society of Artificial Reproductive Technology, 
has a high risk of being transmitted to the female 
partner and/or infecting any resulting fetus. This 
exclusion would not prohibit the Member's purchase 
of donor sperm or from obtaining a donor with 
appropriate testing, at the Member's expense, to 
receive the eligible infertility benefits. 

•	 Microdissection of the zona or sperm microinjection. 
•	 Experimental and/or Investigational diagnostic 

studies or procedures, as determined by PacifiCare's 
Medical Director or Designee. 

•	 Advanced infertility procedures, as well as In Vitro 
Fertilization (IVF), Gamete Intrafallopian Transfer 
(GIFT) and Zygote Intrafallopian Transfer (ZIFT) and 
procedures performed in conjunction with advanced 
infertility procedures, IVF, GIFT and ZIFT. 

•	 Infertility services for non-members (e.g., surrogate 
mothers who are not PacifiCare Members). 

•	 Maternity care and services for non-members. 
•	 Intravenous Gamma Globulin (IVIG). 
•	 Any costs associated with the collection, preparation, 

storage of or donor fees for the use of donor sperm 
that may be used during a course of artificial 
insemination. This includes HIV testing of donor 
sperm when male factor infertility exists; e.g., use of 
another male relative's sperm. 

•	 Artificial insemination procedures in excess of six, 
when a viable infant has not been born as a result of 
infertility treatment(s) or unless the Member conceives. 
The benefit will renew if the Member conceives. 

Definitions 

1. Infertility is defined as either: 

a. The presence of a demonstrated medical 
condition recognized by a licensed physician or 
surgeon as a cause of infertility; or 

b. The inability of a woman to conceive a 
pregnancy or to carry a pregnancy to a live birth 
after a year or more of regular sexual relations 
without contraception; 

2.	 Basic Infertility Services are the reasonable and 
necessary services associated with the diagnosis 
and treatment as disclosed in this document, unless 
the PacifiCare Medical Director or designee 
determines that: 

a.	 Continued treatment has no reasonable chance 
of producing a viable pregnancy; or 

b.	 Advanced Reproductive Therapy services are 
necessary, which are excluded under this 
supplemental benefit. 

c.	 The Member has received the lifetime benefit 
maximum of six artificial insemination 
procedures, cumulatively, under one or more 
PacifiCare Health Plans, has occurred. 

3.	 Advanced Reproductive Therapy, as excluded under 
this Basic Infertility Services benefit are: 

a.	 In Vitro Fertilization (IVF). A highly sophisticated 
infertility treatment that involves obtaining mature 
eggs (oocytes) by surgical or nonsurgical 
procedures and combining the eggs and sperm 
in a laboratory setting. If fertilization and cell 
division occur, the resulting embryo(s) are 
transferred to the uterine cavity where 
implantation and pregnancy may occur. 

b.	 Gamete Intrafallopian Transfer (GIFT). An 
infertility treatment that involves obtaining eggs 
(through medical and surgical procedures) and 
sperm, loading the eggs and sperm into a 
catheter, then emptying the contents of the 
catheter into the fallopian tube. The intent of this 
procedure is to have fertilization occur in the 
fallopian tubes as it would in a fertile woman. 

c.	 Zygote Intrafallopian Transfer (ZIFT). An 
infertility treatment that involves obtaining mature 
eggs (oocytes) by surgical or nonsurgical 
procedures and combining the eggs and sperm 
in a laboratory setting. The fertilized oocytes, or 
zygotes, are transferred to the fallopian tube 
before cell division occurs. The intent of this 
procedure is to have the zygote travel to the 
uterus via the fallopian tube as it would in a 
fertile woman. 



4.	 Lifetime benefit maximum is individually cumulative 
for the Member over one or more PacifiCare plans. 
Any Member that terminates from a PacifiCare 
Health Plan with a lifetime benefit maximum, and 
sUbsequently re-enrolls in another PacifiCare Plan 
with a lifetime benefit maximum, will carryover any 
previous benefit utilization calculated by his or her 
previous PacifiCare benefit coverage into the new 
PacifiCare Benefit plan. In the event the Member has 
exhausted the lifetime benefit maximum on the 
previous PacifiCare Health Plan, the Member is no 
longer eligible for any further benefits. 



~" UnitedHealthcare" 
PacitiCare' 

Member/Enrollee Rights and Responsibilities 

As a Member/Enrollee you have the right to 
receive information about, and make 
recommendations regarding, your rights and 
responsibilities. 

You Have the Right to: 
•	 Receive information about PacifiCare and 

the covered services under your 
plan/policy. 

•	 Submit complaints regarding PacifiCare or 
contracting providers or request appeals for 
denied service. 

•	 Be treated with dignity and respect and 
have your right to privacy recognized in 
accordance with state and federal laws. 

•	 Discuss and actively participate in decision­
making with your contracting provider 
regarding the full range of appropriate or 
medically necessary treatment options for 
your condition, regardless of cost or benefit 
coverage. 

•	 Refuse any treatment or leave a medical 
facility, even against the advice of a 
contracting provider. Your refusal in no 
way limits or otherwise precludes you from 
receiving other medically necessary 
covered services for which you consent. 

•	 Complete an Advance Directive, living will 
or other directive and provide it to your 
contracting provider to include in your 
medical record. Treatment decisions are 
not based on whether or not an individual 
has executed an advance directive. 

•	 Exercise these rights regardless of your 
race, physical or mental disability, ethnicity, 
gender, sexual orientation, creed, age, 
religion, national origin, cultural or 

educational background, economic or 
health status, English proficiency, reading 
skills, or source of payment for your health 
care. 

Your Responsibilities Are to: 
•	 Review information regarding your benefits, 

covered services, any exclusions, 
limitations, deductibles or copayments and 
the rules you need to follow as stated in 
your Evidence of Coverage. 

•	 Provide PacifiCare and contracting 
providers, to the degree possible, the 
information needed to provide care to you. 

•	 Follow treatment plans and care 
instructions as agreed upon with your 
contracting provider. Actively participate, to 
the degree possible, in understanding and 
improving your own medical and behavioral 
health condition and in developing mutually 
agreed upon treatment goals. 

•	 Accept your financial responsibility for 
health plan premiums, any other charges 
owed and any copayment or coinsurance 
associated with services received while 
under the care of a contracting provider or 
while a patient in a facility. 

If you have questions or concerns about your 
rights, please call"Customer Service at the 
phone number listed on the back of your 
membership card. If you need help with 
communication, such as help from a language 
interpreter, Customer Service representatives 
can assist you. 


