
 
HEALTH INSURANCE PLAN OF NEW YORK 

HIP PRIME 
CERTIFICATE OF COVERAGE 

 
Please carefully read this entire HIP PRIMEϑ (HIP) Health Maintenance Organization 
(“HMO”) Certificate of Coverage (“Certificate”), including the attached Schedule of 
Benefits which contains specific information regarding benefits.  These documents, and 
any attached Amendments and/or Riders and the HIP Member Handbook, describe 
Members’ rights and obligations and those of HIP. 
 
Under this Certificate, the Member’s Group has chosen to engage HIP to make 
arrangements through which Medical Services and Hospital Services will be delivered in 
accordance with the terms and conditions of 





SECTION ONE 
 

INTRODUCTION AND DEFINITIONS 
 
This Certificate provides Members with coverage for certain health care services through 
an HMO.   In an HMO, care must be Medically Necessary and Appropriate and must be 
referred by the Primary Care Physician (“PCP”) and/or approved in advance by the HIP 
Member Advocacy Program, or its designee. Also, coverage will only be provided for 
care that is rendered by Participating Providers, except in the case of Emergency Medical 
Conditions or when, in our sole judgment, the care required is not available from a 
Participating Provider. 
 
Because care must be provided, arranged or referred by the PCP, coverage is not 
available, and HIP will not pay for any services unless each Member covered under this 
Certificate has selected a PCP.  Each Member covered under this Certificate must select a 
PCP from the HIP Participating Provider Directory.   
 
Coverage under this Certificate is made as a result of the Subscriber’s relationship to a 
Group such as an employer, union or association.  Group Subscribers must meet HIP’s 
eligibility rules as well as eligibility rules established by the Group.  The Group acts on 
behalf of the Subscriber by remitting premium for this coverage. HIP will provide the 
benefits described in this Certificate.   
 
Definitions.  As used in this Certificate, the following words and phrases shall apply: 
 
Birthing Center means any Participating Provider in which births are planned to occur 
away from the mother’s usual residence following a normal, uncomplicated low-risk 
pregnancy.  A Birthing Center is not an ambulatory surgical center or Hospital. 
 
Calendar Year means the period beginning at 12:01 a.m. on January 1st and ending at 
12:01 a.m. on the next anniversary of that date. 
 
Copayment means the fee charged to a Member at the time of service for certain 
Covered Services and Benefits in the amount set forth on the attached Schedule of 
Benefits. 
 
Covered Services means the Medical Services and Hospital Services that are described 
in this Certificate. 
 
Contract Year means a period of twelve (12) consecutive months as determined from 
the Effective Date of the Group Contract and this Certificate. 
 
Dependent means the individuals in the Subscriber’s family who meet the eligibility 
requirements of the “Dependent” provision of the “Eligibility” Section and are enrolled 
under this Certificate. 
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Emergency Medical Condition means a medical or behavioral condition, the onset of 
which is sudden, that manifests itself by symptoms of sufficient severity, including severe 
pain, that a prudent layperson, possessing an average knowledge of medicine and health, 
could reasonably expect the absence of immediate medical attention to result in: 
• Placing the health of the person afflicted with such condition in serious jeopardy, 

or in the case of a behavioral condition, placing the health of such person or 
others in serious jeopardy; 

• Serious impairment to such person’s bodily functions; 
• Serious dysfunction of any bodily organ or part of such person; or 
• Serious disfigurement of such person. 
 
Services received for the treatment of an Emergency Medical Condition as defined 
above are not subject to prior approval.  As such, no claim for valid emergency 
services will be denied because approval in advance was not obtained. 
 
Full Time Student means a Member who is enrolled and attends an accredited institution 
of higher learning in accordance with the institution’s minimum requirements for Full 
Time Student status.  A student is considered full time during normally scheduled school 
vacations if he or she is registered to return to that or a similar institution at the end of the 
vacation. 
 
Group means the association, corporation, labor union or other group contracting with 
HIP for Medical Services and Hospital Services described herein. 
 
HIP means the Health Insurance Plan of New York, an HMO organized under applicable 
state laws. 
 
HIP Member Advocacy Program means the unit of the HIP Care Management  
Department that has specially trained managed care service representatives and nurses to 
assist Members and Providers in obtaining Covered Services and complying with the 
prior approval requirements under this Certificate. 
 
Hospice Care Program means a coordinated, interdisciplinary program to meet the 
physical, psychological, spiritual and social needs of Terminally Ill persons and their 
families; a program that provides palliative and supportive medical, nursing and other 
health services through home or inpatient care during the illness; and a program for 
persons who have a Terminal Illness and for the families of those persons. Hospice Care 
services may only be provided by a hospice organization certified pursuant to Article 
Forty of the NYS Public Health Law or under a similar certification process required by 
the state in which the hospice organization is located. 
 
Hospice Care Services means any services provided by: (a) a Participating Hospital, (b) 
a Participating Skilled Nursing Facility, (c) a Participating Home Health Care agency, (d) 
a Participating Hospice facility or (e) any other Participating licensed facility or agency 
under a Hospice Care Program.  
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Hospital means an acute general care facility operated pursuant to law which: 1) is 
primarily engaged in providing, for compensation from its patients diagnostic and 
therapeutic services by, or under the supervision of, a staff of physicians; 2) has 24 hour 
nursing services by registered professional nurses; and 3) is not a federal hospital other 
than a Veterans Administration hospital or a Department of Defense hospital; or 4) is not, 
other than incidentally, a place for rest, custodial care for the aged, or a nursing home, 
convalescent home or similar institution.  An alcoholism or drug treatment facility, a 
psychiatric hospital, a rehabilitative hospital and an outpatient surgical facility are 
considered Hospitals provided each is licensed and operated with the laws of the 
jurisdiction in which it is located. 
 
Hospital Services (except as limited or excluded under this Certificate) means services 
for registered bed patients or outpatients which are customarily provided by acute care 
hospitals and which are approved in advance by the HIP Member Advocacy Program. 
Hospital Services shall also include approved Hospital inpatient and outpatient services 
from a Hospital accredited by the American Osteopathic Association when such services 
are available in the Service Area. 
 
Identification Card means the card that HIP issues to Members upon enrollment. When 
a Member arrives at a Participating Provider to receive Covered Services, the Member 
must show the provider his or her Identification Card to verify coverage by HIP. 
 
Medical Services (except as limited or excluded under this Certificate) means those 
professional services of Physicians or Other Participating Health Professionals, including 
medical, surgical, psychiatric, diagnostic, therapeutic and preventive services approved 
by HIP. 
 
Medically Necessary and Appropriate means those health care services or supplies, 
determined solely by HIP or its designee, that are necessary to prevent, diagnose, correct 
or cure conditions in the Member that cause acute suffering, endanger life, result in 
illness or infirmity, interfere substantially with the Member’s capacity for normal activity 
or threaten some significant disability and that could not have been omitted under 
generally accepted medical standards or provided in a less intensive setting. 
 
Member means any Subscriber or any Dependent. 
 
Mental Illness means any disorder that impairs the behavior, emotional reaction or 
thought process of a person, regardless of medical origin.   
 
Non-Participating Provider means any Hospital, Physician or other health care provider 
that is not under contract, directly or indirectly, with HIP to provide services to Members 
or approved in advance by the HIP Member Advocacy Program to provide Covered 
Services to Members. 
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Other Participating Health Care Facility means any facility other than a Participating 
Hospital or Hospice Care Facility that is operated by HIP or has an agreement, directly or 
indirectly with HIP, to render services to Members.  Other Participating Health Care 
Facilities include, but are not limited to, licensed, skilled nursing facilities and 
rehabilitation hospitals. 



Service Area means the geographic area, within which HIP is licensed to operate, which 
is presently Bronx, Kings, New York, Queens, Staten Island, Nassau, Suffolk, 
Westchester, Orange and Rockland counties. 
 
Subscriber means an individual who meets eligibility requirements under the Group 
Contract and is covered under this Certificate. 
 
Terminal Illness means an illness, of a Member, which has been diagnosed by a 
Physician and for which the Member has a prognosis of six (6) months or less. 
 
Totally Disabled means, in the case of an adult Member, an injury or illness pursuant to 
which the adult Member is completely unable to perform the usual tasks required of his  
or her employment at the time of the onset of the injury or illness, and which renders such 
person incapable of performing tasks of any employment for which the Member would 
otherwise be fit by reason of age, education, or training.  A Dependent child is considered 
Totally Disabled when, by reason of injury or illness, he or she is completely unable to 
engage in the normal activities of a person of the same sex and age. 
 
Usual and Customary Charges means the lesser of the usual charge made by Physicians 
or other health care providers for a given service or supply, or the charge HIP determines 
to be the prevailing charge by Physicians or other health care providers in the 
geographical area where it is furnished.   
 

SECTION TWO 
 

ELIGIBILITY 
 
Who is Covered.  The Subscriber to whom this Certificate has been issued, as a result of 
his or her relationship with the Group, is covered hereunder, and if such person has 





 Adopted Newborns.  If family coverage has been selected, HIP will cover a proposed 
adoptive newborn from the moment of birth if the following conditions are met: 
 
• The Subscriber takes physical custody of the infant as soon as the infant is released 

from the hospital after birth; and 
 
• The Subscriber files an adoption petition pursuant to applicable state law within thirty 

(30) days after the infant’s birth. 
 
Notwithstanding the above, HIP will not cover delivery and subsequent routine nursery 
care of adopted newborns if one of the child’s natural parents has coverage available to 
cover the newborn’s initial hospital stay, or if a notice of revocation of the adoption has 
been filed or one of the natural parents of the child revokes consent to the adoption.  If 
HIP pays benefits to cover an adopted newborn and the adoption is revoked, or one of the 
natural parents revokes consent, HIP shall be entitled to recover from the Subscriber any 
sums paid by us for care of the adopted newborn. 
 
Pre-Existing Conditions.  Subject to the conditions set forth herein and if indicated on 
the attached Schedule of Benefits, Contracts issued to Groups which cover less than fifty 
(50) Subscribers shall exclude coverage of Pre-Existing Conditions for a period of no 
more than twelve (12) months. 
 
Pre-Existing Condition exclusions shall not apply to new Dependents who enroll or are 
otherwise covered under Creditable Coverage within thirty (30) days of: 
 
• The date of birth, adoption or placement for adoption. 
 
Provided that the break in coverage between the prior plan and coverage under this plan 
does not exceed does not exceed sixty-three (63) days, exclusive of any waiting periods. 
 
Creditable Coverage.  Creditable Coverage means benefits or coverage which is 
continuous to a date within sixty-three (63) days of enrollment under this Certificate, 
exclusive of any waiting period, and which was provided under any group health plan, 
public or private, health insurance coverage, Part A or Part B of Title XVIII of the Social 
Security Act, Chapter 55 of Title 10, United States Code, a medical care program of the 
Indian Health Service or of a tribal organization, a state health benefits health risk pool, a 
health plan offered under Chapter 89 of Title 5, United States Code, a health benefit plan 
under Section 5(e) of the Peace Corps Act, Title XIX of the Social Security Act 
(Medicaid) or a public health benefit plan.  Accident or disability income policies, 
policies for supplements to liability insurance, liability insurance, workers’ 
compensation, auto medical payments, credit-only insurance, coverage provide by on-site 
medical clinics, and others as may defined by the Department of Insurance are not 
considered Creditable Coverage. 

 
If offered separately, the following are not considered Creditable Coverage: 
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At time of enrollment, each Subscriber must select a PCP for himself or herself and each 
Dependent.  The Subscriber may select a different PCP for himself or herself and each 
Dependent. The Member’s PCP is responsible for determining the treatment most 
appropriate for the Member’s health care needs. 
 
A Member who wishes to change his or her PCP, must contact HIP and follow its 
instructions.  HIP reserves the right to limit the number of such changes.   
 
 

SECTION FOUR 
 

HOSPITAL SERVICES 
 
Subject to the attached Schedule of Benefits, inpatient care in a Participating Hospital for 
evaluation or treatment of conditions that cannot be adequately treated on an ambulatory 
basis is covered when approved in advance by the HIP Member Advocacy Program. Such 
services shall include, but are not limited 





services when a Member is admitted to a Hospital for treatment for a condition covered 
under this Certificate.  Except, however, coverage is not provided when the sole reason 
that a Member is in a Hospital or any other facility is to receive speech, occupational, 
physical and/or respiratory therapy services.   
 
Inpatient Speech, Occupational, Physical and Respiratory Therapy Services.  If 
indicated on the attached Schedule of Benefits, Members are entitled to a limited number 
of inpatient days for Medically Necessary speech, occupational, physical and respiratory 
therapy.  Such coverage is available only for rehabilitation following injuries, surgery or 
other medical conditions and is intended to improve or restore bodily function.  Coverage 
is not provided to maintain the Member at his or her present level or to prevent further 
deterioration. 
 
Speech, occupational, physical and respiratory therapy services received during an 
admission to a Hospital, rehabilitation facility or Skilled Nursing Facility do not count 
against the number of outpatient visits for such therapy as indicated on the attached 
Schedule of Benefits. 
 
Inpatient Treatment of Mental Illness.  Coverage for inpatient treatment of mental 
illness will be provided including professional services of psychiatrists and/or 
psychologists during the hospitalization.   This benefit shall be limited to number of days 
indicated on the attached Schedule of Benefits. 
 
Inpatient Alcohol and Substance Abuse Detoxification.  Coverage for inpatient 
alcohol and substance abuse detoxification and related medical ancillary services will be 
provided when required for the diagnosis and treatment of abuse or addiction to alcohol 
and/or drugs.  This benefit shall be limited to the number of days indicated on the 
attached Schedule of Benefits. 
 
Inpatient Rehabilitation Treatment of Alcohol and Substance Abuse.  If indicated on 
the attached Schedule of Benefits, benefits are available for a limited number of days for 
inpatient rehabilitation treatment of alcohol and/or substance abuse.  



treatment services; x-rays and laboratory and pathological tests. As in the case of 
inpatient care, ambulatory surgery must be approved in advance by the HIP Member 
Advocacy Program.  
 
EXCLUSIONS AND LIMITATIONS 
 
The following benefits are NOT covered under this Certificate: 
• Private room.  If a Member occupies a private room, he or she will have to pay the 

difference between the Hospital’s charges for a private room and the Hospital’s most 
common charge for semi-private accommodations. 

• Private duty nursing. 
• Non-medical items, such as television rental and telephone charges. 
• Medications, supplies and equipment which the Member takes home from the 

Hospital or other facility. 
• Any expense incurred for staying in the Hospital after the discharge time or date 

established by HIP or the Member’s Physician. 
• Care for the sole purpose of obt



 
Preventive Health Services. This includes: 
 
• Periodic physical examinations, clinical laboratory and radiological tests, ear and eye 

examinations, and all necessary health education and counseling services. 
 
• Adult immunizations. 
 
• Well child care services when ordered and performed by a Participating Provider 

shall be covered.  These services include Physician-delivered or Physician-supervised 
visits from birth to 19, a medical history, a physical examination, developmental 
assessment and anticipatory guidance and appropriate immunizations (consisting of at 
least measles, rubella, mumps, haemophilus influenzae type b and hepatitis b which 
meet the standards approved by the United States Public Health Service for such 
biological products) and laboratory tests.  Services including initial Hospital check-up 
and periodic visits are provided in accordance with prevailing medical standards 
consistent with the Recommendations for Preventive Pediatric Health Care of the 
American Academy of Pediatrics (except for any standard that would limit the 
specialty or forum of licensure of the practitioner providing the service other than the 
limits under state law). 

 
• One (1) baseline mammogram for any woman between thirty-five (35) and thirty-nine 

(39) years of age, inclusive.   
 
• One (1) mammogram every two (2) Calendar Years, or more frequently, based on the 

Member’s Physician’s recommendation, for any woman who is forty (40) through 
forty-nine (49) years of age, inclusive. 

 
• One (1) mammogram every Calendar Year if the Member is 50 years of age or older. 
 
• One (1) or more mammograms per Calendar Year, based on Member’s Physician’s  

recommendation, for any woman who is at risk for breast cancer due to: 
 

I. a personal or family history of breast cancer; 
II. having a mother, sister or daughter who has had breast cancer; or 
III. a woman not having given birth before the age of thirty (30). 

 
• One (1) cytology screening per Calendar Year for women age 18 or older, 

including an annual pelvic examination, collection and preparation of a Pap 
Smear, and laboratory and diagnostic services provided in connection with 
examinations and evaluating the Pap Smear. 

 
Coverage for Newborn Children.  Coverage for newborn children consists of coverage 
routine nursery care, injury or sickness, including necessary care or treatment of 
medically diagnosed congenital defects, birth abnormalities, or prematurity and 
transportation costs of the newborn to and from the nearest available facility 
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appropriately staffed and equipped to treat the newborn’s condition, when such 
transportation is authorized by the attending Physician as necessary to protect the health 
and safety of the newborn child. 
 
Diagnostic Services and Treatment.  Services for diagnosis and treatment of disease 
and injury, including, but not limited to X-ray and laboratory procedures, services and 





Family Planning Services.  Unless otherwise indicated on the Schedule of Benefits, 
Members are entitled to family planning services which shall consist of services and care 



Program within forty-eight (48) hours of admission.  This requirement shall not cause 
denial of an otherwise valid claim if the Member could not reasonably comply, provided 
that notification is given as soon as reasonably possible.  Claims for an Emergency 
Medical Condition must be sent to HIP no later than forty-five (45) days after the service 
is provided.  The claim shall contain supporting information, including an itemized 
statement of treatment, expenses and diagnosis.  This requirement shall not cause denial 
of an otherwise valid claim if the Member could not reasonably comply, provided the 
claim and the supporting information are submitted as soon as reasonably possible. 
 
Copayment for Emergency Medical Conditions.  Emergency care shall be subject to 
the Copayment indicated on the attached Schedule of Benefits.  If a Member is admitted 
to a Hospital as a result of an Emergency Medical Condition, the Emergency care 
Copayment indicated on the Schedule of Benefits shall be waived and the Inpatient 
Hospital Copayment shown on the attached Schedule of Benefits shall apply. 
 
Ambulance Services.  Members are entitled to Ambulance Services, provided such 
services are Medically Necessary and approved in advance by the HIP Member 
Advocacy Program or the use of Ambulance Services is determined to have been 
provided in connection with an Emergency Medical Condition. 
 
Ambulance Services are not covered when transportation other than an ambulance (e.g. 
car, bus, chair car/van) could be used without endangering the patient’s status.  For 
example: transportation for routine care in a Physician’s office or other facility. Also, 
transportation by ambulance of a deceased individual to the Hospital or morgue is 
covered when an ambulance has been called for an Emergency Medical Condition but the 
patient has expired prior to arrival of the ambulance.   
 
Use of an air ambulance is limited. HIP will cover the use of an air ambulance only in the 
situation when ground transportation is not Medically Appropriate for the condition or 
circumstance.  Non-emergent air transportation always requires approval in advance by 
the HIP Member Advocacy Program. 
 
 

SECTION EIGHT 
 

OUTPATIENT TREATMENT OF MENTAL ILLNESS 
 
Covered Services.  Services of Participating Providers qualified to treat Mental Illness 
are available on an outpatient basis subject to the Copayment and number of visits per 
Calendar Year as indicated on the attached Schedule of Benefits.  Members may obtain 
outpatient treatment of mental illness from a Participating Provider on a direct basis, 
without a PCP referral.  Please refer to your HIP Member Handbook for details on how to 
make an appointment with a Provider for these services. 
 
In determining benefits available, services rendered for the treatment of any physiological 
conditions related to a Mental Illness, or rehabilitation services for alcohol or drug abuse 
or addiction, will not be considered to be services for treatment of a Mental Illness. 
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SECTION NINE 
 

OUTPATIENT REHABILITATION TREATMENT  
OF ALCOHOLISM AND SUBSTANCE ABUSE 

 
Covered Services.  Coverage is provided for the outpatient diagnosis and rehabilitation 
treatment of alcoholism and/or substance abuse subject to the Copayment and number of 
visits as indicated on the attached Schedule of Benefits.  Covered Services shall include 
outpatient family and group therapy by psychiatrists, psychiatric social workers, 
psychologists, alcoholism counselors or other staff members of a Participating Mental 
Health Facility. 
 
Within New York State, the care must be received from an appropriately certified 
facility, depending upon the Member’s primary diagnosis.  If the primary diagnosis is 
alcoholism, the facility must be certified by the New York State Division of Alcoholism 
and Alcohol Abuse.  If the primary diagnosis is substance abuse, the facility must be 
certified by the New York State Division of Substance Abuse Services as a medically 
supervised ambulatory s



rendered during such visits, drugs and medications prescribed by a Participating 
Physician, and physical, occupational and speech therapy provided in the home. 
Coverage is not provided for care which HIP, in its sole judgment, determines to be 
primarily custodial.  Custodial care is care which does not require the continuing 
attention of trained medical personnel.  Custodial care includes any service which can be 
learned and provided by an average individual who does not have medical training.  
Examples of custodial care include but are not limited to: 
 
• Assistance in meeting activities of daily living, such as feeding, dressing and personal 

hygiene; 
• Administration of oral medications, routine changing of dressing or preparation of 

special diets; or 
• Assistance in walking or getting in or out of bed. 
 
These services are considered custodial even if the Member cannot provide this care for 
himself or herself because of age or illness and even if there is no one in the Member’s 
household who is able or willing to provide these services. 
 

SECTION ELEVEN 
 

SKILLED NURSING FACILITY SERVICES 
 
Covered Services.  Benefits will be available for Skilled Nursing Facility Services, when 
approved in advance by the HIP Member Advocacy Program, and shall include continued 
care and treatment of a Member provided such care is: 
 
• In a Skilled Nursing Facility;  
• Hospitalization would otherwise be necessary; and 
• The Member must require skilled care, as defined in Section Eleven above, which is 

required on a daily basis, is not primarily custodial as defined in Section Eleven 
above, and can only be provided on an inpatient basis. 

 
A Skilled Nursing Facility is a licensed facility that is approved for participation as a 
Skilled Nursing Facility under Medicare and certified as a Skilled Nursing Facility by the 
Joint Commission on Accreditation of Healthcare Organizations.  HIP will not, under any 
circumstances, provide Skilled Nursing Facility Services for a facility which is primarily 





of the Service Area, except for Emergency Medical Conditions as defined in this 
Certificate. 
 
Cosmetic Surgery - Benefits are not available for any professional services and/or 
hospitalization in connection with elective cosmetic surgery, including but not limited to, 
rhinoplasty, liposuction, abdominoplasty, breast reduction mammoplasty, blepharoplasty, 
varicose vein injections, removal of nevi, cherry angiomas, telangiectasias, and spider 
angiomas.  However, benefits may be available for reconstructive surgery if it is 
incidental to or follows surgery from trauma, infection or other diseases of the part of the 
body involved.  With respect to a child covered under this Certificate, benefits are 
available for reconstructive surgery to treat a functional defect resulting from a disease or 
anomaly that is present from birth. 
 
Custodial Care - Benefits are not available for hospital care, nursing home care, skilled 
nursing facility care or home health care that is primarily or wholly custodial. 
 
Dental Care - Benefits are not available for dental care, except treatment required in 







No-Fault Automobile Insurance - Benefits are not available for any service that is 
covered by mandatory automobile no-fault benefits.  HIP will not provide any benefits 
even if the Member does not claim the benefits he or she is eligible to receive under the 
no-fault automobile insurance. 
 
Non-Participating Providers - Except in Emergencies, or as indicated in this Certificate 
or on the attached Schedule of Benefits, Members are entitled to benefits for services 
only when provided or arranged by the PCP or other treating Physician.  
 
Nutrition – Benefits are not available for nutritional services, all supplements (unless 
they are the sole source of nutrition) or nutrition replacement products that are primarily 
intended for weight control, diet or weight-reduction programs including, but not limited 
to diet clinics or the diet clinic’s required lab work and X-rays, physician visits, and any 
testing performed in relation to a liquid protein or other diet, except for diabetes self-
management education as indicated in this Certificate. 
 
Orthognathic Surgery – Benefits are not available for development or occlusion-only 
related treatment that is not considered medically necessary; reconstruction for ridge 
atrophy or dental alveolar loss; treatment for mandibular prognathism, retrognathism, or 
asymmetry not considered medically necessary; treatment for maxillary hyperplasia, 
hypoplasia, asymmetry or apertognathia not considered Medically Necessary; surgical 
augmentation for orthodontics; orthognathic surgery to correct non-Medically Necessary 
malocclusions or for cosmetic reasons; pre-prosthetic surgery: surgical preparation of the 
mouth for the insertion of dentures to include jaw augmentation or implants. 
 
Pharmacy – Benefits are not available for prescription drugs, except medications 
administered in the course of covered treatment by the Member’s Physician during an 
office visit and immunosuppressive drugs for one (1) year after a covered organ 
transplant and drugs administered in the course of covered treatment. 
 
Photography – Benefits are not available for photographs, slides, movies or video 
tapings and services of medical photographers even when required to make a benefit 
determination. 
 
Physical Examinations – Benefits are not available for physical examinations in order to 
obtain employment or insurance, for medical research, or for camp, school, immigration, 
fitness and other programs. 
 
Routine Foot Care – Benefits are not available for routine, non-diabetic related foot 
care, including, but not limited to, simple trim



incidental to or follows surgery from external trauma, infection or other diseases of the 
part of the body involved. 
 
Transportation – Benefits are not available for transportation for reasons not related to 
an Emergency Medical Condition. There is no benefit for ambulance service, ambulette 
service, transfers, or transport for patient or family convenience.  
 
Unapproved Services. HIP will not provide benefits for any service or care unless 
treatment is performed, prescribed, approved in advance or referred by the PCP and/or 
HIP or its designee, unless otherwise indicated in this Certificate. 
 
Workers’ Compensation.  No benefits are available for any injury, condition or disease 
if payment is available to the Member under a Workers’ Compensation Law or similar 
legislation.  HIP will not provide benefits even if the Member does not claim the benefits 
he or she is eligible to receive under the Workers’ Compensation Law.  
 
The following services, treatments and benefits are also excluded under this 
Certificate: 
 
• Services required for a condition arising out of participation in a felony, riot or 

insurrection, suicide or intentionally self-inflicted injury.  However, benefits are 
available for mental health services in connection with attempted suicide. 

 
• Foot orthotics. 
 
• Services required by participation in a war or act of war, whether declared or 

undeclared or by international armed conflict. 
 
• Surgery or any related care (or after care) in connection with gender transformation. 
 
• Services and supplies related to infertility treatment, including but not limited to 

artificial insemination, reversal of sterilization (male or female), any costs related to 
donors or semen banks, in-vitro fertilization or other artificial means of conception.  
Except that treatment for conditions that result in infertility are covered. 

 
SECTION FOURTEEN 

 
COORDINATION OF BENEFITS 

 
This Section applies to Subscribers and members of their families covered under this 
Certificate (“This Plan”) who also have health benefits coverage under another group 
health benefits plan whether insured or self-insured, including HMOs, point of service 
plans, preferred provider organizations, indemnity and other group coverage (the “Other 
Plan”).  In all cases, however, HIP will only coordinate benefits for Covered Services. 
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Rules to Determine Payment.  The following rules apply to determine which plan shall 
be primary: 
 
A. If the Other Plan does not have a provision similar to this one, then it shall be 

primary. 
 
B. If the Member receiving the benefits is the person belonging to the group through 

which This Plan was issued and is covered as a dependent under the Other Plan, This 
Plan will be primary. 

 
C. If a dependent child is covered under plans of both parents and the parents are not 

separated or divorced, the plan of the parent whose birthday falls earlier in the year 
shall be primary.  If both parents have the same birthday, the plan which covered the 
parent longer shall be primary.  For purposes of determining whose birthday falls 
earlier in the year, only the month and date are considered.  However, if the Other 
Plan does not have this birthday rule but instead has a rule based on gender of the 
parent and as a result the plans do not agree on which is primary, then the rule in the 
Other Plan shall determine the order of benefits. 

 
D. If a dependent child is covered by both parents’ plans, the parents are separated or 

divorced and there is no court decree which establishes financial responsibility for the 
child’s  health care expenses: 

 
1. the plan of the parent who has custody (the custodial parent) shall be 

primary; 
2. if the custodial parent has remarried, and the child is also covered as a 

dependent under the stepparent’s plan, the custodial parent’s plan shall 
pay first, the stepparent’s plan shall pays second and the non-custodial 
parent’s plan shall pay third. 

 
If a court decree specifies which parent is to be responsible for the child’s health 
care expenses and that plan has actual 





notice is given to any other party, including an attorney, of the intention to pursue or 
investigate a claim to recover damages due to injuries sustained by the covered person. 
The penalty for failing to cooperate as indicated above is that the covered person will be 
responsible to repay to HIP the cost of the benefits and services provided. 
 
 
Medicare Eligibility.  This Plan is not intended to duplicate any coverage for which 
Members are, or could be eligible for, such as Medicare. Members agree to complete and 
submit to HIP any documentation reasonably necessary for HIP to receive or assure 
reimbursement under Medicare.  
 
• If a Member’s Group has 20 or more employees, any active employee or spouse 

of an employee who becomes or remains a member of the Group after becoming 
eligible for Medicare due to reaching the age sixty-five (65), will receive the 
benefits under this Certificate as primary unless such Member elects Medicare as 
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within forty-five (45) days after coverage terminates under this Certificate.  This forty-
five (45) day period may be extended if notice is not given on a timely basis. 
 
In the event that the application is not received, or any required premium is not received, 
within sixty-three (63) days the individual shall lose all Creditable Coverage and may be 
subject to Pre-Existing Conditions limitations. 
 
The new contract will be the standardized HMO or Point-of-Service contract required to 
be sold on a direct payment basis by the New York State Insurance Department. 
 

 
SECTION EIGHTEEN 

 
DISPUTES UNDER THIS CERTIFICATE 

 
Grievance and Appeals.  Members should refer to the HIP Member Handbook for a 
detailed description of the HIP Grievance and Appeal Procedures. 
 
Choice of Law.  In any dispute with HIP, the law of the State of New York or federal 
law, as appropriate, shall be applied to determine the rights of all parties hereunder. 
 
External Reviews.  Members should refer to the HIP Member Handbook for a detailed 
description of the external review policies and procedures. 
 
Time to Sue.  Any lawsuit under this Certificate must commence within one (1) year 
from the date of the service in question.  Any legal action must be commenced in the 
State of New York.  
 
 

SECTION NINETEEN 
 



Participating Providers and non-Participating Providers to permit the examination and 
copying of any portion of said Members’ Hospital or medical records, when requested by 
HIP. All Members enrolling with HIP expressly authorize HIP to obtain and use such 
information consistent with the administration of this Certificate. Additionally, if 
potential fraud is suspected, HIP has the right, without consent of the Member or Group, 
to review, including but not limited to, medical records, enrollment records and other 
relevant information needed to verify services. 
 
Confidentiality of Medical Records.  Medical records are confidential documents 
containing information about a Member’s medical treatment.  To protect medical records 
so that they are only released in accordance with all applicable laws and only to people 
who are properly identified and legally authorized, HIP has established a series of 
policies and procedures that are based on sound business practices and legal 
requirements.  Strict confidentiality standards are adhered to at HIP concerning patient 
medical records. 



first seek care through his or her HIP PCP and any specialists referred by the PCP.  Then, 
if the PCP determines that the Member requires a referral to a Non-Participating 
Provider, the PCP will refer the Member for such a specialty consultation.  The PCP will 
develop a treatment plan with the Member and the Non-Participating Provider.  Once the 
plan is approved by HIP, this care will be provided to the Member as if the Non-
Participating Provider were a HIP Participating Provider.  The Non-Participating 
Provider must agree to accept HIP’s usual rates as payment in full. 
 
Standing Specialty Referrals & Specialists as Coordinators of Care.  If a Member has 
a condition or disease that needs the ongoing care of a specialist, a standing referral to see 
that specialist can be arranged.  A standing referral means that the Member may make an 
appointment with and see his or her specialist directly. 
 
For a standing referral, the HIP PCP must determine that such a referral is appropriate.  
The Member will then be referred for a specialty consultation and a treatment plan will 
be developed with the Member and his or her PCP.  HIP will need to authorize the 
specialist’s treatment plan in advance.  The treatment plan may limit the number of visits 
allowed or the period of time in which the Member can go to the specialist for treatment 
of the particular condition.  The specialist may also be required to provide the PCP with 
regular updates on the care provided as well as all necessary medical information.  Once 
approved, the Member will receive the treatment under the treatment plan. 
 
If the Member has a life-threatening or degenerative and disabling condition or disease 
that requires specialized medical care over a prolonged period of time, he or she may 
need a specialist with the capability and expertise in treating the particular condition or 
disease to be responsible for providing and coordinating both primary and specialty care.  
In such a case, the Member will be referred for a specialty consultation and if the PCP, in 
consultation with the specialist, determines that both primary and secondary care would 
be more appropriately provided and coordinated by the specialist, an appropriate 
treatment plan will be developed. HIP must then authorize the specialist’s treatment plan.  
Once approved, the Member will receive the treatment under the plan. 
 
In both cases described above, as long as the specialty care required by the Member is 
available from the HIP network of Participating Providers, the Member will not be 
approved to go to a Non-Participating Provider for care.  However, if no Participating 
Provider is available with the training and experience to meet the Member’s particular 
health needs, he or she will be approved to receive care from a Non-Participating 
Provider.  With this approval, the Member will have no additional cost beyond what he or 
she would pay for the services if rendered by a Participating Provider.     
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Access to Specialty Care Centers.  If a Member has a life-threatening or degenerative 
and disabling disease or condition that requires special medical treatment for a prolonged 
period of time, he or she may need to go to a center that specializes in the care of the 
particular condition.  Specialty care centers are those centers designated as having 




