FULLY INSURED SMALL GROUP
ADMINISTRATOR’S GUIDE

An owner’s
manual for your
health plan.

Congrats on choosing a
terrific health plan for your
employees. Now, let’s go over
how it all works.

Say hello to simpler coverage
with Highmark.
We’re glad you chose us. And when your employees find out
everything that’s included with their coverage, they will be, too.
Let’s get into the good stuff. This guide should make administering your
health plan as simple and streamlined as possible. It’s divided into two main
sections: one for employers (you) and one that’s dedicated to supporting
your employees.
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EMPLOYER SECTION

Coverage for your company.
Confidence for you.
How’s that for peace of mind?
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We’ve got your back.
Here you’ll find all the tools, services, contacts, and instructions you need to manage
your group’s coverage with Highmark on a daily basis. From enrollment and eligibility
information to billing and payments, it’s all right here.
Occasionally, you’ll have questions or need support with your plan.
Keep these contacts handy any time you need an answer.

WHERE TO START

SPENDING ACCOUNTS

Contact your Highmark Client Manager
or broker — they can help point you in
the right direction.

Members can use spending accounts to
pay for medical, dental, and vision expenses,
as well as prescriptions and other qualified
medical costs now or in the future.

EMPLOYER PORTAL
Once you’ve worked with your Client
Manager or broker to obtain a username,
log in via highmarkbcbs.com
and click on Resources or Assist Employees
to get help with employee inquiries or
managing your group plan. For login and
password reset issues, call 1-877-298-3918
and select Option 2. For assistance with
portal navigation, call 1-866-306-1059
and select Option 2.

ENROLLMENT AND BILLING
Pennsylvania (small group): 1-866-736-9469

PAY BY MAIL
Contact your broker, Client Manager, or Client
Service Manager for help obtaining
the address and/or enrolling in eBill.

SATriage@Highmark.com
(Issue Resolution)
SAPInvoice@Highmark.com
(Invoicing) or 1-888-334-4184
HSAClientService@Highmark.com
(HSA Contribution Processes)
or 1-877-959-4161

DENTAL AND VISION
Contact your broker, Client Manager,
or Client Service Manager.

PHARMACY
Call Express Scripts at 1-800-282-2881.

GLOBAL CORE
Call the BCBS Global Core Service
Center at 1-800-810-2583, email at
customerservice@bcbsglobalcore.com,
or visit bcbsglobalcore.com.

EMPLOYER PORTAL

Wishing you had a hub for all
things related to your plan?
We’re way ahead of you.
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Welcome home(page).
The Employer Portal is your online home for the most important information
concerning your group’s plan. Your employees also have their own website
for support (more on that later).
Getting started is as easy as contacting your broker or Client Manager.
They’ll request the needed credentials and a username. From there, you’ll
simply visit highmarkbcbs.com and log in with your username and
temporary password. Once you’re there, here’s how to find what you need.
ENROLLMENT TAB

BILLING TAB

Come here to view and make changes to
who is enrolled in your group plan.
This page also includes:

For resources related to paying for your
group plan, the Billing tab has everything
you need, including:

• Enrollment tutorial

• Monthly premium invoices.

• Find an Employee tool
- You will need their last name, your
group number, and the Employee’s
member ID or SSN.
• Enrollments in Process window to
show enrollment submitted, but not
yet processed
• Add Employee link
- You’ll need to fill out three sections
(Subscriber and Dependents, Plan
Coverage, Review and Submit). Within
each section, you’ll need to know the
employee’s SSN, contact information, etc.

ASSIST EMPLOYEES TAB
If your employees need assistance with their
coverage, use this page to lend them a hand.
Here, you’ll find:
• Employee resources such as ID cards,
benefit booklets, group contracts, and a
list of preventive medications.
• Provider information, including how to
find a provider and information on how
to change a primary care physician.
• Educational tools such as the Second
Opinion Health Education Series.

• Spending Account invoices.

RESOURCES
If it’s forms or other helpful information you’re
after, the Resources tab has everything you
need, including:
• Forms and applications such as the
enrollment application, member change
form, HIPAA Authorization, Rx Request
forms, Dental Claim form, HRA Direct
Deposit form, and Waiver Insurance form.
• Group bulletins, including catalogs
and back issues of the Group
Administrator’s newsletter.
• Helpful information, such as FAQs,
responses for benefit coordination, brochures,
employee help, and government legislation.

Whew, that sure is a lot.
Then again, that’s what the Employer Portal
is all about — a comprehensive collection of
resources concerning your coverage. And the
best part? It’s super easy to navigate.

ENROLLMENT AND ELIGIBILITY

Your group. Our plan.
Sounds like the start of a
healthy relationship.
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Let’s talk eligibility.
To benefit from group coverage, there are a few simple requirements. First, your
business must employ no more than 50 total employees in order to be considered a
small group. Contact your Client Manager or broker to find out about the minimum
number of employees required. At least 75% of the full-time employees who are
eligible for coverage must be enrolled in your health plan.
An eligible employee is defined as an “individual who is actively employed
by the group” (in an employee/employer relationship) and who meets all
of the following requirements:

PENNSYLVANIA/WEST VIRGINIA
• Works a minimum of 20 hours per week.
• Works at least nine months per year.

ALL REGIONS:
• Receives a verifiable, regular wage or income (appears on the payroll).
• Has satisfied the group’s probationary requirements.

OWNER ELIGIBILITY:
• C Corporations — Corporate officers/shareholders of C corporations will only be
considered eligible for coverage provided they appear as paid employees on the group’s
current UC tax report (or year-to-date payroll register) and wage/salary information must
support the weekly hour requirement as stated on the Small Group Business Application.

MANAGING YOUR ENROLLMENT

Because managing plan
participation should be
a whole lot easier than
managing a business.
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Why you’d need to update
your enrollment.
When your business changes, your coverage will likely need to change with it.
Here’s what would need to take place for you to make an adjustment.
LIFE EVENTS
When something significant takes place that affects a
member’s eligibility — marriage, newborn, adoption,
divorce, or death in the family — be sure to notify
Highmark within 90 days of the event in case
the event affects your plan. Employers can notify
Highmark directly by fax, email, or mail.

CHANGES OF ADDRESS
Whenever a member relocates, let us know by
sending a member change form or by the Assist
Employees tab of the Employer Portal — we’ll
make the necessary adjustments to your enrollment.

TERMINATIONS AND REINSTATEMENTS
When an employee leaves your company or is
reinstated after an absence, it’s easy to update
coverage using either the Assist Employees tab or
the member change form on the Employer Portal.
Just visit highmarkbcbs.com and let us know as
soon as possible when you’re adding or removing
employees from your coverage.

and if applicable, the Internal Revenue Code
Section 414 (aggregation) rules for multiple
businesses that are to be treated as a “single
employer”). Employers are encouraged to seek
legal counsel in making their determinations.
• For employers with 20 or more full-time/
full-time equivalent employees in the prior
calendar year under any of these circumstances,
COBRA gives the former employee and their
eligible dependents the opportunity to continue
coverage for up to 18 months.
• That 18-month period is extended to 29
months if the employee was disabled under
Social Security standards as of the date of
election of COBRA. The 36 months applies to
former spouse, legally separated spouse, and
former dependents if such triggering events
result in a loss of coverage.
•

- Pennsylvania: 2 to 19 total employees.
However, unlike federal COBRA, covered
individuals may only continue medical and
prescription drug coverage up
to nine months.

OPTIONS FOR CONTINUING COVERAGE
When an employee loses access to your group
plan because they are no longer employed by
you, the federal Consolidated Omnibus Budget
Reconciliation Act (COBRA) requires they be
given the option to continue coverage.

• An employee may lose access to your group
plan because of reduction of hours, loss of
employment, divorce, legal separation, or
loss of dependent status.
• To determine which COBRA law applies,
employers must calculate their full-time
and full-time equivalent employees for the
preceding calendar year (referring to the
COBRA definition for counting employees

Mini-COBRA:

•

A member has the option of moving to
a conversion plan.

So how do you keep
your plan up to date?
The process is simple. Any time you need to
update your enrollment, visit the Enrollment tab
within the Employer Portal at highmarkbcbs.com.
Not only will you find additional details about
when it’s appropriate to make changes, you’ll also
have quick and easy access to all the necessary forms.

BILLING AND PAYMENTS

Know what you owe.
Pay the easiest way.
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An introduction to invoices.
Invoices for your coverage arrive on a monthly basis and will provide plenty of detail
around what amount is due. While payments are due within 30 days, you have options
for how to settle your balance.
PAY ONLINE
The Employer Portal makes it easy to pay your invoices via your bank account. Simply log into
your account at highmarkbcbs.com and click the Billing tab to get started.

PAY BY MAIL
Unless you choose otherwise, invoices are automatically mailed to you every month.
So if you’re not keen on paying online, feel free to send us a check.
Contact your broker, Client Manager, or Client Service Manager for help obtaining the proper
address.

Want to know more?
The Billing and Reporting tabs within the Employer Portal make
it easy to search and manage all your invoices and adjustments.
Of course, if you have a question, you can contact your
billing representative at:
Pennsylvania: 1-866-763-9469
EBBilling@highmark.com

MANAGING YOUR COVERAGE

And now, everything you
ever wanted to know
about adding, changing, or
terminating coverage.

12

Changes to your coverage option.
There are a few simple guidelines to follow if you’re interested
in adding or changing products. Here’s what you need to know:
• Adding a coverage type – You can add a
coverage type at any time throughout the
year. For example, if you currently have
medical coverage and want to add dental or
vision coverage, you don’t have to wait until
your annual renewal period to get signed
up. Contact your broker or Highmark Client
Manager to get started.
• Changing an existing coverage type –
You’re able to make changes to your
existing coverage upon renewal each year
and under certain circumstances throughout
the year. Changes that take place outside of

the normal renewal time frame must be
in accordance with any applicable federal
and state guidelines and must be approved
by Highmark Underwriting. For questions
on changing existing coverage throughout
the year, please contact your broker or
Highmark Client Manager.
• Terminating your coverage –
If you wish to cancel your policy/coverage,
you’re responsible for notifying us in writing
prior to the requested cancellation date.
Please contact your broker or Highmark
Client Manager to assist in this process.

Changes to your organizational structure.
Existing groups are required to report ownership and/or other changes that affect their
group health plan to their broker or Highmark Client Manager within 30 days from the
change. These changes include, but are not limited to the following scenarios:
• Ownership Change – Group is sold and
new owner wishes to assume the role of
policyholder for the current group
health plan.
• Business Restructure – e.g., a
non-incorporated business incorporates,
whereby a new Employer Identification
Number (EIN) is assigned.
• Acquisition or Merger – Group acquires
a new business or merges with
another business.
• Adding Other Affiliated Entities –
Group wishes to add other related entities
(not currently insured by Highmark)
that are to be treated as a “single
employer” under the IRC
Section 414 aggregation rules.

• Asset Purchases – Group acquires the
assets/employees of another business and
wishes to cover the new employees.
• Spin-off Groups – Group experiences
ownership or business structure changes
in which new companies are formed (or
businesses are sold off) that do not qualify
as a “single employer” and must be
written separately.
Naturally, there’s some fine print that applies to
each of these guidelines. Feel free to reach out
to your broker or Highmark Client Manager for
more information.

Here are some things you can
expect from us throughout the year.
ATNE
Calculating your average number of employees.
An important part of determining your annual eligibility is calculating your
Average Total Number of Employees (ATNE). We’ll send you a form each
year to complete the process. We’ll need this form whether you’re applying
for or renewing coverage.

Audits
Everything you need to know.
In the event of an audit, a letter and underwriting questionnaire will be
mailed to you. Following your response, Underwriting will review your group
for compliance with the Underwriting guidelines and will reach out directly if
there’s a need for additional information.

Renewing your coverage
The process is easy.
We’ll send you a package roughly two months before your renewal date.
Inside you’ll find everything you need to keep your coverage current,
or to change your plan if necessary. Of course, feel free to contact
your broker or Highmark Client Manager with any questions.

(ATNE sample form)

EMPLOYEE SECTION

Your employees will have
questions. Let’s make sure
you’re the person with all
the answers.

16

Numbers worth knowing.
It’s natural for your employees to want to understand their coverage. That’s why
we’ve made it easy for you to support them whenever they need it. In fact, they’ll
rely on many of the same resources you’ll be using regularly. Nice, right?
If your employees need additional support with their plan, we’re here to help.

MEMBER SERVICE:

SPENDING ACCOUNTS:

1-888-510-1084

Employees should call the
Member Service number on the
back of their member ID card,
or use the Highmark app.

MEMBER PORTAL
TECHNICAL SUPPORT:
1-877-298-3918

DENTAL AND VISION:
Employees should call the
Member Service number on
the back of their member ID card.

PHARMACY:
Employees should call the
Member Service number on the
back of their member ID card.
They can also call Express Scripts®
at 1-800-903-6228 or use the
Highmark app.

BLUES ON CALL:
For access to a wellness coach
and My Care NavigatorSM, call
1-888-258-3428.

MEMBER BENEFITS

If there’s another health
plan that offers this much,
we haven’t found it.
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The perks just keep coming.
Your group plan comes with heaps of benefits at no extra cost with
membership. Let’s take a look at everything your employees get.

BLUECARD® & GLOBAL®
CORE ACCESS

Local, national, and global coverage.
Access to the largest physician and hospital networks in the
U.S. with over 1.7 million providers, including 95% of all
hospitals.*
And when you travel globally, you’re covered in 190
countries through the Blue Cross Blue Shield Global® Core
program.* Get more details at bcbsglobalcore.com or call
the Service Center at 1-800-810-2583. Happy trails.
*

HELP WHEN YOU
NEED IT

FIND A DOC

The level of coverage depends on your chosen plan.

Total support, day or night.
Whether it’s 24/7 answers from registered nurses, access
to video chat services for prescriptions or a diagnosis, or
just some help booking your doctor visits, we’re here for
whatever comes up. Members can call the Member Service
number on the back of their member ID card, or use
the Highmark app.

Find quality care near you.
Locate an in-network physician or hospital
near you, as well as finding mental health care
resources, diagnostics, labs, and MRIs all
with a simple search.

BLUE DISTINCTION®

Easy access to
top-performing specialists.
Thousands of our network doctors and hospitals have
Blue Distinction status for their exceptional safety
and results. When you use our Find a Doctor tool on
highmarkbcbs.com after you enroll, a special logo will be
by their name, so you can choose a top-performing specialist
for any care you need.
*According to the Blue Cross Blue Shield Association.

BABY BLUEPRINTS®

Personalized support for
expecting mothers.
Pregnancy can be an overwhelming nine months for new moms.
This free program provides a bit of clarity through educational
online offerings and support from a health coach. You or your
employees can call 1-866-918-5267 to take advantage of
Baby Blueprints today.

BLUES ON CALLSM

Answers from a health pro, 24/7.
Medical concerns during off hours? You and your employees can
call 1-888-BLUE-428 to get support from a registered nurse or a
health coach at any time and put those worries to bed.

MY CARE
NAVIGATORSM

Appointments?
Leave the booking to us.
It’s as simple as calling Member Service at 1-888-510-1084 or
using the Highmark app. We’ll help you or anyone in your group
find the in-network doctor they need and reserve some space on
the calendar for a checkup.

VIRTUAL VISITS

Face to face with a doctor, 24/7.
It’s never been easier to see a doctor. Now you and your employees
can get a diagnosis, treatment plan, or prescription any time, right
from a smartphone or computer. Members can register at amwell.
com, via the mobile app, or over the phone using the Member
Service number on the back of your member ID card or by calling
1-855-818-3627. Talk about laid-back-in-a-recliner easy.

HEALTH COACHES

Personalized support for
your health goals.
Are you or your employees looking to lose weight? Quit smoking?
Be more active? A wellness coach can create a personalized plan
right over the phone. Sessions are free and totally confidential.
Members can call Member Service at 1-888-510-1084 or use the
Highmark app.

BLUE365SM

Discounts for staying healthy.
From workout gear to gym memberships to
healthy meal services, we’ll take a little off the
top for anyone on your plan who’s looking to
take a little off their middle. Member-only
deals are at blue365deals.com.

SHARECARE®

One-stop digital platform
for wellness.
A tool that helps you and your employees learn their
RealAge®, track health habits, and monitor sleep,
stress, and fitness — all in real time. Enrollment is easy
and starts at mycare.sharecare.com.

DIABETES PREVENTION
PROGRAM

DISEASE MANAGEMENT
PROGRAM

THE HIGHMARK APP

Tips on how to avoid diabetes.
Simple, effective, practical strategies to help your
employees lower their risk. For more information
on this program, call 1-888-BLUE-428.

Help managing chronic conditions.
One-on-one nurse support for employees with asthma,
diabetes, heart disease, and other chronic conditions.
For more information on this program, call
1-888-BLUE-428.

Your health plan in your pocket.
Get instant access to your digital member ID card,
care-finding tools, claims updates, and more right on
your mobile device. To start, just download the
Highmark app from the App Store or Google Play and
set up your profile.

MEMBER PORTAL

Help your employees
make sense (and the most)
of their coverage.
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All roads lead to the Member Portal.
Much like the Employer Portal, the Member Portal is a one-stop-shop for anything
your employees might need concerning their health plan. Access to the portal is as
simple as visiting highmarkbcbs.com and choosing Register if they are first-time users.
And while the website is both easy to use and quite comprehensive, let’s
quickly go over what’s there.
COVERAGE

FIND A DOCTOR

PRESCRIPTIONS

Here’s where your employees
can review exactly what your
plan covers:

Whether they’re looking for
a specialist or a new primary
care physician, members can
come here to find the best
option for them. Our Find a
Doctor tool allows them to
find in-network providers and
pharmacies based on:

Highmark makes it easy to
manage prescriptions online.
Members have access to
several helpful resources,
including:

• Name

• Their plan’s formulary (list
of drugs the plan covers)

• Deductibles, copays, and
out-of-pocket maximums
• Prescription drug benefits
• Spending account
information
• Wellness benefits

• Location

CLAIMS INFORMATION

• Type of care (e.g., medical,
dental, vision, emergency,
urgent care, etc.)

Members are able to see
everything about claims
and spending accounts on one
easy-to-follow dashboard.
• Paid and unpaid claims
information
• Up-to-date out-of-pocket
spending for the member
and any dependents
• Progress toward meeting
any deductibles
• Current spending account
balances
• Access to previous
statements and use of
our Care Cost Estimator
and Prescription Cost
Comparison tool

• Specialty
• Specific medical procedures

HEALTH PLANS 101
Learn how plans work, check
the health glossary, and find
out how you can save.

ID CARDS
Check which individuals are
covered by the plan, view,
print, or order ID cards and
see a snapshot of current plan
information.

MEDICAL BENEFITS
Discover the details of the
health plan, review the
Summary of Benefits and
Coverage, and view the
preventive schedule.
You can also use our
Find a Doctor tool, as
well as get prescriptions.

• Refills and order status
• History of medications and
prescription claims

• A cost comparison tool for
prescription drugs

WELLNESS
A Highmark health plan isn’t
about just caring for you when
you’re sick. We also provide
resources to keep members
well and promote a healthy
lifestyle. Like Sharecare — an
online and mobile tool to help
members learn their RealAge
and provide advice and
activities to help them turn
back the clock.

FILING CLAIMS

We’ve made sure that filing
a claim is a painless process.
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Leave the hard part to us.
When it comes to receiving services from an in-network provider, there’s no need
to submit a claim — we’ll take care of everything. For out-of-network providers,
however, your employees may need to submit a claim themselves. Fortunately,
the process is still simple.

Here are the steps
they’ll need to follow
to submit a claim for
out-of-network services.
1. Log in to the Member Portal.
Once logged in, it’s easy to locate
the needed forms.
2. Locate and click on the
Forms Library. This will list
all available form categories.
3. Select Medical Forms.
From there, they can choose
the needed form.
4. Select the Member Submitted
Health Insurance Claim Form.
Fill it out completely.
5. Mail in the completed form.
The address is on the back of
all member ID cards.

Need help with a claim?
Claims must be submitted within 90 days of
the date of service. For assistance with any
part of filing, we’re here to lend a hand:
1-888-510-1084.

Understanding the
Explanation of Benefits.
Any time a claim is submitted, we mail an
Explanation of Benefits (EOB) statement to
the member who filed the claim. Basically,
it’s a summary of what was covered, what
was charged, and any amount owed. Make
sure your employees know to keep an eye out
for an EOB after submitting a claim — just in
case Highmark needs to mail a check to the
member so they can pay the provider.

Here’s what an EOB looks like:

Health care lingo, translated.
When it comes to health care, you’re bound to see certain terms
over and over. Here’s a cheat sheet for a few of the most important ones.

BLUECARD
A program that connects independent Blue
Plans across the country and the world. It
gives Blue Plan members access
to in-network coverage while outside their
plan area. The level of coverage depends
on your chosen plan.

COINSURANCE
The percentage you may owe for certain
covered services after reaching your
deductible. For example, if your plan
pays 80%, you pay 20%.

COPAY
The set amount you pay for certain
covered services, this could be $20 for a
doctor visit or $30 for a specialist.

DEDUCTIBLE
The set amount you pay for health
services or drug costs before your plan
starts paying.

HEALTH REIMBURSEMENT
ARRANGEMENT (HRA)
An employer-funded benefit used to
reimburse employees for out-of-pocket
medical expenses and personal health
insurance premiums.

HEALTH SAVINGS ACCOUNT (HSA)
An account to set aside pre-tax money to
pay for qualified medical expenses. You can
only have an HSA if you have a Qualified
High-Deductible Health Plan.

HIGH-DEDUCTIBLE HEALTH PLAN
(HDHP)
A plan that usually comes with a lower
premium because you pay more upfront
before the insurance company starts to pay.
Some of these plans are often combined with
a health savings account.

IN-NETWORK PROVIDER

EMERGENCY SERVICES

A doctor or hospital who has an agreement
with your plan to charge no more than your
plan allowance for their services

Care for a condition needing immediate
attention to avoid severe harm.

OUT-OF-NETWORK PROVIDER

FLEXIBLE SPENDING ACCOUNT (FSA)
An account an employee puts pre-tax
money into that is used to pay for eligible
medical expenses.

FORMULARY
The list of medicines covered by your plan,
sorted by tier. Lower tiers usually mean
lower copays.

A doctor or hospital who doesn’t have
an agreement with your plan and likely
charges more than your plan allowance
amount for the same services.

OUT-OF-POCKET MAXIMUM
The most you’d pay for covered care.
If you hit this amount, your plan pays
100% after that.

PLAN ALLOWANCE

QUALIFIED HEALTH PLAN (QHP)

The set amount your plan will pay for a health
service during a coverage period, even if your
provider bills for more. Plans often pay a
portion of the plan allowance, not the entirety.
Plan allowance is the negotiated rate that
network providers have agreed to accept as
payment in full for covered services.

A plan that meets all ACA requirements.
That includes providing the 10 essential
health benefits and staying inside the
limits for deductibles, copays, and
out-of-pocket maximums.

RETAIL CLINIC
Walk-in centers for less complex health
needs, generally open in the evenings and
on weekends.

PREMIUM
The monthly amount paid
so you have coverage.

VIRTUAL HEALTH

PREVENTIVE CARE SERVICES
Routine care like screenings and checkups
that help keep health issues from happening

Health care or guidance that you get
from a doctor in real time via a smart
device or computer.

PRIMARY CARE PROVIDER (PCP)

URGENT CARE CENTER

The medical professional you see for most
of your basic care, like yearly preventive visits
and screenings.

A walk-in center for when you have a
condition that’s serious enough to need care
right away, but not serious enough for a trip
to the emergency room.

METAL LEVELS
Under the Affordable Care Act (ACA), insurance companies must define the level of health care
costs a particular plan will pay (on average) for covered benefits. To make it easier to understand,
the government established metal levels.
OUT-OF-POCKET COSTS

ESTIMATED PLAN COSTS

PLATINUM PLANS

Lowest

$$$$

GOLD PLANS

Low

$$$

SILVER PLANS

Moderate

$$

BRONZE PLANS

High

$

Health benefits or health benefit administration may be provided by or
through Highmark Blue Cross Blue Shield, Highmark Choice Company,
Highmark Health Insurance Company or Highmark Coverage Advantage, all
of which are independent licensees of the Blue Cross Blue Shield Association
myCare NavigatorSM is a service mark of Highmark Inc.
Blues On Call is a service mark of BCBSA.
Express Scripts is an independent company that administers the pharmacy
benefit for your health plan.
Sharecare is a registered trademark of Sharecare, LLC., an independent and
separate company that provides a consumer care engagement platform
for Highmark members. Sharecare is solely responsible for its programs
and services, which are not a substitute for professional medical advice,
diagnosis or treatment. Sharecare does not endorse any specific product
service or treatment. Health care plans and the benefits thereunder are
subject to the terms of the applicable benefit agreement.
American Well service availability is subject to state laws. Medical services
provided by American Well are subject to the telemedicine services
benefit. Therapy and Psychiatry provided by American Well are subject
to theoutpatient mental health benefit. Other than these mentioned
services, all other service provided by American Well are not eligible. You
are responsible for the full cost of ineligible services. To determine the
availability of services under your health plan, please review your Outline
of Coverage for details on benefits, conditions and exclusions or call the
number on the back of your ID card.
Patients may receive a promotional offer for a free visit directly from
American Well. These promotions are not part of your plan of benefits.
Amwell is a trademark of American Well Corporation and may not be used
without written permission. American Well is an independent company that
provides telemedicine services and do not provide Blue Cross and/or Blue
Shield products or services. American Well is solely responsible for their
telemedicine services.
Discrimination is Against the Law
The Claims Administrator/Insurer complies with applicable Federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex, including sex stereotypes and gender identity. The Claims
Administrator/Insurer does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex assigned at birth,
gender identity or recorded gender. Furthermore, the Claims Administrator/
Insurer will not deny or limit coverage to any health service based on the fact
that an individual’s sex assigned at birth, gender identity, or recorded gender
is different from the one to which such health service is ordinarily available.
The Claims Administrator/Insurer will not deny or limit coverage for a specific
health service related to gender transition if such denial or limitation results
in discriminating against a transgender individual. The Claims Administrator/
Insurer:
• Provides free aids and services to people with disabilities to communicate
effectively with us, such as:
– Qualified sign language interpreters
– Written information in other formats (large print, audio, accessible
electronic formats, other formats)
• Provides free language services to people whose primary language is not
English, such as:
– Qualified interpreters
– Information written in other languages
If you need these services, contact the Civil Rights Coordinator.
If you believe that the Claims Administrator/Insurer has failed to provide
these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, including sex stereotypes and gender
identity, you can file a grievance with: Civil Rights Coordinator, P.O. Box 22492,
Pittsburgh, PA 15222, Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475,

email: CivilRightsCoordinator@highmarkhealth.org. You can file a grievance
in person or by mail, fax, or email. If you need help filing a grievance, the
Civil Rights Coordinator is available to help you. You can also file a civil rights
complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil Rights Complaint Portal,
available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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