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SECTION 4 – Exclusions, 
Limitations, and Reductions 

 
The following section provides you with information 
on what Services Health Plan will not pay for 
regardless of whether the Service is medically 
necessary or not. 

It also provides information on how your benefits 
may be coordinated with other types of coverage. 

Exclusions 
The Services listed below are excluded from 
coverage.  These exclusions apply to all Services that 
would otherwise be covered under this EOC.  
Additional exclusions that apply only to a particular 
Service are listed in the description of that Service in 
the “Benefits” section.  When a Service is excluded, 
all Services related to the excluded Service are also 
excluded, even if they would otherwise be covered 
under this EOC. 

Certain Alternative Medical Services 
Chiropractic and acupuncture Services and any 
Services of a Chiropractor, Acupuncturist, 
Naturopath, and Massage Therapist, except as 
specifically covered under the “Benefits” section of 
this EOC. 

Certain Exams and Services 
Physical examinations and other Services (a) required 
for obtaining or maintaining employment or 
participation in employee programs; or (b) required 
for insurance or licensing or disability 
determinations; or (c) on court-order or required for 
parole or probation.   

Cosmetic Services 
Services that are intended primarily to improve your 
appearance and that are not likely to result in 
significant improvement in physical function, except 
for Services covered under “Reconstructive Surgery” 
or “Cleft Lip, Cleft Palate or Both” in the “Benefits” 
section. 

Custodial Care 
Custodial care means assistance with activities of 
daily living (for example: walking, getting in and out 
of bed, bathing, dressing, feeding, toileting, and 
taking medicine),or care that can be performed safely 
and effectively by people who, in order to provide the 
care, do not require medical licenses or certificates or 
the presence of a supervising licensed nurse. 

Dental Care 
Dental care and dental x-rays, including dental 
appliances, dental implants, orthodontia, shortening 
of the mandible or maxillae for cosmetic purposes, 
correction of malocclusion, dental Services resulting 
from medical treatment such as surgery on the 
jawbone and radiation treatment, and any dental 
treatment involved in temporal mandibular joint 
(TMJ) pain dysfunction syndrome, unless otherwise 
covered under a Rider attached to this EOC.  This 
exclusion does not apply to medically necessary 
dental care covered under “Accidental Dental Injury 
Services”, “Cleft-Lip, Cleft-Palate or Both”, or “Oral 
Surgery” in the “Benefits” section.    

Disposable Supplies 
Disposable supplies for home use such as bandages, 
gauze, tape, antiseptics, dressings, ace-type bandages, 
and any other supplies, dressings, appliances, or 
devices, not specifically listed as covered in the 
"Benefits" section. 

Durable Medical Equipment 
Except for Services covered under “Durable Medical 
Equipment” in the “Benefits” section. 

Employer or Government Responsibility 
Financial responsibility for Services that an employer 
or government agency is required by law to provide. 

Experimental or Investigational Services 
Except as covered under “Clinical Trials” section of 
the “Benefits” section, a Service is experimental or 
investigational for your condition if any of the 
following statements apply to it as of the time the 
Service is or will be provided to you: 

 It cannot be legally marketed in the United States 
without the approval of the Food and Drug 
Administration ("FDA") and such approval has 
not been granted; or 

 It is the subject of a current new drug or new 
device application on file with the FDA and 
FDA approval has not been granted; or 

 It is subject to the approval or review of an 
Institutional Review Board ("IRB") of the 
treating facility that approves or reviews research 
concerning the safety, toxicity, or efficacy of 
services; or 

 It is the subject of a written protocol used by the 
treating facility for research, clinical trials, or 
other tests or studies to evaluate its safety, 
effectiveness, toxicity or efficacy, as evidenced 
in the protocol itself or in the written consent 
form used by the facility. 
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In making determinations whether a Service is 
experimental or investigational, the following sources 
of information will be relied upon exclusively: 
 your medical records, 
 the written protocols or other documents 

pursuant to which the Service has been or will be 
provided, 

 any consent documents you or your  
representative has executed or will be asked to 
execute, to receive the Service, 

 the files and records of the IRB or similar body 
that approves or reviews research at the 
institution where the Service has been or will be 
provided, and other information concerning the 
authority or actions of the IRB or similar body, 

 the published authoritative medical or scientific 
literature regarding the service, as applied to 
your illness or injury, and 

 regulations, records, applications, and any other 
documents or actions issued by, filed with, or 
taken by, the FDA, the Office of Technology 
Assessment, or other agencies within the United 
States Department of Health and Human 
Services, or any state agency performing similar 
functions. 

Health Plan consults Medical Group and then uses 
the criteria described above to decide if a particular 
Service is experimental or investigational. 
 
[Family Planning Services 
Services in connection with family planning, 
including consultations, insertion or removal of 
contraceptive drugs or devices unless medically 
necessary, tubal ligation, vasectomy and voluntary 
termination of pregnancy.] 

Infertility Services 
Services in connection with the diagnosis and 
treatment of infertility, except for Services to 
determine if a covered medical condition is the cause 
of the infertility. 

External Prosthetic and Orthotic Devices 
Services and supplies for external prosthetic and 
orthothic devices, except as specifically covered 
under the “Benefits” section of this EOC,. 

Prohibited Referrals 
Payment of any claim, bill, or other demand or 
request for payment for covered services determined 
to be furnished as the result of a referral prohibited 
by law. 

Routine Foot Care Services 
Routine foot care Services that are not medically 
necessary.  This exclusion does not exclude Services 
when you are under active treatment for a metabolic 
or peripheral vascular disease 

Services for Members in the Custody of Law 
Enforcement Officers 
Non-Plan Provider Services provided or arranged by 
criminal justice institutions for Members in the 
custody of law enforcement officers, unless the 
Services are covered as Out-of-Plan Emergency 
Services. 

Surrogacy Arrangements 
Services related to conception, pregnancy or delivery 
in connection with a surrogacy arrangement.  A 
surrogacy arrangement is one in which a woman 
agrees to become pregnant and to surrender the baby 
to another person or persons who intend to raise the 
child. 

Travel and Lodging Expenses 
Travel and lodging expenses[.][, except that in some 
situations, if a Plan Physician refers you to a non-
Plan Provider outside our Service Area as described 
under "Getting a Referral" in the "How to Obtain 
Services" section, we may pay certain expenses that 
we pre-authorize in accord with our travel and 
lodging guidelines.] 

[Travel Immunizations 
All Services related to immunization in anticipation 
of traveling outside the country.] 

[Vision Services 
Any eye surgery solely for the purpose of correcting 
refractive defects of the eye, such as myopia, 
hyperopia, or astigmatism (for example, radial 
keratotomy, photo-refractive keratectomy, and 
similar procedures.] 

Workers’ Compensation or Employer’s Liability 
Financial responsibility for Services for any illness, 
injury, or condition, to the extent a payment or any 
other benefit, including any amount received as a 
settlement (collectively referred to a “Financial 
Benefit”), is provided under any workers’ 
compensation or employer’s liability law.  We will 
provide Services even if it is unclear whether you are 
entitled to a Financial Benefit; but we may recover 
the value of any  covered Services from the following 
sources: 
 Any source providing a Financial Benefit or 

from whom a Financial Benefit is due; or 
 You, to the extent that a Financial Benefit is 

provided or payable or would have been required 
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to be provided or payable if you had diligently 
sought to establish your rights to the Financial 
Benefit under any workers’ compensation or 
employers’ liability law. 

Limitations 

We will use our best efforts to provide or arrange for 
covered Services in the event of unusual 
circumstances that delay or render impractical the 
provision of Services such as major disaster, 
epidemic, war, terrorist activity, riot, civil 
insurrection, disability of a large share of personnel 
of a Plan Hospital or Plan Medical Center, complete 
or partial destruction of facilities, and labor disputes 
not involving Health Plan, Kaiser Foundation 
Hospitals, or Medical Group.  However, in these 
circumstances Health Plan, Kaiser Foundation 
Hospitals, Medical Group, and Medical Group 
Physicians will not have any liability for any delay or 
failure in providing covered Services, except to the 
extent prescribed by the Commissioner of Insurance 
of the District of Columbia. 

Reductions 

Injury or Illness Caused by Third Party 
Except for any covered Services that would be (a) 
payable under Personal Injury Protection (PIP) 
coverage, and/or (b) payable under any capitation 
agreement Health Plan has with a Participating 
Provider, if you become ill or injured through the 
fault of a third party and you  collect any money from 
the third party or from his or her insurance company 
for medical expenses, Health Plan will be subrogated 
for any Service provided by or arranged as a result of 
the occurrence that gave rise to the cause of action as 
follows: (a) per Health Plan’s fee schedule for 
Services provided or arranged by Medical Group, or 
(b) any actual expenses that were made for Services 
provided by Participating Providers.  

Except for any covered Services that would be (a) 
payable under Personal Injury Protection (PIP) 
coverage, and/or (b) payable under any capitation 
agreement Health Plan has with a Participating 
Provider, when you recover for medical expenses in a 
cause of action, Health Plan has the option of 
becoming subrogated to all claims, causes of action, 
and other rights you may have against a third party or 
an insurer, government program, or other source of 
coverage for monetary damages, compensation, or 
indemnification on account of the injury or illness 
allegedly caused by the third party.  Health Plan will 
also be subrogated as of the time it mails or delivers a 
written notice of its exercise of this option to you or 
to your attorney as follows: (a) per Health Plan's fee 

schedule for services provided by Medical Group at 
one of our Medical Offices, or (b) any actual 
expenses that were made for Services provided by a 
Participating Provider.  The subrogated amount will 
be reduced by any court costs and attorney’s fees. 

To secure Health Plan’s rights, the Health Plan will 
have a lien on the proceeds of any judgment or 
settlement you obtain against a third party for 
covered medical expenses, in accordance with the 
first paragraph of this section.  The Health Plan's 
recovery shall be made only to the extent that the 
Health Plan provided covered Services or made 
payments for covered Services as a result of the 
occurrence that gave rise to the cause of action.  The 
proceeds of any judgment or settlement that the 
Member or Health Plan obtains shall first be applied 
to satisfy Health Plan’s lien, regardless of whether 
the total amount of recovery is less than the actual 
losses and damages you incurred.  

Within 30 days after submitting or filing a claim or 
legal action against the third party, you must send 
written notice of the claim or legal action to: 

Kaiser Foundation Health Plan of the Mid-Atlantic 
States, Inc. 
Attention: Other Party Liability & Recovery Dept. 
2101 East Jefferson Street 
Rockville, Maryland 20852.   

In order for Health Plan to determine the existence of 
any rights we may have and to satisfy those rights, 
you must complete and send Health Plan all consents, 
releases, authorizations, assignments, and other 
documents, including lien forms directing your 
attorney, the third party, and the third party’s liability 
insurer to pay Health Plan directly.  You must not 
take any action prejudicial to Health Plan’s rights. 

If your estate, parent, guardian, or conservator asserts 
a claim against a third party based on your injury or 
illness, your estate, parent, guardian, or conservator 
and any settlement or judgment recovered by the 
estate, parent, guardian, or conservator shall be 
subject to Health Plan’s liens and other rights to the 
same extent as if you had asserted the claim against 
the third party.  Health Plan may assign its rights to 
enforce its liens and other rights. 

If you are enrolled in Medicare, Medicare law may 
apply with respect to Services covered by Medicare. 

Medicare and TRICARE Benefits 
Your benefits are reduced by any benefits to which 
you are entitled under Medicare except for Members 
whose Medicare benefits  are secondary by law.  
TRICARE benefits are usually secondary by law. 
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Coordination of Benefits (COB)   
[Members with HSAs: Please note that if you have 
other health care coverage in addition to the coverage 
under this EOC, in most instances you will not be 
eligible to establish or contribute to an HSA unless 
both plans qualify as High Deductible Health Plans.  
Consult with your financial or tax advisor for tax 
advice or more information about your eligibility for 
an HSA.] 

If you have health care coverage with another health 
plan or insurance company, we will coordinate 
benefits with the other coverage.  The Plan that pays 
first (Primary Plan) is determined by using National 
Association of Insurance Commissioners (NAIC) and 
Medicare Secondary Payer (MSP) Order of Benefits 
Guidelines.  

1. The Primary Plan then provides benefits as it 
would in the absence of any other coverage. 

2. The Plan that pays benefits second (Secondary 
Plan) coordinates with the Primary Plan, and pays the 
difference between what the Primary Plan paid, or the 
value of any benefit or service provided, and the 
maximum liability of the Secondary Plan, not to 
exceed 100 percent of total Allowable Expenses.  The 
Secondary Plan is never liable for more expenses 
than it would cover if it had been Primary. 

If you have any questions about COB, please call our 
Member Services Call Center. 

Inside the Washington, D.C., Metropolitan area 
(301) 468-6000 

Outside the Washington, D.C. Metropolitan area  
1-800-777-7902 
TTY (301) 816-6344. 

Order of Benefit Determination Rules  
Coordination of Benefits ("COB") applies when a 
Member has health care coverage under more than 
one Plan.  "Plan" and "Health Plan" are defined 
below. 

1. The Order of Benefit Determination Rules will 
be used to determine which Plan is the Primary 
Plan.  The other Plans will be Secondary Plan(s). 

2. If the Health Plan is the Primary Plan, it will 
provide or pay its benefits without considering 
the other Plan(s) benefits. 

3. If the Health Plan is a Secondary Plan, the 
benefits or services provided under this 
Agreement will be coordinated with the Primary 
Plan so the total of benefits paid, or the 
reasonable cash value of the services provided, 
between the Primary Plan and the Secondary 
Plan(s) do not exceed 100% of the total 
Allowable Expenses. 

Definitions 
"Plan": Any of the following that provides benefits or 
services for, or because of, medical care or treatment: 
Individual or group insurance or group-type 
coverage, whether insured or uninsured.  This 
includes prepaid group practice or individual practice 
coverage.  “Plan” does not include an individually 
underwritten and issued, guaranteed renewable, 
specified disease policy or intensive care policy that 
does not provide benefits on an expense-incurred 
basis.  

"Health Plan": Kaiser Foundation Health Plan of the 
Mid-Atlantic States, Inc., providing services or 
benefits for health care.  Health Plan is a Plan. 

"Allowable Expense" means a health care service or 
expense, including Deductibles, Coinsurance or 
Copayments that is covered in full or in part by any 
of the Plans covering the Member.  This means that 
an expense or healthcare service or a portion of an 
expense or health care service that is not covered by 
any of the Plans is not an allowable expense. For 
example, if a Member is confined in a private 
hospital room, the difference between the cost of a 
semi-private room in the hospital and the private 
room usually is not an Allowable Expense.  
"Allowable Expense does not include coverage for 
dental care except as provided under "Accidental 
Dental Injuries" in the "benefits" section. 

"Claim Determination Period": A calendar year.  
However, it does not include any part of a year 
during which a person has no Health Plan coverage, 
or any part of a year before the date this COB 
provision or a similar provision takes effect. 

Order of Benefit Determination Rules 
1. If another Plan does not have a COB provision, 

that Plan is the Primary Plan. 
2. If another Plan has a COB provision, the first of 

the following rules that apply will determine 
which Plan is the Primary Plan: 
a. Subscriber/Dependent.  A Plan that covers a 

person as a Subscriber is Primary to a Plan 
that covers the person as a dependent. 
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b. Dependent Child/Parents Not Separated, 
Divorced, or whose Domestic Partnership or 
Legal Partnership is Not Terminated.  
Except as stated in subparagraph (b)(iii) 
below, when Health Plan and another Plan 
cover the same child as a dependent of 
different persons, called "parents": 
i. The Plan of the parent whose birthday 

falls earlier in the year is Primary to the 
Plan of the parent whose birthday falls 
later in the year; but 

ii. If both parents have the same birthday, 
the Plan that covered a parent longer is 
Primary; or 

iii. If the rules in (i) or (ii) do not apply to 
the rules provided in the other Plan, 
then the rules in the other Plan will be 
used to determine the order of benefits. 

c. Dependent Child/Separated or Divorced 
Parents, or whose Domestic Partnership or 
Legal Partnership is Terminated.  If two or 
more Plans cover a person as a dependent 
child of divorced or separated parents, or as 
a dependent of parents whose Domestic 
Partnership or Legal Partnership has 
terminated, benefits for the child are 
determined in this order: 
i. First, the Plan of the parent with 

custody of the child; 
ii. Then, the Plan of the spouse, Domestic 

Partner, or Legal Partner of the parent 
with custody of the child; and 

iii. Finally, the Plan of the parent not 
having custody of the child. 

iv. However, if the specific terms of a court 
decree state that one of the parents is 
responsible for the health care expenses 
of the child, and the Plan obligated to 
pay or provide the benefits of that 
parent has actual knowledge of those 
terms, that Plan is primary.  This 
paragraph (iv) does not apply with 
respect to any Claim Determination 
Period or Plan year during which any 
benefits are actually paid or provided 
before the payer has that actual 
knowledge. 

d. Active/Inactive Employee. A Plan that 
covers a person as an employee who is 
neither laid off nor retired (or as such an 
employee's dependent) is Primary to a Plan 
that covers that person as a laid off or retired 
employee (or as such an employee's 
dependent). 

e. Longer/Shorter Length of Coverage. If none 
of the above rules determines the order of 
benefits, the Plan that has covered a 
Subscriber longer is Primary to the Plan 
which has covered the Subscriber for the 
shorter time. 

Effect of COB on the Benefits of this Plan 
When Health Plan is the Primary Plan, COB has no 
effect on the benefits or services provided under this 
Agreement.  When Health Plan is a Secondary Plan 
as to one or more other Plans, its benefits may be 
coordinated with the Primary Plan carrier using the 
guidelines below.  COB shall in no way restrict or 
impede the rendering of services provided by Health 
Plan.  At the Member’s request, Health Plan will 
provider or arrange for covered services and then 
seek coordination with a Primary Plan. 

1. Coordination with This Plan's Benefits. Health 
Plan may coordinate benefits payable or may 
recover the reasonable cash value of services it 
has provided when the sum of: 
a. The benefits that would be payable for, or 

the reasonable cash value of, the services 
provided as Allowable Expenses by Health 
Plan in the absence of this COB provision; 
and 

b. The benefits that would be payable for 
Allowable Expenses under one or more of 
the other Plans, in the absence of provisions 
with a purpose like that of this COB 
provision, whether or not a claim thereon is 
made; exceeds Allowable Expenses in a 
Claim Determination Period.  In that case, 
the Health Plan benefits will be coordinated, 
or the reasonable cash value of any services 
provided by Health Plan may be recovered, 
from the Primary Plan, so that they and the 
benefits payable under the other Plans do 
not total more than the Allowable Expenses. 

2. Right to Reserve and Release Needed 
Information.   Certain information is needed to 
apply these COB rules.  Health Plan will decide 
the information it needs, and may get that 
information from, or give it to, any other 
organization or person. Health Plan need not tell, 
or get the consent of, any person to do this.  Each 
person claiming benefits under Health Plan must 
give Health Plan any information it needs. 

3. Facility of Payment.   If a payment made or 
service provided under another Plan includes an 
amount that should have been paid or provided 
by or through Health Plan, Health Plan may pay 
that amount to the organization that made the 
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payment.  The amount paid will be treated as if it 
was a benefit paid by Health Plan. 

4. Right of Recovery. If the amount of payments by 
Health Plan is more than it should have paid 
under this COB provision, or if it has provided 
services that should have been paid by the 
Primary Plan, Health Plan may recover the 
excess or the reasonable cash value of the 
services, as applicable, from one or more of: 
a. The persons it has paid or for whom it has 

paid; 
b. Insurance companies; or 
c. Other organizations. 

5. Benefit Reserve Account. When Health Plan 
does not have to pay full benefits, or recovers the 
reasonable cash value of the services provided 
because of COB, the savings will be credited to 
the Member in a Benefit Reserve Account.  
These savings can be used by the Member for 
any unpaid Covered Expense during the calendar 
year.  A Member may request detailed 
information concerning the Benefits Reserve 
Account from Health Plan’s Patient Accounting 
Department. 

Military Services 
For any Services for conditions arising from military 
service that the law requires the Department of 
Veterans Affairs to provide, we will not pay the 
Department of Veterans Affairs, and when we cover 
any such Services we may recover the value of the 
Services from the Department of Veterans Affairs. 
 
[For those Members enrolled in a Health Savings 
Account qualified plan, please note that if you have 
actually received Veterans Administration health 
benefits in the last 3 months, you will not be eligible 
to establish or contribute to an HSA even if you are 
enrolled in a High Deductible Health Plan. Consult 
with your financial or tax advisor for tax advice or 
more information about your eligibility for an HSA.] 
 


