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YOUR 20213 BENEFITS 

 

 

Benefit Summary 
ASO Choice Plus 

Grange Insurance Premium CDHP Medical Plan – Active 
 

United HealthCare Services, Inc. and Grange Insurance want to help you take control and make the most of your health care benefits. That’s why we provide 
convenient services to get your health care questions answered quickly and accurately: 

• myuhc.com® - Take advantage of easy, time-saving online tools. You can check your eligibility, benefits, claims, claim payments, search for a doctor and hospital and 
more.  

• Customer Care telephone support – Need more help? Call a customer care professional using the toll-free number on the back of your ID card. Get answers to your 
benefit questions or receive help looking for a doctor or hospital.    

 

 
Your Costs 
In addition to your premium (monthly) payments paid by you or your employer, you are responsible for paying these costs. 

  Your cost if you use Network Benefits Your cost if you use Out-of-Network Benefits 

Annual Deductible 
What is an annual deductible? 
The annual deductible is the amount you pay for Covered Health Care Services per year before you are eligible to receive Benefits. It does not include any amount that exceeds 
Allowed Amounts. The deductible may not apply to all Covered Health Care Services. You may have more than one type of deductible. 

• No one in the family is eligible for benefits until the family coverage deductible is met. 

• Dollars applied to the Network Deductible also apply to the Non-Network Deductible and vice-versa (cross apply). 
 
Medical Deductible – Individual             
 

$1,750 per year. $3,500 per year. 

Medical Deductible - Family 
 

$3,500 per year. $7,000 per year. 

Out-of-Pocket Limit 
What is an out-of-pocket limit? 
The Out-of-Pocket Limit is the maximum you pay per year. Once you reach the Out-of-Pocket Limit, Benefits are payable at 100% of Allowed Amounts during the rest of that year. 
• Your co-insurance and deductibles (including pharmacy) count towards meeting the out-of-pocket limit. 

• If more than one person in a family is covered under the Policy, the individual out-of-pocket limit does not apply. 

• Dollars applied to the Out-of-Pocket Limit also apply to the Non-Network Out-of-Pocket Limit and vice-versa (cross apply). 
 
 

Out-of-Pocket Limit – Individual $2,500 per year. 
 

$5,000 per year. 

Out-of-Pocket Limit – Family 
 

$5,000 per year. $10,000 per year. 

 

Your Costs 
Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments paid by you or your employer, you are responsible for 
paying these costs. 

Covered Health Care Services Your cost if you use  
Network Benefits 

Your cost if you use  
Out-of-Network Benefits 

Does a Medical 
Deductible Apply? 

Ambulance Services 
Emergency Ambulance: 
 

90% co-insurance Same as Network. Network: Yes 
Out-of-Network: Yes 
Network Deductible applies 
to Out-of-Network benefits. 

Non-Emergency Ambulance: 
 

90% co-insurance Same as Network. 
 

 

 Prior Authorization is required for Non-
Emergency Ambulance. 

Prior Authorization is required for Non-
Emergency Ambulance. 

 

Clinical Trials 
 90% co-insurance                                                    70% co-insurance 

 
Network: Yes 
Out-of-Network: Yes 
 

 Prior Authorization is required. Prior Authorization is required.  

Congenital Heart Disease (CHD) Surgeries 
 90% co-insurance                                                    70% co-insurance  Network: Yes 

Out-of-Network: Yes 
 

  Prior Authorization is required.  

Dental Services – Accident Only 
 90% co-insurance Same as Network. Network: Yes 

Out-of-Network: Yes  
Network Deductible applies 
to Out-of-Network benefits. 
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Your Costs 
Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments paid by you or your employer, you are responsible for 
paying these costs. 

Covered Health Care Services Your cost if you use  
Network Benefits 

Your cost if you use  
Out-of-Network Benefits 

Does a Medical 
Deductible Apply? 

 Prior Authorization is required. Prior Authorization is required. 
 

 

Diabetes Services  
Diabetes Self-Management and 
Training/Diabetic Eye Exams/Foot Care: 

The amount you pay is based on where the covered health care service is provided. Network: Yes 
Out-of-Network: Yes 
 

Diabetes Self-Management Items: The amount you pay is based on where the covered health care service is provided under 
Durable Medical Equipment (DME), Orthotics and Supplies or in the Outpatient Prescription 
Drug Rider. 

  Prior Authorization is required for DME that 
costs more than $1,000. 

 

Durable Medical Equipment (DME) , Orthotics and Supplies 
Limited to a single purchase of a type of DME 
or orthotic every three years. Repair and/or 
replacement of DME or orthotics would apply 
to this limit in the same manner as a purchase. 
This limit does not apply to wound vacuums. 

90% co-insurance 70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 
 

  Prior Authorization is required for DME or 
orthotics that costs more than $1,000. 

 

Emergency Health Services - Outpatient 
 90% co-insurance Same as Network. Network: Yes 

Out-of-Network: Yes 
Network Deductible applies 
to Out-of-Network benefits. 

  Notification is required if confined in an Out-
of-Network Hospital. 
 

 

Gender Dysphoria 
 The amount you pay is based on where the covered health care service is provided. Network: Yes 

Out-of-Network: Yes 
 

 Prior Authorization is required for certain 
services. 

Prior Authorization is required for certain 
services. 

 

Habilitative Services 
Inpatient: 
 
Inpatient services limited per year as follows: 
Limit will be the same as, and combined with, 
those stated under Skilled Nursing 
Facility/Inpatient Rehabilitation Services. 

90% co-insurance                                                    70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 
 

 
Outpatient: 
 
Outpatient therapies: 
Physical therapy. 
Occupational therapy. 
Manipulative Treatment. 
Speech therapy. 
Post-cochlear implant aural therapy. 
Cognitive therapy. 
 
For the above outpatient therapies: 
Limits will be the same as, and combined with, 
those stated under Rehabilitation Services – 
Outpatient Therapy and Manipulative 
Treatment. 

 
90% co-insurance  

 
70% co-insurance 
 

 
Network: Yes 
Out-of-Network: Yes 
 

  Prior Authorization is required for certain 
services. 

 

Hearing  Aids 
Limited to $2,500 every year. Benefits are 
further limited to a single purchase per hearing 
impaired ear every three years. Repair and/or 
replacement of a hearing aid would apply to 
this limit in the same manner as a purchase. 
 

90% co-insurance  70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 
 

Home Health Care 
Limited to 60 visits per year. One visit equals 
up to four hours of skilled care services. This 
visit limit does not include any service which is 
billed only for the administration of intravenous 
infusion.   
 

90% co-insurance  70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 
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Your Costs 
Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments paid by you or your employer, you are responsible for 
paying these costs. 

Covered Health Care Services Your cost if you use  
Network Benefits 

Your cost if you use  
Out-of-Network Benefits 

Does a Medical 
Deductible Apply? 

 
 
To receive Network Benefits for the 
administration of intravenous infusion, you 
must receive services from a provider the 
Claims Administrator identifies. 
  Prior Authorization is required.  

Hospice Care 
 90% co-insurance  70% co-insurance 

 
Network: Yes 
Out-of-Network: Yes 

  Prior Authorization is required for Inpatient 
Stay. 

 

Hospital – Inpatient Stay 
 90% co-insurance  70% co-insurance 

 
Network: Yes 
Out-of-Network: Yes 

  Prior Authorization is required.  

Lab, X-Ray and Diagnostics - Outpatient 
Lab Testing - Outpatient 90% co-insurance 70% co-insurance 

 
Network: Yes 
Out-of-Network: Yes 

X-Ray and Other Diagnostic Testing - 
Outpatient 

90% co-insurance 70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 

  Prior Authorization is required for certain 
services. 

 

Major Diagnostic and Imaging - Outpatient 
 90% co-insurance   

 
70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 

Mental Health Care and Substance – Related and Addictive Disorders Services 
Inpatient: 90% co-insurance   

 
70% co-insurance Network: Yes 

Out-of-Network: Yes 
Outpatient: 90% co-insurance   

 
70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 

Partial Hospitalization/Intensive Outpatient 
Treatment: 

90% co-insurance  70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 

  Prior Authorization is required for certain 
services. 

 

Ostomy Supplies 
 90% co-insurance  70% co-insurance 

 
Network: Yes 
Out-of-Network: Yes 

Pharmaceutical Products - Outpatient 
This includes medications administered in an 
outpatient setting, in the Physician’s Office or 
in a Covered Person’s home. 

90% co-insurance  70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 

Physician Fees for Surgical and Medical Services 
 90% co-insurance  70% co-insurance 

 
Network: Yes 
Out-of-Network: Yes 

Physician’s Office Services – Sickness and Injury 
Primary Care Physician Office Visit: 90% co-insurance   

 
70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 

Specialist Office Visit: 90% co-insurance   
 

70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 

  Prior Authorization is required for Genetic 
Testing.   

 

Additional co-pays, deductible, or co-insurance may apply when you receive other services at your physician’s office.  
 

Pregnancy – Maternity Services 
  The amount you pay is based on where the covered health care service is provided  Network: Yes 

Out-of-Network: Yes 

  Prior Authorization is required if the stay in 
the hospital is longer than 48 hours 
following a normal vaginal delivery or 96 
hours following a cesarean section delivery. 

 

Preventive Care Services 
Physician Office Services, Lab, X-Ray or other 
preventive tests. 

You pay nothing 70% co-insurance 
 

Network: No 
Out-of-Network: Yes 

 
Certain preventive care services are provided as specified by the Patient Protection and Affordable Care Act (ACA), with no cost-sharing to you. These services are based on 
your age, gender and other health factors. UnitedHealthcare also covers other routine services that may require a co-pay, co-insurance or deductible. 
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Your Costs 
Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments paid by you or your employer, you are responsible for 
paying these costs. 

Covered Health Care Services Your cost if you use  
Network Benefits 

Your cost if you use  
Out-of-Network Benefits 

Does a Medical 
Deductible Apply? 

 
 

Prosthetic Devices 
Limited to a single purchase of each type of 
prosthetic device every three years. Repair 
and/or replacement of a prosthetic device 
would apply to this limit in the same manner as 
a purchase. 

90% co-insurance  70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 
 

   Prior Authorization is required for Prosthetic 
Devices that costs more than $1,000. 

 

Reconstructive Procedures 
 90% co-insurance                                                    70% co-insurance Network: Yes 

Out-of-Network: Yes 
 

  Prior Authorization is required.  

Rehabilitation Services – Outpatient Therapy and Manipulative Treatment 
Benefits are limited as follows: 
60 combined annual visits for physical therapy, 
speech therapy, pulmonary rehabilitation and 
occupational therapy. 
25 visits of Manipulative Treatment 
36 visits of cardiac rehabilitation therapy 
30 visits of post-cochlear implant aural therapy 
20 visits of cognitive rehabilitation therapy 

90% co-insurance  70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 
 

Scopic Procedures – Outpatient Diagnostic and Therapeutic 
Diagnostic/therapeutic scopic procedures 
include, but are not limited to colonoscopy, 
sigmoidoscopy and endoscopy. 

90% co-insurance  70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services 
Limited to 90 days per year. 90% co-insurance  70% co-insurance 

 
Network: Yes 
Out-of-Network: Yes 

  Prior Authorization is required.  

Surgery – Outpatient 
 90% co-insurance  70% co-insurance 

 
Network: Yes 
Out-of-Network: Yes 

  Prior Authorization is required for certain 
services. 

 

Therapeutic Treatments – Outpatient 
Therapeutic treatments include, but are not 
limited to dialysis, intravenous chemotherapy, 
intravenous infusion, medical education 
services and radiation oncology. 

90% co-insurance  70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 
 

  Prior Authorization is required for certain 
services. 

 

Transplantation Services 
Network Benefits must be received from a 
Designated Provider. 

90% co-insurance  70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 
 

 Prior Authorization is required.   

Urgent Care Center Services 
 90% co-insurance  70% co-insurance 

 
Network: Yes 
Out-of-Network: Yes 

Additional co-pays, deductible, or co-insurance may apply when you receive other services at the urgent care facility.  

Virtual Visits 
Network Benefits are available only when 
services are delivered through a Designated 
Virtual Visit Network Provider. You can find a 
Designated Virtual Visit Network Provider by 

contacting us at myuhc.com
®

 or the telephone 

number on your ID card. Access to Virtual 
Visits and prescription services may not be 
available in all states or for all groups. 

90% co-insurance  Out-of-Network Benefits are not available. 
 

Network: Yes 
Out-of-Network: Out-of-
Network Benefits are not 
available. 
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Additional Covered Health Care 
Services 

Your cost if you use  
Network Benefits 

Your cost if you use  
Out-of-Network Benefits 

Does a Medical 
Deductible Apply? 

Infertility Services 
Limited to $1525,000 per lifetime for employee 

and spouse combined. 

90% co-insurance  70% co-insurance 

 

Network: Yes 

Out-of-Network: Yes 
 Prior Authorization is required. Prior Authorization is required. 

 
 

Obesity – Weight Loss Surgery 
Obesity surgery is covered if the member has a 
BMI or greater than 40; or the member has a 
minimum BMI of 35 with complicating co-
morbidities (such as sleep apnea or diabetes) 
directly related to, or exacerbated by the 
obesity. 

90% co-insurance  70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes  

 Prior Authorization is required. Prior Authorization is required.  

Private Duty Nursing 
Provided on an outpatient basis by a licensed         90% co-insurance                                                    70% co-insurance 
nurse such as a Registered Nurse (RN),  
Licensed Practical Nurse (LPN) or Licensed  
Vocational Nurse (LVN).  Limited to any  
combination of Network and Non-Network  
benefits of 70 shifts per year. 
 

Temporomandibular Joint Services 
 90% co-insurance 70% co-insurance 

 
Network: Yes 
Out-of-Network: Yes 

  Prior Authorization is required for Inpatient 
Stay. 

 

Vision Exams 
Limited to 1 exam every plan year 90% co-insurance Not Covered 

 
Network: Yes 
Out-of-Network: Not 
Covered 

Wigs 
Limited to $1,000 every plan year 
For medical conditions from cancer treatment 
to alopecia.  

90% co-insurance  70% co-insurance 
 

Network: Yes 
Out-of-Network: Yes 

 

 
Exclusions and Limitations 
This is a partial list of services that your plan generally does not cover. It does not include all of the services that are not covered.  It is important that you 
review Section 2: Exclusions and Limitations in your Summary Plan Description for an exact description of the services and supplies that are covered, those 
which are excluded or limited, and other terms and conditions of coverage. 

• Acupuncture 

• Cosmetic Surgery 

• Dental Care    

• Glasses  

• Long-Term Care 

• Non-emergency care when traveling outside the U.S. 

• Routine Foot Care 

• Weight Loss Programs 
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Benefit Summary 
Outpatient Prescription Drug Products  

Grange Insurance – Premium CDHP Plan 

 
 

Your Co-payment and/or Co-insurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee has assigned the Prescription Drug Product. 
All Prescription Drug Products on the Prescription Drug List are assigned to Tier 1, Tier 2 or Tier 3. Find individualized information on your benefit coverage, determine tier status, 
check the status of claims and search for network pharmacies by logging on to myuhc.com® or calling the Customer Care number on your ID card 

 
 

Annual Deductible  
Deductible – Individual                    
 

See Medical Benefit Summary 

Deductible - Family 
 

See Medical Benefit Summary 

Out-of-Pocket Limit  
Out-of-Pocket Limit – Individual See the Medical Benefit Summary for the total Individual Out-of-Pocket Limit that applies. 

 
Out-of-Pocket Limit – Family 
 

See the Medical Benefit Summary for the total Family Out-of-Pocket Limit that applies. 
 

 
A deductible and out-of-pocket limit may apply. Please refer to the medical plan documents for the annual deductible and out-of-pocket limit amounts, which include both 
medical and pharmacy expenses. This means that you will pay the full amount we have contracted with the pharmacy to charge for your prescriptions (not just your co-
payment), until you have satisfied the deductible. Once the deductible is satisfied, your prescriptions will be subject to the co-payments outlined below. If you reach the Out-of-
Pocket limit, you will not be required to pay a co-payment. 

 

 

 
 

Tier Level Up to 31-day supply Up to 90-day supply 

 Retail 
Network Pharmacy or Preferred Specialty Network 

Pharmacy 

*Mail Order 
Network Pharmacy or Preferred 90-Day Retail Network 

Pharmacy 
Tier 1  

Prescription 
Drug Products 

 
10% 

 

 
10% 

Tier 2  
Prescription 

Drug Products 

 
10% 

 
10% 

Tier 3  
Prescription 

Drug Products 

 
10% 

 
10% 

 
Benefit Plan Co-payment/Co-insurance – The amount you pay for Prescription Drug Products. 
 
* Only certain Prescription Drug Products are available through mail order; please visit myuhc.com® or call Customer Care at the telephone number on the back of your ID card 
for more information. If you choose to opt out of Mail Order Network Pharmacy but do not inform us, you will be subject to the Out-of-Network Benefit for that Prescription Drug 
Product after the allowed number of fills at the Retail Network Pharmacy. 
 
PLEASE NOTE:  FOR DRUGS ON THE CORE PLUS PREVENTIVE DRUG LIST, NO DEDUCTIBLE APPLIES AND YOU PAY NOTHING. 
 
PRESCRIPTION DRUGS FOR INFERTILITY ARE COVERED AND ARE LIMITED TO $7,000 PER LIFETIME. 
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Other Important Information about your Outpatient Prescription Drug Benefits 

• For Prescription Drug Products at a retail Network Pharmacy, you are responsible for paying the lowest of the applicable Co-payment and/or Co-insurance, the Network 
Pharmacy's Usual and Customary Charge for the Prescription Drug Product or the Prescription Drug Charge for that Prescription Drug Product. For Prescription Drug 
Products from a mail order Network Pharmacy, you are responsible for paying the lower of the applicable Co-payment and/or Co-insurance or the Prescription Drug 
Charge for that Prescription Drug Product. See the Co-payments and/or Co-insurance stated in the Benefit Information table for amounts.  

• For a single Co-payment and/or Co-insurance, you may receive a Prescription Drug Product up to the stated supply limit. Some products are subject to additional supply 
limits based on criteria that we have developed. Supply limits are subject, from time to time, to our review and change. 

• Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty Prescription Drug Product, unless 
adjusted based on the drug manufacturer's packaging size, or based on supply limits, or as allowed under the Smart Fill Program. Supply limits apply to Specialty 
Prescription Drug Products obtained at a Preferred Specialty Network Pharmacy, a Non-Preferred Specialty Network Pharmacy, an out-of-Network Pharmacy, a mail 
order Network Pharmacy or a Designated Pharmacy. 

• Certain Prescription Drug Products for which Benefits are described under the Prescription Drug Rider are subject to step therapy requirements. In order to receive 
Benefits for such Prescription Drug Products you must use a different Prescription Drug Product(s) first. You may find out whether a Prescription Drug Product is subject 
to step therapy requirements by contacting us at myuhc.com® or the telephone number on your ID card. 

• Before certain Prescription Drug Products are dispensed to you, your Physician, your pharmacist or you are required to obtain prior authorization from us or our designee 
to determine whether the Prescription Drug Product is in accordance with our approved guidelines and it meets the definition of a Covered Health Care Service and is 
not an Experimental or Investigational or Unproven Service.  We may also require you to obtain prior authorization from us or our designee so we can determine whether 
the Prescription Drug Product, in accordance with our approved guidelines, was prescribed by a Specialist. 

• If you require certain Prescription Drug Products, we may direct you to a Designated Pharmacy with whom we have an arrangement to provide those Prescription Drug 
Products. If you are directed to a Designated Pharmacy and you choose not to obtain your Prescription Drug Product from the Designated Pharmacy, no Benefit will be 
paid for that Prescription Drug Product. 

• You may be required to fill the first Prescription Drug Product order and obtain 2 refills through a retail pharmacy before using a mail order Network Pharmacy. 

• If you require certain Maintenance Medications, we may direct you to the Mail Order Network Pharmacy or Preferred 90 Day Retail Network Pharmacy to obtain those 
Maintenance Medications. If you choose not to obtain your Maintenance Medications from the Mail Order Network Pharmacy or Preferred 90 Day Retail Network 
Pharmacy, you may opt-out of the Maintenance Medication Program by contacting us at myuhc.com® or the telephone number on your ID card. If you choose to opt out 
when directed to a Mail Order Network Pharmacy or Preferred 90 Day Retail Network Pharmacy but do not inform us, no Benefits will be paid for that Prescription Drug 
Product after the allowed number of fills at Retail Network Pharmacy. 

• Certain Preventive Care Medications maybe covered. You can get more information by contacting us at myuhc.com® or the telephone number on your ID card. 

• Benefits are provided for certain Prescription Drug Products dispensed by a mail order Network Pharmacy or Preferred 90 Day Retail Network Pharmacy. The Outpatient 
Prescription Drug Schedule of Benefits will tell you how mail order Network Pharmacy and Preferred 90 Day Retail Network Pharmacy supply limits apply. Please 
contact us at myuhc.com® or the telephone number on your ID card to find out if Benefits are provided for your Prescription Drug Product and for information on how to 
obtain your Prescription Drug Product through a mail order Network Pharmacy or Preferred 90 Day Retail Network Pharmacy. 

 
This is a list of the services your plan generally does NOT cover. Review your Pharmacy Rider for an exact description of the services and supplies that are covered, 
those which are excluded or limited, and other terms and conditions of coverage. 

PHARMACY EXCLUSIONS 
• A Prescription Drug Product that contains (an) active ingredient(s) available in and Therapeutically Equivalent to another covered Prescription Drug Product. Such 

determinations may be made up to six times during a calendar year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously 
excluded under this provision. 

• A Prescription Drug Product that contains (an) active ingredient(s) which is (are) a modified version of and Therapeutically Equivalent to another covered Prescription Drug 
Product. Such determinations may be made up to six times during a calendar year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that 
was previously excluded under this provision. 

• Certain Prescription Drug Products for which there are Therapeutically Equivalent alternatives available, unless otherwise required by law or approved by us. Such 
determinations may be made up to six times during a calendar year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously 
excluded under this provision. 

• Experimental or Investigational or Unproven Services and medications; medications used for experimental treatments for specific diseases and/or dosage regimens 
determined by us to be experimental, investigational or unproven. 

• Any product dispensed for the purpose of appetite suppression or weight loss. 

• Medications used for cosmetic purposes. 

• Prescription Drug Products when prescribed to treat infertility. 

• Certain Prescription Drug Products for tobacco cessation.   

• Drugs available over-the-counter that do not require a Prescription Order or Refill by federal or state law before being dispensed, unless we have designated the over-the-
counter medication as eligible for coverage as if it were a Prescription Drug Product and it is obtained with a Prescription Order or Refill from a Physician. Prescription Drug 
Products that are available in over-the-counter form or made up of components that are available in over-the-counter form or equivalent. Certain Prescription Drug Products 
that we have determined are Therapeutically Equivalent to an over-the-counter drug or supplement. Such determinations may be made up to six times during a calendar 
year. We may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this provision. 

• Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease, and prescription medical food products even when 
used for the treatment of Sickness or Injury. 

 
 

 

 
 



 
This Benefit Summary should only be used to highlight your Benefits. Don't use this document to understand your exact coverage, exclusions, and limitations. If this Benefit Summary 
conflicts with the Summary Plan Description (SPD), Schedule of Benefits, Riders, and/or Amendments, those documents are correct. Review your SPD for an exact description of the 
services and supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage. This material is provided on the recipient’s agreement that it 
will only be used for the purpose of describing United HealthCare Services, Inc.’s products and services to the recipient.  Any other use, copying or distribution without the express 
written permission of United HealthCare Services, Inc. is prohibited. 
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