
 

 

  
  
  
  
  
  
  

  
  
  
  
  
  
   
   
  
  

                                                                          EPO Policy  

  
  
  
  
  
  
   
  
  

NMMIP Administrator  
PO Box 780548 
San Antonio, TX  78278 
(866) 306-1882 
TTY#: 711  
www.nmmip.org 



WELCOME NMMIP  
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Welcome to the New Mexico Medical Insurance Pool (“Pool”) 
 

This Policy is issued to you by the “Pool,” which was created by the New Mexico State Legislature in 
1987. The Pool is a non-profit program that offers health care policies to eligible residents of New 
Mexico who are denied coverage in the private or public markets as well as individuals eligible under 
the federal Health Insurance Portability and Accountability Act of 1996 (HIPAA). The Pool is governed 
by a board of directors consisYng of consumer, industry, medical, and health planning representaYves. 
It is funded through premiums from the Enrollees, assessments to health insurance companies, a 
federal assistance grant, and a premium tax credit from the state. The Pool contracts with 90 Degree 
Benefits for administraYve services.  

  
It is very important that you read this Policy! It explains what benefits the Pool will provide. Following 
the procedures of this Policy can save you money. If you ever have a quesYon, it is best to call Customer 
Service, and they can assist you in understanding this Policy. If you are not saYsfied with this Policy, you 
may send it back to the Pool Administrator, 90 Degree Benefits, within ten days a^er you receive it, and 
your premium will be refunded.  

  
We appreciate the opportunity to offer you this Policy and hope this health plan serves you well.  

Sincerely,  

New Mexico Medical Insurance Pool  
 

CORRESPONDENCE MAY BE DIRECTED TO: 
New Mexico Medical Insurance Pool 

Post Office Box 780548 
San Antonio, TX  78278 

Telephone number: (866) 306-1882 
TTY# 711 

Fax number: (210) 239-8449 
Web site: hZp://www.nmmip.org  

 
  

Be sure to read this booklet carefully and refer to the separate Summary of  
Benefits and Coverage. 
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IMPORTANT ADDRESSES AND PHONE NUMBERS 
 

 CUSTOMER SERVICE              
  

NMMIP 
Mailing Address: PO Box 780548 

San Antonio, TX  78278 

Street Address:  11467 Huebner Rd. 
Suite 300 

San Antonio, TX  78230 

Telephone Number:   (866) 306-1882 
FAX#:  (210) 239-8449  

TTY#:  711 
Website:  www.nmmip.org  

  
If you have any quesYons about your coverage, call the Administrator’s Customer Service 
Department. RepresentaYves are available Monday through Friday from 7 am to 7 pm MT for 
Quarters 1 and 4, and 7 am to 6 pm MT for Quarters 2 and 3. For your convenience, the toll-free 
customer service number is printed at the boiom of every page in this document. Customer Service 
will assist individuals who speak a primary language other than English.  

  
 ADMISSION REVIEW AND PRIOR APPROVAL    

  

KEPRO 
Provider Portal  

hips://NMMIP.Kepro.com 

or call (844) 547-4255 
Fax (833) 336-1414   

(Submission forms can be found on NMMIP website www.nmmip.org) 
  

You may call Customer Service at (866) 306-1882 to ensure authorizaYon has been obtained prior to 
services being rendered, or to ensure out of Network Provider has requested authorizaYon. 
 
Note:  In the event Medicare is primary, precerYficaYon under this Plan will sYll be required for 
services other than home health care, palliaYve care, and hospice. 
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 INTEGRATED CARE MANAGEMENT    
Ensemble Health  

(800) 385-8356  
Call Care Management for Integrated Case Management 

 
  

 PHARMACY BENEFIT MANAGER    
Elixir Pharmacy Services  

Help Desk: 1-(800) 771-4648  
www.elixirsoluYons.com  

 
Call the Pharmacy Benefit Manager if you have any quesYons about PrescripYon Drug coverage, how 
to use the PrescripYon Drug mail order services, or if you need help with locaYng a ParYcipaYng 
Pharmacy.  

 
 APPEALS AND GRIEVANCES    
  

NMMIP  
Mailing Address: PO Box 780548 

San Antonio, TX  78278 

Street Address:  11467 Huebner Rd. 
Suite 300 

San Antonio, TX  78230 

Telephone Number:  (866) 306-1882 
FAX#:  (210) 239-8449  

TTY#:  711 
Website:  www.nmmip.org  

  
  
  
  
  
  
  

(The remainder of this page is le3 blank.)
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 1   Your Health Care Policy  
This Policy describes the benefits, plan opYons, and limitaYons of the Pool program. It explains 
how to file claims (if needed) and how to request reconsideraYon of a claim or an adjustment 
of your benefit payment. You may contact the Pool Administrator, 90 Degree Benefits, if you 
need help understanding the Policy.  

If you are not saYsfied with this Policy, you may send it back to the Pool Administrator within 
ten days a^er you receive it, and your premium will be refunded.  

Please take eme to read this Policy. Then keep it handy for later reference. You may be 
accustomed to reading about your health care benefits only afer you have claims for medical 
and Hospital services. To receive maximum benefits with the Pool program, you should read 
about your benefits before treatment. You have benefit choices and decisions. Your 
parYcipaYon and cooperaYon are required for some features. In addiYon, it can be financially 
advantageous for you to request care from Hospitals and Physicians who have contracted with 
the Network. (See “Provider Choices,” in Sec:on 2.) If you have quesYons a^er you read this 
Policy, contact the Pool Administrator.  

Not sure what a parecular word or medical term means? As you read through this booklet you 
will see certain words that are capitalized; these are defined terms. See SecYon 9 “DefiniYons” 
toward the back of this booklet for the meanings of the defined terms.  

Other Benefit-Related Materials  
In addiYon to this booklet, you should have the following benefit-related documents:  

Prescripeon Drug Plan Brochure - You should have a separately issued PrescripYon Drug plan 
brochure and a mail-order claim form from the Pharmacy Benefit Manager. It provides 
important informaYon about your PrescripYon Drug benefits.  
 
Provider Directory - The Provider Directory is available on our website at www.nmmip.org. You 
can also obtain Provider informaYon by calling Customer Service at (866) 306-1882; we will 
assist you with locaYng a Preferred Provider. Hearing impaired users may call (TTY)# 711.  
 
The Provider Directory is subject to change without noYce, and you should always verify the 
Network status of your Provider before receiving services.  

ID Card (Carry At All Times) - Your Pool idenYficaYon (ID) card provides the informaYon needed 
when you require health care services or PrescripYon Drugs, or when you are contacYng a 
Customer Service representaYve. Carry it with you. Have your ID card handy when you call for 
an appointment and show it to the recepYonist when you sign in for an appointment.  

Your ID card is part of your coverage. Do not let anyone use your card to receive benefits.  
If you want addiYonal cards or need to replace a lost card, contact a Customer Service 
representaYve.  
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Summary of Benefits and Coverage (“SBC”) - The Summary of Benefits and Coverage shows 
specific member cost-sharing amounts and coverage limitaYons of your Policy. If you do not 
have a Summary of Benefits and Coverage, please contact a Customer Service representaYve 
(the phone number is at the boiom of each page of this benefit booklet). You will receive a new 
Summary of Benefits and Coverage if changes are made to your health care plan.  
 
Internet Programs and Services  
If you have Internet access, the Pool has on-line programs and tools to help Enrollees track their 
claim payments, make good health care choices, and reduce health care costs.  
  
To review these on-line programs, go to www.nmmip.org and create a user ID and password 
for instant access. If you need help genng onto the Internet site, call Customer Service at (866)  
306-1882, Monday through Friday from 7 am to 7 pm MT for Quarters 1 and 4, and 7 am to 6 
pm MT for Quarters 2 and 3. 
   
Programs and program rules may change or end without noYce as new programs are designed 
and/or as our Enrollees’ needs change. We encourage you to check the on-line features 
available to you, and check back in as frequently as you like. We hope you will find our Web site 
helpful.   
    
Admission Review/ Prior Approval   
In order to receive full benefits for certain services, you or your Provider must call for approval 
before you receive the services. Be sure to confirm   whether Prior Approval was obtained by 
your Provider. Except for emergencies, the Provider is required to call the pre-cerYficaYon 
phone number on the back of the Enrollee’s ID card at least ten (10) business days prior to 
services being rendered.  

  
If there is an Emergency Admission, the Administrator must be noYfied as soon as reasonably 
possible.  

  
The aiending Physician does not have to obtain Prior Approval from the Administrator for 
surgeries performed in an office senng or for prescribing a Maternity length of stay that is 48 
hours or less for a vaginal delivery or 96 hours or less for a cesarean delivery.  
  
The following InpaYent Services require Admission Review Approval/Prior Approval:  

• InpaYent stays when you are admiied as a bed paYent in a Hospital, Skilled Nursing 
Facility, or any other facility licensed for overnight care;  

• Obstetric Admission (childbirth), if you stay in the Hospital more than 48 hours a^er a 
rouYne delivery, or if you stay in the Hospital more than 96 hours a^er a C-secYon 
delivery;  

• Newborn inpaYent stays if the newborn is not discharged with the mother; 
• ObservaYon status which lasts longer than 48 hours.  
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The following Inpaeent or Outpaeent Services require Prior Approval:  
  

1. Air Ambulance for non-emergency transport  
2. Any injectable drug   
3. Biologic Drugs  
4. ChemotherapeuYc Drugs  
5. Deviated Septum/Nasal Surgery  
6. Durable Medical Equipment   
7. EBCT (Electron Beam Tomography)  
8. Endoscopic Procedures  
9. Epidural/facet injecYons  

10. Extended Nursing Facility  
11. Home Health Care  
12. Hospice Care  
13. Infusions   
14. Long Term Acute Care (LTAC)  
15. MRI/CT/Pet Scan (excludes bone density scans)  
16. Physical/OccupaYonal/Speech Therapy exceeding 13 visits  
17. Psychiatric Treatment: Intensive OutpaYent, ResidenYal, ParYal HospitalizaYon  
18. RadiaYon Treatment  
19. RehabilitaYon for Chemical Dependency: OutpaYent, ResidenYal, ParYal HospitalizaYon  
20. Skilled Nursing Facility (SNF)  
21. Surgery   
22. InpaYent RehabilitaYon  
23. Varicose Vein LigaYon  

 

Prior Authoriza@on  
Certain types of care require prior authorizaYon. This means that your provider must ask us to 
approve the care before you receive it.  

We may decline payment for unauthorized care. If your provider is contracted, and you did not 
agree to receive unauthorized care, your provider cannot bill you for the care. If you received 
unauthorized care from a provider who is not contracted, you may be fully responsible for the 
resulYng bills. 

Note:  In addiYon to the services and supplies listed above for which prior authorizaYon is 
required, certain medicaYons may also require prior authorizaYon.  Contact Elixir for more 
informaYon:  

Help Desk: 1-(800) 771-4648 
www.elixirsoluYons.com  
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We require authorizaYon for conYnued in-paYent care if you are admiied to a hospital for 
emergency treatment, but your condiYon is stabilized. Your provider must noYfy us within one 
business day from when you begin receiving emergency in-paYent treatment, and within one 
business day a^er the emergency ends and your condiYon stabilizes.  
  
Prior Authorizaeon Process. Your contracted provider is responsible for knowing what care 
requires prior authorizaYon, and for subminng a prior authorizaYon request to us. We will give 
any provider access to all necessary forms and instrucYons for making the request.  If you visit 
a non-ParYcipaYng Provider, and that provider will not submit a prior authorizaYon request, 
you may submit a prior authorizaYon request on your own behalf, or on behalf of a dependent. 
You may not uYlize a Non-ParYcipaYng Provider if a Network Provider is available, except in 
certain circumstances (see page 11).   
  
Prior Authorizaeon Review Timelines. Urgent Care or PrescripYon Drugs – if you require urgent 
medical care, behavioral health care or a prescripYon drug, we will resolve the request within 
24 hours.  

• Non-Urgent Medicine – if you do not have an urgent need for a prescripYon drug, we 
will resolve the request within three business days if your provider: 
o Uses the prior authorizaYon request form approved by the New Mexico Office of 

Superintendent of Insurance;  
o Requests an excepYon from an established step therapy process; or  
o Requests to prescribe a drug that we do not usually cover.  

• Other Requests – we will resolve all other requests within seven (7) business days.  
  

MeeYng these Yme frames depends on our receipt of sufficient informaYon to evaluate the 
request. Our uYlizaYon management staff can answer quesYons your provider might have 
concerning required informaYon or any aspect of the request submission process. If we require 
addiYonal informaYon to evaluate a request, we will request it from your provider.   

Why We Review. Our review of a prior authorizaYon request will determine if the proposed 
care involves a covered service, is medically necessary and whether an alternaYve type of care 
should be pursued instead of, or before, the requested care. Our decisions concerning medical 
necessity and care alternaYves will be guided by current clinical care standards and will be made 
by an appropriate medical professional.  
  
Prior authorizaYon does not guarantee payment. We are not required to pay for an authorized 
service if your coverage ends before you receive the service.  

Afer Care Review. If you received care without a required prior authorizaYon, we may allow 
your provider to request authorizaYon retrospecYvely. Our uYlizaYon management team will 
assist your provider in the submission of a retrospecYve authorizaYon request. However, we do 
not rouYnely authorize care retrospecYvely. To avoid uncertainty, it is always best to request 
prior authorizaYon.  
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Behavioral Health Care. Requests for behavioral health care and prescripYons are subject to 
the same prior and retroacYve authorizaYon processes and Ymelines as requests for medical 
care and prescripYons. This policy covers behavioral health prescripYons at no cost share to 
members.  

Authorizaeon Denial. We will inform you in wriYng if we deny a prior or retroacYve 
authorizaYon request. Our noYce to you will explain why we denied the request and will provide 
you with instrucYons for dispuYng our decision if you disagree. A summary of the dispute 
resoluYon process begins in Sec:on 6 of this document. You have a right to request informaYon 
about the guidance we followed to deny your request, even if you do not dispute our decision.  

  
  
  

(The remainder of this page is le3 blank.)  
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 2   How Your Plan Works  

 Deduc@ble Op@ons Table  
The individual DeducYble and Out-of-Pocket Maximum for your Plan is indicated on your ID 
card. The DeducYble will apply to all expenses unless otherwise specified in the Schedule of 
Benefits as shown below.  In addiYon, each calendar year, saYsfacYon of new DeducYble 
and Out-of-Pocket Limits must be fulfilled.  The table below lists the DeducYble, Out-of-
Pocket Limits, and Copays that apply to your Policy based on the individual DeducYble 
amount selected by you and printed on your ID card.  
 
NOTE:   In most instances, benefits are available for services only when they are received 
from Network Providers, unless otherwise specified in the Schedule of Benefits.  Also, please 
refer to page 11 for Plan excepYons to this provision. 

  
DEDUCTIBLE OPTIONS TABLE – PARTICIPATING PROVIDERS 

Calendar Year Deduc<ble  $500  $1,000  $2,000  $5,000  
Coinsurance Percentage Payable by the 
Enrollee  

20%, a+er 
Deduc2ble  

20%, a+er 
Deduc2ble 

30%, a+er 
Deduc2ble 

40%, a+er 
Deduc2ble 

Calendar Year Maximum Out-of- 
Pocket Limit  
The Deduc2ble and Coinsurance amounts 
and medical and Prescrip2on Drug Copays 
are included in the calendar year maximum 
Out-of-Pocket Limit.  

  

$5,000  
$5,000  $6,000  $7,350 

Inpa<ent Hospital  20%, a+er 
Deduc2ble  

20%, a+er 
Deduc2ble 

30%, a+er 
Deduc2ble 

40%, a+er 
Deduc2ble 

Outpa<ent Surgery  20%, a+er 
Deduc2ble  

20%, a+er 
Deduc2ble 

30%, a+er 
Deduc2ble 

40%, a+er 
Deduc2ble 

Skilled Nursing Care  
Calendar Year maximum limit:  100 days  

20%, a+er 
Deduc2ble  

20%, a+er 
Deduc2ble 

30%, a+er 
Deduc2ble 

40%, a+er 
Deduc2ble 

Emergency Room Visit  

• Benefits apply to Network or Non-
Network Providers 

• Condi2on must meet defini2on of 
“Emergency” to be covered, 

• Copay is waived if confined inpa2ent 
directly from the visit or observa2on stay  

• Facility, professional, and ancillary fees 
charged for the services received in the 
emergency room during the Emergency 
visit are considered under the Copay.  

$250 Copay, 
then 100%, 
Deduc2ble 

waived 

$300 Copay, 
then 100%, 
Deduc2ble 

waived 

$350 Copay, 
then 100%, 
Deduc2ble 

waived 

$400 Copay, 
then 100%, 
Deduc2ble 

waived 
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   $500 Op<on     $1,000 Op<on   $2,000 Op<on  $5,000 Op<on  

Urgent Care  
Services performed in the Urgent Care 
seYng are considered under the Copay. 
There is one Copay for all services 
combined during the Urgent Care visit. 

$40 Copay, 
then 100%, 
Deduc2ble 

waived 

$45 Copay, 
then 100%, 
Deduc2ble 

waived 

$50 Copay, 
then 100%, 
Deduc2ble 

waived 

$55 Copay, 
then 100%, 
Deduc2ble 

waived 

Physician Office Visits 

• Primary Care (PCP)  
 

• Specialist  

Services performed in the office seYng are 
considered under the office Copay. There is 
one Copay for all services combined during 
the same visit.  

 
$20 Copay 

 or 
$40 Copay, 
then 100%, 
Deduc2ble 

waived 

 
$25 Copay  

or 
$45 Copay, 
then 100%, 
Deduc2ble 

waived 

 
$30 Copay  

or 
$50 Copay, 
then 100%, 
Deduc2ble 

waived 

 
$35 Copay 

 or 
$55 Copay, 
then 100%, 
Deduc2ble 

waived  

Chiroprac<c Care/Spinal Manipula<ons  
Calendar Year maximum limit: 20 visits  
 
Visit limit may be waived for treatment 
received for habilita2ve or rehabilita2ve 
purposes. 

$20 Copay, 
then 100%, 
Deduc2ble 

waived 

$25 Copay, 
then 100%, 
Deduc2ble 

waived 

$30 Copay, 
then 100%, 
Deduc2ble 

waived 

$35 Copay, 
then 100%, 
Deduc2ble 

waived 

Outpa<ent Diagnos<c Tes<ng  
Copay applies per Provider / per day 

    

Laboratory or X-ray $20 Copay, 
then 100%, 
Deduc2ble 

waived 
 

$25 Copay, 
then 100%, 
Deduc2ble 

waived 

$30 Copay, 
then 100%, 
Deduc2ble 

waived 

$35 Copay, 
then 100%, 
Deduc2ble 

waived 

CT, MRI, PET scans, and All Other  20%, a+er 
Deduc2ble 

20%, a+er 
Deduc2ble 

30%, a+er 
Deduc2ble 

40%, a+er 
Deduc2ble 

Preadmission Tes<ng  
Must be received within 10 days of 
admission  

No Charge  No Charge  No Charge  No Charge  

Durable Medical Equipment  20%, a+er 
Deduc2ble 

20%, a+er 
Deduc2ble 

30%, a+er 
Deduc2ble 

40%, a+er 
Deduc2ble 

Acupuncture  
Calendar Year maximum limit: 20 visits  
 
Visit limit may be waived for treatment 
received for habilita2ve or rehabilita2ve 
purposes. 

20%, a+er 
Deduc2ble 

20%, a+er 
Deduc2ble 

30%, a+er 
Deduc2ble 

40%, a+er 
Deduc2ble 

Ambulance  
 
Benefits apply to Network and Non-
Network Providers. 

20%, a+er 
Deduc2ble 

20%, a+er 
Deduc2ble 

30%, a+er 
Deduc2ble 

40%, a+er 
Deduc2ble 
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   $500 Op<on     $1,000 Op<on   $2,000 Op<on  $5,000 Op<on  

Diabe<c Tes<ng & Pump Supplies  
Enrolled in Remote Pa2ent Monitoring 
program  

No Charge No Charge No Charge No Charge 

Diabe<c Tes<ng & Pump Supplies  
Not enrolled in Remote Pa2ent Monitoring 
program  

20%, a+er 
Deduc2ble 

20%, a+er 
Deduc2ble 

30%, a+er 
Deduc2ble 

40%, a+er 
Deduc2ble 

Home Health Care / I.V. Benefits 
Calendar Year maximum limit: 100 visits  
 
Addi2onal visits may be allowable with 
determina2on of Medical Necessity 

No Charge No Charge No Charge No Charge 

Hospice / Pallia<ve Care 
Inpa2ent or Outpa2ent  

No Charge No Charge No Charge No Charge 

Maternity Care      

Prenatal Office Visits  No Charge  No Charge  No Charge  No Charge  
Delivery and newborn nursery care  
 
Newborns are eligible for up to 31 days of 
coverage if the Administrator is no2fied of 
the birth and appropriate premium paid.  

20%, a+er 
Deduc2ble 

20%, a+er 
Deduc2ble 

30%, a+er 
Deduc2ble 

40%, a+er 
Deduc2ble 

Mental Health Treatment  
    

• Non-Intensive Outpa2ent (Office Visit)  No Charge No Charge No Charge No Charge 

• Intensive Outpa2ent Program No Charge No Charge No Charge No Charge 

• Inpa2ent No Charge No Charge No Charge No Charge 

• ABA Therapy or Cogni2ve Rehabilita2on No Charge No Charge No Charge No Charge 

Organ Transplant  20%, a+er 
Deduc2ble 

20%, a+er 
Deduc2ble 

30%, a+er 
Deduc2ble 

40%, a+er 
Deduc2ble 

Travel, Food, and Lodging limit per 
Transplant Benefit Period (including pre-
transplant evalua2on)  

$10,000  $10,000  $10,000  $10,000  

Outpa<ent Dialysis  
Must receive Dialysis at a Designated 
Dialysis Facility  

20%, a+er 
Deduc2ble 

20%, a+er 
Deduc2ble 

30%, a+er 
Deduc2ble 

40%, a+er 
Deduc2ble 

Outpa<ent Rehabilita<ve / Habilita<ve 
Therapies (except  as otherwise specified) 
includes, but is not limited to:  
 Occupa2onal, Speech and Physical Therapy. 
 
Copay applies per Provider / per day 

$20 Copay, 
then 100%, 
Deduc2ble 

waived 
 

$25 Copay, then 
100%, 

Deduc2ble 
waived 

$30 Copay, 
then 100%, 
Deduc2ble 

waived 

$35 Copay, 
then 100%, 
Deduc2ble 

waived 
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   $500 Op<on     $1,000 Op<on   $2,000 Op<on  $5,000 Op<on  

Preven<ve Care Services  
 
Includes Preven2ve Care Services as required 
under the Affordable Care Act as well as 
claims billed with a rou2ne or wellness 
diagnosis. 

No Charge  No Charge  No Charge  No Charge  

Pediatric Dental Care  
Limited to children birth through age 18  No Charge  No Charge  No Charge  No Charge  

Substance Use/Chemical  
Dependency Treatment  
• Non-Intensive Outpa2ent (Office Visit)  

• Intensive Outpa2ent Program  

• Inpa2ent  

No Charge 

No Charge 

No Charge 

No Charge 

No Charge 

No Charge 

No Charge 

No Charge 

No Charge 

No Charge 

No Charge 

No Charge 

Pediatric Vision Care  
Limited to children birth through age 18  No Charge  No Charge  No Charge  No Charge  

All Other Covered Services  
Except Prescrip2on Drugs – see con2nua2on 
on following page  

20%, a+er 
Deduc2ble 

20%, a+er 
Deduc2ble 

30%, a+er 
Deduc2ble 

40%, a+er 
Deduc2ble 

Note:  A limita2on based on a maximum number of days, visits, or benefit periods (e.g.., 20 days per calendar 
year), may be reached even if all Covered Charges were applied to the Deduc2ble. 

  
  
  

TELADOC 
VIRTUAL TELEHEALTH VISITS 

BENEFIT (WHAT THE PARTICPANT PAYS) 
Physician Services  
(Medical and Behavioral /Mental Health) 

$0 per visit consult fee, 
Deductible waived 

 
Through the use of Teladoc, a medical service that uses telephone and videoconferencing technology to provide remote 
medical care vis mobile devices, the internet, video, and phone, Teladoc provides remote medical assistance and is able 
to use virtual technology to treat many non-emergency conditions. 
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   $500 Op<on  $1,000 Op<on  $2,000 Op<on  $5,000 Op<on  

Prescripeon Drugs 
Medical Deduc2ble provisions do not apply.  In addi2on, certain contracep2ves and preven2ve 
medica2ons are covered with no cost-sharing as required under the Affordable Care Act, including but 
not limited to: mental health medica2ons, contracep2on, STI medica2ons, HIV PrEP, Covid medica2ons 
and vaccines. Special medical foods and certain drugs require Prior Approval or benefits may be denied. 
In order to receive benefits for Specialty Pharmacy Drugs, you must purchase such drugs from a Specialty 
Pharmacy that contracts with the Pharmacy Benefit Manager.  

Outpa<ent Prescrip<on Drugs Retail and Specialty Pharmacies  
(Up to a 34-day supply or 30-day supply for Specialty Drugs)  

• Generic Drugs  $10 Copay $10 Copay $10 Copay $10 Copay 

• Brand-Name Drug with 
generic equivalent 

$35 Copay $35 Copay $35 Copay $35 Copay 

• Brand-Name Drugs with 
no generic equivalent 

$70 Copay $70 Copay $70 Copay $70 Copay 

• Specialty Drugs 30% up to 
$400/script 

30% up to 
$400/script 

30% up to 
$400/script 

30% up to 
$400/script 

Outpa<ent Prescrip<on Drugs Performance 90 Pharmacies and Mail Order  
(Up to a 90-day supply)   

• Generic Drugs  $30 Copay $30 Copay $30 Copay $30 Copay 

• Brand-Name Drug with 
generic equivalent 

$105 Copay $105 Copay $105 Copay $105 Copay 

• Brand-Name Drugs with 
no generic equivalent 

$210 Copay $210 Copay $210 Copay $210 Copay 

  

A limitaYon based on a maximum number of days, visits, or benefit periods (e.g., 30 days 
per calendar year), may be reached even if all Covered Charges were applied to the 
DeducYble  

  
Insulin Cap. This policy allows a cap on copays and out-of-pocket expenses for insulin or 
medically necessary alternaYve at $25 per prescripYon for a 30-day supply.  

     
Aid in Dying. This policy covers compound medicaYon under the  PrescripYon Drug 
benefit, as prescribed by your physician.  No prior authorizaYon is needed.  
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 Provider Choices  
Your choice of health care Provider can make a difference in the amount you pay for 
Covered Services and the benefits you receive.  
  
Provider Network.  You have a choice between selecYng a Parecipaeng Provider (one 
that contracts direct or indirectly with NMMIP to provide services at a potenYally 
reduced rate) or a Non-Parecipaeng Provider (one that does not contract with  NMMIP. 
See the Enrollees ID card for the designated Network(s).  
  
The Policy does not cover health care services obtained from a Non-ParYcipaYng 
Provider unless one of the excepYons shown below applies:  

• In the event you receive Emergency services at a non-parYcipaYng emergency 
room, Hospital, trauma center, or Ambulance for a medical Emergency.  

• In the event you receive health care services, that are not emergency care, 
rendered by a nonparYcipaYng provider at a parYcipaYng facility where:  
o A parYcipaYng provider is unavailable  
o A non-parYcipaYng provider renders unforeseen services  
o The covered person has not given specific consent for that nonparYcipaYng 

provider to render the parYcular services rendered.  
• In the event an Enrollee receives services from a municipal health department;  
• In the event the services received are out of the paYent’s control:  

o An in-network provider mistakenly makes a referral to an out-of-network 
provider 

o In the event a non-parYcipaYng provider performs services at a Network 
facility.  

In the event you cannot access Network Providers necessary to treat your specific 
medical condiYon within the state of New Mexico, please contact the Plan at Customer 
Service.  The Plan will allow Out-of-Network providers at Reasonable and Customary 
rates.  
  
No Surprises Act.  Except as outlined in “No Surprises Act – Emergency Services and 
Surprise Bills,” on a following page, if the charge billed by an Out-of-Network Provider 
for any covered service is higher than the maximum allowable charge determined by the 
Plan, ParYcipants are responsible for the excess unless the Provider accepts assignment 
of benefits as consideraYon in full for services rendered.  Since Network Providers have 
agreed to accept a negoYated discounted fee as full payment for their services, 
ParYcipants are not responsible for any billed amount that exceeds that fee.  The Plan 
Administrator reserves the right to revoke any previously given assignment of benefits 
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or to proacYvely prohibit assignment of benefits to anyone, including any Provider, at its 
discreYon. 
 
If an out-of-network provider balance bills you for an amount above the reimbursement 
rate, also called a surprise bill, you may follow the NMMIP Appeal Process.  
  
The amount the Pool pays for a Covered Service is always based on the Covered Charge 
for that service. The Covered Charge is always less than or equal to the Provider’s billed 
amount. You may have to pay the difference between the billed amount and the Covered 
Charge if you receive services from a Non-ParYcipaYng Provider under one of the 
excepYon rules.  
  
Note: Providers can change without noYce. It is the Enrollee’s responsibility to verify 
whether a Provider parYcipates in the Network.  

  
When you receive treatment, schedule a surgery or Admission, ask each of your 
Providers if they are a ParYcipaYng Provider. A Physician’s or other Provider’s contract 
may be separate from the Health Care Facility’s contract. 

 
Conenuity of Care.  In the event you are a conYnuing care paYent receiving a course of 
treatment from a Provider which is In-Network or otherwise has a contractual 
relaYonship with the Plan governing such care and that contractual relaYonship is 
terminated, not renewed, or otherwise ends for any reason other than the Provider’s 
failure to meet applicable quality standards or for fraud, you shall have the following 
rights to conYnuaYon of care. 
 
The Plan shall noYfy you in a Ymely manner, but in no event later than 90 calendar days 
a^er terminaYon that the Provider’s contractual relaYonship with the Plan has 
terminated, and that you have rights to elect conYnued transiYonal care from the 
Provider. If you elect in wriYng to receive conYnued transiYonal care, Plan benefits will 
apply under the same terms and condiYons as would be applicable had the terminaYon 
not occurred, beginning on the date the Plan’s noYce of terminaYon is provided and 
ending 90 days later or when you cease to be a conYnuing care paYent, whichever is 
sooner. 
 
For purposes of this provision, “conYnuing care paYent” means an individual who: 

1) Is undergoing a course of treatment for a serious and complex condiYon from a 
specific Provider, 

2) Is undergoing a course of insYtuYonal or InpaYent care from a specific Provider,  
3) is scheduled to undergo non-elecYve surgery from a specific Provider, including 

receipt of postoperaYve care with respect to the surgery, 
4) Is pregnant and undergoing a course of treatment for the Pregnancy from a 
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specific Provider, or 
5) Is or was determined to be terminally ill and is receiving treatment for such illness 

from a specific Provider.  
 
Note that during conYnuaYon, Plan benefits will be processed as if the terminaYon had 
not occurred, however, the Provider may be free to pursue you for any amounts above 
the Plan’s benefit amount. 
 
No Surprises Act – Emergency Services and Surprise Bills.  For Non-ParYcipaYng claims 
subject to the No Surprises Act (“NSA”), your cost-sharing will be the same amount as 
would be applied if the claim was provided by a Network Provider and will be calculated 
as if the Plan’s Allowable Expense was the Recognized Amount, regardless of the Plan’s 
actual Maximum Allowable Charge.  The NSA prohibits Providers from pursuing you for 
the difference between the Maximum Allowable Charge and the Provider’s billed charge 
for applicable services, with the excepYon of valid Plan-appointed cost-sharing as 
outlined above. Any such cost-sharing amounts will accrue toward In-Network 
DeducYbles and out of pocket maximums. 
 
Benefits for claims subject to the NSA will be denied or paid within 30 days of receipt of 
an iniYal claim, and if approved will be paid directly to the Provider.  Claims subject to 
the NSA are those which are submiied for: 

• Emergency Services; 
• Non-emergency services rendered by a Non-ParYcipaYng Provider at a 

ParYcipaYng Health Care Facility, provided the ParYcipant has not validly waived 
the applicability of the NSA; and 

• Covered Non-ParYcipaYng Provider air ambulance services. 
  

 Deduc@bles, Coinsurance, Out-of-Pocket Limits, Copays  

Policy DeducZble  

Deduceble.  The DeducYble you chose is indicated on your ID card.  You must pay 
your DeducYble amount before the Pool will begin paying its share of your Covered 
Charges. Only Covered Charges are applied toward the DeducYble. Covered 
Charges may be less than the billed amount.  

 You do not have to meet a DeducYble for the following services:  

• OutpaYent PrescripYon Drugs purchased with your PrescripYon Drug card;  
• DiabeYc tesYng supplies when enrolled in the Remote PaYent Monitoring 

Program  
• Non-intensive outpaYent mental health and substance use/chemical 

dependency visits  
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• InpaYent stay for mental health and substance use/chemical dependency  
• PrevenYve care services  
• ContracepYve coverage  
• Behavioral health services  

  
Deduceble Family Savings Provision.  If three (3) or more qualified family members 
enroll for Pool Policies with the same DeducYble, they may receive reduced 
DeducYble limits. An enYre family meets an annual DeducYble when the total 
DeducYble amount for all family members reaches two Ymes the individual 
DeducYble amount chosen. If an Enrollee’s individual DeducYble is met, no more 
charges incurred by that Enrollee may be used to saYsfy the Family DeducYble.  

Change in Deduceble Plan.  Pool Enrollees may change from a lower to a higher 
DeducYble plan at any Yme upon wriien noYce to the Administrator. The effecYve 
date of the change is the next premium due date following the request date.  
  
If you increase your DeducYble amount, the new DeducYble amount must be met 
for all services received as of the effecYve date of the change. This means that if you 
had met your lower DeducYble and then change to a higher DeducYble, for services 
received as of the effecYve date of the change, you do not receive benefit payments 
unYl the increase in DeducYble is met.  
  
Pool Enrollees can change from a higher to a lower DeducYble plan on or before 
November 15 each year. The effecYve date will be January 1 the following year. 
Requests for such changes must be made in wriYng to the Administrator. If you 
decrease your DeducYble amount, you do not receive a refund for any DeducYble 
amounts applied for services before the change effecYve date.  
   
Coinsurance and Out-of-Pocket Limit  

 Coinsurance. For most Covered Services, you pay a percentage of Covered Charges 
as Coinsurance a^er the annual DeducYble has been met. A^er the DeducYble is 
saYsfied, the Enrollee pays the Coinsurance percentage payable, shown on the 
Deduc:ble Op:ons  Table, for Covered Charges unYl the calendar year Out-of-Pocket 
Limit is reached.  
  
Out-of-Pocket Limit.  The total amount of DeducYble, Coinsurance, medical and 
PrescripYon Drug Copays you must pay each calendar year is called the Out-of-Pocket 
Limit.  A^er the limit is met, the Pool pays 100 percent of your Covered Charges for 
the rest of the calendar year.  
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The following are not applied to the Out-of-Pocket Limits or to the DeducYble; 
therefore, they are not eligible for 100 percent payment under this provision:  

• Premium payments;  
• Any charges over the Covered Charge amount up to the billed amount; 
• Amounts over the Plan’s Maximum Allowable Charge; 
• Charges that are paid by the Policy at 100%;  
• Any charges denied due to non-compliance with the Plan’s Admission 

Review/Prior Approval requirements; and  
• Non-covered expenses.  

  
Coinsurance Family Savings Provision.   If three (3) or more qualified family members 
enroll for Pool Policies with the same DeducYble, they may receive reduced Out-of-
Pocket Limits. An enYre family meets an annual Out-of-Pocket Limit when the total 
out-of-pocket amount for all family members reaches two Ymes the individual Out-
of-Pocket Limit. Note: If an Enrollee’s individual Out-of-Pocket Limit is met, no more 
charges incurred by that Enrollee may be used to saYsfy the family out-of-pocket.  
  
Out-of-Pocket Limit Changes - Changing your DeducYble plan also affects your Out-
of- Pocket Limit provisions. This means that if you had met your lower Out-of-Pocket 
Limit and then you change to a higher Out-of-Pocket Limit for services received as of 
the effecYve date of the change, you do not receive the 100 percent payment unYl 
the increase in out- of-pocket is met.  
  
Copay  

Copay.  Certain services are subject to a Copay; see the Deduc:ble Op:ons Table 
earlier in this SecYon to determine which services are subject to a Copay. The Copay 
amount is not used to saYsfy the DeducYble; it is used to saYsfy the Out-of-Pocket 
Limit.  
  
Copay Changes.   Changing your DeducYble plan may also affect your Copay amount. 
If you change your DeducYble plan, the amount of the Copay may also change. 

  

Admission Review & Other Prior Approvals 

These approval requirements will provide you with assurance that you are being 
treated in the most efficient and appropriate health care senng and can help 
manage the rising costs of healthcare. Failure to obtain a required approval may 
result in a denial of benefits.  
  
Note: Admission Review/Prior Approval determines only the Medical Necessity of a 
specific service and/or an Admission and an allowable length of stay. Eligibility and 
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benefits available are based on the date you receive the services. If you lose coverage 
under this Policy, benefits are not allowed for any service received a^er coverage 
ends, even if Prior Approval was obtained from the Administrator.  
  
Failure to obtain Prior Approval may result in the denial of coverage and extra costs 
out of your pocket if the services are not Medically Necessary. If a Non-ParYcipaYng 
Provider recommends an Admission or a service that requires Prior Approval, the 
Provider is obligated to obtain the prior approval and obtain a Single Case 
Agreement. If a NonparYcipaYng Provider fails to obtain a Single Case Agreement 
(SCA) for services rendered all charges will be your responsibility.  
  

Case Management and Alternate Treatment  
Case Management. Case Management is a program whereby a case manager 
monitors the paYent and explores, discusses and recommends coordinated and/or 
alternate types of appropriate Medically Necessary care. The case manager consults 
with the paYent, the family and the aiending Physician in order to develop a plan of 
care for approval by the paYent’s aiending Physician and the paYent. This plan of 
care may include some or all of the following:  

• Personal support to the paYent;  
• ContracYng the family to offer assistance and support;  
• Monitoring Hospital or Skilled Nursing Facility;  
• Assistance obtaining any necessary equipment and services  

  
Case management occurs when an alternate benefit will be beneficial to both the 
paYent and the plan.  
  
The case manager will coordinate and implement the Case Management program by 
providing guidance and informaYon on available resources and suggesYng the most 
appropriate treatment plan. The Plan Administrator, aiending Physician, paYent and 
paYent's family must all agree to the alternate treatment plan.  
   
Once agreement has been reached, the Plan Administrator will direct the Plan to 
cover Medically Necessary expenses as stated in the treatment plan, even if these 
expenses normally would not be paid by the Plan. Unless specifically provided to the 
contrary in the Plan Administrator's instrucYons, reimbursement for expenses 
incurred in connecYon with the treatment plan shall be subject to all Plan limits and 
cost sharing provisions.  
  
Alternate Benefits.  An alternaYve treatment plan should meet the following criteria:  



Seceon 2:  How Your Plan Works       NMMIP  
 

EPO002_01/2024                                            Customer Service (866) 306-1882                       17 

• The treatment must be medically indicated and necessary for the condiYon 
being treated  

• The treatment must not be experimental and invesYgaYonal  
• The treatment must be Cost-EffecYve to both the member and the plan.  
• The treatment must be provided as an alternaYve to an otherwise Covered 

Charge under the plan.  
  
The Plan shall have the right to waive the normal provisions of the Plan when it is 
reasonable to expect a Cost-EffecYve result without sacrificing the quality of paYent 
care. Alternate treatment will be determined on the merits of each individual case, 
and any care or treatment provided will not be considered as senng any precedent 
or creaYng any future liability with respect to that Enrollee or any other Enrollee.  
   
Each treatment plan is individually tailored to a specific paYent and should not be 
seen as appropriate or recommended for any other paYent, even one with the same 
diagnosis.  
  

Type of Inpaeent Admission, 
Readmission or Transfer: 

 When to Obtain Admission Review 
Approval: 

Non-emergency   At least 7 days before the paeent is 
admiZed.  

 Emergency, non-maternity   Within 24 hours of inpaeent Admission. If 
the condiYon makes it impossible to call 
within 24 hours, call as soon as possible. 
(No approval is required for emergency 
room services that do not result in an 
inpaYent Admission.  

Observaeon exceeding 48 
hours  

 Before the observaeon hours exceed 48 
hours.  

Maternity-related   Before the mother’s stay exceeds 48 hours 
for a rouYne delivery or 96 hours for a C-
secYon delivery.  

Extended stay, newborn   Before the newborn’s mother is discharged.  

 
How the Approval Procedure Works.  When your Provider calls, the UYlizaYon 
Review staff will ask for informaYon about your medical condiYon, the proposed 
treatment plan, and the esYmated length of stay. The UYlizaYon Review staff will 
evaluate the informaYon and noYfy the aiending Physician and the facility (usually 
at the Yme of the call) if benefits for the proposed hospitalizaYon are approved. If 
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the Admission is not approved, you may appeal the decision as explained in Sec:on 
6.  
  
Not Obtaining Admission Approval.   If your Provider does not receive prior 
approval, but you choose to be hospitalized anyway, no benefits may be paid as 
specified in the table below:  
  

If you do not obtain Admission approval 
and based on a review of the claim: 

Then: 

The Admission was not for a Covered 
Service.  

Benefits for the facility and all 
related services may be 
denied.  

The Admission was for a Covered Service 
but hospitalizaYon was not Medically 
Necessary.  

InpaYent stay will be denied.  

The Admission was for Medically 
Necessary Covered Services. 

Benefits for the facility’s 
Covered Services may be 
denied if no prior 
authorizaeon was obtained.  

The charges for non-covered and denied services are not applied to any 
DeducYble or Out-of- Pocket Limit. 

Admission review requirements may affect the amounts that the Pool pays for 
InpaYent Services, but they do not deny your right to be admiied to any facility and 
to choose your services. If an Admission is not approved by the Administrator, you 
may always choose to receive the services and pay the full amount billed by the 
facility and other health care Providers for the Admission.  
  

 Advance Benefit Informa@on  
If you want to know what benefits will be paid before receiving services or filing a 
claim, the Administrator may require a wriien request. The Administrator may also 
require a wriien statement from the Provider idenYfying the circumstances of the 
case and the specific services that will be provided. An advance confirmaYon of 
benefits does not guarantee benefits if the actual circumstances of the case differ 
from those originally described. When submiied, claims are reviewed according to 
the terms of this Policy or any other coverage that applies on the date of service.  
   



Seceon 2:  How Your Plan Works       NMMIP  
 

EPO002_01/2024                                            Customer Service (866) 306-1882                       19 

U@liza@on Review/Quality Management  
To take the best care of you and make sure you are genng care in the best place and 
right Yme, the Administrator uses a number of programs. All together, these 
programs are called UYlizaYon Management.  
   
UYlizaYon Management means the Administrator looks at medical records, claims, 
and Admission Review Approvals/Prior Approval requests to make sure that the 
services are Medically Necessary, given in the right senng, and consistent with the 
condiYon reported.   
  
If this management is done before a service is received, it is part of the Prior Approval 
process. If it is done while a service is sYll being received, it is part of the concurrent 
review process. If it is done a^er a service is received, it is called retrospecYve review.  
  
UYlizaYon Management decisions are based only on appropriateness of care and 
service. The Administrator does not reward Providers or persons conducYng their 
programs for denying services and does not offer incenYves to uYlizaYon review 
decision-makers that would encourage them to approve fewer services than you 
need. We want to make sure you get all of the Covered Services you need in the best 
manner possible.  
  

 Integrated Case Management  
It is important to know what resources are available so you can make the best 
decisions regarding your health and wellness. Our Care Services Coordinators will get 
to know you and your healthcare needs, so we can help you navigate the complicated 
healthcare system. We work to connect you with medical providers, home health 
care services, or other resources in your community. You can expect to be contacted 
regularly, either by telephone, text message, or video visit. Below are the Tools of 
Care:   

• Transieon of Care.  If you end up in the hospital, we will reach out to you to 
make sure you have what you need when you’re ready to come home. We’ll 
also conYnue to follow up with you for 30 days a^er you leave the hospital.  

• Remote Monitoring.  Part of your benefit includes access to remote 
monitoring of vital signs which allows your Care Services Coordinator to help 
you idenYfy trends which may indicate a need to see your doctor. Depending 
on your needs, you’ll receive a tablet device, a blood pressure cuff, pulse 
oximeter, scale or glucometer (including lancets and strips).  These readings 
can instantly be available to your care team to help you manage your health 
in real Yme.  

• 24 Hour Nurse Triage Line.  Have a quesYon for a nurse? Not feeling well? 
You can call our Nurse Help line at any Yme to get your quesYons answered.  
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• Clinical Support at Home (specific coverage areas). Your care management 
team is available to come to your home or do a video visit to help provide 
support to you if you aren’t sure whether you should go to urgent care.  

• Virtual Visits. Need to see a doctor, but can’t get in for a couple of weeks? 
Allow us to help you connect with a doctor via telephone or video to get your 
needs met quickly.  

  
All of these support services are available to you as a member of the New Mexico 
Medical Insurance Pool with no out-of-pocket cost. We believe that by working 
together to meet your healthcare needs, we can help reduce the need for emergency 
care and hospitalizaYons. Our goal is to keep you at home where you want to be.   
 
For more informaYon, visit www.ensemblehealth.com, e-mail 
info@ensemblehealth.com, or call (800) 385 -8356.  
  

Health Care Fraud Informa@on  
Health care and insurance fraud results in cost increases for health care plans. You 
can help. Always:  

• Be wary of offers to waive Copayments, DeducYbles, or Coinsurance. These 
costs are passed on to you eventually.  

• Be wary of mobile health tesYng labs. Ask what your health care insurance will 
be charged for the tests.  

• Review the bills from your Providers and the ExplanaYon of Benefits (EOB) form 
you receive from the Administrator a^er a claim has been paid or denied. Verify 
that all services billed to the Administrator were received. If there are any 
discrepancies, call a Customer Service representaYve.  

• Be very cauYous about giving informaYon about your health care insurance over 
the phone.  

  
If you suspect fraud, contact Customer Service at (866) 306-1882.  
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 3   Covered Services  
This secYon describes the services and supplies covered by this Policy, subject to the 
limitaYons and exclusions in Sec:ons 2 and 4. All payments are based on Covered Charges 
as determined by the Administrator. Reminder: It is to your financial advantage to receive 
care from ParYcipaYng Providers.  

  
Medical Necessity.  The Administrator determines what is Medically Necessary based on 
what is:  

• Medically appropriate, considering your age and health, for the symptoms and 
diagnosis or treatment of your medical condiYon, illness, or injury;  

• In accordance with standards of sound medical pracYce;  
• Not primarily for you, your family’s, or your Provider’s convenience; and  
• The most appropriate supply or level of service that can safely be provided to you. 

When applied to hospitalizaYon, this also means that you require inpaYent acute 
care due to the nature of the services rendered or of your condiYon, and you cannot 
receive safe or adequate care as an outpaYent.  

  
Note: The decision as to whether a service is Medically Necessary is based on generally 
accepted medical or surgical standards. Medical Necessity or Medically Necessary means 
health care services determined by a Provider, in consultaYon with the health care insurer, 
to be appropriate or necessary; according to any applicable generally accepted principles 
and pracYces of good medical care or pracYce guidelines developed by the federal 
government, naYonal or professional medical socieYes, boards and associaYons, or 
applicable clinical protocols or pracYce guidelines developed by the health care insurer 
consistent with such federal, naYonal, and professional pracYce guidelines, for the diagnosis 
or direct care and treatment of a physical, behavioral, or mental health condiYon, illness, 
injury, or disease. 
 
 Because a Provider prescribes, orders, recommends, or approves a service does not make 
it Medically Necessary or make it a Covered Service, even if it is not specifically listed as 
an exclusion. If you disagree with a decision made by the Administrator, see Sec:on 6 for 
informaYon on appeals.  

  

 Acupuncture Services  

Acupuncture is covered when administered by a licensed Provider acYng within the 
scope of licensure and when necessary for the treatment of a medical condiYon. 
Benefits are limited to 20 visits per calendar year, unless for rehabilitaYve or 
habilitaYve purposes. Reimbursement is limited to the Covered Charge for the 
Acupuncture treatment itself and associated office visits.   
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Acupuncture benefits include, but are not limited to, Acupuncture used as an 
anestheYc during a covered surgical procedure or in the treatment of severe pain 
and administered by a Physician or a licensed acupuncturist.  Cost-sharing for 
Acupuncture is limited to that of Primary Care. 
  
Exclusions.  This Policy does not cover herbs, homeopathic preparaYons, nutriYonal 
supplements, massage therapy (unless Medically Necessary and performed by an 
M.D., Physical Therapist, or OccupaYonal Therapist), or Rolfing.  

  
 Ambulance Services  

This Policy covers Ambulance services in an Emergency (e.g., cardiac arrest, stroke). 
When you cannot be safely transported by any other means in a non-emergency 
situaYon, this Policy also covers Medically Necessary Ambulance transportaYon to a 
Hospital with appropriate faciliYes capable of treaYng your medical condiYon, or 
from one Hospital to another. All Ambulance services are subject to pre and/or post 
service Medical Necessity review. Prior Approval is required for Air Ambulance in a 
non-medical Emergency including Hospital to Hospital transfers. When using an Air 
Ambulance in a non-Emergency situaYon, the Policy reserves the right to select the 
Air Ambulance Provider. If you do not use the Air Ambulance the Policy selects in a 
non-Emergency situaYon, no coverage will be provided.  
  
Air Ambulance.   Air Ambulance is covered only when terrain, distance, or your 
physical condiYon requires the use of Air Ambulance services, or for high-risk 
Maternity and newborn transport to terYary care faciliYes. Prior Approval is required 
for Air Ambulance in a non-medical emergency.  Air Ambulance coverage is based on 
Medical Necessity.  

  
Exclusions.  This Policy does not cover:  

• Commercial transport, private aviaYon, or air taxi;  
• Services not specifically listed as covered, such as private automobile, public 

transportaYon, or wheelchair Ambulance; or  
• Services ordered only because other transportaYon was not available or for 

your convenience.  
  

 AuZsm Spectrum Disorders  

This Policy covers HabilitaYon and RehabilitaYon Treatment of AuYsm Spectrum 
Disorder through Speech Therapy, OccupaYonal Therapy, Physical Therapy, and 
Applied Behavioral Analysis (ABA). Providers must be credenYaled to provide such 
therapy.  

Treatment must be prescribed by the member's treaYng Physician in accordance with 
a treatment plan. The treatment plan must be maintained by the prescribing 
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Physician and submiied with the claim for services. The treatment plan will be 
reviewed to ensure the services are Medically Necessary. If services are received but 
were not part of the treatment plan, benefits for services may be denied.  

Services are subject to usual member cost-sharing features such as DeducYble, 
Coinsurance, Copayments, and Out-of-Pocket Limits based on place of treatment and 
type of service. All services are subject to General LimitaYons and Exclusions except 
where explicitly menYoned as being an excepYon. This benefit is subject to the other 
general provisions of the Policy, including but not limited to: coordinaYon of benefits, 
restricYons on health care services, including review of Medical Necessity, case 
management, and other managed care provisions.  

Exclusions for auesm spectrum disorders.  This Policy does not cover:  

• Any experimental, long-term, or maintenance treatments not required under 
state law;  

• Medically unnecessary or non-habilitaYve services under any circumstance;  
• Any services received under the federal Individuals with DisabiliYes 

EducaYon Improvement Act of 2004 and related state laws that place 
responsibility on state and local school boards for providing specialized 
educaYon and related services to individuals who have auYsm spectrum 
disorder;  

• Respite services or care;  
• Sensory integraYon therapy (SIT) or auditory integraYon therapy (AIT);  
• Music therapy, vision therapy, or touch or massage therapy (unless Medically 

Necessary and performed by an M.D., Physical Therapist, or OccupaYonal 
Therapist);  

• Floor Yme;  
• Facilitated communicaYon;  
• EliminaYon diets, nutriYonal supplements, intravenous immune globulin 

infusion, secreYn infusion;  
• ChelaYon therapy; or  
• Hippotherapy, animal therapy, or art therapy.  

 Blood Services  

This Policy covers the processing, transporYng, handling, and administraYon of blood. 
Note: This Policy covers blood storage fees only when the blood is to be used for an 
already scheduled surgical procedure and only if the donor has specifically indicated 
that you, the policyholder, are to receive the donated blood. (This includes situaYons 
in which you are donaYng blood to be used in your own scheduled procedure.) Blood 
storage costs for any other purpose will not be covered. This Policy does not cover 
blood replaced by or for the paYent through donor credit.  
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 Chemical Dependency  

If you are admiied because of an Emergency, the Administrator must be called within  
24 hours of Admission or as soon as reasonably possible or benefits for covered 
facility services may be denied.  
 
This Policy covers the following inpaYent and outpaYent care (including intensive 
outpaYent programs and parYal hospitalizaYon), for the evaluaYon, diagnosis, and/or 
treatment of Chemical Dependency, which includes both Alcoholism and Drug Abuse:  

• TherapeuYc individual and group psychotherapy rendered by psychiatrists, 
psychologists, licensed family therapists, and Other Mental Health/Chemical 
Dependency Providers (as defined in Sec:on 9: DefiniYons);  

• InpaYent visits and other Professional Provider services received on a day during 
which Hospital benefits were provided;  

• Medical management of prescripYon medicaYon;  
• Intake evaluaYons and psychological tesYng;  
• Family counseling, or counseling with family members to assist in the paYent’s 

diagnosis and treatment; and  
• Other therapeuYc services, as appropriate and prior-approved by the 

Administrator.  
 

ChiropracZc Services  

ChiropracYc care including the manipulaYon of body joints and the spine are covered 
when  administered by a licensed Provider acYng within the scope of licensure, and 
when necessary for the treatment of a medical condiYon. Benefits are limited to 20 
visits per  calendar year, unless for rehabilitaYve or habilitaYve purposes. 
Reimbursement is limited to the Covered Charge for the chiropracYc treatment itself 
and associated office  visit.  

 
 Covid-19 Services  

This Plan covers the following at no cost-sharing in the tesYng and delivery of health 
care services for Covid-19 (including tesYng/screening for pneumonia and influenza, 
treatment for pneumonia when due to or a result of Covid-19 infecYon, and 
treatment for influenza when a co-infecYon with Covid-19) or any disease or 
condiYon which is the cause of, or subject of, a public health emergency is 
presumpYvely unreasonable and is prohibited. 

 

Dental-Related/TMJ Services and Oral Surgery  

The following services are the only dental services and oral surgery procedures 
covered under this Policy. When alternaYve procedures or devices are available, 
benefits are based upon the most Cost-EffecYve, medically appropriate procedure or 
device available.  
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Dental and Facial Accidents. Benefits for Covered Services for the treatment of 
accidental injuries to the jaw, mouth, face, or Sound Natural Teeth are generally 
subject to the same limitaYons, exclusions, and Enrollee cost-sharing provisions that 
would apply to similar services when not dental-related (e.g., x-rays, Medical 
Supplies, surgical procedures).  

  
Facility Charges and General Anesthesia for Dental-Related Services. This Policy 
covers inpaYent or outpaYent Hospital expenses (including Ambulatory Surgical 
FaciliYes and Hospital and Physician charges for administraYon of general anesthesia 
for non-covered, Medically Necessary Dental-Related Services) if the paYent 
requires hospitalizaYon for one of the following reasons:  

• Insureds exhibiYng physical, intellectual or medically compromising condiYons 
for which dental treatment under local anesthesia, with or without addiYonal 
adjuncYve techniques and modaliYes, cannot be expected to provide a 
successful result and for which dental treatment under general anesthesia can 
be expected to produce superior results;  

• Local anesthesia is ineffecYve because of acute infecYon, anatomic variaYon, or 
allergy to local anesthesia;  

• insured children or adolescents who are extremely uncooperaYve, fearful, 
anxious or uncommunicaYve with dental needs of such magnitude that 
treatment should not be postponed or deferred and for whom lack of treatment 
can be expected to result in dental or oral pain or infecYon, loss of teeth or other 
increased oral or dental morbidity;  

• Because oral-facial or dental trauma is so extensive, local anesthesia would be 
ineffecYve;  

• There is a Medically Necessary dental procedure (not excluded by any General 
LimitaYon or Exclusion listed in the benefit booklet such as for work-related, or 
CosmeYc services, etc.) that requires the paYent to undergo general anesthesia 
or be hospitalized.  

 
Note: Unless listed as a covered procedure in this secYon, the DenYst’s services for 
the procedure will not be covered.  

  
Oral Surgery.  Covered Services include surgeon’s charges for the following oral 
surgical  procedures only:  

• Removal of fully or parYally bony impacted teeth;  
• External or intraoral cunng and draining of celluliYs (not including treatment of  

dental-related abscesses);  
• Incision of accessory sinuses, salivary glands, or ducts;  
• Medically Necessary orthognathic surgery;  
• Lingual frenectomy;  
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• Removal or biopsy of tumors and cysts of the jaws, cheeks, lips, tongue, roof, and  
floor of mouth when pathological examinaYon is required; and  

• Removal of exostoses (bony growths) on the jaws and hard palate, provided the  
procedure is not done in preparaYon of the mouth for dentures.  

    
Prior Approval is required for orthognathic surgery that requires inpaeent  
Admission.  

    
Pediatric Dental Services.   This policy covers children up to the age of 19 for the  
following:  
• Cleanings, fluoride, diagnosYc exams and X-rays twice per calendar year;  
• Sealants once per 60 months;  
• Space maintainers;  
• Fillings;  
• Crowns;  
• Root canals;  
• ExtracYons; and  
• OrthodonYc appliances and treatment that are Medically Necessary to treat a 

cle^  palate or lip.  
    
Dental Services for Transplant Candidates.  This Policy will cover the essenYal dental  
services determined to be Medically Necessary for the general management of the 
transplant  recipient’s health prior to transplant.  

   
TMJ/CMJ Services. This Policy covers standard diagnosYc, therapeuYc, surgical, and  
non-surgical treatments of Temporomandibular Joint (TMJ) or craniomandibular joint  
(CMJ) disorders or accidental injuries. Treatment may include orthodonYc Appliances  
and treatment, crowns, bridges, or dentures only if required because of an Accidental  
Injury to Sound Natural Teeth involving the TMJ or CMJ.  

    
Exclusions.  This Policy does not cover oral or dental procedures not specifically listed  
as covered such as, but not limited to:    

• Non-standard services (diagnosYc, therapeuYc, or surgical);  
• Removal of tori;  
• VesYbuloplasty (surgical modificaYon following periodontal treatment);  
• Dental services that may be related to, or required as the result of, a medical  

condiYon or procedure (e.g., Chemotherapy or RadiaYon Therapy) except as  
specifically stated under transplant benefits;  

• Procedures involving orthodonYc care (except as specifically stated), the teeth,  
dental implants, periodontal disease or condiYon, or preparing the mouth for  
dentures;  
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• Procedures to correct anomalies relaYng to teeth or structures supporYng the 
teeth or for CosmeYc procedures when the surgery does not correct a bodily 
malfuncYon;  

• Duplicate or “spare” Appliances;  
• Personalized restoraYons, CosmeYc replacement of serviceable restoraYons, or  

materials (such as precious metals) that are more expensive than necessary to  
restore damaged teeth;  

• ArYficial devices and/or bone gra^s for denture wear;  
• Surgeon’s or DenYst’s charges for the non-covered Dental-Related Services;  
• HospitalizaYon or general anesthesia for the paYent’s or Provider’s convenience; 

or  
• Any service related to a dental procedure that is not Medically Necessary or that 

is  excluded under this Policy for reasons other than being dental-related, even if  
hospitalizaYon and/or general anesthesia is Medically Necessary for the 
procedure  being received (e.g., CosmeYc procedures, experimental procedures, 
services  received a^er coverage terminaYon, work-related injuries, etc.).    

 
Developmental Delay 

Developmental Delay - Services and supplies related to occupaYonal therapy, physical 
therapy, speech therapy or other medical charges in associaYon with treatment for 
developmental delays or learning disorders. Benefits for specific services will be subject 
to any applicable maximums as indicated in the Schedule of Benefits. 
 

DiabeZc Services 

Diabetes Self-Management. This Policy covers diabetes self-management training and 
educaYon prescribed by a health care Provider. A diabetes paYent educaYon program is 
a planned program of instrucYon that is:  

• Provided by a health professional diabetes educator who is cerYfied by the 
NaYonal  CerYficaYon Board for Diabetes Educators (CDE); and  

• Designed to teach paYents with diabetes and their families to: 
o Understand the relaYonship between diabetes control and 

complicaYons;  
o Perform diabeYc management skills to achieve adequate diabetes 

control; and  
o Avoid frequent Hospital confinements and complicaYons.  

 
Covered Services are limited to:  

• Medically Necessary visits upon the diagnosis of diabetes;  
• Visits following a Physician diagnosis that represents a significant change in your  

symptoms or condiYon that warrants changes in your self-management;   
• Visits when reeducaYon or refresher training is prescribed by a health care 

Provider; and  
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• Medical nutriYon therapy related to diabetes management.    
 

Diabeec Supplies and Equipment. This provision of the Policy covers the following 
supplies and equipment for diabeYc Enrollees and individuals with elevated blood 
glucose levels due to pregnancy (for supplies, this Policy covers up to a month’s supply 
purchased during any given month):  

• Insulin pump supplies;  
• InjecYon aids, including those adaptable to meet the needs of the legally blind;  
• Insulin pumps;  
• Blood glucose monitors, including those for the legally blind; and  
• Medically Necessary podiatric Appliances for prevenYon and treatment of foot 

complicaYons associated with diabetes; including therapeuYc molded or depth- 
inlay shoes, funcYonal orthoYcs, custom molded inserts, replacement inserts, 
prevenYve devices, and shoe modificaYons.  

  
If you enroll in the Pool’s Remote PaYent Monitoring Program (RPM), you are eligible 
to receive the following diabeYc tesYng supplies at no cost-sharing (no charge): diabeYc 
pump supplies, glucose meter, test strips, control soluYon, lancets and lancing devices. 
On a regularly scheduled basis the program will automaYcally ship the necessary 
supplies to your home. Only through enrollment in the program, do you qualify for the 
no-cost sharing supplies. Contact the Administrator about this program or see our Web 
Site www.nmmip.org.  

  
Equipment, OrthoZcs, Appliances, Supplies, and ProstheZcs  

Durable Medical Equipment and Appliances.   This Policy covers the following items:  

• Orthopedic Appliances;  
• Replacement of items when required because of wear (and the item cannot be 

repaired) or because of a change in your condiYon; or if equipment is no longer 
funcYoning, is outside the warranty period and the defect is unable to be 
repaired; or repair of item not due to misuse; 

• Oxygen and oxygen equipment, wheelchairs (including baieries), hospital beds, 
crutches, and other necessary Durable Medical Equipment;  

• Lens implants for aphakic paYents (those with no lens in the eye) and so^ lenses 
or sclera shells (white supporYng Yssue of eyeball);  

• Either one set of prescripYon eyeglasses or one set of contact lenses (whichever 
is appropriate for your medical needs) when necessary to replace lenses absent 
at birth or lost through cataract or other intraocular surgery or ocular injury, to 
treat condiYons related to geneYc inborn errors of metabolism, or prescribed by 
a Physician as the only treatment available for keratoconus (Duplicate 
glasses/lenses  are  not covered. Replacement is covered only if a Physician or 
Optometrist recommends a change in prescripYon due to a change in your 
medical condiYon.);  

• Cardiac pacemakers;  
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• Blood pressure monitors, limited to one (1) per calendar year;  
• The rental of (or at   the opYon of the Administrator, the purchase of) Durable 

Medical Equipment, including repairs to purchased equipment, when prescribed 
by a  covered health care Provider and required for therapeuYc use; and  

• Sales tax, shipping and handling costs associated with the rental or purchase of 
Durable Medical equipment. 

 

Hearing Aids.  This Policy covers the following items if prescribed by a Physician and 
received from a Physician, qualified audiologist, or hearing aid dealer:   

• The hearing aid unit and its acquisiYon costs;  

• Ear mold, necessary cords, tubing, and connectors; 

• Standard package of baieries; and  
• Earphone or oscillator.  
 

This Policy does not cover:  

• Spare hearing aids;  
• Hearing aids that do not meet FDA or FTC requirement; or  
• Eyeglass-type hearing aids, to the extent the charge for such hearing aid exceeds  

the covered hearing aid expense for one basic behind-the-ear type model.  
 

Cochlear implantaYon of a hearing device (such as an electromagneYc bone conductor) 
for  the profoundly hearing impaired, including the cost of the device and training to 
use  the device, may be covered.   
 
Medical Supplies.   For the following Medical Supplies, this Policy covers up to a 
month’s supply  purchased during any given month:  

• Colostomy bags, catheters;  
• Gastrostomy tubes;  
• Hollister supplies;  
• Tracheostomy kits, masks;  
• Lamb’s wool or sheepskin pads;  
• Ace bandages, elasYc supports when billed by a Physician or other Provider 

during a covered office visit; and  
• Slings.  

 
Orthoecs and Prostheec Devices.  This Policy covers:  

• FuncYonal orthoYcs only for paYents having a locomoYve problem or gait  
difficulty resulYng from mechanical problems of the foot, ankle, or leg. (A  
funcYonal orthoYc is used to control the funcYon of the joints.);  

• Surgically implanted prostheYcs or devices, including penile implants required as 
a result of illness or injury;  
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• Externally aiached prostheses to replace a limb or other body part lost a^er  
Accidental Injury or surgical removal; their finng, adjustment, repairs, and  
replacement;  

• Replacement of prostheYcs only when required because of wear (and the item 
cannot be repaired) or because of a change in your condiYon;  

• Breast prostheYcs when required as the result of a mastectomy;  
• Up to four mastectomy brassieres per calendar year; and  
• Up to six pair of support hose per calendar year when prescribed by a Physician.   

    
Coverage is  equivalent to Medicare. Coverage is for the most appropriate device as 
determined to be medically necessary by the treaYng Provider.  Coverage of prostheYcs 
may be subject to authorizaYon. 

    
Exclusions.  This Policy does not cover, regardless of therapeuYc value, items such as, 
but not limited to:  

• Air condiYoners, biofeedback equipment, humidifiers, purifiers, self-help 
devices, or whirlpools;  

• Items that are primarily non-medical in nature such as Jacuzzi units, hot tubs, 
exercise equipment, heaYng pads, hot water boiles, or diapers;  

• Non-standard or deluxe equipment when standard equipment is available and 
adequate;  

• External prostheYcs that are suited for heavier physical acYvity such as fast 
walking, jogging, bicycling, or skiing;  

• Comfort items such as bed boards, beds or mairesses of any kind, bathtub li^s, 
overbed tables, or telephone arms;  

•  Repair costs that exceed the rental price of another unit for the esYmated period 
of need, or repair or rental costs that exceed the purchase price of a new unit;  

• Dental Appliances (See “Dental-Related/TMJ Services and Oral Surgery” for 
excepYons);  

• AccommodaYve orthoYcs (deal with structural abnormaliYes of the foot, 
accommodate such abnormaliYes, and provide comfort, but do not alter 
funcYon);  

• Orthopedic shoes, unless joined to braces; (DiabeYc Enrollees and Enrollees with 
diagnosed severe neuropathy may be eligible to receive benefits for these items. 
Call the Administrator for details. Also see “DiabeYc Services.”);  

• Equipment or supplies not ordered by a health care Provider, including items 
used for comfort, convenience, or personal hygiene;  

• Duplicate items; repairs to duplicate items; or the replacement of items because 
of loss, the^, or destrucYon;  

• Voice synthesizers or other communicaYon devices;  
• Eyeglasses or contact lenses or the costs related to prescribing or finng of glasses 

or contact lenses, unless listed as covered; sunglasses, special Ynts, and other 
extra features for eyeglasses or contact lenses;  
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• Syringes or needles for self-administering drugs; (Coverage for insulin needles 
and syringes and other diabeYc supplies are covered as described under 
“DiabeYc Services.”); or  

• Items that can be purchased over-the-counter (unless listed as covered under 
“Medical Supplies”), including, but not limited to, dressings for bed sores or 
burns, gauze, and bandages.  

 
Family Planning/InferZlity/ContracepZve Services  

Family Planning.  Covered family planning services include FDA-approved devices and 
other procedures such as:  

• SterilizaYon surgery for Women  
• SterilizaYon surgery for Men  
• IUD Copper  
• IUD with ProgesYn  
• Implantable Rod  
• Shot/InjecYon  
• Oral ContracepYves (The Pill) (Combined Pill) – prescripYon benefit  
• Oral ContracepYves (Extended/ConYnuous Use) – prescripYon benefit  
• Patch – prescripYon benefit �  Vaginal ContracepYve Ring  
• Diaphragm with Spermicide  
• Sponge with Spermicide  
• Cervical Cap with Spermicide  
• Male Condom  
• Female Condom  
• Spermicide  
• Emergency ContracepYve (“Plan B”)  
• Emergency ContracepYve (“Ella”)  

  
Contracepeon Coverage.  You are enYtled to receive certain covered contracepYon 
services and supplies without cost sharing and without prior approval. This means that 
you do not have to make a co-payment, coinsurance, saYsfy a deducYble or pay out-
of-pocket for any part of contracepYon benefits listed if you receive them from an in-
network provider.  

  
You may be required to pay a copay, coinsurance, and/or deducYble if you receive a 
contracepYon service or supply from an out-of-network provider if the same service 
or supply is available in-network. You may also owe cost sharing if you  receive a brand-
name contracepYve when at least one generic or therapeuYc equivalent is available.  

• Long-Aceng Reversible Contracepeves (LARCs).  Coverage with no cost-
sharing also applies to IUD inserYon and removal, including surgical removal, 
and to any related medical examinaYon when services are obtained from an 
in-network provider. Coverage of LARCs with no cost-sharing also includes (pre-
discharge) post-partum clinical services.   
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• Oral Contracepeves.  You are enYtled to receive a six-month supply of 
contracepYves, if prescribed and self-administered, when dispensed at one 
Yme by your pharmacy. To receive this benefit, your provider must specifically 
prescribe the six-month supply. If you need to change your contracepYve 
method before the six-month supply runs out, you may do so without cost-
sharing. You will not owe cost sharing for any related contracepYve counseling 
or side-effects management.  

Your plan may exclude or apply cost sharing to a name-brand contracepYve if 
a generic or therapeuYc equivalent is available within the same category of 
contracepYon. Ask your provider about a possible equivalent. If your provider 
determines a brand-name contracepYve is medically necessary, your provider 
may ask for coverage of that contracepYve without cost-sharing. If we deny the 
request, you or your provider can submit a grievance to contest the denial.  

• Vasectomies and Male Condoms.  This plan covers vasectomies and male 
condoms. No prescripYon or cost sharing is required for coverage of male 
condoms. (Please see the secYon below on Coverage for ContracepYon Where 
a PrescripYon Is Not Required for instrucYons on reimbursement for 
condoms.)  

• Sexually TransmiZed Infeceons.  This plan covers, and no cost-sharing applies 
to, contracepYon methods that are prescribed for the prevenYon of sexually 
transmiied infecYons.  

• Coverage for Contracepeon Where a Prescripeon is Not Required.  This plan 
covers contracepYon with no-cost sharing even when a prescripYon is not 
required. ContracepYve methods such as condoms or Plan B may fall into this 
category. For purchases of covered contracepYves, you may submit a request 
for reimbursement as follows.  

Receipt must be submiied within 90 days of the date of purchase of the 
contracepYve method.  Receipt must include item name and amount, your 
name, address, plan ID number, along with reimbursement request form 
located at www.nmmip.org. Receipt must be mailed to Plan Administrator at 
P.O. Box 780548, San Antonio, TX  78278. 

• Prescripeon Drugs.  Benefits mandated through the PPACA legislaYon to 
include PrevenYve Care medicaYons, and contracepYves that are listed as 
recommended by Health Reform Law A and B recommendaYons as 
determined by the United Sates PrevenYve Services Task Force (USPSTF). 

 
Inferelity-Related Services.  This Policy covers the following inferYlity-related 
treatments (note that the following procedures only secondarily also treat inferYlity):  

• InferYlity tesYng to diagnose cause of inferYlity;  
• Surgical and medical to repair or correct the condiYon causing inferYlity;  
• DiagnosYc lab and x-ray;  
• TherapeuYc and inferYlity drugs; or  
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• InferYlity treatments and related services, such as hormonal manipulaYon and 
excess hormones to increase the producYon of mature ova for ferYlizaYons.  

  
The above services are the only inferYlity-related treatments that will be considered 
for benefit payment.  

  
Exclusions.  This Policy does not cover:  

• SterilizaYon reversal for males or females;  
• Gamete Intrafallopian Transfer (GIFT) or Zygote Intrafallopian Transfer (ZIFT) or 

other similar procedures;  
• Cost of donor sperm; and  
• ArYficial concepYon or inseminaYon, including ferYlizaYon and/or growth of 

a fetus outside the mother’s body in an arYficial environment, such as in-vivo 
or in-vitro (“test tube”) ferYlizaYon, and embryo transfer; drugs for induced 
ovulaYon; or other arYficial methods of concepYon.  

• Sexual DysfuncYon. Services related to male or female sexual or erecYle 
dysfuncYons or inadequacies, regardless of origin or cause, including 
prescripYons drugs, sex counseling, penile prostheYc implants (except as 
otherwise specified), and all other procedures and equipment developed for 
or used in the treatment of impotency, however expenses which are incurred 
in order to diagnose the condiYon will be covered.  

  
Gender Affirming Care  

This Policy covers care for enrollees with a clinical diagnosis of Gender Dysphoria.  
Covered services include the following: 

• Behavioral health services; 
• Hormone therapy services, limited to Gonadotropin-Releasing Hormone 

Therapy (GnRH) and Gender-Affirming Hormone Therapy; 
• Genital surgeries ; 
• Breast/chest surgeries;  
• Facial and neck surgeries;  
• Pre- and post-operaYve services; 
• Pre-surgical permanent hair removal/electrolysis to treat surgical sites; and 
• OutpaYent physical therapy. 

 
Coverage limitaYons include the following:  

• Enrollees must have a clinical diagnosis of Gender Dysphoria. 
• Service must be medically necessary. 
• Any co-exisYng physical and behavioral health condiYons do not interfere with 

diagnosYc clarity or capacity to consent, and associated risks and benefits have 
been discussed. 

• The Enrollee has given informed consent for the service. 
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• If the Enrollee is under 18 years of age, Enrollee’s parent(s) or legal guardian has 
given informed consent for the service. 

• GnRH therapy is a covered service for an Enrollee who has reached Tanner Stage 
2. 

• Gender-Affirming Hormone Therapy is a covered service for an Enrollee who: 
o Has been informed of the possible reproducYve effects of hormone 

therapy, including the potenYal loss of ferYlity, and the available opYons 
to preserve ferYlity, 

o Has reached Tanner Stage 2, and  
o If under 18 years of age, demonstrates the emoYonal and cogniYve 

maturity required to understand the potenYal impacts of the treatment. 
• Prior to beginning Gender-Affirming Hormone Therapy, a licensed health care 

professional who has competencies in the assessment of transgender and 
gender diverse people must determine that any behavioral health condiYons 
that could negaYvely impact the outcome of treatment have been assessed and 
the risks and benefits have been discussed with the member. 

• For the first 12 months of Gender-Affirming Hormone Therapy, an Enrollee must 
receive medical assessments at a frequency determined to be clinically 
appropriate by the prescribing provider. 

• Surgical procedures are limited to an Enrollee 18 years of age or older who: 
o Has completed 6 conYnuous months of hormone therapy (does not apply 

for mastectomy surgeries), unless hormone therapy is not clinically 
indicated or is inconsistent with the client’s desires, goals, or expressions 
of individual gender idenYty; and 

o Understands the potenYal effect of the Gender-Affirming Surgery on 
ferYlity. 

• Mammoplasty is covered when an Enrollee has completed 12 conYnuous 
months of hormone therapy, unless hormone therapy is not clinically indicated 
or is inconsistent with the paYent’s desires, goals, or expressions of gender 
idenYty.  

• Requests for surgery for Enrollees under 18 years of age will be reviewed and 
considered based on medical circumstances and clinical appropriateness of the 
request. 

 
Exclusions.  This Policy does not cover:  

• Reversal of covered surgical procedures; or 
• Any items or services excluded from coverage as listed in the Policy. 

 
 GeneZc Inborn Errors of Metabolism  

This Policy covers Medically Necessary expenses related to the treatment of GeneYc 
Inborn Errors of Metabolism that involve amino acid, carbohydrate and fat 
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metabolism and for which medically standard methods of diagnosis, treatment and 
monitoring exist. (as defined in Sec:on 9: DefiniYons).  
  
Covered Services include medical assessment, including clinical services, chemical 
analysis, Medical Supplies, PrescripYon Drugs, correcYve lenses for condiYons related 
to the geneYc Inborn Error of Metabolism, nutriYonal management, and prior 
approved Special Medical Foods (as defined) that are used to treat and to 
compensate for the metabolic abnormality of Enrollees with geneYc inborn errors of 
metabolism in order to maintain their adequate nutriYonal status. In order to be 
covered, services cannot be excluded under any other provision of this booklet and 
are paid according to the provisions of the Policy that apply to that parYcular type of 
service (e.g., Special Medical Foods are covered under “PrescripYon Drugs and Other 
Items,” medical assessments under “Physician Visits/Medical Care,” and correcYve 
lenses under “Equipment, OrthoYcs, Appliances, Supplies, and ProstheYcs”).  
  
To be covered, the Enrollee must be receiving medical treatment provided by licensed 
health care professionals, including Physicians, dieYcians, and nutriYonists, who have 
specific training in managing paYents diagnosed with geneYc inborn errors of 
metabolism.  

  
Home Health Care/Home I.V. Services  

Condieons and Limitaeons of Coverage. If home healthcare is proven to be Medically 
Necessary, home health care and home I.V. services are covered. Benefits are limited 
to 100 visits per calendar year. (AddiYonal visits may be approved with a 
determinaYon of Medical Necessity.)  A visit is one period of home health service of 
up to four hours. Services must be provided under the direcYon of a Physician and 
nursing management must be through a home health care agency approved by the 
Administrator.  
  
Covered Services.  The following services are covered, subject to the condiYons and  
limitaYons above, when provided by an approved home health care agency during a   
covered visit in your home:  

• Skilled Nursing Care provided on an intermiient basis by a Registered Nurse 
or Licensed PracYcal Nurse;  

• Physical, OccupaYonal, Respiratory, or Speech Therapy provided by licensed 
or cerYfied therapists;  

• Intravenous medicaYons and other PrescripYon Drugs ordinarily not available 
through a retail pharmacy if Prior Approval is received from the Administrator 
(If drugs are not provided by the home health care agency, see “PrescripYon 
Drugs and Other Items.”);  

• Parenteral and Enteral NutriYonal Products that can only be legally dispensed 
by the wriien prescripYon of a Physician and are labeled as such on the 
packages (If not provided by the home health care agency, see “PrescripYon 
Drugs and Other Items.”);  
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• Medical Supplies; or  
• Services of a home health aide under the supervision of a Registered Nurse 

and in conjuncYon with Skilled Nursing Care.  
  

Exclusions.  This Policy does not cover:  

• Care provided primarily for you or your family’s convenience;  
• Homemaking services or care that consists mostly of bathing, feeding, 

exercising, preparing meals for, moving, giving medicaYons to, or acYng as a 
siier for the paYent (See the “Custodial Care” exclusion in Sec:on 4.);  

• Services provided by a nurse who ordinarily resides in your home or is a 
member of your immediate family; or  

• Non-prescripYon Enteral NutriYonal Products.  
  

 Hospice Care  

This Policy covers Hospice services for a terminally ill Enrollee received during a 
Hospice Benefit Period when provided by a Hospice program approved by the  
Administrator.  

     
Prior Approval is required for inpaeent Hospice Care.  

  
Covered Services. The following services are covered, subject to the condiYons and 
limitaYons above, under the Hospice Care benefit:  

• PalliaYve Care;     
• inpaYent Hospice Care and Hospice home visits by a Physician;  
• Skilled Nursing Care by a Registered Nurse or Licensed PracYcal Nurse;  
• Physical, OccupaYonal Therapy, Speech Therapy provided by licensed 

Providers;  
• Medical Supplies (If supplies are not provided by the Hospice agency, see 

“Equipment, Supplies, and ProstheYcs.”);  
• Drugs and medicaYons for the Terminally Ill PaYent (If drugs are not provided 

by the Hospice agency, see “PrescripYon Drugs and Other Items.”);  
• Medical social services provided by a qualified individual with a degree in 

social work, psychology, or counseling, or the documented equivalent in a 
combinaYon of educaYon, training, and experience (Such services must be 
recommended by a Physician to help the Enrollee or their family deal with a 
specified medical condiYon.);  

• Services of a home health aide under the supervision of a Registered Nurse 
and in conjuncYon with Skilled Nursing Care;  

• NutriYonal guidance and support, such as intravenous feeding and 
hyperalimentaYon;  

• Respite care for a period not to exceed five (5) conYnuous days for every 60 
days of Hospice Care and no more than two (2) respite care periods during 
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the Hospice Benefit Period. (Respite care provides a brief break from total 
care-giving by the family); and  

• Bereavement family counseling. 
  

Exclusions. This Policy does not cover:  

• Food, housing, or delivered meals medical transportaYon;  
• Volunteer services;  
• Homemaker and housekeeping services, comfort items;  
• Private duty nursing;  
• SupporYve services provided to the family of a Terminally Ill PaYent when the 

paYent is not an Enrollee of this Policy; or care or services received a^er the 
Enrollee’s coverage terminates.  

• Care or services received a^er the Enrollee’s coverage terminates. 
  

The following services are not Hospice care benefits but may be covered elsewhere 
under this Policy: acute inpaYent Hospital care for curaYve services, Durable Medical 
Equipment, Physician visits unrelated to Hospice care, and Ambulance services.  

  
 Hospital/Other Facility Services  

Inpaeent Services.  For acute care received during a covered Hospital Admission, this 
Policy covers semiprivate room or Special Care Unit (e.g., ICU, CCU) expenses and 
other Medically Necessary services provided by the facility. (If you have a private 
room for any reason other than isolaYon, covered room expenses are limited to the 
average semiprivate room rate, whether or not a semiprivate room is available.)  
  
Prior Approval is required for all non-emergency inpaeent Admissions.  
  
If you are admiied because of an Emergency the Administrator must be called within  
24 hours of Admission or as soon as reasonably possible or benefits for covered 
facility services may be denied.  
  
Outpaeent/Emergency Room Services. This Policy covers Medically Necessary       
outpaYent, observaYon, and other treatment room services.  
  
Emergency Room.  If services are received in an emergency room or other trauma 
center, the condiYon must meet the definiYon of an “Emergency” in order to be 
covered.  
   

  Lab, X-Ray, Other DiagnosZc Services  

This policy covers DiagnosYc Services, including preadmission tesYng, that are related 
to an illness or injury. Covered Services include:  

• X-ray and radiology services, ultrasound, and imaging studies; MRI, CT/PET;  
• Laboratory and pathology tests;  



 Seceon 3: Covered Services                                                                                                                       NMMIP  
  

  

EPO002_01/2024                                            Customer Service (866) 306-1882                       38 

• EKG, EEG, and other electronic diagnosYc medical procedures;  
• Audiometric (hearing) and vision tests required for the diagnosis and/or 

treatment of Accidental Injury or an illness or for prescribing an appropriate 
hearing aid for a known hearing loss;  

• Direct skin (percutaneous and intradermal) and patch allergy tests; radio- 
allergosorbent tesYng (RAST);  

• TesYng and treatment for glaucoma; 
• An annual rouYne, low-dose mammogram screening and Pap test in 

accordance with naYonal medical standards;  
• Biomarker tesYng for diagnosYc, treatment, management and monitoring; 

and 
• Sleep Disorders. Medically Necessary services and supplies rendered by 

covered Providers for the treatment for sleep disorders, including sleep 
studies, if medically appropriate. 

  
Prior Approval is required for certain MRI, CT and PET Scans (excludes bone density 
scans).  
  
Preadmission Teseng.  This Policy covers 100 percent of the Covered Charge for  
Hospital outpaYent preadmission tesYng that is received within 10 days before the 
start of a related inpaYent stay. This benefit is not subject to DeducYble, Coinsurance, 
or Out-of-Pocket Limit provisions.  

  

 Mastectomy Services  

This Policy covers Medically Necessary hospitalizaYon related to a covered 
mastectomy (including at least 48 hours of inpaYent care following a mastectomy 
and 24 hours following a lymph node dissecYon).  
  
This Policy also covers CosmeYc breast surgery for a mastectomy related to breast 
cancer.  Benefits are limited to:  
• CosmeYc surgery of the breast/nipple on which the mastectomy was 

performed, including taiooing procedures;  
• The iniYal surgery of the other breast to produce a symmetrical appearance; 

and  
• Prostheses and treatment of physical complicaYons following the 

mastectomy, including treatment of lymphedema.  
  

This Policy covers prophylacYc mastectomies even though a current cancer diagnosis 
does not exist. Risk-reducing surgery will be considered the same as any other illness 
when there is an increased risk of breast cancer, when documented family history 
exists of breast or ovarian cancer, or when geneYc tesYng demonstrates the 
existence of the cancer risk.  
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This Policy does not cover subsequent procedures to correct unsaYsfactory CosmeYc 
results aiained during the iniYal breast/nipple surgery or taiooing.  

  
Mental Health Services  

Services related to rehabilitaYon of Alcoholism or other chemical dependency are not 
covered under this “Mental Health” provision; see “Chemical Dependency” for 
benefits.  

  
Medical Necessity.  In order to be covered, treatment must be Medically Necessary 
and not experimental or invesYgaYonal. Therapy must be required for the treatment 
of a disYnct Mental Disorder as defined by the latest version of the DiagnosYc and 
StaYsYcal Manual published by the American Psychiatric AssociaYon; and 

• Reasonably expected to result in significant and sustained improvement in 
your condiYon and daily funcYoning;  

• Consistent with your symptoms, funcYonal impairments, and diagnoses;  
• In keeping with generally accepted naYonal and local standards of care; and  
• Provided to you at the least restricYve level of care.  

  
Covered Services.  The mental health benefit of this policy covers Medically 
Necessary short-term inpaYent and outpaYent care, evaluaYon, diagnosis, crisis 
intervenYon, and/or treatment of acute Mental Illness or other mental condiYon not 
related to Alcoholism or other Chemical Dependency. This Policy covers inpaYent 
Physician services received on a day during which Hospital benefits were provided. 
Covered Services include:  

• TherapeuYc individual and group psychotherapy rendered by psychiatrists, 
psychologists, licensed family therapists, and other Providers (as defined in 
Sec:on 9: DefiniYons);  

• Medical management of PrescripYon Drugs;  
• Intake evaluaYons and psychological tesYng;  
• InpaYent family counseling, or counseling with family members to assist in 

the paYent’s diagnosis and treatment; and  
• Other therapeuYc services, as appropriate.  

  
Prior Approval is required for all inpaeent mental health services. (OutpaYent 
benefits are not available for services received while you are inpaYent. InpaYent 
benefits are not available for services received on an outpaYent basis.)  

  
Exclusions.  This Policy does not cover:  

• Services provided or billed by a school, halfway house, or their staff members;  
• Psychoanalysis or psychotherapy that you may use as credit toward earning a 

degree or furthering your educaYon;  
• Court-ordered or police-ordered services, or services rendered as a condiYon         

of parole or probaYon, unless the services would otherwise be covered;  
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• Biofeedback or hypnotherapy;  
• Religious counseling; marital counseling;  
• The cost of any damages to a treatment facility;  
• Custodial Care (See the “Custodial Care” exclusion in Sec:on 4.); 
• Confinement for the purpose of environmental change; or  
• Treatment for learning disabiliYes or behavioral problems.    
 

 Morbid Obesity Services  

Prior Approval is required for all surgical procedures.  
  
Morbid obesity means the state of being either 45 kilograms (99.2 pounds) or 100 
percent over ideal body weight.  
  
The Policy covers care, services, treatment and supplies for Morbid Obesity including 
surgical intervenYon, when Medically Necessary, the same as any other illness or 
sickness. The following criteria must be met prior to surgery:  

• Prior Approval by the Administrator;  
• Behavioral health assessment;  
• DeterminaYon of Medical Necessity to treat the medical condiYon; and  
• CompleYon of a six (6) month course in Integrated Case Management.  

  
To facilitate a healthy recovery, care managers support the paYent for the twelve (12) 
month post-surgery period.  
  
Exclusions.  This Policy does not cover fees for club/gym memberships or 
membership fees of any kind or type; costs associated with enrolling/aiendance in 
an exercise program; appeYte suppressants, nutriYonal supplements or food 
products unless specifically stated elsewhere; and equipment used for exercise 
including  but not limited to treadmills, ellipYcal machines, weight machines, pools 
or hot tubs of any type, or services related to panniculectomy / abdominoplasty or 
similar surgical procedures. 
 
Prior Approval is required for all surgical procedures. 

  
Newborn Care  

Your newborn child may be covered for 31 days a^er birth. If you noYfy us and pay 
the  addiYonal premiums within the first 31 days, the newborn care is covered. A^er 
the first 31 days of coverage, your newborn must meet the eligibility requirements to  
maintain coverage from the Pool.  
  
Admission review approval is required if your eligible newborn stays in the  Hospital 
longer than the mother for non-rouYne medical or Surgical  Services. You must call 
for approval before the mother is discharged from the Hospital.  
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NOTE: To obtain coverage opYons for your newborn please contact Customer Service 
at (866) 306-1882.  

 
Physician Visits/Medical Care  

This secYon describes benefits for medical visits to a health care Provider for 
evaluaYng your condiYon and planning a course of treatment. This Policy covers 
Medically Necessary care provided by a Physician or other Professional Provider for 
an illness or Accidental Injury.  

  
Office, Urgent Care, and Emergency Room Visits.  Covered Services include office, 
Urgent Care Facility, and emergency room visits, consultaYons (including second or 
third surgical opinions), and examinaYons when not related to Hospice Care or 
payable as part of a surgical procedure. This Policy also covers other services and 
supplies received during the visit, such as allergy injecYons, therapeuYc injecYons, 
casYng, and sutures.  
  
Inpaeent Medical Visits.  With the excepYon of Dental-Related Services (see “Dental-
Related/TMJ Services and Oral Surgery”), this Policy covers the following services 
when received on a covered inpaYent Hospital day:  

• Visits for a condiYon requiring only medical care, unless related to Hospice 
Care (See “Hospice Care.”);  

• ConsultaYons (including second opinions) 
• If surgery is performed, inpaYent visits by a Provider who is not the surgeon 

and who provides medical care not related to the surgery (For the surgeon’s 
services, see “Surgery and Related Services” or “Transplant Services.”); and  

• Medical care requiring two or more Physicians at the same Yme because of 
mulYple illnesses.  

  
Pregnancy ComplicaZons and Maternity  

Pregnancy Complicaeons. This Policy covers ComplicaYons of Pregnancy the same as 
any other illness. ComplicaYons of Pregnancy include C-secYons, ectopic 
pregnancies, toxemia, abrupYo placentae, miscarriage, therapeuYc terminaYon of 
pregnancy prior to full term, and other complicaYons as determined by the 
Administrator.  
 
This Policy covers Medically Necessary hospitalizaYon related to ComplicaYons of 
Pregnancy, including at least 48 hours of inpaYent care following a vaginal delivery 
and 96 hours following a C-secYon delivery.  
   
 Rouene Maternity/Eleceve Terminaeon of Pregnancy.   This Policy covers normal, 
rouYne Maternity care, including elecYve aborYons.  
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Covered Services.  Covered Maternity services include:  

• Hospital or other facility charges for semiprivate room, board, and other 
services, including the use of labor, delivery, and recovery rooms, including at 
least 48 hours of inpaYent care following a vaginal delivery and 96 hours 
following a C-secYon);  

• Delivery services, including prenatal and postnatal medical care provided by 
a PracYYoner acYng within the scope of their license (including a Midwife and 
CerYfied-Nurse Midwife) delivering services in a Hospital, Birthing Center, or 
at home;  

• Services of an obstetrician, CerYfied Nurse Midwife, or licensed Midwife in a 
Hospital, in a licensed Birthing Center staffed by a CerYfied Nurse Midwife or 
Physician, or at home (expenses for prenatal and postnatal care are included 
in the total covered charge for the actual delivery or compleYon of 
pregnancy);  

• Pregnancy-related diagnosYc tests, including geneYc tesYng or counseling 
sought due to a family history of a sex-linked geneYc disorder or to diagnose 
a possible congenital defect caused by a present, external factor that 
increases risk, such as advanced maternal age or alcohol abuse (for example, 
tests such as amniocentesis or ultrasound to determine the sex of a child are 
not covered.);  

• Alpha-fetoprotein IV screening test for pregnant women, generally between 
sixteen and twenty weeks of pregnancy, to screen for certain geneYc 
abnormaliYes in the fetus, as required by law;  

• Necessary anesthesia services by a Provider qualified to perform such 
services, including Acupuncture used as an anestheYc during a covered 
procedure and administered by a Physician, a licensed Doctor of Oriental 
Medicine, or other pracYYoner as required by law;  

• Services of a Physician who acYvely assists the operaYng surgeon in 
performing a covered procedure when the procedure requires an assistant;  

• ElecYve terminaYon of pregnancy prior to the third trimester; 
• Postpartum care in the home shall be made in accordance with accepted 

maternal and neonatal physician assessments, by a person with appropriate 
licensure, training and experience to provide postpartum care. Services 
provided by such a person shall include, but not be limited to, parental 
educaYon, assistance and training in breast and boile feeding, and the 
performance of any necessary and appropriate clinical tests.  

• Postpartum care in home shall consist of a minimum of three home visits, 
unless one or two home visits are determined to be sufficient by the aiending 
physician or person with appropriate licensure, training and experience to 
provide postpartum care, and the mother. The home visit shall be conducted 
within the Yme period ordered by the aiending physician or person with 
appropriate licensure, training and experience to provide postpartum care.  
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 Pre-Exposure Prophylaxis (PrEP)  

This Policy covers the PrEP medicaYon, as appropriate for you, and essenYal PrEP 
related services without cost-sharing, the same as any other prevenYve drug or 
service.   
 
This means that you do not have to make a co-payment, pay coinsurance, saYsfy a 
deducYble or pay out-of-pocket for any part of the benefits and services listed in this 
summary if you receive them from an In-Network provider. You may be required to 
pay a copay, coinsurance and/or a deducYble if you receive PrEP related services from 
an Out-of-Network provider if the same benefit or service is available from an In-
Network provider.  

 
Covered services include:  

• At least one FDA-approved PrEP drug, with Ymely access to the PrEP drug that 
is medically appropriate for the enrollee, as needed; 

• HIV tesYng; 
• HepaYYs B and C tesYng; 
• CreaYnine tesYng and calculated esYmated creaYne clearance for glomerula 

filtraYon rate; 
• Pregnancy tesYng for individuals with childbearing potenYal; 
• Sexually transmiied infecYon screening and counseling; 
• Adherence counseling; 
• Office visits associated with each prevenYve service listed above; 
• Quarterly tesYng for HIV and STIs, and annually for renal funcYons, is required 

to maintain a PrEP prescripYon. 
 

 PrescripZon Drugs and Other Items  

This Policy covers the following drugs, supplies, and other products through the 
outpaYent PrescripYon Drug card program only when dispensed by a ParYcipaYng  
  
Pharmacy under the pharmacy benefit program which includes the Specialty 
Pharmacy Drug program (unless required as the result of an Emergency, as defined) 
or ordered through the Pharmacy Benefit Manager’s mail order service:  

• Drug plan benefits are not subject to the Medical Plan DeducYble. 
• Drug plan Copayments are applied to the medical plan’s Out-of-Pocket Limit 

and will be waived once the medical plan Out-of-Pocket Limit is met. 
• PrescripYon Drugs and medicines including prescripYve oral agents for 

controlling blood sugar levels, and prescripYon contracepYve medicaYons, 
unless listed as an exclusion; 

• Self-administered injecYons and oral cancer medicaYons dispensed directly 
to the paYent for home use. Any such medicaYons, if eligible, are covered only 



 Seceon 3: Covered Services                                                                                                                       NMMIP  
  

  

EPO002_01/2024                                            Customer Service (866) 306-1882                       44 

under this provision of the Policy and are not available under the medical 
benefit.  

• Orally administered anY-cancer medicaYon is covered no less favorably than 
intravenously administered or injected cancer medicaYons that are covered 
as medical benefits under the Plan; 

• Specialty Pharmacy Drugs including but not limited to self-administered 
injectable drugs such as growth hormone, Copaxone, and Avonex. Most 
injectable drugs require Prior Approval from the Administrator. Some self-
administered drugs, whether injectable or not, are idenYfied as Specialty 
Pharmacy Drugs and may have to be acquired through a parYcipaYng 
Specialty Pharmacy Provider in order to be covered. 

• Insulin needles, syringes, and diabeYc supplies (e.g., glucagon emergency kits,  
autolet, lancets, lancet devices, blood glucose, and visual reading urine, and 
ketone test strips). There is a separate Copayment for each item purchased. 

• Growth hormones (including expenses for administraYon); 
• Botox.  Services and supplies related to the administraYon of Botox, provided 

services are Medically Necessary to treat a covered Diagnosis administered 
in a Physician’s office. In addiYon to the coverage that is provided under the 
Medical Plan, benefits may be available for Botox as allowable through the 
Plan’s prescripYon drug program.  In such an instance, benefits may be 
obtained from the Medical Plan, or prescripYon drug program, but not both. 
For Botox that is obtained through the Plan’s prescripYon drug program, any 
Physician’s fee associated with dispensing such medicaYon will be eligible for 
payment under the Medical Plan; 

• Special Medical Foods (as defined in Sec:on 9: DefiniYons) that are used to 
treat  and to compensate for the metabolic abnormality of Enrollees with 
geneYc inborn  errors of metabolism in order to maintain their adequate 
nutriYonal status; and  

• Vaccines, limitaYons may apply. Ask your pharmacy if they administer 
vaccinaYons and which vaccinaYons they administer.  

    
 Prior Approval Is Required for Certain Drugs.  A list of drugs requiring Prior Approval 
is available from the Pharmacy Benefit Manager.  Your Physician can request the   
necessary Prior Approval.  
    
Specialty Pharmacy Drugs.  All items under this provision of your Policy must  

 be 
purchased from a Specialty Pharmacy designated by the Pharmacy Benefit Manager 
in order to be covered under this Policy.  Specialty Pharmacy Drugs are high-cost, 
complex pharmaceuYcals (usually injectable) that have unique clinical, 
administraYon, distribuYon, or handling requirements and are not commonly 
available in tradiYonal community and mail-order pharmacies. The Pharmacy Benefit 
Manager, and not a local retail pharmacy, will assist you with obtaining drugs from a 
Specialty Pharmacy. Refer to the Pharmacy Benefit Manager’s telephone number and 
website on the back of your ID card. You can also call the Administrator if you need 
help idenYfying Specialty Pharmacy Drugs, ordering, or reordering the PrescripYon 
Drug.  
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You must present your New Mexico Medical Insurance Pool ID card to the pharmacist 
at the Yme of purchase to receive this benefit. Note: You do not receive a separate 
PrescripYon Drug ID card; use your Pool ID card to receive all services covered under 
this Policy. You can use your ID card to purchase covered items only for yourself. 
When coverage for you ends, the ID card may not be used to purchase drugs or other 
items.  

  
If you do not have your ID card with you or if you purchase your prescripYon or other 
covered item from a Non-ParYcipaYng Provider in an Emergency, you must pay for 
the purchase in full and then submit a claim directly to the Pharmacy Benefit 
Manager. You should have received the address of the Administrator among the 
materials you received upon enrollment. If you did not, call a Customer Service 
RepresentaYve for the address  
  
If you are leaving the country or need an extended supply of medicaYon, call 
Customer Service at least two weeks before you intend to leave. Extended supplies 
or vacaYon overrides are not available through the mail-order service and may be 
approved through the Pharmacy Benefit Manager only.  In some cases, you may be 
asked to provide proof of conYnued enrollment eligibility under the Pool.  

  
Mail-Order Service. Except for supply limitaYons and Enteral NutriYonal Products, all 
items that are covered under the mail-order service are the same items that are 
covered under the retail pharmacy program and are subject to the same limitaYons 
and exclusions. Specialty Pharmacy Drugs are not available through the mail-order 
service, and must be purchased from a Specialty Pharmacy in order to be covered. To 
use the mail-order service, follow the instrucYons outlined in the materials provided 
to you in your enrollment packet. If you do not have this informaYon, call a Customer 
Service RepresentaYve.  Any pharmacy or mail-order pharmacy can be used if it 
accepts the terms, condiYons and rates equal to a parYcipaYng pharmacy.  
  
Outside the Country.  PrescripYon Drugs and other items may not be mailed outside 
the United States. Extended supplies or vacaYon overrides required when you are 
outside the country may be approved through the Pharmacy Benefit Manager only.  
  
Step Therapy. The Step Therapy Program helps manage costs of expensive drugs by 
redirecYng paYents, when appropriate, to equally effecYve less expensive, generic 
alternaYves. The program requires that Enrollees starYng a new drug treatment use 
generic drugs first. Generic drugs, which are tested and approved by the U.S. Food & 
Drug AdministraYon (FDA), have been shown to be safe and effecYve. If the generic 
alternaYve is not effecYve, a Brand-Name Drug may then be acquired in the second 
step. You will be required to pay the higher Copays for Brand-Name Drugs.  
  
Brand Name vs. Generic Drug Costs.  When there is an FDA-approved generic 
equivalent available for a Brand-Name Drug that has been prescribed by your 
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Physician, you will receive the generic drug and pay the generic drug Copayment 
amount. If there is no generic equivalent drug available, you will pay the brand name 
percentage Copayment amount, which is subject to a maximum Copayment. If there 
is a generic equivalent drug available and you or your Provider requests the Brand 
Name Drug, you will pay the generic drug Copayment plus the difference in the total 
covered drug costs between the brand name and the generic drug. In this case, there 
is no maximum Copayment limit.  (Also, please note, the cost difference you pay for 
Brand-Name Drugs is not applied to the medical/surgical plan’s Out-of-Pocket Limit 
nor will it be waived once the medical/surgical plan Out-of-Pocket Limit is met.) 

 
If your Physician feels that the Brand Name Drug is Medically Necessary, you may 
appeal the benefit payment as described under “Request for ReconsideraYon” on 
page of the Policy.  
 
Enrollee Copayments and Supply Limitaeons.  For covered PrescripYon Drugs, 
including Specialty Pharmacy Drugs, insulin, diabeYc supplies, and nutriYonal 
products, you pay a fixed-dollar or a percentage Copayment, not to exceed the actual 
retail price, for each prescripYon filled or item purchased not to exceed supply 
limitaYons. Copayments are not subject to a DeducYble; however, copayments are 
included in the Out-of-Pocket Limit.  
 
A^er you have met the Out-of-Pocket Limit for the calendar year, your PrescripYon 
Drugs are payable at 100 percent. You may have to pay the difference in cost between 
a Brand Name Drug and its generic equivalent.  This amount does not apply to the 
Out-of-Pocket Limit.  
  
For commercially packaged items such as an inhaler, a tube of ointment, or a blister 
pack of tablets or capsules, you will pay the applicable Copayment or percentage 
amount for a one-month supply under the Retail Pharmacy and Specialty Pharmacy 
Programs. You will pay three Ymes that amount for up to a 90-day supply of the same 
item purchased through the Mail-Order Service.  
  
Exclusions. This Policy does not cover:  

• Non-prescripYon and over-the-counter drugs unless specifically listed as 
covered including herbal or homeopathic preparaYons, or PrescripYon Drugs 
that have over-the-counter equivalents;  

• Non-commercially available compounded medicaYons, regardless of whether 
or not one or more ingredients in the compound requires a prescripYon. Non- 
commercially available compounds are those made by mixing or 
reconsYtuYng ingredients in a manner or raYo that is inconsistent with United 
States Food and Drug AdministraYon approved indicaYons provided by the 
ingredients’ manufacturers.  
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• Drugs or Special Medical Foods or other items covered only under the 
PrescripYon Drug plan purchased from a Non-ParYcipaYng Pharmacy or other 
Provider except in cases of Emergency;  

• Refills before the normal period of use has expired. PrescripYons cannot be 
refilled unYl at least 75 percent of the previously dispensed supply has been 
exhausted according to the Physician’s instrucYons. Call the Administrator for 
instrucYons on obtaining a greater supply if you are leaving home for more 
than a 30-day period of Yme.  

• Replacement of drugs or other items that have been lost, stolen, destroyed, 
or misplaced;  

• TherapeuYc devices or Appliances, including support garments and other 
non- medicinal substances;  

• MedicaYons or preparaYons used for CosmeYc purposes, such as 
preparaYons to promote hair growth or medicated CosmeYcs, including 
treYnoin (sold under such brand names as ReYn-A) for CosmeYc purposes;  

• PrescripYon Drugs required for internaYonal travel or work; or  
• AppeYte suppressants or diet aids; weight reducYon drugs; food or diet 

supplements and medicaYon prescribed for body building or similar 
purposes.  

  
Brand Name Exclusion. The Pool reserves the right to exclude any injectable drug 
currently being used by an Enrollee.  Proposed new uses for injectable drugs 
previously approved by the FDA will be evaluated on a medicaYon-by-medicaYon 
basis. Call the Pharmacy Benefit Manager if you have any quesYons about this Policy.  

 
PrevenZve Care Services  

This Policy covers the following PrevenYve Services, not subject to Copays, 
Coinsurance and DeducYble, or benefit maximums:  

• Evidence-based items or services that have in effect a raYng of “A” or “B” in 
the current recommendaYons of the United States PrevenYve Service Task 
Force (USPSTF); 

• ImmunizaYon for rouYne use that have in effect a recommendaYon by the 
Advisory Commiiee on ImmunizaYons PracYce (ACIP) of the Center for 
Disease Control and PrevenYon (CDC) with respect to the individual involved;  

• Evidence-informed prevenYve care and screenings provided for in the 
comprehensive guidelines supported by the Health Resources and Services 
AdministraYon (HRSA) for infants, children, and adolescents; and  

• With respect to women, to the extent not described above, evidence-
informed prevenYve care and screenings provided for in comprehensive 
guidelines supported by the HRSA.  

• In addiYon to coverage that is provided for services mandated under the 
Affordable Care Act, benefits will also be provided for other expenses incurred 
in relaYon to other rouYne care. Services must be idenYfied and billed as 
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rouYne or part of a rouYne physical exam, and will include, but are not limited 
to, wellness or office exams billed by the Physician with a covered prevenYve 
diagnosis, immunizaYons, screenings, and other services.  

  
The services listed are not limited as to the number of Ymes you may receive the 
service in any given period or as to the age of the paYent except when a service is 
inappropriate for the paYent’s age group, such as providing a pediatric immunizaYon 
to an adult. AddiYonally, prevenYve services will not be based on the individuals’ sex 
assigned at birth, gender idenYty or recorded gender. You and your Physician are 
encouraged to determine how o^en and at what Yme you should receive prevenYve 
tests and examinaYons and you will receive coverage according to the benefits and 
limitaYons of this Policy.  

  
Examples of Covered Services include, but are not limited to:  

• RouYne physical, breast, and pelvic examinaYons; 
• DiagnosYc or supplemental breast examinaYons (with no cost-sharing); 
• RouYne adult and pediatric immunizaYons, including human papillomavirus 

vaccine (HPV) for Enrollees aged 9 through 26;  
• Well-child visit, including well-baby and well-child screening for diagnosing 

the presence of AuYsm Spectrum Disorder;  
• An annual rouYne gynecological examinaYon and low-dose mammogram;  
• Annual prostate examinaYon and related tesYng;  
• Periodic blood hemoglobin, blood pressure, and blood glucose level tests;  
• Screenings, papillomavirus screening, and Pap tests or liquid-based cervical 

cytopathology, colonoscopies in addiYon to other forms of colorectal 
screenings including associated anesthesia;  

• Vision screening up to age 19, including refracYon; 
• Hearing screenings in order to detect the need for addiYonal hearing tesYng 

in children up to age 21 when received as part of a rouYne physical exam; and 
• Health educaYon and counseling services if recommended by your Physician, 

including an annual consultaYon to discuss lifestyle behaviors that promote 
health and well-being, including smoking/tobacco use cessaYon counseling 
and obesity screening and counseling.  

   
 Exclusions.  This Policy does not cover:  

• Employment physicals, insurance examinaYons, or examinaYons at the 
request of a third party; premarital examinaYons; sports or camp physicals; 
any other non-prevenYve physical examinaYon;  

• Hearing screening for Enrollees age 21 or older;  
• Eye refracYons; rouYne eye examinaYons for Enrollees age 19 or older;  
• ImmunizaYons or medicaYons required for internaYonal travel; or  
• HepaYYs B immunizaYons when required due to possible exposure during the 

Enrollee’s work.  
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 ProphylacZc Oophorectomy (ovary removal surgery)   

This Policy will cover a prophylacYc oophorectomy even if a current cancer  diagnosis 
does not exist. The risk-reducing surgery will be considered the same as any  other 
illness  when there is an increased risk of breast or ovarian cancer, when documented 
family history exists of breast or ovarian cancer, or when geneYc tesYng  
demonstrates the existence of the cancer risk.   

 

Public Health Emergency 

This Plan covers health care services for any disease or condiYon which is the cause 
of, or the subject of, a public health emergency, including tesYng and screening for 
pneumonia and influenza, treatment for pneumonia when due to or a result of Covid-
19 infecYon, and treatment of influenza when a co-infecYon with Covid-19, unless 
the treatment is presumpYvely unreasonable or is prohibited.   

    
 Skilled Nursing Facility Services   

This Policy covers the first 100 days of confinement in a Skilled Nursing Facility (SNF) 
each calendar year. Expenses incurred a^er the 100th day of skilled nursing 
confinement in a calendar year are not covered, and they cannot be used toward 
saYsfying the DeducYble or Out-of-Pocket Limits.  

  
Prior Approval is required for Skilled Nursing Facility services.  
  
Condieons of Coverage.  To be covered, the confinement must saYsfy the following 
condiYons:  

• Be recommended by a Physician who cerYfies that 24-hour-a-day nursing care 
is required;  

• Be for the purpose of receiving the care for the condiYon that caused the 
Hospital confinement; and 

• Be under the supervision of a Physician.  
  

Confinement in an Acute Care Hospital.  In some areas of New Mexico, a 
freestanding Skilled Nursing Facility is not available. Therefore, some Hospitals have 
set aside some of their semiprivate rooms to provide for Skilled Nursing Care services. 
Confinement in an acute care Hospital is a covered SNF service or supply if:  

• The level of care needed has been reclassified from acute care to Skilled 
Nursing Care;  

• No Skilled Nursing Care beds are available within a 30-mile radius of the 
Hospital;  

• The SNF is Medicare-cerYfied and approved; and  
• The SNF is licensed by the State of New Mexico or another state’s licensing 

board.  
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 Exclusions. This Policy does not cover:  

• Private room expenses, unless your medical  condiYon requires isolaYon for 
protecYon from exposure to bacteria or diseases (e.g.,  severe burns or 
condiYons that require isolaYon according to public health laws);  

• Admissions related to non-covered services or procedures;  
• Extended care;  
• Maintenance Therapy or care provided a^er you have reached your 

rehabilitaYve  potenYal. Even if you have not reached your rehabilitaYve 
potenYal, this Policy  does not cover services that exceed maximum benefit 
limits. Or,  

• Therapy for the treatment of chronic condiYons such as, but not limited to,  
cerebral palsy, except as specified.  

   
 Smoking CessaZon  

This Policy covers smoking and tobacco use cessaYon treatment subject to Enrollee 
cost sharing provisions applicable to the type of service received, such as PrescripYon 
Drugs,  counseling, etc.  

    
These services include: health educaYon and counseling services to discuss lifestyle  
behaviors that promote health and well-being, including smoking/tobacco use  
CessaYon Counseling:  

• Treatment with FDA-approved PrescripYon Drugs to assist you with quinng 
tobacco use or smoking;  

• CessaYon Counseling, restricted to programs that meet minimum 
requirements; and  

• Over the counter tobacco cessaYon products, such as nicoYne gum, nicoYne  
patch, nicoYne lozenge, nicoYne oral or nasal spray, nicoYne inhaler, 
bupropion and varenicline.  

 
This Policy does not cover the following services:  

• CessaYon Counseling or treatment received from non-approved Providers; 
• Acupuncture, biofeedback, or hypnotherapy for smoking/ tobacco use 

cessaYon.  
  
Surgery and Related Services  

Your Provider is responsible for obtaining Admission review and/or other Prior 
Approval when necessary. 
 
Surgeon’s Services.  Covered Services include surgeon’s charges for a covered surgical 
procedure.  
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Reconstruceve Surgery. ReconstrucYve Surgery improves or restores bodily funcYon 
to the level experienced before the event that necessitated the surgery, or in the case 
of a congenital defect, to a level considered normal. Such surgeries may have a 
coincidental CosmeYc effect. This Policy covers ReconstrucYve Surgery when required 
to correct a funcYonal disorder caused by:  

• An Accidental Injury.  
• A disease process or its treatment; and  
• A funcYonal congenital defect (any condiYon, present from birth, that is 

significantly different from the common form; for example, a cle^ palate or 
certain heart defects) would be covered.  
  

Exclusions.  This Policy does not cover:  
• CosmeYc or plasYc surgery or procedures, such as breast augmentaYon, 

rhinoplasty, and surgical alteraYon of the eye that does not materially improve 
the physiological funcYon of an organ or body part;  

• Breast reducYons (unless Medically appropriate); 
• Procedures to correct CosmeYcally unsaYsfactory surgical results or surgically 

induced scars;  
• RefracYve keratoplasty, including radial keratotomy, or any procedure to 

correct visual refracYve defect;  
• Trimming of corns, calluses, toenails, or bunions unless required for Enrollees 

with diagnosed severe neuropathy of the foot or as part of Medically 
Necessary diabeYc disease management (except surgical treatment such as 
capsular or bone surgery);  

• Subsequent surgical procedures needed because you did not comply with 
prescribed medical treatment or because of a complicaYon from a previous 
non- covered procedure (such as a non-covered organ transplant,  or previous 
CosmeYc surgery);  

• Procedures to correct anomalies relaYng to teeth or structures supporYng the 
teeth or for CosmeYc procedures when the surgery does not correct a bodily 
malfuncYon; or  

• Standby services unless the procedure is idenYfied by the Administrator as 
requiring the services of an assistant surgeon and the standby Physician 
actually assists.  
  

Anesthesia Services.  This Policy covers necessary anesthesia services, including 
Acupuncture used as anestheYc, when administered during a covered surgical 
procedure by a Physician, CerYfied Registered Nurse AnestheYst (CRNA), a licensed 
Doctor of Oriental Medicine (for Acupuncture), or other pracYYoner as required by 
law.  
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Assistant Surgeon Services.  Covered Services include the services of a Professional 
Provider who acYvely assists the operaYng surgeon in the performance of a covered 
surgical procedure when the procedure requires an assistant. If an assistant surgeon 
is required, the assistant surgeon's Covered Charge will not exceed 25% of the Usual 
and Customary fee for the type of procedure performed.   

  
This Policy does not cover:  

• Services of an assistant only because the Hospital or other facility requires such 
services;  

• Services performed by a resident, intern, or other salaried employee or person 
paid by the Hospital; or  

• Services of more than one assistant surgeon unless the procedure is idenYfied 
by the Administrator as requiring the services of more than one assistant 
surgeon.  

 
MulYple surgical procedures will be Covered Charges subject to the following 
provisions:  

• If bilateral or mulYple surgical procedures are performed by one surgeon, 
benefits will be determined based on the charge that is allowed for the primary 
procedure; 50% of the charge will be allowed for each addiYonal procedure 
performed through the same incision. Any procedure that would not be an 
integral part of the primary procedure or is unrelated to the diagnosis will be 
considered "incidental" and no benefits will be provided for such procedures;  

• If mulYple unrelated surgical procedures are performed by two or more 
surgeons on separate operaYve fields, benefits will be based on the charge for 
each surgeon's primary procedure. If two or more surgeons perform a 
procedure that is normally performed by one surgeon, benefits for all surgeons 
will not exceed the Covered Charge for that procedure.  

  
Telemedicine Services  

This Policy covers telemedicine services the same as an in-person office visit. 
Telemedicine means the use of interacYve simultaneous audio and video or store-
and-forward technology using informaYon and telecommunicaYons technologies by 
a health care provider to deliver health care services at a site other than the site 
where the paYent is located, including the use of electronic media for consultaYon 
relaYng to the health care diagnosis or treatment of the paYent in real Yme or 
through the use of store-and-forward technology.  Benefits will also include coverage 
for Physician to Physician consultaYons. 
 

Therapy and RehabilitaZon  

Chemotherapy and Radiaeon Therapy.  This Policy covers the treatment of 
malignant disease by standard Chemotherapy and treatment of disease by RadiaYon 
Therapy. This does not include self- administered injecYons and oral cancer 
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medicaYons dispensed directly to the paYent for home use. Any such medicaYons, if 
eligible, are covered only under the “PrescripYon Drugs and Other Items” provision 
of the Policy and are not available under this medical benefit.  
 
Cancer Clinical Trials.  If you are a parYcipant in an approved Cancer Clinical Trial, you 
may receive coverage for certain RouYne PaYent Care Costs incurred in the trial. The 
trial must be conducted as part of a scienYfic study of a new therapy or intervenYon 
and be designed to study the reoccurrence, early detecYon, or treatment of cancer. 
The persons conducYng the trial must provide the Administrator with noYce of when 
the Enrollee enters and leaves a qualified clinical trial. The RouYne PaYent Care Costs 
that are covered must be the same services or treatments that would be covered if 
you were receiving standard cancer treatment. Enrollee cost-sharing provisions will 
apply to these benefits. Benefits also include FDA approved PrescripYon Drugs that 
are not paid for by the manufacturer, distributor, or Provider of the drug. If you are 
denied coverage of cost incurred in Cancer Clinical Trials you may appeal to the 
Superintendent of Insurance, and the appeal will be expedited to ensure resoluYon 
within 30 days.  
 
Cardiac and Pulmonary Rehabilitaeon.  This Policy covers outpaYent cardiac 
rehabilitaYon programs iniYated within six months of a cardiac incident and 
outpaYent Pulmonary RehabilitaYon services.  
  
Dialysis.  This Policy covers the following services when received from a Designated 
Dialysis Facility or in your home:  

• Renal dialysis (hemodialysis);  
• ConYnual ambulatory peritoneal dialysis (CAPD);  
• Home dialysis;  
• Apheresis and plasmapheresis; and  
• The cost of equipment rentals and supplies for home dialysis.  

 
A Designated Dialysis Facility is an appropriately licensed facility in the state in which 
the service is received specializing in dialysis and is parYcipaYng in the Network or is 
a Provider facility contracted with NMMIP. The Policy does not cover dialysis from a 
Non-ParYcipaYng Provider unless authorizaYon is obtained.  

  
If dialysis is based on End Stage Renal disease, you may also qualify for Medicare.  You 
should learn all you can about your opYons for Medicare coverage based on End  
Stage Renal Disease. Case managers will answer your iniYal quesYons about  
Medicare, but you must contact Medicare for complete details.  

     
Outpaeent Physical, Occupaeonal, and Speech Therapy.   This Policy covers the 
following services for the treatment of Accidental Injury,  illness, or condiYons that 
existed at birth:  

• OccupaYonal Therapy;  
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• Physical Therapy;  
• Speech Therapy, including audio diagnosYc tesYng; and  
• Services or supplies necessary for the treatment of illness or Accidental Injury 

by alignment or manipulaYon of body joints and the spine not involved with 
fracture or surgery.  

  
Condieons of Coverage.  To be eligible for benefits, therapies must meet all of the 
following condiYons:  

• Services must be Medically Necessary to restore and improve lost bodily 
funcYons following illness or injury.  

• There is a documented condiYon or delay in recovery that can be expected to 
measurably improve with short-term therapy within two months of beginning 
acYve therapy. This period may be extended upon recommendaYon of the 
referring Physician, in consultaYon with the Administrator.  

• Improvement would not normally be expected to occur without intervenYon.  
• With regard to Speech Therapy, services restore a demonstrated ability to 

speak or swallow or develop or improve speech a^er surgery to correct a 
defect that both existed at birth and impairs or would have impaired the 
ability to speak.  The loss must not be due to a mental, psychoneuroYc, or 
personality disorder. 

 
Physical Rehabilitaeon, Inpaeent.  This Policy covers inpaYent physical rehabilitaYon 
services that are Medically Necessary to restore and improve lost bodily or cogniYve 
funcYons following Accidental Injury, illness, or surgery and that are provided in 
faciliYes that are authorized by the Administrator. HospitalizaYon for rehabilitaYon 
must begin within one year a^er the onset of the condiYon and while the Enrollee is 
covered under this Policy. Benefits are limited to a maximum of 30 days per calendar 
year.  

  
Exclusions.  This Policy does not cover:  

• Maintenance Therapy or care provided a^er you have reached your 
rehabilitaYve potenYal;  

• DiagnosYc, therapeuYc, rehabilitaYve, or health maintenance services 
provided at or by a health spa or fitness center, even if the service is provided 
by a licensed or registered Provider;  

• TherapeuYc exercise equipment prescribed for home use (e.g., treadmill, 
weights);  

• Massage Therapy (unless Medically Necessary and performed by an M.D., 
Physical Therapist, or OccupaYonal Therapist); 

• Rolfing; 
• Speech Therapy or diagnosYc tesYng related to: learning disorders, deafness, 

or stuiering; or personality, developmental, voice, or rhythm disorders when 
these condiYons are not the direct result of a diagnosed neurological, 
muscular, or structural abnormality involving the speech organs;  
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• Private room expenses, unless your medical condiYon requires isolaYon for 
protecYon from exposure to bacteria or diseases (e.g., severe burns or 
condiYons that require isolaYon according to public health laws);  

• Admissions related to non-Covered Services or procedures; or  
• Extended care admissions or admissions to similar insYtuYons.  

  
Transplant Services  

Prior Approval Required.  Prior Approval is required before a pre-transplant 
evaluaYon is scheduled. If approved, a case manager will be assigned to you (the 
transplant recipient candidate). If you are approved as a transplant recipient 
candidate, you must ensure that Prior Approval for the actual transplant is also 
received.  

  
Note: Cornea transplants do not require Prior Approval. This is the only excepYon to 
the Prior Approval requirement for transplants.  

  
Facility Must Be a Designated Transplant Facility.  Benefits for Covered Services will 
be approved only when the transplant is performed at a Designated Transplant Facility. 
A Designated Transplant Facility is one that parYcipates in a naYonal transplant 
network or a Provider facility that has a contract with NMMIP. Your case manager will 
assist your Provider with informaYon on the exclusive Network of contracted faciliYes 
and required approvals. Call the Administrator’s Customer Service for informaYon on 
these approved transplant programs.  
  
Effect of Medicare Eligibility on Coverage.  If you are now eligible for (or are 
anYcipaYng receiving eligibility for) Medicare benefits, you are solely responsible for 
contacYng Medicare to ensure that the transplant will be eligible for Medicare 
benefits.  
  
Covered Organ and Tissue Transplants.  This Policy covers organ and Yssue transplants 
that are Medically Necessary and not experimental and invesYgaYonal in nature.  
  
Transplant Benefit Period. The Transplant Benefit Period begins ten days prior to the 
transplant and conYnues for one year following the date of the actual transplant or 
re-transplant. Before or a^er the Transplant Benefit Period services are subject to 
usual health plan benefits and must be covered under other provisions of this Policy 
in order to be considered for benefit payment. Travel necessary for pretransplant 
evaluaYons is included in the Transplant Benefit Period even if occurring more than 
ten days prior to the transplant.  The following benefits, limitaYons, and exclusions 
apply to this coverage during the Transplant Benefit Period.  
  
Organ Procurement or Donor.  If a transplant is covered, the surgical removal, storage, 
and transportaYon of an organ acquired from a cadaver are also covered. If there is a 
living donor that requires surgery to make an organ available for a covered transplant, 
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coverage is available for expenses incurred by the donor for surgery, organ storage 
expenses, and inpaYent follow-up care only. Benefits for the donor are payable only 
a^er expenses have been paid for the Pool Enrollee.  

  
This Policy does not cover donor expenses a^er the donor has been discharged from 
the transplant facility. Coverage for compaYbility tesYng prior to organ procurement 
is limited to the tesYng of cadavers and, in the case of a live donor, to tesYng of the 
donor selected.  
  
Transplant Recipient Travel and Pier Diem Lodging Expenses. If the Administrator 
requires you (i.e., the transplant recipient) to temporarily relocate outside of your city 
of residence for pre-transplant evaluaYon, to receive a covered transplant, this Policy 
covers travel to the city where the transplant will be performed as described below:  

• Distance requirement. The Designated Transplant Facility must be more than 
100 miles away from the paYent’s residence.  

• Travel Allowances per Transplant Benefit Period. Travel is reimbursed between 
the paYent’s home and the facility for round trip (air, train or bus) 
transportaYon costs (including tolls and parking fees). If traveling by auto to 
the facility, mileage, parking and toll costs will be reimbursed per IRS 
guidelines.  

• Reimbursement of Lodging Expenses.  Reimbursement of expenses incurred 
by the paYent and any companion for lodging expenses will be reimbursed up 
to a per diem of $150 per day. 

• Overall maximum per Transplant Benefit Period. Travel and lodging 
reimbursement (including taxes) is limited to $10,000 per Transplant Benefit 
Period. This is a combined maximum for the paYent and companion(s).  

• Companions.  If the transplant recipient is a child under the age of 18, benefits 
for travel and per diem expenses for two adults to accompany the child are 
available.  One companion is permiied per adult and two parents or guardians 
are permiied per Child.  

  
Travel expenses are not covered and per diem allowances are not paid if you choose 
to travel to receive a transplant for which travel is not considered Medically 
Necessary by the case manager. This Policy does not cover travel or provide per diem 
allowances for services required outside the Transplant Benefit Period.  
  
Generally, travel expenses are not a benefit of this policy with the excepYon  of 
transplants and only in certain situaYons.  

  
Exclusions.  This Policy does not cover:  

• ImplantaYon of arYficial organs or devices (mechanical heart); non-human 
organ transplants;  

• Services related to a transplant performed in a facility that is not a Designated 
Transplant Facility to provide the required transplant;  
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• Expenses incurred by an Enrollee of this Policy for the donaYon of an organ to 
another person;  

• Donor expenses a^er the donor has been discharged from the transplant 
facility;  

• Lodging, food, beverage, or meal expenses that are not covered by the per 
diem allowance, if available;  

• Travel or per diem expenses incurred before or a^er the Transplant Benefit 
Period except for pre-transplant evaluaYon;  

• If the recipient’s case manager indicates that travel is not Medically 
Necessary; or  

• Moving expenses or other personal expenses (e.g., laundry or dry cleaning 
expenses; telephone calls; day care expenses; taxicab or bus fare; vehicle 
rental expenses; parking expenses; personal convenience items).  

 
Vision Services - Pediatric  

This Policy covers the following vision services for children up to age 19:  

• One eye exam (including refracYon) every 12 months;  
• Eyeglasses every 12 months;  
• Replacement lenses; and  
• Minor repairs to glasses.  
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 4   General Limita<ons and Exclusions  
 

These general limitaYons and exclusions apply to all services listed in this booklet. This 
Policy does not cover any service or supply not specifically listed as a Covered Service in 
this booklet.  If a service is not covered, then all services performed in conjuncYon with it 
are not covered. This Policy will not cover any of the following services, supplies, situaYons, 
or related expenses.  
  
Before Effeceve Date of Coverage. This Policy does not cover any service received, item 
purchased, prescripYon filled, or health care expense incurred before your EffecYve Date 
of Coverage. If you are an inpaYent when coverage either begins or ends, benefits for the 
Admission will be available only for those Covered Services received on and a^er your 
EffecYve Date of Coverage or those received before your terminaYon date.  
  
Biofeedback.  This Policy does not cover services related to biofeedback.  
  
Blood Services.  This Policy does not cover blood storage fees unless the blood is to be 
used for an already scheduled surgical procedure and only if the donor has specifically 
indicated that you, the policyholder, are to receive the donated blood. This includes 
situaYons in which you are donaYng blood to be used in your own scheduled procedure. 
Blood storage costs for any other purpose will not be covered. This Policy does not cover 
blood replaced for or by the paYent through donor credit.  
  
Complicaeons of Non-Covered Services. This Policy does not cover any complicaYons of a 
non-covered service, treatment, or procedure. 
  
Convalescent Care or Rest Cures. This Policy does not cover convalescent care or rest cures.  
  
Cosmeec Services.  CosmeYc surgery is beauYficaYon or aestheYc surgery to improve an 
individual’s appearance by surgical alteraYon of a physical characterisYc. This Policy does 
not cover CosmeYc surgery, services, or procedures for psychiatric or psychological 
reasons, or to change family characterisYcs or condiYons caused by aging. This Policy does 
not cover services related to or required as a result of a CosmeYc service, procedure, or 
surgery, or subsequent procedures to correct unsaYsfactory CosmeYc results aiained 
during an iniYal surgery.  
  
Examples of CosmeYc procedures include: dermabrasion; revision of surgically induced 
scars; breast augmentaYon; rhinoplasty; surgical alteraYon of the eye; correcYon of 
prognathism or micrognathism; excision or reformaYon of sagging skin on any part of the 
body including, but not limited to, eyelids, face, neck, abdomen, arms, legs, or buiock; 
services performed in connecYon with the enlargement, reducYon, implantaYon or change 
in appearance of a porYon of the body including, but not limited to, breast, face, lips, jaw, 
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chin, nose, ears, or genitals; or any procedures that the Administrator determines are not 
required to materially improve the physiological funcYon of an organ or body part.  
  
ExcepYon: CosmeYc breast/nipple surgery required due to a mastectomy related to breast 
cancer may be covered. Also, ReconstrucYve Surgery, which may have a coincidental 
CosmeYc effect, may be covered when required as the result of Accidental Injury, illness, 
or congenital defect.  
  
Custodial Care.  This Policy does not cover Custodial Care, or care in a place that is primarily 
your residence when you do not require skilled nursing.  
  
Dental-Related Services. This Policy does not cover dental-related services, except for 
those services specifically listed as covered in Sec:on 3.  
  
Domiciliary Care.  This Policy does not cover domiciliary care or care provided in a 
residenYal insYtuYon, treatment center, halfway house, or school.  
  
Duplicate (Double) Coverage. This Policy does not cover amounts already paid by other 
valid coverage or that would have been paid by Medicare as the primary carrier if you were 
enYtled to Medicare, had applied for Medicare, and had claimed Medicare benefits. See 
Sec:on 5 for more informaYon. Also, if your prior coverage has an extension of benefits 
provision, this Policy will not cover charges incurred a^er your effecYve date under this 
Policy that are covered under the prior plan’s extension of benefits provision.  
  
Duplicate Teseng. This Policy does not cover duplicaYve diagnosYc tesYng or over-reads of 
laboratory, pathology, or radiology tests.  
  
Experimental, Invesegaeonal, or Unproven Services.  This Policy does not cover any 
treatment, procedure, facility, equipment, drug, device, or supply not accepted as standard 
medical prac:ce as defined on the next page (except for Acupuncture services) or those 
considered experimental, invesYgaYonal, or unproven, (except for certain services 
required under New Mexico state law; see “Therapy: Cancer Clinical Trials” and “AuYsm 
Spectrum Disorders” in Sec:on 3 for details about coverage for these services). Also, 
services must be Medically Necessary and not excluded by any other contract exclusion. In 
addiYon, if federal or other government agency approval is required for use of any items 
and such approval was not granted when services were administered, the service is 
experimental and will not be covered. To be considered experimental, invesYgaYonal, or 
unproven, one or more of the following condiYons must be met:  

• The device, drug, or medicine cannot be marketed lawfully without approval of the 
U.S. Food and Drug AdministraYon (FDA), and U.S. FDA approval for markeYng had 
not been given at the Yme the device, drug, or medicine is furnished to the paYent.  

• Reliable evidence shows that the treatment, device, drug, or medicine is the subject 
of ongoing phase I, II, or III clinical trials or under study to  determine its maximum 
tolerated dose, its toxicity, its safety, its efficacy, or its efficacy as  compared with 
the standard means of treatment or diagnosis. 
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• Reliable evidence shows that the consensus of opinion among experts regarding 
the treatment, procedure, device, drug, or medicine is that further studies or 
clinical trials are necessary to determine its maximum tolerated dose, its toxicity, 
its efficacy, or its efficacy as compared with the standard means of treatment or 
diagnosis.  

 
Reliable evidence means only published reports and arYcles in authoritaYve peer-reviewed 
medical and scienYfic literature; the wriien protocol or protocols used by the treaYng 
facility, or the protocol(s) of another facility studying substanYally the same medical 
treatment, procedure, device, or drug; or the wriien informed consent used by the 
treaYng facility or by another facility studying substanYally the same medical treatment, 
procedure, device, or drug. Experimental or inves:ga:onal does not mean cancer 
Chemotherapy or other types of therapies that are the subjects of ongoing phase IV clinical 
trials.  
  
Standard medical prac:ce means the services or supplies that are in general use in the 
medical community in the United States and:  

• Have been demonstrated in standard medical textbooks published in the United 
States and/or peer-reviewed literature to have scienYfically established medical 
value for curing or alleviaYng the condiYon being treated;  

• Are appropriate for the Hospital or other facility Provider in which they were 
performed; and  

• The Physician or other Professional Provider has had the appropriate training and 
experience to provide the treatment or procedure.  

  
Food or Lodging Expenses.  This Policy does not cover food or lodging expenses, except  
for  those  that  are  eligible  under  the  “Transplant  Services” provision in Sec:on 3 or as 
a covered special medical food for an Enrollee with a geneYc Inborn Error of Metabolism. 
  
Geneec Teseng or Counseling.  This Policy does not cover geneYc counseling or tesYng, 
unless:  

• The services must be sought due to a family history of a sex-linked geneYc disorder;  
• The services are necessary to diagnose a possible congenital defect caused by a 

present, external factor that increases risk, such as advanced maternal age or 
alcohol misuse;  

• The services are necessary for targeted disease therapy.  
  
Hair Loss Treatments. This Policy does not cover wigs, arYficial hair-pieces, hair transplants 
or implants, or medicaYon used to promote hair growth or control hair loss, even if there 
is a medical reason for hair loss.  
   
Hearing Exams, Procedures, or Aids.  This Policy does not cover audio-metric (hearing) 
tests unless 1) required for the diagnosis and/or treatment of an Accidental Injury or an 
illness, 2) for prescribing an appropriate hearing aid for a known hearing loss, or 3) covered 
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as a prevenYve screening service for children through age 19 as described under 
"PrevenYve Services" in SecYon 3. A screening does not include a hearing test to 
determine the amount and kind of correcYon needed.  For hearing aid benefits and 
exclusions, including cochlear implantaYon of a hearing device, see "Equipment, OrthoYcs, 
Appliances, Supplies, and ProstheYcs."  
  
Hypnotherapy.  This Policy does not cover hypnosis or services related to hypnosis, 
whether for medical or anestheYc purposes.  
  
Inferelity Services/Areficial Concepeon. This Policy does not cover arYficial concepYon, 
inferYlity tesYng, treatments, or related services, except as otherwise provided. This Policy 
does not cover reversal of a prior sterilizaYon procedure. Certain treatments of medical 
condiYons that someYmes result in restored ferYlity may be covered; see "Family 
Planning/InferYlity Services" in Sec:on 3.  
  
Late Claims Filing.  This Policy does not cover the services of a Non-ParYcipaYng Provider, 
except as otherwise specified.  If the claim for such services is received by the Administrator 
more than 12 months a^er the date of service, it will not be paid.  ParYcipaYng Providers 
must file claims within 6 months from the date of service.  Claims from Tribal Providers 
must be received within 24 months of the date of service.  
  
Learning Deficiencies/Behavioral Problems.  This Policy does not cover special educaYon, 
non-medical care, or any other service for learning deficiencies or disabiliYes or for chronic 
behavioral problems, whether or not associated with childhood auYsm, retardaYon, 
hyperkineYc syndromes (abnormally increase muscle movement), or aienYon deficit 
disorders, except as otherwise specified.   
  
Maintenance Therapy. This Policy does not cover Maintenance Therapy or care or any 
treatment that does not significantly improve your funcYon or producYvity, or care 
provided a^er you have reached your rehabilitaYve potenYal (unless therapy is covered 
during an approved Hospice Benefit Period or is specifically listed as covered under "AuYsm 
Services" in Sec:on 3). In a dispute about whether your rehabilitaYve potenYal has been 
reached, you are responsible for furnishing documentaYon from your Physician supporYng 
their opinion.  
  
Medical Policy Determinaeons.  Any technologies, procedures, or services for which 
medical policies have been developed by the Administrator are either limited or excluded 
as defined in the Medical Policy except for Acupuncture and certain auYsm-related services 
required to be covered under state law irrespecYve of any Medical Policy to the contrary 
(see "Medical policy" in Sec:on 9: DefiniYons).  
   
Medically Unnecessary Services.  This Policy does not cover services that are not  
Medically Necessary unless such services are specifically listed as covered. The 
Administrator determines whether a service or supply is Medically Necessary and whether 
it is covered. Because a Provider prescribes, orders, recommends, or approves a service or 
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supply does not make it Medically Necessary or make it a Covered Service, even if it is not 
specifically listed as an exclusion. The Administrator determines Medical Necessity. To 
request a reconsideraYon of a decision regarding the Medical Necessity determinaYon, see 
Sec:on 6.  
  
No Legal Payment Obligaeon.  This Policy does not cover services for which you have no 
legal obligaYon to pay or that are free, including:  

• Charges made only because benefits are available under this Policy services for 
which you have received a professional or courtesy discount;  

• Volunteer services;  
• Services provided by you for yourself or a covered family member, by a person 

ordinarily residing in your household, or by a family member; and  
• Physician charges exceeding the amount specified by CMS when primary benefits 

are payable under Medicare.  
  
Non-Covered Providers of Service.  This Policy does not cover services prescribed or 
administered by a:  

• Member of your immediate family or a person normally residing in your home;  
• Physician, other person, supplier, or facility (including staff members) that are not 

specifically listed as covered in this Policy, such as a:  
o Health spa or health fitness center (whether or not services are provided by 

a licensed or registered Provider);  
o School infirmary;  
o Halfway house;  
o Massage therapist;  
o Private sanitarium;  
o Extended care facility or similar insYtuYon; or  
o Dental or medical department sponsored by or for an employer, mutual 

benefit associaYon, labor union, trustee, or any similar person or group.  
  
Non-Medical Expenses.  This Policy does not cover non-medical expenses, even if 
medically recommended and regardless of therapeuYc value, including costs for services 
or items such as, but not limited to:  

• AdopYon or surrogate expenses;  
• EducaYonal programs such as behavior modificaYon (except as otherwise specified) 

and arthriYs classes Some diabeYc services and other educaYonal programs may 
be covered; see "PrevenYve Services" and "DiabeYc Services" in Sec:on 3 for 
details;  

• VocaYonal or training services and supplies;  
• Missed appointments; "get-acquainted" visits without physical assessment or 

medical care; provision of medical informaYon to perform Admission review or 
other Prior Approvals; filling out of claim forms; copies of medical records; interest 
expenses;  
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• ModificaYons to home, vehicle, or workplace to accommodate medical condiYons; 
voice synthesizers; other communicaYon devices;  

• Membership at spas, health clubs, or other such faciliYes;  
• Personal convenience items such as air condiYoners, humidifiers, or exercise 

equipment, or personal services such as haircuts, shampoos, guest meals, and 
television rentals;  

• Personal comfort services, including homemaker and housekeeping services, 
except in associaYon with respite care covered during a Hospice Admission;  

• ImmunizaYons or medicaYons required for internaYonal travel;  
• Moving expenses or other personal expenses (e.g., laundry or dry-cleaning 

expenses, phone calls, day care expenses, taxicab or bus fare, vehicle rental 
expenses, parking expenses, personal convenience items);  

• Physicals or screening exams and immunizaYons given primarily for insurance, 
licensing, employment, camp, medical research programs, sports, or for any non- 
prevenYve purpose;  

• HepaYYs B immunizaYons when required due to possible exposure during the 
Enrollee 's work;  

• Court-ordered or police-ordered services unless the services would otherwise be 
covered or services rendered as a condiYon of parole or probaYon; or  

• The cost of any damage to a treatment facility that are caused by the Enrollee.  
  
Non-Parecipaeng Provider.   This Policy does not cover services obtained from Non-  
ParYcipaYng Providers unless the services meet at least one of the excepYons stated under 
SecYon 1 “Provider Choices”.  
  
Non-Prescripeon Drugs.  This Policy does not cover outpaYent non-prescripYon or over-
the-counter drugs, ointments, medicaYons, or creams (unless specifically listed as covered 
in Sec:on 3) including herbal or homeopathic preparaYons, or PrescripYon Drugs that have 
over-the-counter equivalents.  
 
Nutrieonal Supplements. This Policy does not cover vitamins, dietary/ nutriYonal 
supplements, special foods, formulas, mother's milk, or diets, unless: 1) a prescripYon is 
required for the product; or 2) it meets the definiYon of Special Medical Foods that are 
used to treat and to compensate for the metabolic abnormality of Enrollees with geneYc 
inborn errors of metabolism (as defined) in order to maintain their adequate nutriYonal 
status.  
  
Obesity Treatment. This Policy does not cover dietary or medical treatment of obesity 
except as stated under “Weight Management” and as prevenYve screening and counseling 
that have in effect a raYng of “A” or “B” in the current recommendaYons of the United 
States PrevenYve Service Task Force. The surgical treatment of morbid obesity is covered 
only if prior approved by the Administrator.  
  
Post-Terminaeon Services.  This Policy does not cover any service, item, or drug received 
a^er your Pool coverage is terminated, even if:  1) Admission review or Prior Approval for 
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such service, item, or drug was received from the Administrator; or 2) the service, item, or 
drug was needed because of an accident, illness, or other event that occurred while you 
were covered.  
  
Prior Approval Not Obtained When Required.  Failure to obtain Prior Approval may result 
in the denial of coverage for the health services requested if the services are determined 
not to be Medically Necessary or not a Covered Service. See Admission Review and Other 
Prior Approvals in Sec:on 2.  
  
Private Duty Nursing Services. This Policy does not cover private duty nursing services.  
 
Take-Home Medicaeons. 
 
Therapy and Counseling Services.  This Policy does not cover therapies and counseling 
programs except as listed in Sec:on 3. See Sec:on 3 for addiYonal exclusions. This Policy 
does not cover services such as, but not limited to:  

• RecreaYonal, sleep, crystal, primal scream, sex, and Z therapies;  
• Self-help, stress management, and codependency;  
• Services of a massage therapist or Rolfing;  
• TransacYonal analysis, encounter groups, and transcendental meditaYon;  
• (TM); moxibusYon; sensiYvity or asserYveness training;  
• Vision therapy; orthopYcs;  
• Therapy for chronic condiYons, such as, but not limited to, cerebral palsy, except as 

otherwise specified; and  
• Psychoanalysis or psychotherapy that you may use as credit toward earning a 

degree or furthering your educaYon.  
  
Thermography.  This Policy does not cover thermography.  
  
Transplant Services.  In addiYon to services excluded by the other general limitaYons and 
exclusions listed throughout this Sec:on 4, please see "Transplant Services" in Sec:on 3 for 
specific transplant services that are covered and related limitaYons and exclusions. This 
Policy does not cover any other transplants (or organ-combinaYon transplants) or services 
related to any other transplants.  
  
Travel and Other Transportaeon.  This Policy does not cover therapeuYc travel 
recommended for mental or physical health reasons or any travel expenses, even if travel 
is necessary to receive Covered Services unless such services are eligible for coverage 
under "Transplant Services" or "Ambulance Services" in Sec:on 3.  
  
Veteran's Administraeon Facility.  This Policy does not cover services or supplies furnished 
by a Veterans AdministraYon facility for a service-connected disability or while an Enrollee 
is in acYve military service.  
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Vision Services.  This Policy does not cover any services related to refracYve keratoplasty 
(surgery to correct nearsightedness) or any complicaYon related to keratoplasty, including 
radial keratotomy or any procedure designed to correct visual refracYve defect (e.g., 
farsightedness or asYgmaYsm). This Policy does not cover eyeglasses, contact lenses, 
prescripYons associated with such procedures, and costs related to the prescribing or 
finng of glasses or lenses, unless listed as covered under "Equipment, OrthoYcs, 
Appliances, Supplies, and ProstheYcs” or listed as covered under “Vision Services - 
Pediatric” in Sec:on 3. This Policy does not cover sunglasses, special Ynts, or other extra 
features for eyeglasses or contact lenses.  
   
War-Related Condieons.  This Policy does not cover any service required as the result of 
any act of war or related to an illness or Accidental Injury sustained during combat or acYve 
military service.  
  
Weight Management.  This Policy does not cover weight-loss or other weight- 
management programs, dietary control, or medical obesity treatment. This exclusion does 
not apply to:  

• Surgical treatment of Morbid Obesity that has been prior approved by the 
Administrator, or  

• Obesity health educaYon, screening, and counseling services recommended by 
your Physician.  

  
Work-Related Condieons.  This Policy does not cover services resulYng from work- related 
illness or injury, or charges resulYng from occupaYonal accidents or sickness covered 
under:  

• OccupaYonal disease laws;  
• Employer's liability;  
• Municipal, state, or federal law (except Medicaid); or 
• Workers' CompensaYon Act.  

  
To recover benefits for a work-related illness or injury, you must pursue your rights under 
the Workers' CompensaYon Act or any of the above provisions that apply, including filing 
an appeal. The Pool may pay claims during the appeal process on the condiYon that you 
sign a reimbursement agreement.  
  
This Policy does not cover a work-related illness or injury, even if:  

• You fail to file a claim within the filing period allowed by the applicable law;  
• You obtain care not authorized by Workers' CompensaYon insurance;  
• Your employer fails to carry the required Workers' CompensaYon insurance, then 

the employer may be liable for an employee's work-related illness or injury 
expenses; or  

• You fail to comply with any other provisions of the law.  
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Note: This "Work-Related CondiYons" exclusion does not apply to an execuYve employee 
or sole proprietor of a professional or business corporaYon who has affirmaYvely elected 
not to accept the provisions of the New Mexico Workers' CompensaYon Act. You must 
provide documentaYon showing that you have waived Workers' CompensaYon and are 
eligible for the waiver.  The Workers' CompensaYon Act may also not apply if an employer 
has a very small number of employees or employs certain types of laborers excluded from 
the Act.  
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 5   Coordina<on of Benefits/ Reimbursement  
 
CoordinaZon of Benefits (COB)  

    
Your Pool Policy is the last payer of benefits when any other benefit payers or plans are 
available. Benefits otherwise payable under this Policy will be reduced by all amounts paid 
or payable through any other Health Insurance or health benefit plan, including Medicare, 
self-insured plans, all hospital and medical expenses benefits paid or payable under any 
workers’ compensaYon coverage, automobile medical payment, or liability insurance, 
whether provided on the basis of fault or no-fault, and by any hospital or medical benefits 
paid or payable under or provided pursuant to any state or federal law program.  
  
Facility of Payment.  Whenever any other plan makes benefit payments that should have 
been made under this Policy, the Pool has the right to pay the other plan any amount it would 
have otherwise paid under this plan that the Administrator determines will saYsfy the intent 
of this provision. Any amount so paid will be considered to be benefits paid under this Policy, 
and with that payment the Pool will fully saYsfy its liability under this provision.  
  
Right of Recovery.  Regardless of who was paid, whenever benefit payments made by the 
Pool exceed the amount necessary to saYsfy the intent of this provision, the Administrator 
has the right to recover the excess amount from any persons to or for whom those payments 
were made, or from any insurance company, service plan, or any other organizaYons or 
persons.  
  

 Reimbursement  
 
If you incur expenses for sickness or injury that occurred due to the negligence of a third 
party and benefits are provided for Covered Services described in this benefit booklet, you 
agree:   

• The Pool has the right to reimbursement for all benefits provided from any and all 
damages collected from the third party for those same expenses whether by acYon 
at law, seilement, or compromise, by you or your legal representaYve as a result of 
that sickness or injury, in the amount of the total Covered Charges for Covered 
Services for which the Pool provided benefits to you.  

• The Pool is assigned the right to recover from the third party, or their insurer, to the 
extent of the benefits the Pool provided for that sickness or injury.  

• The Pool shall have the right to first reimbursement out of all funds you or your 
assignee(s) are or were able to obtain for the same expenses for which the Pool has 
provided benefits as a result of that sickness or injury.  
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You are required to furnish any informaYon or assistance or provide any documents that the 
Administrator and/or the Pool may reasonably require in order to obtain the Pool’s rights 
under this provision. This provision applies whether or not the third party admits liability.  
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 6   Claims Payments and Appeals  
  

Filing Claims  
 

Filing Claims: Network Providers must submit claims within 6 months a^er the date 
services or supplies were received. Non-Network Providers must submit claims within 
12 months a^er the date services or supplies were received.  Claims from Tribal 
Providers must be received within 24 months of incurred date. 
  
Parecipaeng Providers.  All ParYcipaYng Providers that are contracted with the Network 
have specific Ymely filing limits in their contracts with the Administrator. The contract 
language lets Providers know that they may not bill the Enrollee if they do not meet that 
filing limit for a service and the claim for that service is denied.  Also, ParYcipaYng 
Providers file claims with the Administrator and payment is made directly to them. Be 
sure that these Providers know you have health care coverage administered by 90 
Degree Benefits.  Do not file claims for these services yourself.  

Non-parecipaeng Providers.  A Non-ParYcipaYng Provider is one that has no 
ParYcipaYng Provider contract, either directly or indirectly, with the Network or NMMIP. 
If your Non-ParYcipaYng Provider does not file a claim for you, then you must submit 
the itemized bills and, if applicable, your other coverage’s payment explanaYon.  

Itemized.  Claims for Covered Services must be itemized on the Provider’s billing forms 
or leierhead staYonery and must show:  

• Enrollee’s idenYficaYon number;  
• Enrollee’s name and address;  
• Enrollee’s date of birth;  
• Name, address, and tax ID or social security number of the health care Provider  
• Date of service or purchase, diagnosis, type of service or treatment, procedure, 

and amount charged for each service (each service must be listed separately); 
and 

• Accident or surgery date (when applicable).  
  
Correctly itemized bills are necessary for your claim to be processed. The only 
acceptable bills are those from health care Providers. Do not file bills you prepared 
yourself, canceled checks, balance due statements, or cash register receipts. Make a 
copy of all itemized bills for your records before you send them. The bills are not 
returned to you. All informaYon on the claim and itemized bills must be readable. If 
informaYon is missing or is not readable, the Administrator will return it to you or the 
Provider.  
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Do not file for the same service twice unless asked to do so by a Customer Service 
representaYve. If your itemized bills include services previously filed, idenYfy clearly the 
new charges that you are subminng.  
 
All itemized bills for services received outside the United States must be translated into 
English before being filed with the Administrator.  

 
 If You Have Other Coverage. When you have other coverage that is primary over this 
Policy, you need to file your claim with the other coverage first. (See Sec:on 5:  
COB/Reimbursement.) A^er your other coverage (including health care insurance, dental 
or vision plan, Medicare, automobile or other liability insurance, Workers’ 
CompensaYon, etc.) pays its benefits, a copy of their payment explanaYon form must be 
aiached to the claim sent to the Administrator, as instructed under “Where to Send 
Claims Forms,” below.  If the other coverage pays benefits to you (or your family 
member) directly, give your Provider a copy of the payment explanaYon so that they can 
include it with the claim sent to the Administrator. If a Non-ParYcipaYng Provider does 
not file claims for you, aiach a copy of the payment explanaYon to the claim that you 
send to the Administrator. 

  
Where to Send Claim Forms.  If your Provider does not file a claim for you, you (not the 
Provider) are responsible for filing the claim. Remember: ParYcipaYng Providers will file 
claims for you; these procedures are used only when you must file your own claim. See 
“ParYcipaYng Providers,” on the previous page, for more informaYon.  

  
Medical/Surgical Claims.  When Covered Services are received from Non-
ParYcipaYng Providers who will not file the claim for you, mail the forms and 
itemized bills to:  

New Mexico Medical Insurance Pool Administrator 
P.O. Box 780548 

San Antonio, TX  78278 
  

Prescripeon Drug. Claims for items covered under the PrescripYon Drug benefits 
must be sent to the Pharmacy Benefit Manager, not to the Administrator. If not 
included in your enrollment materials, you can obtain the name and address of the 
Administrator and the necessary claim forms from a Customer Service 
RepresentaYve or by contacYng the Pharmacy Benefit Manager listed on the back of 
your ID card.  

  

Claims Payment Provisions 
A^er a claim has been processed, the Enrollee will receive an ExplanaYon of Benefits (EOB). 
The EOB indicates what charges were covered and what charges, if any, were not.  
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Parecipaeng Providers.  Payments for Covered Services usually are sent directly to 
ParYcipaYng Providers. The EOB you receive explains the payment.  
  
Non-parecipaeng Providers.  If services are received from a Non-ParYcipaYng Provider, 
payments are usually made to the Enrollee. The check will be aiached to an EOB that 
explains the Administrator’s payment. In these cases, you are responsible for arranging 
payment to the Provider and for paying any amounts greater than Covered Charges plus 
DeducYbles, Coinsurance, and non-covered expenses.  
   
Assignment of  Benefits.  The  Administrator  specifically  reserves  the right  to pay the 
Enrollee directly and to refuse to honor an assignment of benefits in any circumstances. No 
person may execute any power of aiorney to interfere with the Administrator’s right to pay 
the Enrollee instead of anyone else.  
  
Covered Charge.  Provider payments are based upon ParYcipaYng Provider agreements and 
the maximum amount allowed, not to exceed billed charges, as determined by the 
Administrator. You are responsible for paying Copayments, DeducYbles, Coinsurance, and 
non-covered expenses. For Covered Services received in foreign countries, the Administrator 
will use the exchange rate in effect on the date of service to determine billed charges.  
  
Drug Plan Copayments.  When the Copayment for an item is greater than the Covered 
Charge for the supply being purchased from a ParYcipaYng Pharmacy, you pay the lesser of: 
1) your Copayment, or 2) the pharmacy’s retail price. For Non-ParYcipaYng Pharmacies, you 
pay the enYre amount for the supply being purchased. The Policy does not cover 
PrescripYon Drugs purchased from a Non-ParYcipaYng Pharmacy.  
  
Accident-Related Hospital Services.   If services are administered as a result of an accident, 
a Hospital or treatment facility may place a lien upon a compromise, seilement, or 
judgement obtained by you when the facility has not been paid its total billed charges from 
all other sources.  
  
Overpayments.  If the Administrator makes an erroneous benefit payment for any reason 
(e.g., Provider billing error, claims processing error), the Pool may recover overpayments 
from you. If you do not refund the overpayment, the Administrator reserves the right to 
withhold future benefits to apply to the amount that you owe the Pool, and/or to secure the 
services of an agency or aiorney to collect and recover any payments that were greater than 
the benefits under this Policy.  

  
Request for Reconsidera8on and Appeals 

  You have three opYons for having a decision reconsidered.  

1. An Appeal request to the Pool Administrator, 90 Degree Benefits; 

2. An Appeal request for ExecuYve Review; and 

3. An Appeal to the Board of Directors. 
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Reconsideraeon Request: If you disagree with the denial or payment of your claim or a 
Prior Approval request, you may ask for a review. Call a Customer Service representaYve 
for assistance. If you conYnue to disagree, you may ask for an addiYonal reconsideraYon 
through the formal appeal process (refer to following “Appeal through the Pool 
Administrator” secYon).  

  
Appeal through the Pool Administrator: Send your request for reconsideraYon in 
wriYng to the Administrator address noted below and, if possible, please include:  

• A copy of the Explana:on of Benefits (EOB) and/or denial leier;  
• Copies of related medical records from your Provider; and  
• Any addiYonal informaYon from your Provider in support of your request.  

  
The reconsideraYon/appeal request must be filed to the Administrator within 180 days 
of the date the first denial or payment noYce is mailed. If you do not file the 
reconsideraYon/appeal request within the 180-day period, you waive your right to 
reconsideraYon/appeal request.  

  
The Administrator will acknowledge receipt of the request for reconsideraYon/appeal. 
The Administrator will review your request and give you a decision within 60 calendar 
days, unless you are asked for more informaYon. If there is no change in the original 
decision, you are provided reasons in wriYng.  

  
If you are sYll not saYsfied a^er having completed the Administrator’s reconsideraYon 
procedure above, you may submit an appeal to the Pool. 
 
Appeal Request From New Mexico Insurance Pool – Execueve Review / Board of 
Directors:  In order to submit an appeal request to the New Mexico Insurance Pool, you 
will need to provide a copy of the Administrator’s reconsideraYon/appeal decision (or a 
copy of the noYficaYon from the Administrator denying you entrance into the Pool); a 
fully executed release form authorizing the Pool to obtain any necessary medical records 
from the Administrator or other health care service Provider; and any other supporYng 
documentaYon. Except for eligibility issues, which should be sent directly to the Pool, 
you must complete the Pool Administrator’s reconsideraYon process before appealing 
to the Pool.  

  
Therea^er, Appeals may be submiied as follows: 

• Appeal Request for Execueve Review.  Pool applicants who have been denied 
entrance into the Pool and Pool Enrollees who are dissaYsfied with the 
Administrator’s reconsideraYon/appeal decision on a claim or Prior Approval 
request have the right to request an ExecuYve Review from the New Mexico 
Medical Insurance Pool.   

• Appeal to the Board of Directors.  Pool applicants who have been denied 
entrance into the Pool and Pool Enrollees who are dissaYsfied with the 
Administrator’s reconsideraYon/appeal decision on a claim or Prior Approval 
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request have the right to appeal to the New Mexico Medical Insurance Pool 
Board of Directors.  

• Legal Aceon.   You may not take legal acYon to recover benefits under this 
Policy a^er three years from the date that the claim in quesYon must be filed 
with the Administrator.  

 
 Certain Defenses  

There is nothing contained in this Policy upon which the Enrollee can claim any right, 
acYon, or cause of acYon, either at law or in equity, against the Pool, the New Mexico 
Medical Insurance Pool Board of Directors, or its Administrator for any act or omission 
of any person, firm, or corporaYon who is involved directly or indirectly in furnishing any 
item or providing any services to an Enrollee.  

    
Catastrophic Events  

In case of fire, flood, war, civil disturbance, court order, strike, or other cause beyond the 
Administrator’s control, the Administrator may be unable to process claims or provide 
Prior Approval for services on a Ymely basis.  
  

Sending No8ces  
All noYces to you are considered to be sent to and received by you when deposited in 
the United States mail and addressed to the Enrollee at the latest address on the 
Administrator’s membership records.  
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  7   Enrollment and Termina<on Informa<on  
  
Term of Coverage  

Your coverage starts on the Policy’s effecYve date at 12:01 a.m. Standard Time where 
you live. It ends at 12:01 a.m., the same Standard Yme, or the first renewal date. Each 
Yme you renew your Policy by paying the premium within the 31-day grace period, the 
new term begins when the old term ends.  

  
 Who Is Eligible  

To be eligible for the Pool program, you must be and conYnue to be a resident of the state 
of New Mexico who lives within the state of New Mexico with a permanent physical street 
address and be in one of the qualifying situaYons listed below under “HIPAA-Eligible 
Individuals” or “Other Qualifying SituaYons.” Unless otherwise indicated below, you must 
apply for Pool coverage within the Yme frames indicated, if any, a^er saYsfying the 
condiYon that caused you to become eligible. An applicaYon is dated on the later of the 
requested effecYve date or the day the applicaYon was received by the Pool.  
 
HIPAA-Eligible Individuals.  The Health Insurance Portability and Accountability Act of 
1996 (HIPAA) requires that, if you are a New Mexico resident, you are eligible for Pool 
coverage if:  

• You have had a total of at least 18 months of Creditable Coverage, the last of 
which must be a group coverage health plan, Governmental Plan, or Church Plan 
with no single gap in coverage of more than 95 days (the most recent coverage 
must have been under a Group Health Plan); and  

• You have applied for Pool coverage within 95 days of involuntarily losing prior 
Group Health Plan coverage (involuntary loss of coverage includes reaching a 
general lifeYme maximum benefit under your prior coverage or moving outside 
the service area of your health plan); and  

• You do not have, and are not eligible for, group coverage.  Eligibility for individual 
insurance does not disqualify you under HIPAA.  

  
Proof of such prior coverage, totaling 18 months of coverage for all policies combined 
(the last of which must have been group coverage) must be included with the applicaYon 
for Pool coverage.  
  
If you are offered group conYnuaYon coverage through COBRA or some other 
conYnuaYon coverage (such as under New Mexico’s state six-month conYnuaYon right 
or similar program in another state), you do not have to accept such coverage before 
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being eligible for the Pool. If you elected conYnuaYon coverage, you do not have to 
exhaust such coverage before transferring to the Pool.  

  
NOTE: If the most recent Creditable Coverage available to you under this provision was 
terminated as a result of fraud, you are not eligible for Pool coverage.   

  
Other Qualifying Situaeons.  If you are not a HIPAA-Eligible Individual as described 
above, but you are a New Mexico resident, you are eligible for Pool coverage if you have 
received one or more of the following:  

1. A noYce of rejecYon for Comprehensive Medical Insurance Coverage in the last 
12 months (e.g. denial of coverage received due to closed enrollment for health 
care coverage on or off the marketplace, if you have missed open enrollment 
through your employer’s group coverage, or you have voluntarily chosen not to 
parYcipate in your employer’s group coverage and you are not eligible for special 
enrollment period).  

2. Proof that your current premium rate for in-force individual coverage (or a quote 
received within the last 12 months applied for individual Health Insurance 
coverage) exceeds the Pool’s qualifying rate (as posted on the NMMIP website) 
for similar DeducYble opYons for your age and sex.  

3. A noYce staYng that your most recent individual coverage has terminated, or will, 
terminate because the insurer stopped issuing coverage in New Mexico or 
because you reached the maximum allowable coverage limit under that policy.  

4. A noYce staYng that your coverage in another state’s high risk pool ended 
because you moved to New Mexico. In order to prevent a lapse in coverage, you 
must apply for Pool coverage within 31 days a^er terminaYon of prior high risk 
pool coverage and pay premiums for the enYre coverage period.  

5. A noYce staYng that you are on Medicare due to a disability and under the age 
of 65.  Persons eligible due to this criterion will only be eligible for the New 
Mexico Medical Insurance Pool Medicare Carve-Out Policy and must be enrolled 
in both Parts A and B of Medicare.  

  
NOTE: If the most recent Creditable Coverage available to you was individual coverage 
that was terminated as a result of non-payment of premium and that coverage would 
NOT have qualified you for Pool entrance as described above (for example, you cancelled 
your prior coverage but it did not exceed the Pool’s qualifying rate or it did not restrict 
your coverage), the terminaYon will be considered voluntary.  

  
Each member of a family covered under the Pool must individually meet the eligibility 
provisions of this Policy, except newborns up to 31 days old. There are no family rates; 
each family member who is enrolled will be charged the rate applicable to their age.  

  
Who is Not Eligible.  You are not eligible to enroll if any of the following condiYons apply 
to you:  
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• You have or are eligible for Medicare (unless you are under age 65) or Medicaid, 
unless such coverage is limited to coverage for amounts in excess of limited 
policies such as dread disease, cancer policies, or hospital indemnity policies. In 
such instances Medicare or Medicaid coverage will be the primary payer and the 
Pool will be the secondary payer. If you are under age 65 and become eligible for 
both Parts of Medicare a^er enrollment in the Pool, you must noYfy the 
Administrator. You are only eligible for Pool coverage under the Medicare Carve-
out plan. If you reach age 65 and become eligible for Medicare a^er January 1, 
2006, you may not conYnue coverage under any Pool Policy. If you are age 65 or 
older and enrolled for coverage under this Policy before January 1, 2006, you may 
conYnue coverage under this Policy, whether or not you are eligible for Medicare.  

• You are eligible for coverage under a Group Health Plan or have other 
“Comprehensive Medical Health Insurance Coverage” (see the Glossary), 
including benefits consisYng of medical care, items, or services provided directly, 
through insurance or reimbursement, or otherwise under any Hospital or 
medical service policy or cerYficate, Hospital or medical service plan contract or 
health maintenance organizaYon (HMO) contract. You may conYnue coverage 
under the Pool while saYsfying a waiYng period under the other Group Health 
Plan or Health Insurance policy. You may also conYnue other coverage if you 
qualify for Pool coverage under a non-comprehensive policy, or a condiYon rider. 
The Pool Policy is secondary to all other coverage.  

• You were offered the opYon of conYnuing coverage under a federal COBRA 
provision or similar state program, but the coverage also meets the condiYons 
for eligibility described under numbers 2 on the previous page (e.g., there is an 
exclusion for a condiYon specific to you, or the rate is higher than the Pool’s 
qualifying rate).  If you have 18 months of Creditable Coverage and meet the 
HIPAA eligibility requirements you do not need to exhaust your COBRA benefits.  

• You have voluntarily terminated a Pool Policy within the past 12 months. 
However, if you terminated Pool coverage because you became eligible for and 
covered by a health plan and such coverage was then involuntarily terminated in 
less than 12 months, you may re-apply for a Pool Policy. Persons who are HIPAA-
Eligible Individuals at the Yme of re-applicaYon are also eligible to reapply for 
Pool coverage within a 12-month period.  

• You are an inmate of a public insYtuYon or eligible for public programs for which 
medical care is provided.  

  
Children.  A child is considered to be a specific age on the first day of the month following 
their birthday, and includes your unmarried:  

• Natural or legally adopted child;  
• Child under age 18 placed in your home for purposes of adopYon; and  
• Stepchild who depends upon you for support and maintenance and resides with 

you in a parent-child relaYonship.  
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If three or more children (family members), as defined above, are Enrollees of the Pool 
program, they can qualify as a family even if you or your spouse are not covered. 
However, if a child qualifying as part of a family has their own child, the newborn child 
may not qualify as part of the same family. The newborn, if eligible, must switch to their 
own Policy and the addiYonal premium for the newborn must be paid.  
  
Family Provision.  While the Pool does not offer a “Family” Policy, if you have three or 
more qualified family members on Pool Policies with the same DeducYble you may 
receive reduced DeducYble and Out-of-Pocket Limits as indicated on the chart 
Deduc:ble Op:ons Table on page 6. 
  

Eligibility of Family Members.  Family members covered under the Pool program 
must each meet the eligibility requirements of the Pool. The Administrator may 
require acceptable proof (such as copies of income tax forms, legal adopYon or legal 
guardianship papers, or court orders) that an individual qualifies as a family member. 
Unless listed as a qualified family member, no other relaYve or person is counted as 
a family member for purposes of calculaYng DeducYble or Out-of-Pocket Limits.  

  
If a child is under the age of 18, their parent, legal guardian, or other responsible 
party must submit the applicaYon for coverage on the child’s behalf. Also, for any 
child covered under a Pool Policy, any obligaYons of the policyholder set forth in this 
benefit booklet, any endorsements, addenda, or riders will be the obligaYons of the 
parent, legal guardian, or other responsible party applying for coverage on the child’s 
behalf.  

  
You may not apply for a Pool Policy on behalf of a non-disabled adult child without 
obtaining authorizaYon from the child to enter into a health insurance contract; 
therefore, an applicaYon for any such coverage of an adult child, whether as a tax 
dependent or as the subscriber, must be signed by the child. If the adult child is 
disabled and unable to sign the applicaYon, their legal guardian may apply for 
coverage on their behalf and, by doing so, accepts any obligaYons of the subscriber 
set forth in the Policy, including any endorsements, addenda, or riders. You may be 
required to provide a copy of a power of aiorney for an adult child.  

Qualified Family.  In order to qualify as a member of a family for purposes of 
calculaYng DeducYble and out of pocket limits, the members must be related to you 
in one of the following ways:  

• Your legal spouse;  
• Your unmarried child through the end of the monthly billing period in which 

the child becomes age 26.  At that Yme, the child is automaYcally removed 
from the Family provision;  

• Your unmarried child over age 26 who was enrolled for Pool coverage at the 
Yme of reaching age 26, and who is medically cerYfied as disabled and chiefly 
dependent upon you for support and maintenance Such condiYon must be 
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cerYfied by a Physician and the Administrator. Also, a child may conYnue to 
be eligible for coverage under a “Family” discount beyond the age of 26 only 
if the condiYon began before or during the month in which the child would 
lose coverage due to their age status. Proof of incapacity and dependency 
must be furnished to the Administrator within 120 days of the child’s 26th 
birthday.  

  
The Administrator may request subsequent proof of incapacity and dependency 
but no more o^en than on an annual basis a^er a two-year period following 
aiainment of the limiYng age. A child who is not able to conYnue coverage under 
your “Family” discount, but who meets the criteria for conYnued coverage under 
the Pool, may apply for their own Pool Policy.  
 
Newborn and Adopted Children.  If you are an Enrollee of the pool, your newborn 
child, a child physically placed in your home for the purpose of adopYon, or your 
newly adopted child is automaYcally eligible for 31 consecuYve calendar days of 
coverage if you enroll such child for Pool coverage and pay an addiYonal premium. 
This provision applies only to children of adult policyholders. The child of a child 
does not qualify under your “Family” discount. To obtain automaYc coverage 
(limited to 31 days) for the newborn or newly adopted child, the Pool Enrollee 
other than your spouse must switch to their own Policy and pay the addiYonal 
premium for the newborn or adopted child.  
  

You must complete an applicaYon for coverage and submit it to the Administrator within 
31 days of the birth, placement in the home, or legal adopYon. In such cases, the child 
does not have to establish eligibility for Pool coverage and the newborn is covered at 
birth or, in the case of a child who has been placed in your home or adopted, for 31 days 
following placement or adopYon if the addiYonal premium is paid.  

  
Eligibility must be established for the child to remain on the Policy beyond 31 days. A 
child under age 18 who is placed in your home by a court of competent jurisdicYon for 
the purposes of adopYon may acquire Pool coverage as soon as the child is physically 
placed in the home or upon compleYon of the legal adopYon (or any Yme in between) 
for the first 31 days provided the Administrator receives an enrollment applicaYon 
within 31 days and addiYonal premium is paid. They must sYll establish conYnued 
eligibility to be covered beyond the 31-day period.  

   
When Coverage Begins  

Your Pool coverage begins on the laier of the first day of the month specified on your 
enrollment applicaYon or the first of the month following the date your applicaYon is 
accepted and the premium is paid. This date is your effecYve date. The Pool pays for 
Covered Services that you receive a^er the EffecYve Date of Coverage. In some 
instances, coverage may begin on the first of the month during which your prior 
coverage terminated; in such cases, retroacYve premium may be required.  
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This Policy does not cover any service received or any Admission that begins before your 
EffecYve Date of Coverage. Also, if your prior coverage has an extension of benefits 
provision, this Policy will not cover those charges incurred a^er your effecYve date that 
are covered under the prior plan.  
 
Any Services that span coverage of previous policy and coverage under the Pool policy 
will require coordinaYon of benefits.  

  
 Premium  

Your Policy will be renewed each Yme the required premium payment is made. The 
premium is due and payable to the Administrator in advance of each period for which 
the coverage is to be in effect. A grace period of 31 days is granted following the premium 
due date. No benefits are available for care for services received during the grace period 
unless the premium is remiied to the Administrator’s office before the grace period’s 
expiraYon date.  

  
Failure to receive premium due noYces does not relieve the applicant from responsibility 
for paying the premium when due.  

  
Rates are re-evaluated on January 1 of each year and may be adjusted based on various 
factors, including your age or tobacco status.  Your premium may increase on the first of 
the month following your birthday. The Administrator will noYfy you at least 60 days 
before an increase in premium occurs due to re-evaluaYon of rates. You may not be 
noYfied of a rate increase that occurred due to age.  

  
Each year you may apply to change your tobacco status a^er you have been tobacco free 
for 6 months. A^er you have met the tobacco free requirement, you may apply to the 
Administrator for a non-tobacco status. See the Tobacco/Non-tobacco Affidavit on the 
website www.nmmip.org or request a form from the Administrator. Changes are 
effecYve each January 1.  

  
 Policy Termina8on  

Unless stated otherwise, coverage ends at the end of the last-paid billing period during 
which one of the following events occurs:  

• When the Administrator does not receive the premium payment on Yme. If the 
month’s premium is not received within 31 days a^er the premium due date 
(known as the “grace period”), your coverage will be terminated at the end of 
the last period for which premium was paid.  

• When you become covered by a group plan. Such terminaYon may be made 
retroacYvely upon disclosure of the group coverage. If you are subject to a 
waiYng period under the group coverage, the Pool coverage will terminate on 
the date the waiYng period ends.  
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• When you are no longer eligible for coverage under the New Mexico Medical 
Insurance Pool program.  

• When you are no longer a New Mexico resident.  
• When you do not reply within 31 days a^er the date that the Administrator 

makes an inquiry concerning your place of residence.  
• When you request this Policy to end.  
• When New Mexico statutes require cancellaYon of this Policy.  

  
If you knowingly gave false material informaYon in connecYon with your or a family 
member’s eligibility or enrollment, the Administrator may terminate the coverage of you  
and all family members retroacYvely to the date of iniYal enrollment. You are liable for 
any benefit payments made as a result of such improper acYons.  

  
Re-Entering the Pool AFer Termina8on  

If you fail to pay the premium in accordance with the terms of this Policy, or if you 
voluntarily leave the Pool, you will not be eligible to re-apply unYl 365 days have 
passed from the date of terminaYon of coverage. However, if you terminated Pool 
coverage because you became covered by a health plan that was then involuntarily 
terminated in less than 12 months, you may re-apply for Pool coverage.  
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  8   General Provisions  
 
Availability of Provider Services  

The Administrator does not guarantee that a certain type of room or service will be 
available at any Hospital or other facility within the Network or that the services of a 
parYcular Hospital, Physician, or other Provider will be available.  

  
Changes to the Health Care Policy  

This Policy and any aiachments are the enYre Policy of Insurance. Only the Board of 
Directors of the New Mexico Medical Insurance Pool or the Legislature of the State of 
New Mexico can approve a change to the Policy. Any such change(s) must be shown in 
your Policy.  

  
Disclaimer of Liability  

The Administrator has no control over any diagnosis, treatment, care, or other service 
provided to you by any facility or Professional Provider, whether parYcipaYng or not. The 
Pool and its contractors and subcontractors are not liable for any loss or injury caused by 
any health care Provider by reason of negligence or otherwise.  

  
Disclosure and Release of Informa8on  

The Administrator and the Pool will only disclose informaYon as permiied or required 
under state and federal law.  

  
Execu8on of Papers  

]You must, upon request, execute and deliver to the Administrator any documents and 
papers necessary to carry out the provisions of this Policy.  

  
Independent Contractors  
 

Physicians and other Providers are not agents or employees of the Administrator, and the 
Administrator and its employees are not employees or agents of any Network Provider. 
The Administrator will not be liable for any claim or demand on account of damages 
arising out of, or in any manner connected with, any injuries suffered by you while 
receiving care from any ParYcipaYng Provider. 
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  9   Defini<ons  
  

It is important for you to understand the meaning of the following terms. The definiYon of 
many terms determines your benefit eligibility. These terms are capitalized when used in this 
Policy.  
  
Accidental Injury.  A bodily injury caused solely by external, traumaYc, and  unforeseen means. 
Accidental Injury does not include disease or infecYon, hernia, or  cerebral vascular accident. 
Dental injury caused by chewing, biYng, or malocclusion is  not considered an Accidental Injury.  
  
Acupuncture.  The use of needles inserted into the body for the prevenYon, cure, or correcYon 
of any disease, illness, injury, pain, or other condiYon by controlling and regulaYon the flow and 
balance of energy and funcYoning of the person to restore health.  
  
Administrator.  The company that has been selected to administer eligibility, billing, claims 
administraYon, and customer services for the Pool program.  
  
Admission.  The period of Yme between the dates a paYent enters a facility as an inpaYent and 
is discharged as an inpaYent.  
  
Alcoholism.  A condiYon defined by paierns of usage that conYnue despite occupaYonal, social, 
marital, or physical problems related to compulsive use of alcohol. There may also be a significant 
risk of severe withdrawal symptoms if the use of alcohol is disconYnued.  
  
Alcoholism Treatment Facility, Alcoholism Treatment Program.  An appropriately licensed 
Provider of detoxificaYon and rehabilitaYon treatment for Alcoholism.  
  
Ambulance.  A specially designed and equipped vehicle used only for transporYng the sick and 
injured. It must have customary safety and lifesaving equipment such as first-aid supplies and 
oxygen equipment. The vehicle must be operated by trained personnel and licensed as an 
Ambulance.  
  
Ambulatory Surgical Facility.  Ambulatory surgery centers, or ASCs, are faciliYes where surgeries 
that do not require hospital admission are performed. ASCs provide cost-effecYve services and a 
convenient environment that is less stressful than what many hospitals can offer. PaYents who 
choose to have surgery in an ASC arrive on the day of their procedure, have their surgery in a 
fully equipped operaYng room and recover under the care of highly skilled nurses, all without 
hospital admission.  
  
Appliance.  A device used to provide a funcYonal or therapeuYc effect. 
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Applied Behavioral Analysis (ABA).  Services that include behavior modificaYon training 
programs that are based on the theory that behavior is learned through interacYon between an 
individual and the environment. The goal of behavior management is to reinforce and increase 
desirable, funcYonal behaviors while reducing undesirable, maladapYve behaviors.  
  
Auesm Spectrum Disorder.  A condiYon that meets the diagnosYc criteria for the pervasive 
developmental disorders published in the current DiagnosYc and StaYsYcal Manual of Mental 
Disorders published by the American Psychiatric AssociaYon, including auYsYc disorder; 
Asperger’s disorder; pervasive development disorder not otherwise specified; Rhei’s disorder; 
and childhood integraYve disorder.  
  
Birthing Center.  A health care facility for childbirth where care is provided in the midwifery and 
wellness model independent of a Hospital and accredited according to the laws of the State.  
  
Brand-Name Drug.  A drug that is available from only one source, or when available from 
mulYple sources, is protected with a patent.  
  
Cancer Clinical Trial.  A course of treatment provided to a paYent for the prevenYon of 
reoccurrence, early detecYon, or treatment or palliaYon of cancer for which standard cancer 
treatment has not been effecYve or does not exist. It does not include trials designed to test 
toxicity or disease pathophysiology, but must have a therapeuYc intent and be provided as part 
of a study being conducted in a Cancer Clinical Trial. The scienYfic study must have been 
approved by an insYtuYonal review board that has an acYve federal-wide assurance of protecYon 
for human subjects, and include all of the following: (i) specific goals, a raYonale and background 
for the study, (ii) criteria for paYent selecYon, specific direcYon for administering the therapy or 
intervenYon and for monitoring paYents, (iii) a definiYon of quanYtaYve measures for 
determining treatment response, (iv) methods for documenYng and treaYng adverse reacYons, 
and a reasonable expectaYon, based on clinical or pre-clinical data, that the treatment will be at 
least as efficacious as standard cancer treatment. The trial must have been approved by a United 
State federal agency or by a qualified research enYty that meets the criteria established by the 
federal NaYonal InsYtutes of Health for grant eligibility.  
  
Cardiac Rehabilitaeon.  An individualized, supervised physical recondiYoning exercise session 
lasYng from 4 to 12 weeks. Also includes educaYon on nutriYon and heart disease.  
  
Cerefied Nurse Midwife.  A person who is licensed by the Board of Nursing as a  
Registered Nurse and who is licensed by the New Mexico Department of Health (or appropriate 
state regulatory body) as a CerYfied Nurse Midwife.  
  
Cerefied Nurse Praceeoner.  A Registered Nurse whose qualificaYons are endorsed by the Board 
of Nursing for expanded pracYce as a CerYfied Nurse PracYYoner and whose name and perYnent 
informaYon is entered on the list of CerYfied Nurse PracYYoners maintained by the Board of 
Nursing.  
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Cerefied Registered Nurse Anestheest (CRNA).  A person who is a licensed professional nurse 
providing the same anesthesia services as an anesthesiologist (MD) and who is acYng within the 
scope of their medical license in the state in which the service is rendered.  
  
Cessaeon Counseling.  As applied to the Smoking/Tobacco Use CessaYon benefit described in 
Sec:on 3, CessaYon Counseling means a program, including individual, group or proacYve 
telephone quit line, that:  

• Is designed to build posiYve behavior change pracYces and provides counseling at a 
minimum on: establishment of reasons for quinng, understanding nicoYne addicYon, 
techniques for quinng, discussion of stages of change, overcoming the problems of 
quinng, including withdrawal symptoms, short-term goal senng, senng a quit date, 
relapse prevenYve and follow-up;  

• Operates under a wriien program outline that meets minimum requirements 
established by the Superintendent of Insurance;  

• Employs counselors who have formal training and experience in tobacco cessaYon 
programming and are acYve in relevant conYnuing educaYon acYviYes; and  

• Uses a formal evaluaYon process, including mechanisms for data collecYon and- 
measuring parYcipant rate and impact of the program.  

  
Chemical Dependency.  CondiYons defined by paierns of usage that conYnues despite 
occupaYonal, marital, or physical problems that are related to compulsive use of alcohol, drugs, 
or other substance. Chemical Dependency (also referred to as “substance abuse,” which includes 
Alcoholism and Drug Abuse) may also be defined. There is a significant risk of severe withdrawal 
symptoms if the use of alcohol, drugs, or other substance is disconYnued.  
  
Chemotherapy.  Drug therapy administered as treatment for malignant condiYons and diseases 
of certain body systems.  
  
Chiropractor.  A person who is a doctor of chiropracYc (D.C.) licensed by the appropriate 
governmental agency to pracYce chiropracYc medicine.  
  
Church Plan.   The term is defined pursuant to SecYon 3(33) of the federal Employee ReYrement 
Income Security Act of 1974.  
  
Clinical Psychologist.  A person with a doctoral degree in clinical psychology licensed or cerYfied 
in accordance with the New Mexico Professional Psychologist Act or similar statute in another 
state.  
  
COBRA Conenuaeon Coverage.  ConYnued health coverage when a person involuntarily loses 
eligibility under a Group Health Plan (such as due to terminaYon of employment, divorce, 
reaching a dependent age limit). The coverage may conYnue only for a certain Yme period of 
Yme and only under certain condiYons. The program was created under the federal Consolidated 
Omnibus Budget ReconciliaYon Act (COBRA), which applies only to certain large Group Health 
Plans. Groups that do not have to offer conYnued coverage under COBRA may have to provide 
conYnued coverage under state laws (such as New Mexico’s six-month conYnuaYon coverage).  
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Coinsurance.  The percentage of a Covered Charge that is your responsibility to pay for most 
Covered Services. For Covered Services that are subject to Coinsurance, you pay the percentage 
(indicated on the Deduc:ble Plan Op:ons Table) of the Policy’s Covered Charge a^er the 
DeducYble (if any) has been met.  
  
Complicaeons of Pregnancy.   C-secYons, ectopic pregnancies, toxemia, abrupYo placentae, 
miscarriages, therapeuYc terminaYon of pregnancy prior to full term, and other complicaYons 
as determined by the Administrator. ElecYve aborYons are not considered a ComplicaYon of 
Pregnancy under this Policy.  
  
Comprehensive Medical Health Insurance Coverage.  Policies of this category are designed to 
provide coverage for major Hospital, medical, and surgical expenses incurred as a result of a 
covered illness or injury. Coverage is provided for hospital room and board, other hospital 
services, surgical services, anesthesia services, inpaYent medical services, and out-of-hospital 
care, subject to any deducYbles, coinsurance provisions, or other limitaYons which may be set 
forth in the policy. Comprehensive major medical does not include the following types of 
coverage: (i) accident-only, (ii) disability income, (iii) liability, (iv) auto (including auto medical 
payment), (v) credit only or workers’ compensaYon insurance; (vi) on-site clinic plans; (vii) 
dental- only or vision-only plans; (viii) long-term care plans; (ix) specific disease plans or hospital 
indemnity plans, when not offered in coordinaYon with a Group Health Plan; (x) supplemental 
plans such as Medicare supplement, CHAMPUS supplement or hospital supplement plans.  
  
Copay/Copayment.  A copay is a cost-sharing method that requires a covered person to pay a 
fixed dollar amount when a medical or pharmaceuYcal service is received, with the Plan paying 
the allowed balance; there may be different copayment amounts for different types of services 
under the same health benefits plan. When calculaYng the cost-sharing requirement, the plan 
must credit the enrollee for the full value of discounts provided or payments made by a 3rd party.    
  
Cosmeec.  See the “CosmeYc Services” exclusion in Sec:on 4.  
  
Cost-Effeceve.  A procedure, service, or supply that is an economically efficient use of resources, 
relaYve to the benefits and harms associated with the procedure, service, or supply. When 
determining cost effecYveness, the situaYon and characterisYcs of the individual paYent are 
considered.  
  
Covered Charge.  The maximum amount that will be allowed for Covered Services, as determined 
by the Administrator, using a variety of pricing methods and based on generally accepted claim 
coding rules. Also See “Claims Payment Provisions” in Sec:on 6.  
  
Covered Services.  Services or supplies that are listed in this Policy, including any endorsements, 
addenda, or riders, for which benefits are provided.  
  
Creditable Coverage.  Health care coverage through an employment-based Group Health Plan; 
Health Insurance coverage; Part A or B of Title 18 of the Social Security Act (Medicare); Title 19 
of the Social Security Act (Medicaid) except coverage consisYng solely of benefits pursuant to 
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secYon 1928 of that Ytle; 10 USCA Chapter 55 (military benefits); the NM Medical Insurance Pool 
Act or similar state sponsored Health Insurance pool; a health plan offered pursuant to 5 USCA 
Chapter 89; a public health plan as defined in federal regulaYons, whether foreign or domesYc; 
any coverage provided by a governmental enYty, whether or not insured, a State Children’s 
Health Insurance Program; or a health benefit plan offered pursuant to secYon 5(e) of federal 
Peace Corps Act.  
  
Custodial Care.  Services to assist in acYviYes of daily living (such as siier’s or homemaker’s 
services), or services not requiring the conYnuous aienYon of skilled medical or paramedical 
personnel, regardless of where they are furnished or by whom they are recommended. See the 
“Custodial Care” exclusion in Sec:on 4.  
  
Deduceble.  The fixed dollar amount that a covered person may be required to pay during a 
benefit period before the Plan begins payment for covered benefits; the Plan may have individual 
deducYbles and separate deducYbles for specific services.  
  
Dental-Related Services.  Services performed for treatment of condiYons related to the teeth or 
structures supporYng the teeth.  
  
Denest, Oral Surgeon.  A doctor of dental surgery (D.D.S.) or doctor of medical denYstry (D.M.D.) 
who is licensed to pracYce prevenYon, diagnosis, and treatment of diseases, accidental injuries, 
and malformaYon of the teeth, jaws, and mouth.  
  
Diagnosec Services.  Procedures such as laboratory and pathology tests, x-ray services, EKGs, 
and EEGs that do not require the use of an operaYng or recovery room, and that are ordered by 
a Provider to determine a condiYon or disease.  
  
Dialysis.  The treatment of a kidney ailment during which impuriYes are mechanically removed 
from the body with Dialysis equipment.  
  
Doctor of Oriental Medicine.  A person who is a Doctor of Oriental Medicine (D.O.M.) licensed 
by the appropriate governmental agency to pracYce Acupuncture and oriental medicine.  
  
Drug Abuse.  A condiYon defined by paierns of usage that conYnue despite occupaYonal, 
marital, or physical problems related to compulsive use of drugs or other substance. There may 
also be significant risk of severe withdrawal symptoms if the use of drugs is disconYnued. Drug 
abuse does not include nicoYne addicYon or alcohol use.  
  
Durable Medical Equipment.  Any equipment that can withstand repeated use, is made to serve 
a medical purpose, and is generally considered useless to a person who is not ill or injured. This 
equipment is designed for repeated use, and includes items such as oxygen tents, wheelchairs, 
hospital beds, crutches, and other medical equipment.  
   
Effeceve Date of Coverage.  12:01 A.M. of the date on which an Enrollee’s coverage begins.  
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Emergency Medical Condieon / Emergency Services.  Medical or surgical procedures, 
treatments, or services delivered a^er the sudden onset of what reasonably appears to be a 
medical condiYon with symptoms of sufficient severity, including severe pain, that the absence 
of immediate medical aienYon could reasonably be expected by a reasonable layperson to 
result in jeopardy to their health; serious impairment of bodily funcYons; serious dysfuncYon of 
any bodily organ or part, or disfigurement. Examples of Emergency CondiYons include, but are 
not limited to: heart aiack or suspected heart aiack, coma, loss of respiraYon, stroke, acute 
appendiciYs, severe allergic reacYon, or poisoning.  
  
Emergency shall mean, with respect to an Emergency Medical CondiYon, the following: 

1. An appropriate medical screening examinaYon (as required under secYon 1867 of the 
Social Security Act, 42 U.S.C. 1395dd) that is within the capability of the emergency 
department of a Hospital or of an Independent Freestanding Emergency Department, 
as applicable, including ancillary services rouYnely available to the emergency 
department to evaluate such Emergency Medical CondiYon; and 

2. Within the capabiliYes of the staff and faciliYes available at the Hospital or the 
Independent Freestanding Emergency Department, as applicable, such further 
medical examinaYon and treatment as are required under secYon 1867 of the Social 
Security Act (42 U.S.C. 1395dd), or as would be required under such secYon if such 
secYon applied to an Independent Freestanding Emergency Department, to stabilize 
the paYent (regardless of the department of the Hospital in which such further 
examinaYon or treatment is furnished). 

 
When furnished with respect to an Emergency Medical CondiYon, Emergency Services shall also 
include an item or service provided by a Non-Network Provider or Non-ParYcipaYng Health Care 
Facility (regardless of the department of the Hospital in which items or services are furnished) 
a^er the ParYcipant is stabilized and as part of OutpaYent observaYon or an InpaYent or 
OutpaYent stay with respect to the visit in which the Emergency Services are furnished, unYl 
such Yme as the Provider determines that the ParYcipant is able to travel using non-medical 
transportaYon or non-emergency medical transportaYon, and the ParYcipant is in a condiYon to, 
and in fact does, give informed consent to the Provider to be treated as a Non-Network Provider. 
 
Enrollee.  The person who is enrolled for coverage and enYtled to receive benefits under this 
Policy in accordance with the law passed by the Legislature of the State of New Mexico. 
Throughout this booklet, the terms “you” and “your” refer to each Enrollee.  
  
Enteral Nutrieonal Product.  A product designed to provide calories, protein, and essenYal 
micronutrients by the enteral route (i.e., by the gastrointesYnal tract, which includes the 
stomach and small intesYne only).  
  
Gender-Affirming Hormone Therapy.  A course of hormone replacement therapy intended to 
induce or change secondary sex characterisYcs. 
 



  
Seceon 9: Definieons  NMMIP  

EPO002_01/2024                                            Customer Service (866) 306-1882                       88 

Gender-Affirming Surgery.  A surgery to change primary or secondary sex characterisYcs to 
affirm a person’s gender idenYty.  Also known as gender confirmaYon surgery or sex 
reassignment surgery. 
 
Gender Dysphoria.  A sense of unease that a person may have because of a mismatch between 
their sex assigned at birth and their gender idenYty.  Also known as gender idenYty disorder. 
 
Gonadotropin-Releasing Hormone Therapy (GnRH).  A course of reversible puberal or gonadal 
suppression therapy used to block the development of secondary sex characterisYcs in 
adolescents. 
 
Governmental Plan.  The term as defined in SecYon 3(32) of the federal Employee ReYrement 
Income Security Act of 1974 and includes a federal Governmental Plan (a Governmental Plan 
established or maintained for its employees by the United States government or an 
instrumentality of that government).  
  
Group Health Plan.  An employee welfare benefit plan as defined in SecYon 3(1) of the Employee 
ReYrement Income Security Act of 1974 to the extent that the plan provides medical care and 
includes items and services paid for as medical care (directly or through insurance, 
reimbursement, or otherwise) to employees or their dependents (as defined under the terms of 
the plan).  
  
Habilitaeve Treatment.  Treatment programs that are necessary to: 1) develop, 2) maintain, and 
3) restore to the maximum extent pracYcable the funcYoning of an individual. All three 
condiYons must be met in order to be considered habilitaYve.  
  
Health Insurance.  For purposes of determining Pool eligibility, Health Insurance is a hospital and 
medical expense-incurred policy; non-profit health care service plan contract; health 
maintenance organizaYon subscriber contract; short-term, accident, fixed indemnity or specified 
disease policy; disability income contracts; limited benefit insurance; credit insurance; or other 
coverage as defined by SecYon 56A-7-3-NMSA 1978. Health Insurance does not include 
insurance arising out of the Workers’ CompensaYon Act or similar law, automobile medical 
payment insurance or insurance under which benefits are payable with or without regard to fault 
and that is required by law to be contained in a liability insurance policy.  
   
 HIPAA-Eligible Individual.  Any person who has had 18 or more months of Creditable Coverage 
(the last of which was group coverage), received noYce of terminaYon of such coverage 
(including COBRA conYnuaYon), submits an applicaYon for Pool coverage within 95 days of losing 
coverage under a Group Health Plan, and provides proof of such 18 months of Creditable 
Coverage with the applicaYon for Pool coverage.  
  
Home Health Care Services.  Covered Services, as listed under “Home Health Care/Home I.V. 
Services” in Sec:on 3, that are provided in the home according to a treatment plan by a cerYfied 
home health care agency under acYve Physician and nursing management. Registered nurses 
must coordinate the services on behalf of the home health care agency and the paYent’s 
Physician.  
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Hospice.  A licensed program providing care and support to Terminally Ill PaYents and their 
families. An approved Hospice must be licensed when required, Medicare- cerYfied as, or 
accredited by the Joint Commission on AccreditaYon of Healthcare OrganizaYons (JCAHO) as, a 
Hospice.  
  
Hospice Benefit Period.  The period of Yme during which Hospice benefits are available. It begins 
on the date the aiending Physician cerYfies that the Enrollee is terminally ill and ends six months 
a^er the period began (or upon the Enrollee’s death, if sooner). At the Administrator’s discreYon, 
the Hospice Benefit Period may be extended if the aiending Physician recerYfies you are 
terminally ill. The Hospice Benefit Period must begin while the Enrollee is covered for these 
benefits, and Policy coverage must be maintained throughout the Hospice Benefit Period.  
  
Hospice Care.  An alternaYve way of caring for Terminally Ill PaYents in the home or insYtuYonal 
senng, which stresses controlling pain and relieving symptoms but does not cure. SupporYve 
services are offered to the family before and a^er the death of the paYent.  
  
Hospital.  A facility offering inpaYent services, nursing and overnight care for three or more 
individuals on a 24-hours-per-day, seven-days-per-week basis for the diagnosis and treatment of 
physical, behavioral or rehabilitaYve health condiYons.   
  
Inborn Error of Metabolism.  A rare, inherited geneYc disorder that is present at birth; if 
untreated, results in intellectual disabiliYes or death; and causes the necessity for consumpYon 
of Special Medical Foods.  
  
Independent Freestanding Emergency Department.  Independent Freestanding Emergency 
Department means a health care facility that is geographically separate and distinct, and 
licensed separately, from a Hospital under applicable state law, and which provides any 
Emergency Services. 
 
Inpaeent Services.  Care provided while you are confined as an inpaYent in a Hospital or 
treatment center for at least 24 hours. InpaYent care includes parYal hospitalizaYon (a non-
residenYal program that includes from 3-12 hours of conYnuous psychiatric care in a treatment 
facility).  
  
Impacted Teeth.  Teeth that are fully or parYally prevented from erupYng in the dental arch by 
bone. ExtracYon of teeth that are only prevented from erupYng by Yssue, or fully Impacted Teeth 
that must be extracted in preparaYon of the mouth for dentures or orthodonYc services are not 
covered.  
  
Invesegaeonal Drug or Device.  For purposes of the Cancer Clinical Trial benefit described in 
Sec:on 3 under “Therapy and RehabilitaYon,” an “InvesYgaYonal Drug or Device” means a drug 
or device that has not been approved by the federal Food and Drug AdministraYon.  
  
Licensed Pracecal Nurse (L.P.N.).  A nurse who has graduated from a formal pracYcal nursing 
educaYon program and is licensed by an appropriate state authority.  
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Maintenance Therapy.  Treatment that does not significantly enhance or increase the paYent’s 
funcYon or producYvity, or care provided a^er the paYent has reached their rehabilitaYve 
potenYal.  
  
Maintenance Medicaeons.  PrescripYon drugs taken regularly to treat a chronic health 
condiYon, such as high blood pressure or diabetes.  
  
Maternity.  Any condiYon that is related to pregnancy. Maternity care includes prenatal and 
postnatal care; elecYve aborYon; and care for the ComplicaYons of Pregnancy, such as ectopic 
pregnancy, spontaneous aborYon (miscarriage), or C- secYon.  
 
Maximum Amount or Maximum Allowable Charge. Maximum Amount and/or Maximum 
Allowable Charge shall mean the benefit payable for a specific coverage item or benefit under 
the Plan.  Maximum Allowable Charge(s) will or may be the lesser of:  

1. The Usual and Customary amount (unless prohibited by the PPO Contract); 
2. The allowable charge specified under the terms of the Plan; 
3. The Reasonable charge specified under the terms of the Plan; 
4. The negoYated rate established in a contractual arrangement with a Provider; or 
5. The actual billed charges for the covered services. 
 

The Plan will reimburse the actual charge billed if it is less than the Usual and Customary 
amount. The Plan has the discreYonary authority to decide if a charge is Usual and Customary 
and for a Medically Necessary and Reasonable service. 
 
For claims subject to the No Surprises Act (see “No Surprises Act – Emergency Services and 
Surprises Bills”) if no negoYated rate exists, the Maximum Allowable Charge will be: 

• An amount determined by an applicable all-payer model agreement; or 
• If no such amount exists, an amount determined by applicable state law; or 
• If neither such amount exists, an amount deemed payable by a CerYfied IDR EnYty or a 

court of competent jurisdicYon, if applicable.   
 
The Plan will uYlize a vendor to provide Medicare and Cost based provider reimbursement data 
which will be uYlized to establish the Maximum Allowable Charge for Providers as specified 
below.  (The Maximum Allowable Charge as described below will not apply to those Providers 
for which a negoYated rate has been established by a contractual agreement.) In most cases, 
coverage will be limited to Network Providers only, except as specified.   
 
At the Plan Administrators sole discreYon, and if applicable, the Maximum Allowable Charge will 
not exceed: 

1. Non-Network Facility claims will be reimbursed at the greater of 150% of Medicare or 
cost plus 20%.  If no Medicare pricing data or cost data is available, payment will be 
based upon 150% of a regional Medicare approximate provided by a third-party  
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vendor.   In the event there is a negoYated maximum allowable rate established with 
the provider, the rate will create the Maximum Allowable Charge.  

2. Non-Network Physician, or other professional service Providers, claims will be 
reimbursed at 150% of Medicare.  If no Medicare pricing data is available payment 
will be based upon 150% of a regional Medicare approximate provided by a third-
party vendor. In the event there is a negoYated maximum allowable rate established 
with the provider, the rate will create the Maximum Allowable Charge.   

 
In instances where the Plan uYlizes a network of contracted providers, individually contracted 
medical providers, or uses a contractually based fee schedule and the provider will not accept 
the defined "Maximum Amount" or "Maximum Allowable Charge" plan payment opYons, the 
Plan will pay the provider in accordance with the reimbursement required by the contract and 
in accordance with the Plan’s benefits provisions as outlined herein.   
 
The Plan Administrator has the discreYonary authority to decide if a charge is Reasonable and 
otherwise covered under the Plan.  The “Maximum Allowable Amount” / “Maximum Allowable 
Charge” will not include any idenYfiable billing mistakes including, but not limited to, up-coding, 
duplicate charges, and charges for services not performed.    
  
Note:  In the event further informaYon is required in order to make a benefit determinaYon for 
either a Network or Non-Network provider, the Plan Administrator may require, at its discreYon, 
an itemized bill or manufacturer's invoice.    
  
Medicaid.  A state-funded program that provides medical care for indigent persons, as 
established under Title XIV of the Social Security Act of 1965, as amended.  
  
Medical Detoxificaeon.  Treatment in an acute care facility for withdrawal from the physiological 
effects of Alcoholism or Drug Abuse (usually takes about three days in an acute care facility).  
  
Medical Policy.  A coverage posiYon developed by the Administrator that summarizes the 
scienYfic knowledge currently available concerning new or exisYng technology, products, 
devices, procedures, treatment, services, supplies, or drugs and used by the Administrator to 
adjudicate claims and provide benefits for Covered Services. Specific medical policies may be 
requested in wriYng from a Customer Service representaYve.  
  
Medical Supplies.  Expendable items (except PrescripYon Drugs), ordered by a Physician or other 
Professional Provider, that are required for the treatment of an illness or injury.  
  
Medical Necessity or Medically Necessary.  Health care services determined by a Provider, in 
consultaYon with the health care insurer, to be appropriate or necessary, according to:  

a) Any applicable generally accepted principles and pracYces of good medical care;  
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b) PracYce guidelines developed by the federal government, naYonal or professional 
medical socieYes, boards and associaYons; or  

c) Any applicable clinical protocols or pracYce guidelines developed by the health insurance 
carrier consistent with such federal, naYonal and professional pracYce guidelines. These 
standards shall be applied to decisions related to the diagnosis or direct care and 
treatment of a physical or behavioral health condiYon, illness, injury or disease.  

  
Medicare.  The program of health care for the aged, end-stage renal disease (ESRD) paYents, and 
disabled persons established by Title XVIII of the Social Security Act of 1965, as amended.  
 
Mental Illness, Mental Disorder.  A clinically significant behavioral or psychological syndrome or 
condiYon that causes distress and disability and for which improvement can be expected with 
relaYvely short-term treatment. Mental illness does not include transiYonal responses to stress, 
adult situaYonal reacYons, social maladjustments, developmental disability, Alcoholism, other 
Chemical Dependency, or learning disability.  
  
Midwife (Licensed).  A person who pracYces lay midwifery and is registered as a licensed Midwife 
by the New Mexico Department of Health (or appropriate  state regulatory body).  
  
Network.  A group or groups of parYcipaYng providers who provide health care services under a 
network plan. These  faciliYes, Providers and suppliers who have by contract via a medical 
Provider Network or direct or indirect contract with NMMIP agreed to allow the Pool access to 
discounted fees for service(s) provided to Enrollees, and by whose terms they have agreed to 
accept Assignment of Benefits and the discounted fees thereby paid to them by the Pool as 
payment in full for Covered Charges. If applicable, the Provider Network will be idenYfied on the 
Enrollee’s idenYficaYon card.  
  
90 Degree Benefits.  The Administrator of this New Mexico Medical Insurance Pool program.  
 
Occupaeonal Therapist.  A person registered to pracYce OccupaYonal Therapy.  
  
Occupaeonal Therapy.  The use of rehabilitaYve techniques to improve a paYent’s funcYonal 
ability to perform acYviYes of daily living.  
  
Optometrist.  A licensed doctor of optometry (O.D.).  
  
Orthopedic Appliance.  An individualized rigid or semi-rigid support that eliminates, restricts, or 
supports moYon of a weak, injured, deformed, or diseased body part; for example, funcYonal 
hand or leg brace, Milwaukee brace, or fracture brace.  
  
Out-of-Pocket Limit.  The maximum amount of Coinsurance, DeducYble, and Copays, including 
PrescripYon Drug Copays, that you pay for most Covered Services in a calendar year. A^er the 
Out-of-Pocket Limit is reached, the Pool pays 100 percent of most of your Covered Charges for 
the rest of that calendar year, not to exceed any benefit limits.  
  



  
Seceon 9: Definieons  NMMIP  

EPO002_01/2024                                            Customer Service (866) 306-1882                       93 

Outpaeent Services.  Medical/Surgical Services received in the outpaYent department of a 
Hospital, emergency room, Ambulatory Surgical Facility, freestanding Designated Dialysis Facility, 
or other covered outpaYent treatment facility, such as intensive outpaYent (IOP) services. 
OutpaYent may also include office and Urgent Care Facility services.  
  
Parecipaeng Health Care Facility.  ParYcipaYng Health Care Facility shall mean a Hospital or 
Hospital OutpaYent department, criYcal access Hospital, Ambulatory Surgical Center, or other 
Provider as required by law, which has a direct or indirect contractual relaYonship with the Plan 
with respect to the furnishing of a healthcare item or service. A single direct contract or case 
agreement between a health care facility and a plan consYtutes a contractual relaYonship for 
purposes of this definiYon with respect to the parYes to the agreement and parYcular 
individual(s) involved. 
 
Parecipaeng Pharmacy.  See “Provider,” on the next page.  
  
Parecipaeng Provider.  See “Provider,” on the next page.  
 
Physical Therapist.   A licensed Physical Therapist. Where there is no licensure law, the Physical 
Therapist must be cerYfied by the appropriate professional body.  
  
Physical Therapy.  The use of physical agents to treat disability resulYng from disease or injury. 
Physical agents include heat, cold, electrical currents, ultrasound, ultra- violet radiaYon, and 
therapeuYc exercise.  
  
Physician.  A doctor of medicine (M.D.) or osteopathy (D.O.) or an individual who is licensed to 
pracYce medicine under the laws of the state or jurisdicYon where the services are provided.  
  
Podiatrist.  A licensed doctor of podiatric medicine (D.P.M).  
 
Policy.  This document explains the benefits, limitaYons, exclusions, terms, and condiYons of 
your health coverage under the Pool. Also referred to as a benefit booklet.  
  
Praceeoner.  Any Physician, General PracYYoner, Family PracYce Physician, Internist, 
Pediatrician, and Obstetrician, Gynecologists, Physician Assistant, and Nurse PracYYoner, or 
other person holding a license or cerYficate provided for in Chapter 61, ArYcle 4,5,6, or 14A 
NMSA 1978 authorizing the licensee to offer or undertake to diagnose, treat, operate on, or 
prescribe for any human pain, injury, disease, deformity or physical or mental condiYon. A 
PracYYoner may be a primary care Provider.  
  
Prescripeon Drugs.  Those that are taken at a direcYon and under the supervision of a  
Provider, that require a prescripYon before being dispensed, and are labeled as such on their 
packages. All drugs and medicines must be approved by the FDA, and must not be experimental, 
invesYgaYonal, or unproven. (See the “Experimental, InvesYgaYonal, or Unproven Services” 
exclusion in Sec:on 4).  
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Preveneve Care Services.  Professional services rendered for the early detecYon of 
asymptomaYc illnesses or abnormaliYes and to prevent illness or other condiYons.  
  
Primary Care Physician.  Primary Care Physician (PCP) means  a Family PracYYoner, a General 
PracYYoner, an Internist, a Nurse PracYYoner, an Obstetrician/Gynecologist, a Pediatrician, a 
Physician’s Assistant, or any provider covered by the Plan who is treaYng a Mental Disorder 
and/or Substance Abuse. 
 
Prior Approval.  A requirement that your Provider must obtain authorizaYon from the  
Administrator before you are admiied as an inpaYent and before you receive certain types of 
OutpaYent Services .  
  
Prosthesis or Prostheec Device.  An externally aiached or surgically implanted arYficial 
subsYtute for an absent body part; for example, an arYficial eye or limb.  
  
Provider.  A licensed health care professional, hospital or other facility authorized to furnish 
health care services.  

• Health Care Facility.  An insYtuYon providing health care services, including a Hospital 
or other licensed inpaYent center, an ambulatory surgical or treatment center, Free-
Standing Emergency Room, a Skilled Nursing Facility, a home health care agency, a 
diagnosYc laboratory or imaging center, and a rehabilitaYon or other therapeuYc health 
senng.  

 
• Professional Provider.  A Physician or health care pracYYoner, including a pharmacist, 

who is licensed, cerYfied, or otherwise authorized by the state to provide health care 
services consistent with state law.  

 
• Parecipaeng Provider.  Health care professionals, faciliYes, and other ancillary providers 

that, for the service being provided, have contracted with the Network or with NMMIP 
as “parYcipaYng” Providers.  

 
• Parecipaeng Pharmacy.  A retail supplier that has contracted with the Pharmacy Benefit 

Manager or its authorized representaYve to dispense covered PrescripYon Drugs and 
medicines, insulin, diabeYc supplies, and Special Medical Foods to Pool program 
individuals, and that has contractually accepted the terms and condiYons as set forth by 
the Pharmacy Benefit Manager and/or its authorized representaYve. Some ParYcipaYng 
Pharmacies are not retail suppliers and are contracted with the Pharmacy Benefit 
Manager to provide Specialty Pharmacy Drugs to Program Enrollees; these pharmacies 
are called “Specialty Pharmacies” (or Specialty Pharmacy)” and some drugs must be 
dispensed by these Specialty Pharmacies in order to be covered.  

 
• Non-Parecipaeng Provider.  An appropriately licensed health care Provider that has not 

contracted with the Network or with NMMIP for the service being provided. 
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• Other Mental Health/Chemical Dependency Providers. An Alcoholism Treatment 
Program that complies with the Alcohol and Drug Abuse Program standards required by 
the state of New Mexico, a psychiatrist, Clinical Psychologists and the following masters-
degreed psychotherapists (an independently licensed Professional Provider with either a 
M.A. or M.S. degree in psychology or counseling): licensed independent social workers 
(L.I.S.W.); licensed professional clinical mental health counselors (L.P.C.C.); masters-level 
Registered Nurse cerYfied in psychiatric counseling (R.N.C.); licensed marriage and family 
therapist (L.M.F.T.). For Chemical Dependency services, a Provider also includes a licensed 
alcohol and Drug Abuse counselor (L.A.D.A.C.).  

 
In all cases, the Provider agrees to provide health care services to Enrollees with an expectaYon 
of receiving payment (other than Copayments, Coinsurance, or DeducYbles) directly or indirectly 
from the Administrator (or other enYty with whom the Provider has contracted.) A Network 
Provider agrees to bill the Administrator (or other contracYng enYty) directly and to accept this 
Policy’s payment (provided in accordance with the provisions of the contract) plus the Enrollee’s 
share (Coinsurance, DeducYbles, Copayments, etc.) as payment in full for Covered Services. 
However, if there is other coverage for your services (for example, auto insurance, workers’ 
compensaYon insurance, or other health plans), the ParYcipaYng Provider may be able to collect 
the billed charge amounts not covered by the Policy payment. The Administrator (or other 
contracYng enYty) will pay the Network Provider directly.  
  
Psychiatric Hospital.  A psychiatric facility licensed to an acute care facility or a psychiatric unit 
in a medical facility that is licensed as an acute care facility. Services are provided by or under 
the supervision of an organized staff of Physicians. ConYnuous 24-hour nursing services are 
provided under the supervision of a Registered Nurse.  
  
Pulmonary Rehabilitaeon.  An individualized, supervised physical condiYoning program. 
OccupaYonal therapists teach you how to pace yourself, conserve energy, and simplify tasks. 
Respiratory therapists train you in bronchial hygiene, proper use of inhalers, and proper 
breathing.  
  
Radiaeon Therapy.  X-ray, radon, cobalt, betatron, telecobalt, and radioacYve isotope treatment 
for malignant diseases and other medical condiYons.  
  
Recognized Amount.  Recognized Amount shall mean, except for Non-Network air ambulance 
services, an amount determined under an applicable all-payer model agreement, or if 
unavailable, an amount determined by applicable state law.  If no such amounts are available or 
applicable and for Non-Network air ambulance services generally, the Recognized Amount shall 
mean the lesser of a Provider’s billed charge or the Qualifying Payment Amount.  
 
Reconstruceve Surgery.   ReconstrucYve surgery improves or restores bodily funcYon to the level 
experienced before the event that necessitated the surgery, or in the case of a congenital defect, 
to a level considered normal. Such surgeries may have a coincidental CosmeYc effect.  
  
Registered Lay Midwife.  A person registered by the State of New Mexico to provide health care 
services in pregnancy and childbirth within the scope of New Mexico lay midwifery regulaYons.  
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Registered Nurse (R.N.).  A nurse who has graduated from a formal program of nursing educaYon 
(diploma school, associate degree, or baccalaureate program) and is licensed by an appropriate 
state authority.  
  
Rehabilitaeon Hospital.  An appropriately licensed facility that provides rehabilitaYon care 
services on an inpaYent basis. RehabilitaYon care services consist of the combined use of a 
mulYdisciplinary team of Physical, OccupaYonal, Speech, and Respiratory Therapists, medical 
social workers, and rehabilitaYon nurses to enable paYents disabled by illness or Accidental 
Injury to achieve the highest possible funcYonal ability. Services are provided by or under the 
supervision of an organized staff of Physicians. ConYnuous nursing services are provided under 
the supervision of a Registered Nurse.  
  
Rehabilitaeve Treatment.  Health care services that help you keep, get back, or improve skills 
and funcYoning for daily living that have been lost or impaired because you were sick, hurt, or 
disabled. These services may include Physical, OccupaYonal, and Speech Therapy, and psychiatric 
rehabilitaYon services in a variety of inpaYent and outpaYent senngs.  
 
Respiratory Therapist.  A person qualified for employment in the field of respiratory therapy.  
  
Rouene Newborn Care.  Care of a child immediately following birth that includes: rouYne 
Hospital nursery services; rouYne medical care in the Hospital a^er delivery, including alpha-
fetoprotein IV screening; pediatrician standby care at a Cesarean secYon procedure; and services 
related to circumcision of a male newborn.  
   
Rouene Paeent Care Cost.  For purposes of the Cancer Clinical Trial benefit described under 
“Therapy and RehabilitaYon” in Sec:on 3, a “RouYne PaYent Care Cost” means a medical service 
or treatment that is covered under a health plan that would be covered if you were receiving 
standard cancer treatment, or an FDA-approved drug provided to you during a Cancer Clinical 
Trial, but only to the extent that the drug is not paid for by the manufacturer, distributor, or 
Provider of the drug.  For a covered Cancer Clinical Trial, it is not necessary for the FDA to approve 
the drug for use in treaYng your parYcular condiYon.  A “RouYne PaYent Care Cost” does not 
include the cost of any invesYgaYonal drug, device, or procedure, the cost of a non-health care 
service that you must receive as a result of your parYcipaYon in the clinical trial, costs for 
managing the research, costs that would not be covered or that would not be rendered if non-
invesYgaYonal treatments were provided, or costs paid or not charged for by the trial Providers.  
  
Skilled Nursing Care.  Care that can be provided only by someone with at least the qualificaYons 
of a Licensed PracYcal Nurse (L.P.N.) or Registered Nurse (R.N.).  
  
Skilled Nursing Facility.  A facility or part of a facility that:  

• Is licensed in accordance with state or local law;  
• Is a Medicare-parYcipaYng facility;  
• Is primarily engaged in providing Skilled Nursing Care to inpaYents under the supervision 

of a duly licensed Physician;  
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• Provides conYnuous 24-hour nursing service by or under the supervision of a Registered 
Nurse; and  

• Does not include any facility that is primarily a rest home, a facility for the care of the 
aged, or for treatment of Drug Abuse, mental disease, or tuberculosis, or for 
intermediate, custodial, or educaYonal care.  

  
Sound Natural Teeth.  Teeth that are whole, without impairment, without periodontal or other 
condiYons, and not in need of treatment for any reason other than the Accidental Injury. Teeth 
with crowns or restoraYons (even if required due to a previous injury) are not Sound Natural 
Teeth. Therefore, injury to a restored tooth will not be covered as an accident-related expense. 
Your Provider must submit x-rays taken before the dental or surgical procedure in order for the 
Administrator to determine whether the tooth was “sound.”  
  
Special Care Unit.  A designated unit that has concentrated faciliYes, equipment, and supporYve 
services to provide an intensive level of care for criYcally ill paYents. Examples of Special Care 
Units are intensive unit (ICU), cardiac care unit (CCU), sub intensive care unit, and isolaYon room.  
  
Specialist. Specialist means those providers other than a Family PracYYoner, a General 
PracYYoner, an Internist, a Nurse PracYYoner, an Obstetrician/Gynecologist, a Pediatrician, a 
Physician’s Assistant or any provider covered by the Plan who is treaYng a Mental Disorder 
and/or Substance Abuse.  Note:  Nurse PracYYoners, (N.P.), Physician Assistants (P.A.), and 
CerYfied Clinical Nurse Specialists are not considered Specialists, and the Specialist copay will 
not apply. 
 
Special Medical Foods.  NutriYonal substances, in any form, that are:  

• Formulated to be consumed or administered internally under the supervision of a 
Physician;  

• Specifically processed or formulated to be disYnct in one or more nutrients present in 
natural form;  

• Intended for the medical and nutriYonal management of paYents with limited capacity 
to metabolize ordinary food-stuffs or certain nutrients contained in ordinary food-stuffs 
or who have other specific nutrient requirements as  established by medical evaluaYon; 
and  

• EssenYal to opYmize growth, health, and metabolic homeostasis.  
 

Specialty Pharmacy.  A Specialty Pharmacy is a unique class of professional pharmacy pracYce 
that includes a comprehensive and coordinated model of care for paYents with chronic illnesses 
and complex medical condiYons. Specialty Pharmacies provide expert therapy management 
services, coupled with paYent educaYon and counseling, that collecYvely drive adherence, 
compliance, and persistence, manage dosing, and monitor appropriate medicaYon use. This 
paYent-centric model is organized to dispense/distribute typically high cost, 
injectable/infusible/oral and other hard to manage therapies within a collaboraYve framework 
designed to achieve superior clinical, humanisYc, and economic outcomes.  
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Specialty Pharmacy Drugs.  Specialty pharmacy drugs must meet at least two of the following 
criteria: (i) they are high cost, (ii) they are for use in limited paYent populaYon or indicaYons, (iii) 
they are typically self-injected, (iv) they have limited availability, require special dispensing, or 
delivery and/or paYent support is required and, therefore, they are difficult to obtain via 
tradiYonal pharmacy channels, (v) complex reimbursement procedures are required, and/or (vi) 
a considerable porYon of the use and costs are frequently generated through office-based 
medical claims.  
  
Speech Therapist.  A speech pathologist cerYfied by the American Speech and Hearing 
AssociaYon.  
  
Speech Therapy.  Services used for the diagnosis and treatment of speech and language 
disorders.  
  
Summary of Benefits and Coverage (SBC).  The Summary of Benefits and Coverage provides an 
overview of Covered Services.  
  
Surgical Services.  Any of a variety of technical procedures for treatment or diagnosis of 
anatomical disease or injury including, but not limited to: cunng; microsurgery (use of scopes); 
laser procedures; gra^ing, suturing, casYngs; treatment of fractures and dislocaYons; electrical, 
chemical, or medical destrucYon of Yssue; endoscopic examinaYons; anestheYc epidural 
procedures; other invasive procedures. Benefits for Surgical Services also include usual and 
related local anesthesia, necessary assistant surgeon expenses, and pre- and post- operaYve 
care, including recasYng.  
   
Tanner Stages.  Used to describe the onset and progression of puberty. 
 
Telemedicine.  The use of interacYve simultaneous audio and video or store-and- forward 
technology using informaYon and telecommunicaYons technologies by a health care provider to 
deliver health care services at a site other than the site where the paYent is located, including 
the use of electronic media for consultaYon relaYng to the health care diagnosis or treatment of 
the paYent in real Yme or through the use of store-and-forward technology.  
  
Temporomandibular Joint (TMJ).  A condiYon that may include painful Temporomandibular 
Joints, tenderness in muscles that move the jaw, clicking of joints, and limitaYon of jaw 
movement.  
  
Terminally Ill Paeent.  A paYent with a life expectancy of six months or less, as cerYfied in wriYng 
by the aiending Physician.  
  
Tereary Care Facility.  A Hospital unit that provides complete perinatal care and intensive care 
of intrapartum and perinatal high-risk paYents with responsibiliYes for coordinaYon of transport, 
communicaYon, educaYon, and data analysis systems for the geographic area served.  
  
Transplant-Related Services.  Any hospitalizaYons and medical or Surgical Services related to a 
covered transplant or retransplant, and any subsequent hospitalizaYons and medical or Surgical 
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Services related to a covered transplant or retransplant, and received within one year of the 
transplant or retransplant.  
  
Urgent Care.  Medically necessary health care services received for an unforeseen condiYon that 
is not life-threatening. This condiYon does, however, require prompt medical aienYon to 
prevent a serious deterioraYon in your health (e.g., high fever, cuts requiring sYtches).  
  
Urgent Care Facility.  A facility in a locaYon disYnct from a Hospital emergency room, an office, 
or a clinic, whose purpose is to diagnose and treat illness or injury for unscheduled, ambulatory 
paYents seeking immediate medical aienYon.  
  
Walk-In Retail Health Clinic/Convenience Care.  A walk-in health clinic, other than an office, 
Urgent Care Facility, pharmacy or independent clinic and not described by any other place of 
service code adopted by the Centers for Medicare and Medicaid Services that is located within a 
retail operaYon and provides, on an ambulatory basis, prevenYve and primary care services.  
  


