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Acupuncture
F Charges for treatment of diagnosed chronic pain with a

written referral from a physician or dentist. Coverage is
subject to frequency limitations.  Note: Chronic pain is
defined as pain that persists longer than the amount of
time normally expected for healing. 

Ambulance (See Exclusion #5)

F Transportation charges to the nearest hospital/facility
for emergency medically necessary services for a
patient whose condition warrants such service.  The
plan administrator should be notified as soon as
possible for a determination of coverage. 

F Transportation services eligible for coverage: 

– From the site of the disabling illness, injury, accident
or trauma to the nearest hospital qualified to provide
treatment (includes air ambulance when medically
necessary).

– From a remote area, by air, land or water (inside or
outside the United States), to the nearest hospital
qualified to provide emergency medical treatment.

– From a facility which is not equipped to treat the
patient’s specific injury, trauma or illness to the nearest
hospital equipped to treat the injury, trauma or illness.

Blood/Blood Plasma (See Exclusion #21)

F Blood and blood plasma in excess of the first three pints
in a plan year. 

Breast Reconstruction
Following Mastectomy
F The plan provides coverage, subject to and consistent

with all other plan provisions, for services following a
mastectomy, including:   

– Reconstruction of the breast (including implants) on
which the mastectomy was performed.

– Surgery and reconstruction on the other breast
(including implants) to produce a symmetrical
appearance.

– Prosthesis and treatment for any physical
complications at any stage of mastectomy, including
post-surgical lymphedema (swelling associated with
the removal of lymph nodes) rendered by a provider
covered under the plan.

– Two mastectomy bras are covered following surgery
or a change in prosthesis.

Cardiac Rehabilitation
F Phase I and Phase II when ordered by a physician. 

Chiropractic Services
F Maximum of thirty (30) visits per plan year will be

covered.

F No coverage for chiropractic services considered to be
maintenance in nature, in that medical information does not
document progress in the improvement of the condition.

Christian Science Practitioner
F Coverage for the services of a Christian Science Nurse

or Practitioner.    

– A Christian Science Nurse is a nurse who is listed in a
Christian Science Journal at the time services are
given and who: (a) has completed nurses’ training at a
Christian Science Benevolent Association Sanitarium;
or (b) is a graduate of another School of Nursing; or
(c) had three consecutive years of Christian Science
Nursing, including two years of training.  

Quality Care Health Plan – Medical Benefits Summary
In-Network Benefit:  Preventive services are paid at 100%.  Unless otherwise indicated, 
a 90% benefit level will be applied to all other eligible services, supplies and therapies.

Out-of-Network Benefit:  Unless otherwise indicated, all eligible services, supplies and
therapies, including preventive services, are paid at 70% of U&C.

This document contains a brief overview of some of the benefits available under the Quality Care Health Plan (QCHP).  Contact
the plan administrator for more information or coverage requirements and/or limitations. In order for any service, therapy or
supply to be considered eligible for coverage, it must be medically necessary as determined by the plan administrator.
The information below indicates the requirements and benefit levels of the covered services, supplies and therapies
for the standard benefit level (70% of U&C).  There is a 90% enhanced benefit level for utilizing network providers.
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– A Christian Science Practitioner is an individual who
is listed as such in the Christian Science Journal at
the time the medical services are provided and who
provides appropriate treatment in lieu of treatment by
a medical doctor.

Circumcision
F Charges for professional services.  

F Charges for circumcision are considered to be covered
services when billed as a separate claim for the
newborn as long as the newborn is enrolled in the plan
and the surgery is performed within the first thirty (30)
days following birth.

Dental Services (See Exclusion #14 and # 15)

F Accidental Injury:

– Coverage for professional services necessary as a
result of an accidental injury to sound natural teeth
caused by an external force.  Care must be rendered
within three months of original accidental injury.  The
appropriate facility benefit applies. 

F Nonaccidental: Coverage limited to: 

– Anesthesia and facility charges for dependent
children age six and under.  

– A medical condition that requires anesthesia and
facility charges for dental care (not anxiety or
behavioral related conditions).  Professional services
are not covered under the medical plan.

Diabetic Coverage
F Charges for dietitian services and consultation when

diagnosed with diabetes.  No coverage unless ordered
in conjunction with a diagnosis of diabetes. 

F Charges for routine foot care by a physician when
diagnosed with diabetes. 

F Charges for insulin pumps and related supplies when
deemed medically necessary.  

Dialysis 
F Charges for hemodialysis and peritoneal dialysis.

Durable Medical Equipment
(DME) (See Exclusion #5)

F Short-term Rental:

– Rental fees up to the purchase price for items that
temporarily assist an impaired person during
recovery.  Examples include canes, crutches,
walkers, hospital beds and wheelchairs. 

F Purchase:

– Charges to purchase the equipment.  Equipment
should be purchased only if it is expected that the
rental costs will exceed the purchase price. 

F DME exclusions include, but are not limited to: 

– Repairs or replacements due to negligence or loss of
the item. 

– Newer or more efficient models. 

F DME is eligible for coverage when provided as the most
appropriate and lowest cost alternative as required by
the person’s condition. 

NOTE: See Prosthetic Appliances for permanent
replacement of a body part.

Emergency Services
The facility in which emergency treatment is rendered and
the level of care determines the benefit level (hospital,
urgent care center, physician office). 

F Emergency Room: 

– 90% of U&C after the special emergency room
deductible at a QCHP or non-QCHP facility.  The
special deductible applies to each visit to an
emergency room which does not result in an
inpatient admission. 

F Physician’s Office:  

– 90% of U&C; no special emergency room deductible
applies.  Treatment must be rendered within 72 hours of
an injury or illness and meet the definition of emergency
services presented above.  Nonemergency medically
necessary care is considered at 70% of U&C. 

In-Network Benefit:  Preventive services are paid at 100%.  Unless otherwise indicated, a
90% benefit level will be applied to all other eligible services, supplies and therapies.

Out-of-Network Benefit:  Unless otherwise indicated, all eligible services, supplies and
therapies, including preventive services, are paid at 70% of U&C.
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F Urgent Care or Similar Facility:   

– 90% of U&C; no special emergency room deductible
applies.  Treatment must be rendered within 72 hours
of an injury or illness and meet the definition of
emergency services presented above.  This benefit
applies to professional fees only.  Facility charges not
covered when services are performed in a physician’s
office or urgent care center.  Nonemergency medically
necessary care is considered at 70% of U&C.

Eye Care (See Exclusion #11 and #27)

F Charges for treatment of injury or illness to eye.

Foot Orthotics 
Notification is required.  Refer to ‘Notification
Requirements’ in the ‘Quality Care Health Plan’ section of
the Benefits Handbook for more information. 

F Must be custom molded or fit to the foot and ordered by
a physician or podiatrist.

Hearing Services 
F Diagnostic hearing exams performed by an audiologist

are covered up to $150 and hearing aids are covered
up to $600 every three plan years. 

F Professional service charges for the hearing exam
associated with the care and treatment of an injury or
an illness.

Hospice  
F Written notification of the terminal condition is required

from the attending physician. 

F Inpatient hospice requires notification.  Refer to
‘Notification Requirements’ in the ‘Quality Care Health
Plan’ section of the Benefits Handbook for more
information.

Inpatient Hospital/Facility Services
(See Exclusions #3, #6, #8, #32)

F Hospital/facility charges. 

NOTE: Failure to provide notification of an upcoming
admission or surgery will result in a financial penalty
and denial of coverage for services not deemed
medically necessary.  Refer to ‘Notification Requirements’
in the ‘Quality Care Health Plan’ section of the Benefits
Handbook for more information.

Infertility Treatment  
Benefits are provided for the diagnosis and treatment of
infertility.  Infertility is defined as the inability of opposite
sex partners to conceive after one consecutive year of
unprotected sexual intercourse or the inability to sustain a
successful pregnancy. 

F Predetermination of Benefits:

– A written predetermination of benefits must be
obtained from the health plan administrator prior to
beginning infertility treatment to ensure optimum
benefits.  Documentation required from the physician
includes the patient’s reproductive history including
test results, information pertaining to conservative
attempts to achieve pregnancy and the proposed
plan of treatment with physicians’ current procedural
terminology (CPT) codes.

F Infertility Benefits:  

– Coverage is provided only if the plan participant has
been unable to obtain or sustain a successful
pregnancy through reasonable, less costly, medically
appropriate infertility treatment for which coverage is
available under this plan.  

F Coverage for assisted reproductive procedures include,
but is not limited to:  

– Artificial insemination, invitro fertilization (IVF) and
similar procedures which include but are not limited
to:  gamete intrafallopian tube transfer (GIFT), low
tube ovum transfer (TET) and uterine embryo
lavage.

– A maximum of three (3) artificial insemination
procedures per menstrual cycle for a total of eight (8)
cycles per lifetime.  

– A maximum of four (4) procedures per lifetime for any
of the following:  invitro fertilization, gamete
intrafallopian tube transfer (GIFT), zygote intrafallopian
tube transfer (ZIFT) and other similar procedures. 

In-Network Benefit:  Preventive services are paid at 100%.  Unless otherwise indicated, a
90% benefit level will be applied to all other eligible services, supplies and therapies.

Out-of-Network Benefit:  Unless otherwise indicated, all eligible services, supplies and
therapies, including preventive services, are paid at 70% of U&C.
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– If a live birth results from an invitro procedure, two
additional procedures are eligible for coverage.

– Eligible medical costs associated with sperm or egg
donation by a person covered under the plan may
include, but are not limited to, monitoring the cycle of
a donor and retrieval of an egg for the purpose of
donating to a covered individual.

– Retrieval does not count toward the number of
maximum attempts.

F Benefit Level:  

– The appropriate benefit level will apply (i.e.,
physician charges, lab and radiology are covered at
90% for in-network or 70% of U&C for out-of-network
providers).

F Infertility treatment exclusions include, but are not
limited to:   

– Medical or nonmedical costs of anyone NOT
covered under the plan.

– Nonmedical expenses of a sperm or egg donor
covered under the plan including, but not limited to
transportation, shipping or mailing, administrative
fees such as donor processing, search for a donor or
profiling a donor, cost of sperm or egg purchased
from a donor bank, cryopreservation and storage of
sperm or embryo or fees payable to a donor.   

– Infertility treatment deemed experimental or
unproven in nature.   

– Persons who previously had a voluntary sterilization
or persons who are unable to achieve pregnancy
after a reversal of a voluntary sterilization.   

– Payment for medical services rendered to a
surrogate for purposes of attempting or achieving
pregnancy.  This exclusion applies whether the
surrogate is a plan participant or not.   

– Pre-implantation genetic testing.

Lab and Radiology  
F Outpatient: 

– Charges at a physician’s office, hospital, clinic or
urgent care center.

F Inpatient: 

– If billed by a hospital as part of a hospital
confinement, paid at the appropriate hospital benefit
level.

F Professional charges:

– Professional charges associated with the
interpretation of the lab or radiology procedures.

Medical Supplies (See Exclusions #3, #5, #19)

F Medical supplies include, but are not limited to ostomy
supplies, surgical dressings and surgical stockings.

Morbid Obesity Treatment (See Exclusion #12)

F Charges for professional services.

F Obesity surgery is eligible for coverage dependent on
medical necessity and predetermination of benefits.

Newborn Care (See Exclusion #41)

F Charges for professional services in an office or
hospital setting.

F Benefits are available for newborn care only if the
dependent is enrolled no later than 60 days following
the birth.

Occupational Therapy/Physical
Therapy (See Exclusion #10)

Notification is required.  Refer to ‘Notification
Requirements’ in the ‘Quality Care Health Plan’ section of
the Benefits Handbook for more information.

F Covered if administered under the supervision of and
billed by a licensed or registered occupational therapist,
physical therapist or physician.

Outpatient Hospital/Facility
Services, including Surgery
(See Exclusions #3, #4, #6)

F Covered if performed at an ambulatory surgical
treatment center which is licensed by the Department of

In-Network Benefit:  Preventive services are paid at 100%.  Unless otherwise indicated, a
90% benefit level will be applied to all other eligible services, supplies and therapies.

Out-of-Network Benefit:  Unless otherwise indicated, all eligible services, supplies and
therapies, including preventive services, are paid at 70% of U&C.
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Public Health, or the equivalent agency in other states,
to perform outpatient surgery.

Physician Services
F Charges for medical treatment of an injury or illness.

Physician Services – Surgical
(See Exclusions #12, #13, #16)

F Inpatient Surgery:

– Follow-up care by the surgeon is considered part of
the cost of the surgical procedure and is NOT
covered as a separate charge.

F Outpatient Surgery: 

– If surgery is performed in a physician’s office, the
following will be considered as part of the fee: 

– Surgical tray and supplies. 

– Local anesthesia administered by the physician.

– Medically necessary follow-up visits.

F Plastic and reconstructive surgery is limited for the
following: 

– An accidental injury.  

– Congenital deformities evident at infancy. 

– Reconstructive mammoplasty following a
mastectomy.

F Assistant surgeon:

– A payable assistant surgeon is a physician who
assists the surgeon, subject to medical necessity.  

– Up to 20% of U&C of eligible charges. 

F Multiple surgical procedures: 

– Standard plan guidelines are used in processing
claims when multiple surgical procedures are
performed during the same operative session.  

– Charges for the most inclusive (comprehensive)
procedure.  Additional procedures are paid at a
lesser level. Contact the plan administrator for a
predetermination of benefits.

Podiatry Services (See Exclusion #9)

Notification is required.  Refer to ‘Notification
Requirements’ in the ‘Quality Care Health Plan’ section of
the Benefits Handbook for more information.

Prescription Drugs
F Drug charges if billed by a physician’s office and not

obtained at a pharmacy. 

F Prescription drugs obtained as part of a skilled care
facility stay are payable by the health plan
administrator.

F Prescription drugs obtained as part of a hospital stay
are payable at the appropriate facility benefit level. 

F Prescription drugs billed by a skilled nursing facility,
extended care facility or a nursing home must be
submitted to the prescription drug plan administrator. 

Preventive Services
Routine preventive care services which do NOT require a
diagnosis or treatment are covered at 100% when utilizing
a network provider.  Out-of-network preventive care is
covered at 70% of U&C.  Your doctor will determine the
tests and frequency that are right for you based on your
age, gender and family history.  Preventive services are
not subject to the plan year deductible. 

NOTE: Claims which indicate a diagnosis are not
considered preventive and are subject to the plan year
deductible and coinsurance.

Prosthetic Appliances
A prosthetic appliance is one which replaces a body part.
Examples are artificial limbs and artificial eyes.

F Charges for: 

– The original prosthetic appliance.

– Replacement of a prosthetic appliance due to growth
or a change in the person’s medical condition.

– Repair of a prosthetic appliance due to normal wear
and usage and no longer functional.

F No payment will be made if the appliance is damaged
or lost due to negligence. 

In-Network Benefit:  Preventive services are paid at 100%.  Unless otherwise indicated, a
90% benefit level will be applied to all other eligible services, supplies and therapies.

Out-of-Network Benefit:  Unless otherwise indicated, all eligible services, supplies and
therapies, including preventive services, are paid at 70% of U&C.
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F Prosthetic appliances exclusions include, but are not
limited to:  

– Appliances not recommended or approved by a
physician.

– Appliances to overcome sexual dysfunction, except
when the dysfunction is related to an injury or illness.

– Items considered cosmetic in nature such as artificial
fingernails, toenails, eyelashes, wigs, toupees or
breast implants. 

– Experimental or investigational appliances.

Skilled Nursing Service – Home
Setting
F Contact the Notification/Medical Case Management

plan administrator for a determination of benefits. 

F The benefit for skilled nursing service will be limited to
the lesser of the cost for care in a home setting or the
average cost in a skilled nursing facility, extended care
facility or nursing home within the same geographic
region. 

F The continued coverage for skilled nursing service will
be determined by the review of medical records and
nursing notes.

Skilled Nursing – In a Skilled
Nursing Facility, Extended
Care Facility or Nursing Home
(See Exclusions #3, #5, #19)

F Benefits are subject to skilled care criteria and will be
allowed for the most cost-effective setting or the level of
care required as determined by the Notification/Medical
Case Management plan administrator. 

F Must be a licensed healthcare facility primarily engaged
in providing skilled care.

F Notification is required at least seven days prior to
admission or at time of transfer from an inpatient
hospital stay.

F Benefits are limited to the average cost of available
facilities within the same geographic region.

F The service must be medically necessary.

F The continued coverage for skilled nursing service will
be determined by the review of medical records and
nursing notes.

F Prescription drug charges must be submitted to the
health plan administrator.

NOTE: Extended care facilities are sometimes referred
to as nursing homes.  Most care in nursing homes is
NOT skilled care and therefore is NOT covered.  Many
people purchase long-term care insurance policies to
cover those nursing home services which are NOT
covered by medical insurance or Medicare. 

Speech Therapy
Notification is required.  Refer to ‘Notification
Requirements’ in the ‘Quality Care Health Plan’ section of
the Benefits Handbook for more information.

F Charges for medically necessary speech therapy
ordered by a physician. 

F Treatment must be for a speech disorder resulting from
injury or illness serious enough to significantly interfere
with the ability to communicate at the appropriate age
level. 

F The therapy must be restorative in nature with the
ability to improve communication. 

F The person must have the potential for communication.

Transplant Services
(Notification Required)

In order for any organ, tissue or bone marrow
transplant to be covered under the plan, one of the
designated procedure specific transplant hospitals
must be utilized. The transplant candidate must contact
the Notification/Medical Case Management plan
administrator of the potential transplant.  Once notification
occurs, the Medical Case Manager (MCM) will coordinate
all treatments and further notification is not required.
Those refusing to participate in the MCM program will be
notified that coverage may be terminated under the plan for
treatment of the condition.

In-Network Benefit:  Preventive services are paid at 100%.  Unless otherwise indicated, a
90% benefit level will be applied to all other eligible services, supplies and therapies.

Out-of-Network Benefit:  Unless otherwise indicated, all eligible services, supplies and
therapies, including preventive services, are paid at 70% of U&C.
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The transplant benefit includes all diagnostic treatment and
related services necessary to assess and evaluate the
transplant candidate.  All related transplant charges
submitted by the transplant hospital are covered at 90% of
the contracted rate.  

In some cases, transplants may be considered nonviable
for some candidates, as determined by the MCM plan
administrator in coordination with the transplant hospital.  

F Transplant exclusions include, but are not limited to: 

– Investigational drugs, devices or experimental
procedures.

– Charges related to the search for an unrelated bone
marrow donor.

– A corneal transplant is not part of the transplant
hospital benefit; however, standard benefits apply
under the medical portion of the coverage.

Transplant Coordination of
Donor/Recipient Benefits
F When both the donor and the recipient are covered

under the plan, both are entitled to benefits under the
plan, under separate claims.

F When only the recipient is covered, the donor’s charges
are covered as part of the recipient’s claim if the donor
does not have insurance coverage, or if the donor’s
insurance denies coverage for medical expenses
incurred.

F When only the recipient is covered and the donor’s
insurance provides coverage, the plan will coordinate
with the donor’s plan.

F When only the donor is covered, only the donor’s
charges will be covered under the plan. 

F When both donor and recipient are members of the
same family and are both covered by the plan, no
deductible or coinsurance shall apply. 

The transplant hospital network is subject to change
throughout the year.  Call the Notification/Medical Case
Management plan administrator for current transplant
hospitals.

Transplant – Transportation and
Lodging Benefit
F The maximum expense reimbursement is $2,400 per

case.  Automobile mileage reimbursement is limited to
the mileage reimbursement schedule established by the
Governor’s Travel Control Board.  Lodging per diem is
limited to $70.  There is no reimbursement for meals. 

F The plan will also cover transportation and lodging
expenses for the patient and one immediate family
member or support person prior to the transplant and
for up to one year following the transplant.  This benefit
is available only to those plan participants who have
been accepted as a candidate for transplant services. 

F Requests for reimbursement for transportation and
lodging with accompanying receipts should be
forwarded to: 

Organ Transplant Reimbursement
DCMS Group Insurance Division
201 E. Madison Street
P.O. Box 19208
Springfield, IL  62794-9208

F The plan participant has twelve months from the date
expenses were incurred to submit eligible charges for
reimbursement.  Requests submitted after the twelve-
month limit will not be considered for reimbursement.

Urgent Care Services
Urgent care is care for an unexpected illness or injury that
requires prompt attention, but is less serious than
emergency care.  Treatment may be rendered in facilities
such as a physician’s office, urgent care facility or prompt
care facility.  This benefit applies to professional fees only.
If a facility fee is billed, the emergency room deductible
applies.

NOTE: See Emergency Services for medically
necessary emergency care.

In-Network Benefit:  Preventive services are paid at 100%.  Unless otherwise indicated, a
90% benefit level will be applied to all other eligible services, supplies and therapies.

Out-of-Network Benefit:  Unless otherwise indicated, all eligible services, supplies and
therapies, including preventive services, are paid at 70% of U&C.



Quick Reference Guide for Preventive Health Coverage

What This Means for You

The Affordable Care Act, the health insurance reform
legislation passed by Congress and signed into law by
President Obama on March 23, 2010, helps make
prevention affordable and accessible for all Americans by
requiring health plans to cover preventive services and
eliminating cost sharing for those services.  Preventive
services that have strong scientific evidence of their health
benefits must be covered and plans can no longer charge a
patient a copayment, coinsurance or deductible for these
services when they are delivered by a network provider.
Depending on your age, you may have access, at no cost,
to preventive services such as:

F Blood pressure, diabetes and cholesterol tests.

F Many cancer screenings, including mammograms and
colonoscopies.

F Counseling on such topics as quitting smoking, losing
weight, eating healthfully, treating depression and
reducing alcohol use.

F Routine vaccinations against diseases such as
measles, polio or meningitis.

F Flu and pneumonia shots.

F Counseling, screening and vaccines to ensure healthy
pregnancies.

F Regular well-baby and well-child visits, from birth to age 21.

Some Important Details

Things to know about preventive care and services:

F Network providers: If your health plan uses a network
of providers, be aware that health plans are required to
provide these preventive services only through an in-
network provider.  Your health plan may allow you to
receive these services from an out-of-network provider,
but may charge you a fee. 

F Office visit fees: Your doctor may provide a preventive
service, such as a cholesterol screening test, as part of
an office visit.  Be aware that your plan can require you
to pay some costs of the office visit if the preventive
service is not the primary purpose of the visit or if your
doctor bills you for the preventive services separately
from the office visit. 

F Talk to your healthcare provider: To know which
covered preventive services are right for you, based on
your age, gender and health status, ask your healthcare
provider. 

F Questions: If you have questions about whether these
new provisions apply to your plan, contact your plan
administrator. 

This document does not guarantee coverage for all
preventive services.  Specific terms of coverage, exclusions
and limitations, are included in the plan administrator’s
summary plan document or the Quality Care Health Plan’s
Medical Benefits Summary.
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Under the Affordable Care
Act, you and your family are
eligible for some important
preventive services which
can help you avoid illness
and improve your health at no
additional cost to you.



Birth to 2 Years Ages 3 to 10 Ages 11 to 21 Ages 22 and older

Well-baby/Well-child/ Well-person exams Birth, 1, 2, 4, 6, 9, 12, 15, 18, 24 & 30 Well child exams; Once a year Periodic visits, depending on age
(includes height, weight, head circumference, BMI, months.  Additional visit at 2-4 days for once a year
history, anticipatory guidance, education regarding infants discharged less than 48 hours 
risk reduction, psychosocial/behavioral assessment) after delivery

Diphtheria, Tetanus Toxoids and Acellular 2, 4 & 6 months and Ages 4-6 Tetanus, diphtheria, Tetanus and diphtheria toxoids
Pertussis (DTaP) 15-18 months acellular pertussis booster (Td) every 10 years;

(Tdap) given once, Tdap given once, ages 11-64
ages 11-64

Haemophilus Influenzae type b conjugate (Hib) 2, 4 & 6 months and
12-15 months

Hepatitis A (HepA) 12-23 months May be required for persons at risk

Hepatitis B (HepB) At birth, 1-4 months Ages 3-10 if not Ages 11-18 if not May be required for persons at risk
and 6-18 months previously immunized previously immunized

Human Papillomavirus (HPV)1 Ages 9-10, as Ages 11-12, Catch-up, through age 26
doctor advises catch-up, ages 13-26

Influenza Vaccine Annually 6 months Ages 19-49, as doctor Ages 19-49, as doctor advises;
through 18 years advises ages 50 and older, annually

Measles, Mumps and Rubella (MMR) Ages 12-15 months Ages 4-6 or 11 & 12 If not already immune Rubella for women of
if not given earlier childbearing age if not immune

Meningococcal (MCV) All persons ages
11-18

Pneumococcal 2, 4 & 6 months and Ages 65 & older, once (or younger
(Pneumonia) 12-15 months than 65 for those with risk factors)

Poliovirus (IPV) 2 & 4 months and 6-18 months Ages 4-6

Rotavirus Ages 6-24 weeks

Varicella (Chickenpox) Ages 12-18 months Ages 4-6 Second dose catch-up Second dose catch-up or if no
or if no evidence of evidence of prior immunization
prior immunization or or chickenpox

Zoster Ages 60+

Wellness Exams and Immunizations

Health Screenings and Interventions

Birth to 2 Years Ages 3 to 10 Ages 11 to 21 Ages 22 and older

Alcohol misuse All adults

Autism 18, 24 months

Blood Pressure At each visit Once a year Every 2 years or as doctor advises

Cholesterol/Lipid Disorders Screening of children and adolescents Ages 20 and All men ages 35 and older or ages
(after age 2, but by age 10) at risk due older if risk factors 20-35 if risk factors
to known family history; when family

history is unknown; or with personal All women ages 45 and older or 
risk factors (obesity, high blood ages 20-45 if risk factors
pressure, diabetes)
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1 Gender criteria apply depending on vaccine brand.



Health Screenings and Interventions

Birth to 2 Years Ages 3 to 10 Ages 11 to 21 Ages 22 and older

Colon Cancer Screening The following tests will be covered for colorectal cancer
screening, ages 50 and older (or at any age if risk factors):
• Fecal occult blood test (FOBT) or fecal immunochemical

test (FIT) annually
• Stool-based deoxyribonucleic acid (DNA) test
• Flexible sigmoidoscopy every 5 years
• Double-contrast barium enema (DCBE) every 5 years
• Colonoscopy every 10 years
• Computed tomographic colonography (CTC)/virtual

colonoscopy every 5 years

Congenital Hypothyroidism Screening Newborns

Depression Screening Ages 12-18 All adults

Developmental Screening 7 and 18 months 30 months

Developmental Surveillance Newborn, 1, 2, 4, 6, At each visit At each visit
12, 15 & 24 months

Diabetes Screening Ages 45 and older, or at any age if asymptomatic with
sustained BP greater than 135/80, every 3 years

Dental Caries Prevention Children older than Children older than
(Evaluate water source for sufficient fluoride) 6 months 6 months

Oral Health Evaluation/ 12,18 & 24 30 months, 3 & 6
Assess for Dental Referral months years

Hearing Screening All newborns by Ages 4, 5, 6, 8 & 10
(not complete hearing examination) 1 month or as doctor advises

Healthy Diet/Nutrition Counseling Adults with hyperlipidemia, those at risk for cardiovascular
disease or diet-related chronic disease

Hemoglobin or Hematocrit 12 months Once a year for 
females after menarche

HIV Screening Adolescents at risk Adults at risk

Lead Screening 12 & 24 months

Metabolic/Hemoglobinopathies Newborns
(according to state law)

Obesity Screening Ages 6 and older Ages 6 and older All adults

PKU Screening Newborns

Prophylactic Ocular (Eye) Medication Newborns
to Prevent Blindness

Prostate Cancer Screening (PSA) Once a year for men ages 50 and older or any age with
risk factors

Sexually Transmitted Infections (STI) All sexually active All adults at risk
adolescents

Sickle Cell Disease Screening Newborns

Syphilis Screening Individuals at risk Adults at risk

Tobacco Use/Cessation Interventions All adults

Tuberculin Test Children at risk Children at risk Adolescents at risk

Ultrasound AAA Screening Men ages 65-75 who have ever smoked

Vision Screening Ages 3, 4, 5, 6, 8 & 10 Ages 12, 15 & 18 or
or as doctor advises as doctor advises
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Women’s Health Screenings and Interventions

Anemia Screening Pregnant women

Bacteriuria Screening Pregnant women

Discussion/Referral for Counseling Related to Women at risk
BRCA1/BRCA2 test

Discussion about Potential Benefits/Risk of Breast Cancer Women at risk
Preventive Medication

Breast Cancer Screening (Mammogram) Women ages 40 and older, annually

Breastfeeding Promotion During pregnancy and after birth

Cervical Cancer Screening (Pap test) Within 3 years of sexual activity; or ages 21-64, at least every 3 years

Chlamydia Screening Sexually active women ages 24 and under & older women at risk

Gonorrhea Screening Sexually active women at risk

Hepatitis B Screening Pregnant women

Osteoporosis Screening Age 65 or older (or 60 for women at risk)

Rh Incompatibility Test Pregnant women

Syphilis Screening Pregnant women

Tobacco Use/Cessation Interventions Pregnant women

11 Benefits Handbookwww.benefitschoice.il.gov
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1. For services or care not recommended, approved and
provided by a person who is licensed under the Illinois
Medical Practices Act or other similar laws of Illinois,
other states, countries or by a nurse midwife who has
completed an organized program of study recognized
by the American College of Nurse Midwives or by a
Christian Science Practitioner.

2. For services and supplies not related to the care and
treatment of an injury or illness, unless specifically
stated in this document to be a covered service in
effect at the time the service was rendered.  Excluded
services and supplies include, but are not limited to:
sports-related health checkups, employer-required
checkups, wigs and hairpieces.

3. For care, treatment, services or supplies which are not
medically necessary for the diagnosed injury or
illness, or for any charges for care, treatment, services
or supplies which are deemed unreasonable by the
plan.

4. For charges for the services, room and board or
supplies that exceed U&C.

5. For personal convenience items, including but not
limited to:  telephone charges, television rental, guest
meals, wheelchair/van lifts, nonhospital type
adjustable beds, exercise equipment, special toilet
seats, grab bars, ramps, transportation services or
any other services or items determined by the plan to
be for personal convenience.

6. For rest, convalescence, custodial care or education,
institutional or in-home nursing services which are
provided for a person due to age, mental or physical
condition mainly to aid the person in daily living such
as home delivered meals, child care, transportation or
homemaker services.

7. For extended care and/or hospital room and board
charges for days when the bed has not been occupied
by the covered person (holding charges).

8. For private room charges which are not medically
necessary as determined by the plan administrator.

9. For routine foot care, including removal in whole or in
part of corns, calluses, hyperplasia, hypertrophy and

the cutting, trimming or partial removal of toenails,
except for patients with the diagnosis of diabetes.

10. For chiropractic services, occupational therapy and
physical therapy considered to be maintenance in
nature, in that medical documentation indicates that
maximum medical improvement has been achieved.

11. For keratotomy or other refractive surgeries.

12. For the diagnosis or treatment of obesity, except
services for morbid obesity, as approved by the plan
administrator.

13. For sexual dysfunction, except when related to an
injury or illness.

14. For services relating to the diagnosis, treatment, or
appliance for temporomandibular joint disorders or
syndromes (TMJ), myofunctional disorders or other
orthodontic therapy.

15. For an internal accidental injury to the mouth caused
by biting on a foreign object and outpatient services
for routine dental care.

16. For the expense of obtaining an abortion, induced
miscarriage or induced premature birth, unless it is a
physician’s opinion that such procedures are
necessary for the preservation of the life of the woman
seeking such treatment, or except in an induced
premature birth intended to produce a live viable child
and such procedure is necessary for the health of the
woman or her unborn child.

17. For cosmetic surgery or therapies, except for the
repair of accidental injury, for congenital deformities
evident in infancy or for reconstructive mammoplasty
after partial or total mastectomy when medically
indicated.

18. For services rendered by a healthcare provider
specializing in behavioral health services who is a
candidate in training.

19. For services and supplies which do not meet accepted
standards of medical or dental practice at the time the
services are rendered.

Quality Care Health Plan (QCHP) Exclusions and Limitations

No benefits are available:
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20. For treatment or services which are investigational,
experimental or unproven in nature including, but not
limited to, procedures and/or services:  which are
performed in special settings for research purposes or
in a controlled environment; which are being studied
for safety, efficacy and effectiveness; which are
awaiting endorsement by the appropriate national
medical specialty organization; which medical
literature does not accept as a reasonable alternative
to existing treatments; or, that do not yet meet medical
standards of care.

21. For the purchase of the first three pints of blood or
blood plasma.

22. For services due to bodily injury or illness arising out
of or in the course of a plan participant’s employment,
which is compensable under any Workers’
Compensation or Occupational Disease Act or law.

23. For court mandated services if not a covered service
under this plan or not considered to be medically
necessary by the appropriate plan administrator.

24. For services or supplies for which a charge would not
have been made in the absence of coverage or for
services or supplies for which a plan participant is not
required to pay.

25. For services arising out of war or an act of war,
declared or undeclared, or from participation in a riot,
or incurred during or as a result of a plan participant’s
commission or attempted commission of a felony.

26. For services related to the reversal of sterilization.

27. For lenses (eye glasses or removable contact lenses)
except initial pair following cataract surgery.

28. For expenses associated with obtaining, copying or
completing any medical or dental reports/records.

29. For services rendered while confined within any
federal hospital, except for charges a covered person
is legally required to pay, without regard to existing
coverage.

30. For charges imposed by immediate relatives of the
patient or members of the plan participant’s household
as defined by the Centers for Medicare and Medicaid
Services.

31. For services rendered prior to the effective date of
coverage under the plan or subsequent to the date
coverage is terminated.

32. For private duty nursing, skilled or unskilled, in a
hospital or facility where nursing services are normally
provided by staff.

33. For services or care provided by an employer-
sponsored health clinic or program.

34. For travel time and related expenses required by a
provider.

35. For facility charges when services are performed in a
physician’s office.

36. For residential treatment for behavioral health
services.

37. For the treatment of educational disorders relating to
learning, motor skills, communication and pervasive
development conditions.

38. For nonmedical counseling or ancillary services,
including but not limited to custodial services,
education, training, vocational rehabilitation,
behavioral training, biofeedback, neuro feedback,
hypnosis, sleep therapy, employment counseling,
back-to-school, return to work services, work
hardening programs, driving safety and services,
training, educational therapy or nonmedical ancillary
services for learning disabilities, developmental
delays, autism (except as provided under covered
expenses) or mental retardation.

39. For telephone, email and internet consultations and
telemedicine.

40. For expenses associated with legal fees.

41. For medical and hospital care and cost for the infant
child of a dependent, unless this infant is otherwise
eligible under the plan.

42. For transsexual surgery including medical or
psychological counseling and hormonal therapy in
preparation for, or subsequent to any such surgery.
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