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So to give a little history, my main background is in medical claims, I have learned from Blue Cross, 

fully insured plans to TPA's to Reinsurance Us Benefits, Harbor Insurance. There are several kinds of Medical Insurance! Most people think its all one.

There is Fully Insured, Third Party, Re-insurance, there is Workers comp and Medical Insurance through your Auto Insurance carrier.

I am talking mostly about the 1st 3  

1) Eligibility


It depends on the employer, or contract, some have 30 days from the date of hire, some have 1st of the month after hire

some have 90 days or 1st of the month after 90 days. Before getting care you expect to be re-imbursed on, please check

with your plan to make sure you are covered on the date of service. If you are not eligibile even for just a couple of days,

your claim will be denied. and you could be considered pre-existing which could mean 1 year w/o coverage for that condition.

2) Pre-existing.. Includes conditions for which you were treated before the effective date of your insurance.


could be excluded up to 1 year from the date the coverage began.

3) Waiting Period


An Employer or plan can assess a waiting period for certain conditions, i.e. Asthma, and Diabetes or Heart conditions.

they can be anywhere from 6 months to 12 months or as the plan determines. 

4) Most Professional Charges are categoriezed according to CPT codes. There are procedure codes for Medical Procedures, Lab and X-rays


and surgical procedures i.e. 10010 or 90060 etc. Each procedure has a value related to it. anywhere from 1-100 or greater.

5) They apply a conversion rate to these procedures which is how they determine a reasonable and customary Amount for the procedure.


( A heads up, in the past they have  combined procedures in the same operative area and have the same incision.)

6) Those amounts determined to be Reasonable & Customary then usually get applied to a deductible, whatever amount your employer or you signed up for.

could vary from $ 100 to about $10,000.-/patient is the one covering the "Co-Insurance"

Most plans have a cap on the amount i.e. $ 2,000.-$10,000.- 

7)   Also something to look into, Most plans have a max on Deductibles i.e. 2-3x the individual deductible. per family. Another unknown, most people don't know is 

If you have charges applied to the deductible the last 3 months of the year, things get carried over to the next year.

8) Out of Pocket means that which the insured is required to pay before the insurance kicks in. see # 6 and # 7

9) Exclusions.... Check the fine print, most people don't ever read their policy until it's too late. A lot of plans for instance don't cover things

that would not be charged if there is no insurance or preventative care, some things that are not covered are elective surgeries and even things that are due

to natural disasters may not be covered.

10) Benefit Period.... usually a calendar year basis.. or the period that the patient is covered.

11) Re-insurance is Insurance that covers an employer who chooses to cover their own employees expenses but they want to limit their liability.

they could have various deductibles and paid as billed or limit 12/12, or 12/15 or 12/18 Plans. 

It is supposed to kick in once the employer has exceeded in paying the agreed upon amount. Usually max per Individual, and per calendar year.

It shouldn't hold up your claim this is done in the background But some Re-insurance companies have been known to hold the check until they are "re-imbursed" this is not legel.

12) how does it work... In order for the Insurance coverage to kick there usually has to be an eligible insured person/patient, a valid diagnosis, a valid procedure !

 You go to your provider of service and they bill your insurance. Hopefully the Insurance pays and you get billed for the difference.

This is true in most cases, however... If you haven't noticed, you usually sign a form at the Doctor's office and this is true in most cases, 

It is patient's responsibility to cover the bill regardless of insurance. That means the Provider of service bills out of courtesy, in no way are they obligated to do that.

Also, you may be careful about assignment of benefits. In most cases, if you assign benefits this means that the provider of service has to accept 

a reasonable and customary amount determined by the insurer i.e. Medicare. so a bill may be $100.- the Insurance company determines $ 80.- of that is R & C

so they pay lets say 80% or $64.00 this means you are responsible for only $ 16.00 difference between R & C and amount paid, not $ 36.00 which is the balance.

A lot of people do not know this. and the Doctor's may or may not tell you.

13) Duplicate Coverage.... in most cases nowadays, Husband and Wife both work and both may have insurance. Well some people thing they don't need both coverages.


In case you have any kind of major illness, it is a good thing to have. If you get it through the employer and you are working on group rates by all means

take it ! 


Used to be man's coverage is prime then the woman's is secondary, nowadays its the Mo, Day of the birthday. 


What is covered is the Co-insurance and any out of pocket you may have with the primary insurance either up to the Total Charge or the R & C determination.


It is called Coordination of Benefits or COB. Sometimes they will also co-ordinate with the medical of your car insurance coverage if it is


an Accident.

