2020 Qualified Health Plan (QHP) transparency
reporting for Individual PPO

Information on Explanation of Benefits (EOB)
Your EOB is a statement that shows what health services you received, what bills your health plan paid,
and what you may still owe to a healthcare provider.
You will receive an Explanation of Benefits (EOB) after each claim is paid, explaining what was covered for
that claim.

How to read your Explanation of Benefits (EOB)
Your EOB has three sections:

Summary of charges
A summary of the bills your healthcare providers sent to Geisinger Health Plan (GHP) for health services
provided to you and other family members on the plan.

Plan accumulations
This section shows you:
•

The amount of money you have paid to date for healthcare services

•

The amount you are expected to pay for each member and family as a whole

•

The amount remaining until you meet your annual limit

Claim detail
Specific information for each claim that is submitted to GHP. It includes:
•

The date the service was received

•

The procedures performed

•

The charges for that claim

Information on Coordination of Benefits (COB)
Plans that provide health and/or prescription coverage for a policy holder with more than one insurance
policy can determine their payment responsibilities (i.e., determine which insurance plan has the primary
payment responsibility and the extent to which the other plans will contribute when an individual is
covered by more than one plan). This is why Geisinger Health Plan asks you for information on other
health insurance coverage you have.

Retroactive denials
Claims can be denied retroactively when processed for payment in error. Geisinger Health Plan reserves
the right to retroactively deny claim payment, if services do not fall within policies consistent with the
policy holder’s coverage. Ensuring the proper required prior authorizations for out of network services
can prevent denials from occurring.

Out of network liability and balance billing
It is important to know which providers are part of our network because cost sharing may be higher
for services provided by out of network providers. If there are no criteria to pay claims to out of
network providers, you may be responsible for the entire bill. Out of network providers may balance
bill. Exceptions to out-of-network liability include emergency service, out-of-network claims sent to
repricing vendor for provider discount pricing, and Letter of Agreement with out-of-network provider
for discount rate. Balance billing, sometimes also called extra billing, is the practice of a healthcare
provider billing a patient for the difference between what the patient’s health insurance chooses to
reimburse and what the provider chooses to charge. Staying with in-network providers can reduce
out of pocket costs.

Enrollee claims submission
If a provider fails to submit a claim, you can submit for reimbursement. Download the form by signing in to
your account at GeisingerHealthPlan.com. Not a registered user? Visit GeisingerHealthPlan.com/register
to create your account. You have one year to submit. Send forms to PO Box 8200, Danville PA, with
ATTN: Claims. Customer service can be reached at 800-223-1282

Enrollee recoupment of overpayments
If Geisinger Health Plan overbills you, a credit in the amount of the overbilled premium will be applied to
your subsequent month’s premium invoice, reducing the following month’s premium owed.
If you would like a refund rather than a credit, the refund can be requested through the Accounts
Receivable and Billing department by calling 844-639-3117. A refund will be issued via the same method
the original payment was made. In some circumstances, a check in the amount of the overpayment will be
sent.

Drug exceptions timeframes and enrollee responsibilities
You can obtain access to any non-excluded, non-formulary drug by meeting criteria set forth by Geisinger
Health Plan for that specific drug. You can call 800-988-4861 to initiate an exception request or your
prescriber can submit a request in writing by filling out a prior authorization request form, which can be
found on our website, GeisingerHealthPlan.com, or electronically at https://ghp.promptpa.com. Your
prescriber can also have a form faxed to their office upon request if he/she contacts 800-988-4861.

Regardless of how the exception request is initiated, verbally or via fax, the prescriber must include all
relevant medical record documentation and then fax or mail the completed form and documents to GHP.
Once the information is received by the GHP, it will be reviewed, a decision will be made, and verbal and
written notifications will be completed as expeditiously as possible. Notifications will be completed no
more than 24 hours after receipt for expedited requests and 72 hours after receipt for standard requests.
Your request for a formulary exception can also be reviewed by an Independent Review Organization
(IRO). This process is called the formulary external exception review process. You or your prescriber can
make this request by calling 800-988-4861 (TTY: PA Relay: 711). There are two types of external exception
requests: standard and expedited. If your original exception request was standard, we will notify you of
the external exception review decision within 72 hours of our receipt of the request. If your original
exception request was expedited, we will notify you of the external exception review decision within 24
hours of our receipt of the request. If your request is approved by the IRO, coverage of the excepted
medication will be provided for the duration of the prescription, subject to the terms of your contract.

Grace periods and claims pending policies during the grace period

Under the Affordable Care Act, a 90-day grace period is provided. This grace period is a 90-day window
during which coverage cannot be canceled due to missed or late premiums. This applies only to those who
have received an advance premium tax credit to purchase health insurance through the Marketplace, and
have previously paid at least one month’s full premium in that benefit year. During the first 30 days of
delinquency, claims will be paid. During the remaining 60 days, claims will pend and payment will not go out
during this period, awaiting premium payment. Once payment is received, all claims will be paid. If payment is
not received and the policy is canceled, claims submitted during the second and third months of the grace
period will not be paid.

Medical necessity, prior authorization timeframes and enrollee responsibilities

Some services may require prior authorization by GHP. If your preferred provider recommends a service(s) that
requires prior authorization, it is that provider’s responsibility to request an authorization prior to providing the
service. Requests for services are reviewed by the plan to determine medical necessity, as well as member
eligibility and benefit availability at the time the covered services are to be provided. Failure of the preferred
provider to obtain prior authorization before providing the service will result in denial of payment. The provider
will be held financially responsible.
However, if you choose to obtain services from a non-preferred provider, it is ultimately your responsibility
to obtain authorization prior to the date that service is provided. Services that are identified as requiring
authorization rendered by a non-preferred provider are not covered when authorization has not been
obtained. You will be held financially responsible for such services. Standard requests for services are
completed within 15 calendar days of receipt of request unless an extension is required. If an extension is
required, the provider and member are notified in writing within 15 days of receipt of request of the need to
take an extension and defines information needed. If extension is taken, the request must be completed
within 60 calendar days of the receipt of the initial request. Expedited requests for pre-service decisions are
completed within 72 hours of receipt of request. If an extension is needed for an expedited request, necessary
information must be requested within 24 hours of receipt of the request, and the member is given at least 48
hours to provide the information needed.
Regardless of whether services are provided by a preferred or non-preferred provider, when services are
denied on the basis of medical necessity, you will be directly notified of the decision, as well as your right to
appeal that decision. If you proceed with the denied procedure/service, you become financially responsible.
Geisinger Health Plan may refer collectively to Geisinger Health Plan, Geisinger Quality Options, Inc., and Geisinger Indemnity Insurance Company, unless otherwise
noted.
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Discrimination is against the law
Geisinger Health Plan, Geisinger Quality Options, Inc., and
Geisinger Indemnity Insurance Company (the “Health Plan”)
comply with applicable federal civil rights laws and do not
discriminate on the basis of race, color, national origin, age,
disability, sex, gender identity, or sexual orientation. The
Health Plan does not exclude people or treat them diﬀerently
because of race, color, national origin, age, disability, sex,
gender identity, or sexual orientation.
The Health Plan:
• Provides free aids and services to people with disabilities
to communicate eﬀectively with us, such as:
• Qualied 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:
• Qualied interpreters
• Information written in other languages
If you need these services, call the Health Plan at
800-447-4000 or TTY: 711.

If you believe that the Health Plan has failed to provide these
services or discriminated in another way on the basis of race,
color, national origin, age, disability, sex, gender identity, or
sexual orientation, you can le a grievance with:
Civil Rights Grievance Coordinator
Geisinger Health Plan Appeals Department
100 North Academy Avenue, Danville, PA 17822-3220
Phone: 866-577-7733, TTY: 711
Fax: 570-271-7225
GHPCivilRights@thehealthplan.com
You can le a grievance in person or by mail, fax, or email. If
you need help ling a grievance, the Civil Rights Grievance
Coordinator is available to help you.
You can also le 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, DC 20201
Phone: 800-368-1019, 800-537-7697 (TDD)
Complaint forms are available at
http://www.hhs.gov/ocr/oﬃce/le/index.html.

ATTENTION: If you speak a language other than English, language assistance services, free of charge, are available to you. Call 800-447-4000 or TTY: 711.
ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 800-447-4000 (TTY: 711).
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ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 800-447-4000 (TTY: 711).
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ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-447-4000 (TTY: 711).
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ATTENTION : Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-447-4000 (ATS : 711).
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 800-447-4000 (TTY: 711).
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ATENÇÃO: Se fala português, encontram-se disponíveis serviços linguísticos, grátis. Ligue para 800-447-4000 (TTY: 711).
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