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INTRODUCTION 

 

 

 

Finding the right healthcare plan for you, your spouse and your family involves weighing your 

personal needs and preferences against the available plans and the costs of it all. It’s also 

important to consider coverage for health-related issues that plans may not cover, like dental 

and accident insurance. It’s a challenge to decide which health care plan is affordable and will 

give you the benefits you need, but it’s better to take the time to make the decision than to 

simply use the last year’s plan. Following the same plan year after year may cause you 

unnecessary expenses and coverage losses. 

Choosing the perfect healthcare plan can be a complicated process. Before we go any further, 

it’s important to understand a few terms and considerations to take into account when selecting 

a plan. 



PLAN CATEGORY 

Typically, there are 5 categories of health care: Bronze, Silver, Gold, Platinum, and Catastrophic. 

The category you select will determine how you share the costs of care. 

PREMIUMS 

A premium is the amount you pay the insurance provider every month for the health care plan, 

regardless of whether you use any of the medical services. While this monthly payment is 

important, it’s not the only thing to take into consideration. 

OUT-OF-POCKET EXPENSES 

You also need to consider how much you may have to pay out of your own pocket for certain 

healthcare services. These costs are in addition to your monthly plan premiums. 

TYPES OF PLANS AND PROVIDER NETWORKS  

Different healthcare plans offer different levels of coverage that you will get both inside and 

outside of the plan’s network of physicians, pharmacies, hospitals, and various other medical 

service providers. 

BENEFITS 

All healthcare plans offer some sort of benefits and many cover pre-exiting conditions or provide 

free preventive services. 

Now that you understand the key terminology, it’s time to consider you and your loved ones’ 

personal health care needs in order to choose the right plan. 

  



SECTION ONE 
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CHAPTER ONE 

 IDENTIFY YOUR HEALTH CARE NEEDS 

OVERVIEW 

It is vital that you carefully consider your needs and those of your family before choosing a health 

care plan. If you’re single or married; old or young; healthy or unwell or you have a small or large 

family, your health care coverage will change according to each variable. Take a look in the 

medicine cabinet to gauge if prescriptions will be a large factor in your health care plan decision 

making. Assess you and your family’s wellness. Consult with your spouse about the coverage she 

receives from her employer, if any. If your spouse is ineligible to receive benefits from her 

workplace, make sure to check the plans you’re considering to see if they impose a surcharge for 

covering your uninsured spouse. Make sure, too, that your plan covers what you’ll need: 

prescription medications, mental health coverage, substance abuse treatment, hospitalization, 

preventative care and vision may or may not be included in a health care plan. 

THREE QUESTIONS TO CONSIDER BEFORE CHOOSING A HEALTHCARE PLAN 

Healthcare can be costly. For instance, just giving birth today can cost in excess of $30,000, and 

the average two to three-day hospital stay is well out of most people’s reach. The right plan will 

help you cut those costs.  

Before you choose a plan, ask yourself these three questions: 

WHAT DOES THE PLAN COVER? 

Healthcare sold to people and even small businesses in the U.S. has to cover at least 10 “essential 

health benefits.” In other words, any plan you take out will cover these services: 

 Hospitalization 

 Emergency services 

 Prescription drugs 

 Rehabilitation services 

 Laboratory tests 

 Pediatric services 

 Maternity and newborn care 

 Outpatient care 

 Preventive services 

 Substance abuse and mental health 



It is important to understand that some older plans may not cover this entire list. These are 

usually plans that started before the new health reform came into effect in 2014. However, there 

circumstances under which such plans can be renewed. 

HOW MUCH DOES THE HEALTHCARE PLAN COST? 

There are two ways in which you typically pay for healthcare: 

 The monthly premium that covers the cost of your plan 

 The out-of-pocket expenses that you will pay for yourself when you receive medical care 

Typically, people may be required to pay a slightly larger premium upfront and then pay a little 

less when they receive medical care. 

To make comparing premiums easier, medical plans are grouped into standardized metal tiers, 

with different combinations of cost sharing and premiums. We will go more in-depth into the 

tiers a little later on, but which plan is right for you will depend on your health as well as your 

financial situation.  

If you know that you have a chronic medical condition that requires long-term care and 

medication, you may want to consider a plan that has a higher premium but will cover more of 

your medical expenses. However, if you are generally healthy, a lower premium and bigger share 

of health costs is the way to go. You will, however, need to be prepared to pay more should you 

unexpectedly fall ill or get injured. 

WHICH HOSPITALS AND DOCTORS ARE PART OF THE PLAN? 

We’re going to discuss this in-depth in the next chapter, but every health care plan has a network 

of providers that includes doctors, laboratories, hospitals, pharmacies, and even imaging centers. 

These providers have signed contracts with the healthcare insurance provider whereby they 

agree to provide their services to members at a certain price. 

If a physician is not in your plan’s particular network, your insurance provider is not likely to cover 

the bill, or may require that you pay a higher share of the medical cost. Many insurance providers 

will allow you to have a look at their network of healthcare providers before you take out a plan 

with them. But, it’s important to realize that their directories may well be out of date. On the 

other hand, some insurance providers try to keep costs down by having smaller networks. That’s 

why it is important to check and then double check before committing to a particular plan and 

insurance provider. Chances are, you will want to make sure your desired providers are part of 

the insurance provider’s network. 

 



ADDITIONAL QUESTIONS TO ASK 

Once you have found a healthcare plan you are happy with, there are a few more questions you 

should ask before you sign on the dotted line.  

WHAT KIND OF PLAN ARE YOU CHOOSING? 

Make sure you understand exactly what type of plan you are getting, how much of the medical 

costs the plan will cover and what percentage you will be required to cover. Also, make sure you 

are clear about which benefits are included. For instance, does the plan cover vision and dental 

care, and any other services you may need? Also find out about coverage for prescription 

medication. 

WILL YOU BE ABLE TO USE YOUR CURRENT DOCTORS? 

Talk to the insurance provider about their network and limitations when it comes to choosing 

your preferred hospitals or physicians. 

WILL ROUTINE EXAMINATIONS BE COVERED? 

Find out about expenses like regular immunizations, mammograms, routine check-ups, and pap 

tests. 

WILL YOU HAVE TO PHONE YOUR DOCTOR BEFORE BEING ADMITTED TO AN EMERGENCY ROOM? 

Some healthcare plans require patients to contact their doctor within 24 hours of being admitted 

to an emergency room in hospital otherwise they will not cover the costs. Make sure you find out 

if you need to contact your doctor within a certain time period. 

ARE THERE ANY RESTRICTIONS ON PRE-EXISTING CONDITIONS? 

If you or one of your family members that will be on the plan with you has a chronic condition, 

the policy may not cover the medical costs for that condition for a limited amount of time. Ask 

the insurance provider for how long pre-existing conditions will be excluded. 

WHAT HAPPENS IF YOU NEED MEDICAL CARE WHEN YOU ARE AWAY FROM HOME? 

If you need to visit a doctor or hospital when you are traveling, you need to know how much, if 

any, of the related costs your plan will cover. Ask how much you will get reimbursed. 

IS THE INSURANCE PROVIDER FINANCIALLY STABLE? 

It is worth finding out how long the healthcare insurance company has been in business.  



HOW ARE DISPUTES OVER CLAIMS HANDLED? 

Every healthcare plan has particular procedures for appealing denied claims. Some require you 

to take your dispute to an arbitrator or other independent person who will hear both sides and 

make a decision about your claim. Be sure to find out what the insurer’s average turn-around 

time is for resolving such disputes so that you’re not left out of pocket for too long. 

Once you are satisfied with the answers to these questions, it is worth spending a little more time 

investigating the insurance provider’s physician and hospital network to ensure they offer 

everything you will require and that you are satisfied with the service providers within the 

network. 

 

 

 

 

  



CHAPTER TWO 

 UNDERSTAND EACH PLAN’S PHYSICIAN AND 

HOSPITAL NETWORK 

OVERVIEW 

When you’re considering health care plans, ask yourself if changing doctors, hospitals and health 

care specialists is an issue for you. Some health care plans have exclusive contracts with health 

care organizations in your area and exclude or increase the cost for care outside their network. 

If you have a college student in your family, be sure that the health care plans’ networks extend 

to the college student’s location. If not, find out what options your college student has for 

medical care outside the network and what the costs will be. 

We are going to in-depth into different types of health care networks and related elements in 

the next section, but let us touch on health care networks now.  

Before the days of managed-care insurance plans, many people chose indemnity insurance or 

fee-for-service plans. This kind of plan offered patients the freedom to go to any healthcare 

provider they wanted. But, today’s health care plans are mainly dominated by HMO, PPO, and 

POS plans. With these plans, the insurance provider creates a thorough list of doctors and 

healthcare facilities from which you can choose. This list is referred to as a provider network and 

is made up of hospitals, physicians, pharmacies, laboratories, and a host of other providers that 

offer health care services to members on that plan. 

HOW ARE NETWORK PROVIDERS CREATED? 

The health care plan market is competitive, so, to stay ahead, insurance plans need to have a 

relatively diverse list of hospitals and providers in their network. The same goes for doctors and 

medical facilities that regularly rely on inclusion in major health care plans so as to keep their 

doors open. 

To be included in a network, providers need to secure a contract with the health insurance 

provider. The agreement typically gives health care providers a steady stream of business (in the 

form of patients) and allows them to offer reduced rates to the insurance providers. That’s what 

makes managed-care plans a lot more affordable these days, although they may impose 

limitations on your freedom to pick your preferred medical providers. 



The health insurance provider typically decides who it contracts based on the type of discount 

the service provider can offer and how available the services are to other company’s clients. It’s 

worth noting that the majority of plans consider other credentials for providers to be included in 

the network, such as a service provider’s board certification and education. 

Once a provider is included in a health care plan’s network, they have to agree to follow the 

plan’s rules.  

Today, there are a wide variety of health care plans on the market, with some boasting a larger 

network of health care providers than others and therefore giving you a lot more freedom to 

choose your providers. While you get what you pay for when it comes to plans, premiums, and 

network offerings, it is well worth understanding the different types of plans and the types of 

networks they typically include. Let us discuss in the next chapter.  



SECTION TWO 

 THE HEALTH CARE MARKETPLACE  

AND COSTS 
 

 

 



CHAPTER THREE 

UNDERSTAND INSURANCE PLAN TYPES 

OVERVIEW 

Health Care insurance is an alphabet soup of terms, but you should know these common ones. 

PPOs are preferred provider organizations and they are the contracted, in-network health care 

providers for a plan. An HMO is a health care maintenance organization. HMOs are companies 

that offer plans with in-network physicians and providers; members may see out-of-network 

providers only in an emergency. To see a specialist like a surgeon, dermatologist or cardiologist, 

members need a referral from their primary care physicians. EPOs are similar to HMOs, but they 

do not require referrals to see specialists. Point of Service Plans (POS) offer members in-network 

discounts and require referrals for out-of-network providers, but offer members more flexibility 

when seeing specialists or physicians in different locations. 

Health care maintenance organizations (HMOs) and health insurance companies work to keep 

costs down by forming networks with doctors and hospitals in order to provide health care at a 

lower cost. That probably sounds like a load of gibberish right now. So, let’s look a little closer 

and insurance plan types. 

DIFFERENT KINDS OF NETWORK PLANS –  AN OVERVIEW 

HEALTH MAINTENANCE ORGANIZATIONS (HMOS)  

This is a network plan that typically only covers your insurance if you use hospitals and doctors 

within its prescribed network. There are a couple of exceptions for medically necessary services 

that may not be available in the network and, of course, medical emergencies. Usually, HMOs 

only provide coverage if you make use of their network of hospitals and doctors, so the ensure 

that their providers will give top-quality care. Sometimes, an HMO plan could require you to pick 

a primary health care physician to help manage your health. They will often require you to seek 

a referral from your primary physician before you are able to see a specialist. 

EXCLUSIVE PROVIDER BENEFIT PLANS (EPOS)  

These plans are the newer network plans on the market that blend features of HMO plans and 

PPO plans (see point 3 below). Similar to HMOs, you will not get coverage for health care 

providers outside of the EPO network. But, like PPOs, you will not have to select a primary care 

physician and you can make use of the in-network hospitals and doctors, including experts, 

without the need for a referral. It’s worth mentioning that EPOs tend to be structured as a PPO 

product and with a couple of HMO type of protections. 



PREFERRED PROVIDER PLANS (PPOS)  

In this book, we are going to focus primarily on PPOs. Such a plan is a network plan that allows 

you the option of using out-of-network hospitals and health care providers and you don’t have 

to choose a primary physician or even get referrals to see specialists. If you do choose to use an 

out-of-network health care provider, you will likely have to pay more out of your own pocket. For 

instance, if the PPO plan covers as much as 80 percent of your claim when you use in-network 

doctors and hospitals, it may cover just 60 percent if you opt to go out-of-network. It will be up 

to you pay the 40 percent balance. 

MORE ABOUT PPOS –  WHAT EXACTLY ARE THEY? 

PPOs do indeed allow for a lot more flexibility and choices when it comes to your health care 

requirements. The biggest benefit is that you can receive care from any out-of-network or in-

network specialist, hospital or doctor without needing a referral, even if you are traveling.  

Is a PPO Plan Right for You? 

If you’re not sure if a PPO plan is right for you, consider the following: 

Flexibility 

You don’t have to select a primary care physician and you don’t have to seek referrals. For 

example, if your long-time specialist or doctor is the health care provider you prefer, a PPO plan 

allows you to continue your visits regardless of whether or not that provider is out-of-network or 

in-network, and you won’t need a particular referral. It’s important to emphasis that while you 

can receive care from that provider, you can save more money opting for an in-network provider.  

Higher Monthly Premium 

We must mention that with the greater flexibility of a PPO plan comes a higher monthly premium, 

co-payments, and a deductible that needs to be met before coverage can begin. If you do decide 

to use specialists, hospitals, and doctors outside of the network, you will incur higher out-of-

pocket fees associated with the visits and certain services may not be covered at all. The trick is 

to find a healthy balance between the premium you can afford and the coverage you desire. 

THE ADVANTAGES OF A PPO 

With that in mind, many Americans prefer PPO plans because of the flexibility they afford. One 

of the primary advantages of this kind of plan is that you will get coverage for out-of-network 

medical providers, just at a higher cost. In comparison, though, many other kinds of plans do not 

provide any coverage outside of their own network which can leave you with hefty bills should 



you need a particular provider who is not in the network or you fall ill or are injured while 

traveling. 

Another great benefit is that PPO plans require minimal paperwork from you, the patient. 

Typically, the paperwork is completely handled between the health care provider and insurance 

company. In some instances, an out-of-network provider may ask you to file a minimal amount 

of additional paperwork. 

You should now have a good understanding of the different types of plans, so let’s discuss how 

payments for out-of-network claims work. 

PAYMENTS FOR OUT-OF-NETWORK CLAIMS 

If you have to seek out-of-network care because a network provider was not available or there 

was an emergency, special rules will apply, but these rules differ for HMOs, EPOs, and PPOs. 

PPOs: 

 The preferred provider will pay the claim based on their usual charge for the service. 

 Your coinsurance should be the same as in-network claims. 

 Your insurance provider has to apply the amounts you pay for the care to your deductible 

and both your out-of-pocket and in-network maximum. 

 If a doctor at a hospital balance bills you, you can request the doctor and PPO to attend 

mediation to resolve your claim. 

EPOs: 

 Typically, the EPO pays the claim so you won’t have to pay out any more than your usual 

in-network copay, coinsurance, and deductible.  

 The EPO often has particular procedures for out-of-network claims like facilitating the 

selection of hospitals and doctors out of the network or mediating claims by out-of-

network hospitals and doctors. 

HMOs: 

Usually, the HMO will pay the claim so you don’t have to pay any more than your usual in-network 

deductible, coinsurance, and copay.  

CONSUMER PROTECTIONS 

When it comes to consumer protection, EPOs, HMOs, and PPOs have very similar network 

requirements, including: 



 Routine care has to be available within three weeks for certain medical conditions and 

within two weeks for behavioral health conditions. 

 The plans have to offer a network that has enough authorized doctors and hospitals to 

ensure that services that are covered are readily and reasonably available and that clients 

have access, choice, and, of course, quality care. 

 If you seek services from an out-of-network service provider due to an emergency or 

there not being a network provider available, the plan typically pays more than if you 

were to voluntarily go to a provider outside of the network. 

 General hospital and doctor care has to be made available within 30 miles, and within 60 

miles in rural areas for EPOs and PPOs. 

 Different plans will have different networks of hospitals and doctors. When shopping 

around for a health care plan, make sure your specific plan’s provider director is up-to-

date and that nay hospital or doctor that is important to you falls within that network. 

Hospitals and doctors often enter and leave networks during a year, so it is important to 

check the directory throughout the year, or at least annually, to ensure the health care 

providers you use are still in the network. 

 Network specialty hospitals and doctors need to be available within a 75-mile radius. 

 HMOs and insurance companies have to make accurate directors of network providers 

available to their clients and potential clients. 

 Emergency hospital care, including psychiatric, specialty, and general hospitals, have to 

available 24/7. 

 If you visit an out-of-network hospital or doctor, the provider will usually bill you for the 

difference between what they charge and what your plan covers. This is known as balance 

billing and the bill will be in addition to any coinsurance, copay, and deductible that you 

may owe. Network hospitals and doctors cannot balance bill you. 

 Preventive care services have to be made available within two months for children, or 

earlier if required, for certain preventive care services. They must be available within 

three months for adults. 

 Non-emergency urgent care must be made available within 24 hours for behavioral and 

medical health conditions. 

NETWORK REQUIREMENTS SPECIFIC TO PPOS 

The following network requirements apply specifically to PPOs, and in some cases, EPOs: 

 Insurance companies are obligated to give you information about their networks. That 

includes details on any shortages within their network. 

 If you ask your insurance company, they have to give you information about any 

estimated costs for proposed care that you may incur. They have 10 days to give you these 



out-of-pocket estimated costs for out-of-network providers. Most hospitals and doctors 

will also have to give you an estimate of what they will charge you. 

 If you ask, PPO companies have to provide you with a detailed summary of your health 

care plan, including any limitations. 

 When it comes to network hospitals, your insurance provider must tell you which 

hospitals lack different network doctors; which ones have agreed to ensure network 

hospitals and doctors perform all services; who the network doctors are at each hospital; 

the number of claims that have come from out-of-network doctors at the different 

hospitals; they must provide information about large decreases in the number of network 

doctors at the network hospitals. 

Now that you know the difference between different insurance plan types, let’s move on to 

discussing high- and low-deductible plans available through your employer. 

 

 

  



CHAPTER FOUR 

 CHOOSE BETWEEN HIGH- AND LOW-DEDUCTIBLE 

PLANS (EMPLOYER-BASED INSURANCE) 

OVERVIEW 

If you’re considering plans through your employer, you might need to decide between high- 

and low-deductible options. High-deductible health care plans offer a lower premium cost, but 

members must pay a high amount of money up front until they meet their plan’s deductible. 

So, until plan members meet the high-deductible plan’s out-of-pocket limit, members shoulder 

most of the health care costs themselves. Low-deductible health care plans have a higher 

premium and take more out of a person’s paycheck. However, plan members don’t have to 

worry about having enough money on hand to visit the doctor because the plan will cover more 

of the members’ health care costs upfront. It’s up for debate which plan costs more; however, 

many people who choose the high-deductible plan pair this with a Health Care Spending 

Account (HSA) to help with the out-of-pocket expenses. Many people find that even though the 

low-deductible health care plan costs more in the long run, they prefer it. Low-deductible plans 

have a predictable, monthly cost; whereas, high-deductible plans’ costs fluctuate with the 

members’ needs. 

 

 



LOOKING FOR AN INSURANCE PLAN? HERE’S WHAT YOU NEED TO KNOW ABOUT DEDUCTIBLES  

Does all that have you confused? You’re not alone. Deductibles are a common sauce of 

confusion for people, and with the huge variety of options on the market, it can be hard 

choosing the right place. Understanding how high- and low-deductibles work and how monthly 

premiums play into the consideration as well as the different types of coverage and ensure that 

you and your family have an adequate health care plan going forward. 

HERE'S HOW DEDUCTIBLES WORK 

Health insurance deductibles are the amount you are required to pay towards your health care 

plan before the insurance company starts covering costs. The deductibles can range anywhere 

from a couple hundred to thousands of dollars depending on the kind of policy you have. 

Certain plans, particularly HMOs, don’t have any deductible whatsoever.  

Typically, once you meet your deductible for a year, the insurance company will require you to 

pay coinsurance until you reach your out-of-pocket limit. Once you meet this cap, the insurer 

will pay 100 percent of the covered services. 

Insurance plans tend to somewhat of a balancing act between premiums and deductibles and 

the more of a premium you are prepared to pay every month, the lower your deductible will 

be. 

HIGH-DEDUCTIBLE PLANS 

Health care plans with high deductibles are known as “consumer directed” plans. These plan’s 

deductibles surpass the limit that is set by the IRS. For example, in 2015, the deductibles were 

no less than $1,300 for a single person’s coverage or $2,600 for a family’s coverage. For your 

insurance provider, a higher deductible means you, the client, are responsible for a larger 

amount of your initial health care costs, which in turn saves them money. For you, the biggest 

benefit comes in the form of lower monthly premium.  

If you do have a high-deductible plan, you are entitled to a Health Savings Account, or HSA. The 

account lets you set aside a certain amount of pretax cash for medical expenses. If your health 

insurance is sponsored by your employer, the company can contribute to your Health Savings 

Account and sometimes companies opt to match their employee contributions. This makes for 

significant pretax savings for you. 

The HSA is usually linked to your debit card which you may use on any out-of-pocket expenses, 

including the high-deductible. Since the money in the savings account is not taxed, it serves a 

dual purpose: it enables you to set aside savings for health cover and reduced the burden of 

tax. 



There are a few downsides to deductible plans, particularly when meeting a high deductible 

may seem impossible when you are faced with frightening medical bills. These plans tend to 

make the most sense for people who are typically healthy and do not have young children.  

LOW-DEDUCTIBLE PLANS 

On the other side, there are low-deductible health plans. These plans charge more up front but 

don’t require as much financial commitment throughout a year. Low-deductible plans are ideal 

for people who have chronic or ongoing medical conditions or illnesses. If you need to see a 

doctor monthly because you suffer from diabetes or cancer, for example, this is the plan for 

you. The premiums will be higher, but the health care insurance provider will pay a larger 

percentage of the medical care. Best of all, you will be better able to afford long-term medical 

bills. These plans are also ideal for people on a budget who have limited savings options. 

According to studies, more and more employers are offering their employees high-deductible 

health care plans, so you need to be aware of the differences and what you are able to afford.  

Next, you need to consider the type of coverage you and your family require. 

 

 

 

 

  



 

CHAPTER FIVE 

 CHOOSE YOUR COVERAGE LEVEL  

(AFFORDABLE CARE ACT) 

OVERVIEW 

In jewelry, precious metals indicate luxury; in the Affordable Care Act’s (ACA) four-tiered metal 

system (platinum, gold, silver and bronze) it indicates how the costs will be split between the 

health care insurer and the health care plan member. A platinum plan won’t give a member 

access to better quality health care than a bronze plan, but it might cost members more up front 

than the silver and bronze plans.  

If you are unfamiliar with the Affordable Care Act, you need to understand what the different 

metal tiers offer. In fact, they are a whole new era in comparison shopping. The new system, 

which includes a “catastrophic tier” which we will discuss in Chapter 10, will help you make 

informed and rational decisions when selecting the best possible option for your budget and 

health care needs. For many people, the entire process of choosing health care plans has been a 

nightmare, but now, more than ever, you have far more information at your fingertips. 

 



AN OVERVIEW OF THE TIERS 

It is thought that millions of Americans gained coverage through federal and state-based 

exchanges that began selling policies back in 2014. Most citizens who are unable to afford 

adequate coverage are required to buy health care cover or pay a penalty. Those who earn low 

to moderate incomes do qualify for tax credits and other subsidies that will help cover the cost 

of plans. 

The Affordable Care Act’s metal tiers provide you with a standard measurement so you can 

quickly and easily compare which plans offer what kind of coverage and which will be best for 

your needs. Each category is assigned an actuarial value which refers to the share of expenses 

that the plan will cover and what percentage you will need to cover out of your own pocket. 

Overall, the Bronze plans are the least generous which means you pay more out of your own 

savings. Platinum plans, on the contrary, are far more generous and while they tend to have a 

higher premium, you won’t pay as much out of your own pocket. For instance, Bronze plans cover 

around 60 percent of health care costs whereas Platinum plans may cover as much as 90 percent 

of your health care costs.  

While each person’s case and circumstances differ, there are a few factors you will need to 

consider when look at the different plans and tiers. For starters, all the plans offer essential health 

benefits. While offerings will vary from state to state across the United States, all new health care 

policies that are sold in the small group and individual markets are obligated to provide a 

minimum level of coverage which is referred to as “essential health benefits” including: 

 Laboratory services 

 Outpatient care 

 Hospitalization 

 Emergency care 

 Mental health and substance abuse 

 Maternity and newborn care 

 Pediatric care 

 Rehabilitation 

 Prescription medications 

 Habilitation 

This means that you can shop for a health care plan with confidence knowing that every single 

plan has a comparable floor of benefits. 

The next consideration is your total estimated cost of care. Sit down and carefully calculate your 

estimated total health care costs for a year. Previously, consumers focused nearly wholly on the 



premium. In order to make an informed choice, though, you have got to concentrate on your 

out-of-pocket liability. Yes, you may have to make a few trade-offs, and you may just find that 

the right plan for you necessitates a higher monthly premium, but in the end, you will have to 

spend less out-of-pocket on medical care. 

Thirdly, you need to carefully review the network of providers. Carefully go through the network 

of hospitals and doctors available in each of the tiers to make sure you will have access to the 

resources you and your family need, particularly if one of you is struggling with a chronic illness 

like high blood pressure, asthma, congestive heart failure, or diabetes. If that is the case, you are 

going to want a range of specialists. Usually, the plans that have the costlier premiums, like the 

Gold and Platinum tiers, offer a broader network of service providers. You may well find yourself 

choosing between budget and access when selecting a provider network. 

Fourthly, take a good long look at subsidies and tax credits on the Silver tier. If you want to 

maximize those subsidies and tax credits, do consider the Silver plan. If you earn up to 400 

percent of the federal poverty level (that is, $95,400 for a family of four and $46,680 for 

individuals), you may be eligible to apply for tax credits which will help with the cost of premiums. 

Unsure? The size of your tax credit is usually based on your income and the price of the second 

lowest Silver plan. Take note that the tax credit will remain the same no matter the tier but it will 

help to cover the greater share of the premium if you choose a silver plan, but less if you opt for 

Platinum or Gold. 

For people who earn up to 250 percent of federal poverty level, there are also subsidies that can 

help significantly with out-of-pocket expenses. However, those people have to sign up for a 

particular silver plan if they want to receive the subsidy. 

The next consideration is the premium – be very careful about automatically choosing the lowest 

premium. Some people, particularly those who fall in the lower income bracket and don’t qualify 

for subsidies or tax credits may automatically go for Bronze plans that offer low premiums. 

However, you need to be aware that these plans offer the least amount of coverage which makes 

for higher upfront costs and deductibles before the coverage even takes effect.  

The same goes for catastrophic plans. People below the age of 30 and those with a limited income 

can opt for these plans which are designed to cover certain worst-case scenarios. Catastrophic 

plans do indeed offer low monthly premiums, but, consumers are expected to pay high out-of-

pocket expenses and high deductibles before the insurer even starts paying for covered services. 

If you are keen to purchase a catastrophic plan, be aware that you will not be able to apply for 

subsidies or tax credits to help with the high costs. This plan has been designed for younger adults 

in an attempt to encourage them to enter the health insurance market instead of not having 

some sort of health care cover. 



The next step is to carefully examine the details in each tier and for each plan. Once you have 

decided on a tier, review the details of each health care plan within that category, including 

elements such as coinsurance, copayments, deductibles, and of course, monthly premiums. 

Insurance providers are compelled to provide an easy-to-understand summary of benefits and 

coverage so that you can effortlessly compare plans and arrive at an informed decision. Even 

within a tier there are differences when it comes to out-of-pocket expenses depending on the 

level of cover you and your family need. What works for you could be different for your colleague 

because of the services you each use. 

What does ease this arduous process is standardized plans. In some states, such as California, 

comparison shopping has been made even easier thanks to standardized plans. With these plans, 

the copayments, deductible, and coinsurance is all the same, and the main difference is the 

network of health care providers. So, you can decide which plan is better for you, which offers 

the best access and coverage in your area, and whether or not the cheapest of the plans offers 

adequate access to care. It makes comparisons much easier. 

Finally, look for any value-based elements. In other words, look for a health care plan that offers 

you incentives for making use of preventive measures, medications, and various medical 

procedures that have been scientifically proven to work. These kinds of plans make every one of 

the tiers more desirable by lowering cost sharing for services that incentivize and encourage good 

health and possibly raise the cost sharing for services that you are encouraged to avoid, like 

smoking. So, you will essentially get more for your money. For instance, with an incentivized plan, 

the insurer may waive a $25 copayment for a visit to the doctor’s office if you are getting your 

diabetic foot checked out which in turn may prevent more serious and expensive problems down 

the line. 

THE FOUR TIERS OF COVERAGE 

After you do your homework, whether you decide to purchase major medical coverage through 

an insurance broker or directly from a company, you are still going to be offered a choice of plan 

types that fall within the four metal tiers of platinum, gold, silver, and bronze. Each corresponds 

to a level of coverage in terms of monetary value. This value of a plan is how much you and the 

insurance provider pay for coverage. Each plan pays for a particular percentage of costs like this: 

 Bronze – you pay 40%, the insurer pays $60 

 Silver – you pay 30%, the insurer pays 70% 

 Gold – you pay 20%, the insurer pays 80% 

 Platinum – you pay 10%, the insurer pays 90% 

These are average percentages cross the plans. Let’s take the bronze plan as an example.  



AN EXAMPLE 

In the bronze category, the health care insurance provider pays approximately 60% of your health 

care costs. But, keep in mind that these are averages and your particular plan may cover a little 

more or a little less. The value is typically spread out across all the health plans and is not based 

on a person’s individual health care costs. The deductible, copayments, and coinsurance also all 

count towards the value of your plan, but the premium payment doesn’t. 

For example: let’s say you have a bronze health care plan that you purchased through 

Obamacare. The plan offers a $5,000 deductible and an out-of-pocket maximum spend of $6,500. 

The co-pays will vary according to profession. Generally, you will pay around $40 for each visit to 

your doctor and about $95 for a specialist, and you won’t have to pay anything for preventive 

visits. Any urgent care visits will cost around $100 after your deductible. 

During the course of a year, you only visit your doctor a few times. When you injure your back or 

wake up with a sore throat, you make an appointment. One time during the year you pay a visit 

to your local urgent care facility as your primary doctor is fully booked and you have come down 

with a stomach bug. During that year, you don’t require any monthly prescriptions and you don’t 

need any massive medical services. 

Since you have only paid a few visits during the year, you probably won’t meet the annual 

deductible, so your insurer isn’t going to pay out much, if anything at all, of your health care. So, 



you will still land up paying the rate your plan details – for example the $40 doctor’s office visit. 

However, the insurance provider will only pay the difference between the actual cost of your visit 

to the doctor and the set copayment. As an individual, your plan isn’t going to pay for 60% of 

your health care as you hardly used it in the year. 

ANOTHER EXAMPLE 

Now, contrast the above with someone who requires a fair amount of services and treatments 

in a year, like a diabetic who needs to visit the doctor on a monthly basis and are required to take 

expensive medication. The diabetic patient is going to reach their deductible pretty quickly, and 

the insurance provider will be responsible for covering the bill for the more expensive health 

care. The lower insurance costs combined with the higher costs, along with the costs for every 

single person on that same plan, amount to the monetary (or actuarial) value. 

In other words, health care plan providers have to pay more for some people’s medical care and 

less for others. This is how the health care system balances out. 

If you tend to see a doctor quite a lot, a higher-tiered plan is a better idea as they will cover a 

larger percentage of your out-of-pocket costs. But, if you are relatively healthy and are not going 

to use the cover too often, then a bronze plan is just fine. The out-of-pocket expenses will be 

relatively low, so it just doesn’t make sense, economically, to pay out for a higher tier. As a 

reminder: bronze plans have the highest deductibles and lowest premiums and platinum plans 

have the lowest deductibles and highest premiums. 

It is important to remember that not all metal plans have been created equal. Since the actuarial 

value only represents averages, you could still find two metal plans on the same tier that greatly 

vary in how much they cover. You may find that you pay higher deductibles on one plan but 

higher coinsurance rates on another. But, despite the variables, every plan pays an average of 

60% - 90% of your health care costs depending on which tier you choose. 

ABOUT THE CATASTROPHIC PLAN 

When you are looking for the right coverage for you and your family, you may come across 

“catastrophic coverage.” As we mentioned earlier, this is a plan designed primarily for young 

adults below the age of 30 who require basic emergency coverage. Within the Obamacare 

market, some adults over 30 years of age may also qualify for such a plan provided they meet 

certain hardship conditions. A catastrophic plan is very similar to short term health insurance 

since it covers little else other than true emergencies. In contrast short-term coverage, though, 

catastrophic plans are also designed to cover all the essential benefits that the ACA provide; 

preventive services; and a minimum of three visits a year to your primary care physician. 



Beware that catastrophic plans do come with high deductibles. As at 2016 that figure is $6,850. 

Until you reach the deductible, it is up to you to cover the total cost of your health care. Once 

you do reach that deductible, the insurer will pay for the rest. If you are a relatively healthy 

person under the age of 30, a catastrophic plan just makes economic sense. The plans do qualify 

as ACA-compliant health care plans so you will not have to face a penalty fee for no coverage if 

you take out a catastrophic plan. Best of all, they are a great deal cheaper than metal plans. Just 

keep in mind the higher out-of-pocket costs and deductibles before signing on the dotted line. 

COSTS AND VARIOUS OTHER CONSIDERATIONS 

When you decide that it is time to take out a health insurance plan, there are just a few more 

factors to consider besides which metal tier to opt for. While bronze plans do offer low premiums, 

that may leave you out-of-pocket in the long run. With Obamacare, the main health care plans 

have had caps placed on a patient’s out-of-pocket spending. Furthermore, insurers have had to 

do away with lifetime payout maximum amounts. What this means for you is that you won’t have 

to pay out for medical care about a certain number of dollars. But, take note that the dollar 

amount may well be high, particularly for individuals on a low income. Before you decide on a 

plan type, make sure you can afford to pay its deductible amount right away. 

What’s more, you should consider the fact that you could be eligible for an advanced premium 

tax credit or even a cost-sharing subsidy. Subsidies are only usually available for silver-tiered 

plans, whereas tax credits can be applied to pretty much any of the metal plans. However, 

catastrophic plans do not qualify for cost assistance. If you are eligible for tax credit, you may find 

that you are better positioned to take out a higher-tiered plan if you apply the credit to a higher 

deductible. Or, you may even want to apply credit to a lower plan and pay almost nothing – the 

choice is yours. 

This all sounds fairly daunting, but it really isn’t a complex process. It comes down to evaluating 

what kind of health care coverage you and your family need and then comparing the plans in 

accordance with your lifestyle and budget. Speaking of which, it is important to understand that 

out-of-pocket expenses will add to the overall cost of the plan. We discuss this in the next 

chapter. 

  



CHAPTER SIX 

OUT-OF-POCKET EXPENSES ADD TO THE 

OVERALL COST 

 

OVERVIEW 

To understand the full cost of a health care plan, it’s important to understand the types of 

expenses you’ll have in addition to your monthly premium, or the cost you pay every month for 

health insurance. A deductible is the amount of money you’ll need to pay for your health care 

services up front, before insurance kicks in. A copay is the amount of money you’ll need to pay 

for a health care service or medication. Coinsurance is the percentage you’ll still pay for a service 

or medication, even after you’ve met your deductible. Out-of-pocket expenses are everything 

you pay for, outside of your premium. Some plans include prescription medications in this total; 

some do not. Let’s explore this further. 

 

 



COPAYS, COINSURANCE,  AND DEDUCTIBLES 

We have already mentioned coinsurance, copays, and deductibles several times throughout this 

book. And, you will already know that you share the cost of health care with the health care 

company. However, there is limit you are required to pay, and that is the maximum, or out-of-

pocket maximum payment. 

We’ve also used the term “out-of-pocket” throughout the book, so now it’s time to discuss it in-

depth. The out-of-pocket maximum is the maximum monetary amount you will have to pay out 

during the period of your health care policy – typically a year – for your health care services. Once 

you reach the out-of-pocket maximum, the health care plan will start to pay 100% of the allocated 

amount for covered services within your particular plan. 

HOW OUT-OF-POCKET EXPENSES WORK FOR HEALTH CARE 

All the money that your pay towards your health care plan’s deductible, as well as for copays and 

coinsurance, go towards the out-of-pocket maximum. If you take out a family plan, which covers 

more than one person, the out-of-pocket plan will naturally be higher. However, the copays and 

coinsurance that you par for each person on your plan does add up to the out-of-pocket 

maximum. 

AN EXAMPLE 

Let’s say that John has a plan that covers himself, his wife, and their three children. The out-of-

pocket maximum on the plan is $10,200 and his $500 deductible is put towards the out-of-pocket 

maximum. Once he reaches his deductible, his health care insurer begins to share the cost. Every 

now and then one of his family members falls ill and needs to visit the doctor. The 20% 

coinsurance and copays for that will add up to a further $700. This means that John had to pay 

$1,200 towards his out-of-pocket maximum. 

A little while later, John’s son, Rob, breaks his leg. Just the hospital bills add up to around $40,000 

and a great deal of aftercare and the possibility of more surgery is needed. The good news is John 

won’t have to pay out more than $9,000 in coinsurance and copays since he will reach the out-

of-pocket maximum. His plan will start to pay 100% for all services covered. $10,000 is certainly 

a lot of money for one family, but it’s a great deal less than if they didn’t have insurance or opted 

for a plan with a higher out-of-pocket amount. 

It’s worth noting here that the monthly premium payments you make towards your health care 

plan and the charges for any services that your plan doesn’t’ cover do not count towards the out-

of-pocket maximum. 

 



HOW THE OUT-OF-POCKET MAXIMUM WORKS FOR DENTAL COVERAGE 

When it comes to dental plans, out-of-pocket maximums work a little differently. They usually 

apply to people on the plan who are 19 years of age or younger. So, if you are like John and have 

a family, you will only be required to pay up to a particular amount for your child’s dental care. 

There isn’t a limit on what you pay for adult’s dental care on the plan. 

As you are now aware, health insurance is very different to any other kind of insurance you 

purchase in that even after you pay for your premiums, there are continuing, and often 

complicated costs. When you take out life insurance, you only pay your premiums and in the 

event of your death, your beneficiary receives a payout. When you take out car insurance, you 

pay the monthly premiums and occasionally a deductible for repairs you may need in the event 

of an accident, and the insurance covers the rest. 

It’s different wit health insurance: you pay the monthly premiums, a deductible, and then you 

often continue to pay every time you visit your doctor, the hospital, or a pharmacist. What’s 

more, when it comes to matters of health, it’s not a case of “if” you will need a health care plan, 

it’s a case of “when.” Should you not be covered and you are injured or get sick, you are bound 

to be caught off guard by exorbitant medical bills. This is why it is critical that you understand the 

basics of health care plans as outlined in this book in order to make the right financial decision 

for you and your family’s health care. So, should the time come, you can focus completely on 

healing and recovery, and not on the bills. Now, let’s take a look at how the costs work. 

COST-SHARING AND HEALTH CARE PLANS 

Before we go any further, now is a good time to once again go over the different cost-sharing 

terms and how they apply to health care cover. 

Premium – this is a monthly payment you make for your health care plan. Similar to a gym 

membership, you pay the premium every month, regardless of whether or not you use it, or the 

coverage falls away. If your employer provides health care cover, the company will pay for either 

part or all of your premium. 

Copay – the copay is a predetermined rate you have to pay for health care services at the time 

you require care. For instance, you may be required to pay a $20 copay each time you visit your 

primary physician, a $8 copay for each one of your monthly prescriptions, and a $300 copay for 

a visit to the emergency room. In other words, you will need to pay that amount over right away, 

out of your own pocket. 

Deductible – a deductible is an amount you pay before your health care cover kicks in to cover a 

bigger portion of the bills. Typically, if you have, for instance, a $1,000 deductible, you will need 



to pay $1,000 of your own money out of pocket before the insurance begins covering more of 

the costs. This deductible is reset each year. 

Coinsurance – we have mentioned this term numerous times thus far. It is a percentage of the 

medical charge you pay with the rest being paid by the insurance provider once your deductible 

has been met. So, if you have a 20% coinsurance, you have to pay 20% of each of your medical 

bills and the health care plan will cover 80% of those expenses. 

Out-of-pocket maximum – this is the maximum amount you need to pay in a 12-month period, 

out of your own pocket, for your health care before the insurance provider covers 100% of the 

expenses. According to the 2016 Affordable Care Act plans, that amount is $13,700 for families 

and $6,850 for an individual. However, the amount can differ if your employer sponsors your 

health care plan. 

 

 

 

 



HOW ALL OF THESE COSTS WORK TOGETHER 

Health care plans come in an array of cost-sharing options. Some policies have higher premiums 

and others have lower premiums. Others have higher deductibles and higher premiums as well 

as lower or higher out-of-pocket maximums. Others are the complete opposite. 

A SUMMARY 

However, the basis is simple: you pay a monthly premium to have adequate health care cover. 

When you need to visit the doctor or go to hospital, you will either pay the full cost for the 

services or copays as set out in your particular policy. Once the total amount you have to pay for 

services adds up to your annual deductible amount, the insurer begins paying a bigger portion of 

the medical bills. You pay the rest, or the coinsurance. You will be required to pay coinsurance or 

co-pays until you reach the out-of-pocket maximum for the health care plan. That is when the 

insurance provider starts to pay 100% of the medical bills until the end of the policy’s year or you 

decide to chance plans. 

There is a forewarning. It only works that way if your pick the right hospitals, doctors, pharmacies, 

clinics, and so on. In other words, the service providers within the health care plan’s provider 

network. If you choose to use a health care provider not in the network, you may have to pay the 

entire bill, depending the policy you have signed up for. So, three other definitions come into 

play here: 

Network – the group of health care providers, facilities, and physicians who have agreed to accept 

your health insurance. Your health insurer has negotiated and contracted specific rates for care 

with these providers and facilities which usually works out to be lower than their cash prices. 

Out-of-network – this term refers to facilities and health care providers not within your plan’s 

network who do not offer a discounted rate. If you seek care from one of these providers, you 

may be eligible for the entire bill out of your own pocket. The portion of your network charges 

will be depicted on your insurance policy summary. 

In-network – health care providers and facilities in-network are those who have agreed to work 

within your health care plan and have negotiated lower rates. When you use an in-network 

service provider, you’ll find your bills are considerably cheaper than those of out-of-network 

providers. What you pay counts towards your out-of-pocket maximum and deductible. 

As you can see, health care is a never-ending expense and those out-of-pocket expenses can add 

up pretty quickly. However, you can save up for out-of-pocket expenses and we will discuss 

budgeting in the next chapter. 

 



CHAPTER SEVEN 

BUDGET FOR OUT-OF-POCKET EXPENSES 

OVERVIEW 

In addition to monthly health care plan premiums, people can set aside pre-tax money into an 

account to cover out-of-pocket health care expenses like deductibles, co-pays and coinsurance. 

A flexible spending account, FSA, is untaxed money members have withheld from their paychecks 

and deposited into an account. This money must be used on health care expenses before the end 

of a calendar year; any unused funds go straight to the government’s coffers. A health care 

spending account, HSA, is an option for people who choose high-deductible insurance plans. Like 

an FSA, pre-tax money is withheld from members’ paychecks and deposited into HSAs to cover 

medical expenses. Unlike the FSA, the money remains in the members’ accounts after the end of 

the year and can be applied to expenses in other years. 

HOW TO BUDGET FOR OUT-OF-POCKET MEDICAL EXPENSES 

 

You now realize that the cost of sufficient health care is a pretty big deal and it isn’t only the cost 

of your monthly premiums that impacts your budget, it is also prescriptions, doctor’s visits, 



preventive care, and more or less anything else even remotely related to you and your family’s 

health care needs. While it can be overwhelming, it is vital that you take proper control of your 

medical expenses. Too many people have been left completely out of pocket by exorbitant 

medical bills. That being said, here are four ways to prevent financial ruin and budget for those 

out-of-pocket expenses. 

KNOW AND UNDERSTAND YOUR MEDICAL BUDGET 

While your medical budget may seem fairly straight forward, it’s quite a big deal that includes 

loads of expenses. Vaccinations, deductibles, premiums, prescriptions, disability insurance, and 

even vitamins and gym memberships are just some of the expenses to take into account. And all 

of this needs to fit into about 5% of your take-home salary. While this may seem harsh, it is not 

meant to be. For those in a lower income bracket, it may prove a problem, for others, it’s no 

sweat at all. If your employer provides the health care insurance, then your premium will be 

taken directly out of your paycheck and you then need to budget from what’s left after that. 

Essentially, the premium does not count against that 5%. If you are paying for insurance yourself, 

you may battle to keep the expenses under 5%, but the next tips may help. 

 

AIM TO CUT EXPENSES 

Your health is one of the most important things in life, so you should not cut back on preventative 

care. However, there are a couple of ways you can aim to save money in this sphere. Start by 

talking to your insurance provider. You may not be able to make any changes until open 



enrollment (a specified window period for changes to policies) but you can start researching 

different plans right now. Consider if changing to a higher deductible plan would work for you. 

Perhaps there are generic options available for your current prescriptions? Maybe you could 

downgrade your gym membership to a basic package? All of these elements can help you to cut 

back on expenses. 

SHIFT YOUR BUDGET, IF ONLY A LITTLE  

Many people battle to fund today’s high medical costs. If you are one of those people who cannot 

fit all your medical expenses under 5% of your budget, you are not alone. However, it’s no excuse 

to fall into debt. If you do have high medical costs, you need to sacrifice something else in your 

budget. Figure out how much you are over budget and then take a look at where you could cut 

costs. Perhaps you have low housing costs? Then, you could use the surplus in housing to cover 

your medical out-of-pocket expenses. Try to operate your budget on a kind of “give and take” 

method. 

PUT AN EMERGENCY FUND ASIDE 

One of the best ways to try to avoid future out-of-pocket medical bills is to save an emergency 

fund.  

Make sure your fund is only for emergencies, and medical emergencies at that. Ideally, your 

emergency fund should be about three months’ worth of expenses and should be used to cover 

any expenses beyond your routine expenses. For instance, it could cover surgery, an accident, 

and other out-of-pocket emergency costs. 

With these four budgeting tips in mind, you can develop clear and forward thinking so that you 

are covered in case of an emergency or when you need to pay out-of-pocket for health care. 

  



SECTION THREE 

OTHER INSURANCE 

 

 

 

 

  



CHAPTER EIGHT 

 ADD-ON VISION AND DENTAL INSURANCE 

OVERVIEW 

Health care plans under the Affordable Care Act (ACA) must include vision and dental 

insurance, but older plans (before 2014) may not include this coverage. Not all vision and 

dental insurance is equal. Most cover regular, preventative care, but eyewear, contact lenses, 

oral surgery and orthodonture may not be covered or have larger copays. 

Health care plans have indeed changed significantly over the years. To meet regulatory 

guidelines, contain costs, and make the policies more affordable, health insurance companies 

now offer an array of add-on options that used to be part of the standard premiums. 

ADDITIONAL HEALTH CARE PLAN OPTIONS 

Today, vision, prescription, and dental coverage is an optional add-on to many health care 

policies. While there are still some plans on the market that include this kind of cover as part of 

the standard plan, others provide it as an optional extra, at an additional cost. Others require 

customers to buy a separate policy altogether for vision, dental, and prescription coverage. 

Start by reviewing your family’s past use of such services and anticipating potential expenses 

later on to determine whether or not you require the add-ons.  

DENTAL COVERAGE 

Families, particularly, need to consider dental coverage. As children grow they may require 

particular dental work to help their teeth grow straight and strong, and even adults could 

require dental work later in life. 

Dental insurance will help to pay for the costs associated with different types of dental care. 

Children, particularly, and the elderly, are more at risk of developing dental diseases and 

infections. Dental insurance offers access to preventive dental programs and coverage of a 

range of other dental costs. Access to dental programs could prevent a delay in dental care and 

provide you and your family with certain oral hygiene instructions and procedures. Different 

types of dental plans (including PPO, HMO, and Fee-for-Service) can be obtained either 

individually or via employer-sponsored health care plans. 

While it may differ from state to state, typically people under the age of 21 are obliged to 

receive dental services. Each state seeks advice from a variety of dental organizations to 



determine levels of care. Services typically include dental health maintenance, preventive care, 

oral screening, and the treatment of conditions that are discovered at screenings. 

Dental out-of-pocket expenses and options tend to vary from state to state. 

 

PRESCRIPTION COVERAGE 

Generally speaking, prescriptions are written to control pain and illnesses, and they can be costly. 

In fact, prescription coverage is a priority for some people, especially those who suffer with a 

chronic illness. 

A prescription insurance add-on helps you pay for prescription medication and drug therapy. 

While health care plans cover a wide variety of prescription drugs, many plans have a formulary. 

This is a list of certain medications that a plan covers. Some plans may only pay for generic 

medication, and co-pays could differ. Some plans may not cover any specific medications – the 

guidelines tend to differ. 

A comprehensive insurance plan, such as those on the platinum tier, will cover the necessary 

medication required by the population. Sometimes these include drug therapies to help or 

alleviate mobility impairments, muscle tension, pain, seizures, and constipation. When it comes 

to considering the right plan for you and your family, you need to ensure you know exactly which 



medications are covered. Those health care plans on the market with little to no prescription 

coverage could lead to high out-of-pocket expenses that just haven’t budgeted for. 

VISION COVERAGE 

Hearing and vision impairment is fairly common in today’s society. Vision insurance add-ons 

usually cove eye exams, eyeglasses, and contact lenses. Some policies will even encourage 

standard and preventive care, while there are those that will focus on the risk of major medical 

services, like vision correction and eye surgery. While vision coverage is important, some people 

find that optometrists do offer plans that either equal or out-do the coverage offered by health 

care plans. 

ALTERNATIVE AND COMPLEMENTARY MEDICINE COVERAGE 

We must mention this type of coverage, too. Complementary and alternative medicine typically 

includes therapies and treatments that are not considered part of today’s traditional medicine. 

This may include, for instance, chiropractic services, massage therapy, and acupuncture and 

massage. 

Treatments designed to replace traditional medicine are known as alternative medicine. Those 

treatments that go hand-in-hand with traditional medicine are known as complementary. 

Whichever you need, physicians will review the treatment protocol and decide whether or not 

such treatments could negatively or positively impact your health care. Health care plans don’t 

over cover such treatments and you will need to budget for such out-of-pocket expenses, if 

required. 

In this chapter we have briefly touched on prescription drug coverage. In the next chapter, we 

will go into detail. 

 

 

  



CHAPTER NINE 

OPT FOR PRESCRIPTION DRUG COVERAGE 

OVERVIEW 

Even if you had the same health care plan the previous year, it’s important to review the 

prescription medication list because it changes annually. Medications that were covered in 

previous years may not be covered and those that weren’t covered may be covered in the 

following year. Prescription copay amounts vary from year to year as well.  

Access to affordable prescription medication is as important as being able to choose your 

primary care physician. While many health care plans do include prescription drug benefits, 

there are those that don’t, and you may want to opt for additional prescription drug coverage. 

THE BASICS OF PHARMACY BENEFITS 

When considering out-of-pocket and health care plan costs for prescription medication, you 

need to have an understanding of the following: 

 Tier pricing – while you now understand how tier pricing works, you should be aware 

that there is a set copay for drugs in each of the tiers. 

 Deductibles – with some health care plans, prescription drugs count towards the plan’s 

deductible. Once you reach that deductible, the plan will start to cover your prescription 

medication. 

 Coinsurance – if you are on a lower premium policy, some plans will include a 

coinsurance amount for medication once you reach the deductible. This means the 

insurance company will cover a percentage of the cost you pay for the drugs. 

 Mental health – prescription medication for mental disorders and substance abuse are 

not typically covered unless you have substance abuse and mental disorders coverage. 

These drugs include those used to manage or treat anxiety, ADHD, ADD, depression, and 

more. 

WHY YOU SHOULD REVIEW YOUR HEALTH CARE PLAN EVERY YEAR 

While you may be perfectly satisfied with your current health care plan, you should realize that 

the prescription medication list for most plans changes on an annual basis. While it is hard to 

predict what the future holds, if you foresee things like surgery or even changes in your 

prescription medication requirements, planning in advance with the right health care plan 

could save significantly on your medical bills. 



The open enrollment period is the perfect opportunity for beneficiaries to thoroughly explore 

their options for the year ahead. During this time, you can choose to upgrade, or even 

downgrade your health care plan depending on your prescription medication requirements. 

You may even be able to add or amend your prescription drug cover or opt for a prescription 

drug coverage add-on. 

 

IF YOU’RE HAPPY, SHOULD YOU CHANGE? 

Most customers may be happy with the health care plan they already have, and that’s okay. But 

several studies have shown beneficiaries to rate their coverage fair to poor. So, reviewing the 

coverage you have at the moment doesn’t mean you have to make any changes, but that you 

are keeping on top of expenses, budgeting, types of cover, and scope of cover. It also means 

you may find something better for you and your family’s health care needs. 

While we are on the topic of additional coverage, we should discuss accident insurance. We do 

so in chapter 10. 

  



CHAPTER TEN 

PURCHASE ACCIDENT INSURANCE 

 

 

OVERVIEW 

In the event of an accident, medical insurance will cover some expenses, but it’s wise to closely 

read your health care plan to find out if there are network restrictions on emergency services. 

Accident insurance will cover incidents in- and out- of network. Unlike health insurance, accident 

insurance has no lifetime limits. Accident insurance also pays a monthly benefit for those who 

have been disabled or have critical illnesses. In the event of a critical injury, accident insurance, 



like the policies provided by American General Life Companies, beneficiaries receive a lump sum 

payout. 

Accidents happen, and when you or one of your dependents has an accident that you have not 

budgeted for or are not covered for, it can be financially devastating. The same goes for critical 

illnesses that may crop out later on. Accident insurance can help cover such expenses once your 

deductible is met. Many even include a once-off, fixed benefit in the event of dismemberment 

or accidental death as the result of an accident. 

THE SCOPE OF ACCIDENT INSURANCE COVERAGE 

If you have accident coverage, your health care insurer will typically pay the applicable benefit, 

subject to certain benefit and deductible periods as stated in your schedule of benefits and that 

are in excess of those amounts payable by your main health care plan.  

Many insurers implement a policy that state should a covered person fail to follow the terms and 

conditions of their primary health care plan, they may incur a benefit reduction of the covered 

medical charges by as much as 50% of the amount usually payable under their plan. Usually, such 

a limitation does not apply to emergency treatment necessary within 24 hours after the accident. 

However, the accident has to have happened outside the geographic area covered by your 

primary plan’s PPO or HMO for provision of benefits. 

THE BENEFITS OF ACCIDENT INSURANCE 

The benefits to purchasing accident insurance are immense. The most important include: 

 No network restrictions and access to any medical facility, physician, and hospital when 

you are involved in an accident. 

 No lifetime limit, regardless of how many accidents you may have in your lifetime. 

 No waiting period before the benefits kick in. You can submit claims right away. 

 Dollar-for-dollar reimbursement paid directly to you and up to the coverage amount. 

 Monthly payouts for disability income as a result of an accident that the policy covers. 

 No coordination with major medical coverage. Accident insurance pays benefits related 

to accidents, no matter what other type of health cover you have. 

 Lump sum payout in the event of dismemberment or accidental death. 

 Critical illness lump sum payout if you are diagnosed with certain major critical illnesses. 

HOW ACCIDENT INSURANCE WORKS 

With accident insurance, the policy will reimburse you up to your calendar year maximum benefit 

for any emergency medical services you need due to an accident. Before you can be reimbursed, 

though, you deductible has to be satisfied. Typical accident expenses that are covered include: 



 Physical therapy 

 Emergency room visits 

 Surgery charges 

 Urgent care center visits 

 Physician charges 

 X-rays 

 Ambulance 

 

 

HOW MUCH DOES ACCIDENT INSURANCE COST? 

The premium for accident insurance cover depends on your gender, age, the deductible, and the 

benefit amount you choose, as well as whether the cover is just for you or for your family, too. 

WHO SHOULD PURCHASE ACCIDENT INSURANCE? 

While it is a good idea for everyone to have accident insurance, three main categories that should 

see this as a “must have” policy include: 

 Anyone wanting to reduce out-of-pocket medical expenses 

 Anyone with limited access to adequate health care providers 

 Anyone who has a primary health care plan with major deductibles or significant co-

payments. 



IF YOUR HEALTH PLAN HAS A FAIRLY LOW DEDUCTIBLE, DO YOU NEED ACCIDENT INSURANCE? 

Definitely. Accident insurance can pay for certain benefits no matter what other coverage you 

may have. That means it could well be of great value even when your primary health care plan 

has a low deductible. 

IS IT DIFFICULT TO QUALIFY FOR ACCIDENT INSURANCE? 

Accident insurance policies don’t require specific medical qualifications. People up to the age of 

64 are usually eligible for this kind of plan. 

Overall, an accident insurance plan can provide benefits for a wide variety of emergency medical 

expenses in the event of accidental injuries. However, there are also riders that offer critical 

illness coverage. 

CRITICAL ILLNESS INSURANCE 

A critical illness can be devastating both physically and financially. Critical illness insurance is 

designed to fill some of the coverage gaps for those people who suffer from expensive ailments.  

Generally, critical insurance pays a lump sum if you fall ill with a specific serious ailment, such as 

heart attack, stroke, and cancer. You can use that money to pay the out-of-pocket costs 

associated with the illness. Critical illness is usually offered as a voluntary, or additional, benefit, 

and if your employer covers your health care, they may well pay the full cost for critical illness 

cover. 

EXPENSES OUTSTRIP SAVINGS 

Unfortunately, American’s savings habits make this kind of insurance a necessity. Half of 

American households have savings of less than $10,000 and the average out-of-pocket expenses 

for critical illness range at about $7,500.  

Even the most basic of critical illness coverage will offer decent payouts for low and affordable 

premiums. In the past, such policies have concentrated on acute and not chronic illnesses, so it 

is important to take a careful look at what your policy covers. 

While basic cover doesn’t usually require medical underwriting, there are those health care plans 

that give the option of additional coverage to those who pass underwriting.  

BEWARE: NOT ALL ILLNESSES QUALIFY 

Just as with your primary health care plan, it is essential that you read the fine print of your critical 

illness plan. The most important point to mull over is the policy’s definition of illness. Under some 

policies, for instance, patients may receive the full benefit for invasive forms of cancer that are 



defined as malignant tumors characterized by the uncontrolled growth of malignant cells as well 

as the invasion of tissue. However, non-life-threatening cancers, such as slow growing varieties, 

that aren’t deemed harmful to a patient’s life, may not be covered by a critical illness plan. 

There are a few other important points to be aware of, too. Some plans have “age reduction 

schedules” with certain payouts that will decline as you get older. Most policies are portable if 

you retire, switch jobs, are laid off, or fired. But, it is always worth making sure. It is also worth 

noting that if you pay the entire premium, lump sum payments are not usually taxed, but they 

could be taxed if your employer pays some of the cost. 

IS A CRITICAL ILLNESS PLAN FOR YOU? 

An additional critical illness plan is ideal for those people who are worried about day to day minor 

medical expenses but want adequate protection against major illnesses. Critical illness cover 

usually provides a set-level of catastrophic coverage that will help offset the high costs incurred 

if you or a family member develop a covered critical illness. 

In other words, no matter how much you budget for out-of-pocket expenses, you need to 

consider whether or not you can really afford to be without both accident insurance and critical 

illness cover.  



CONCLUSION 

ELIMINATE CATASTROPHIC  

EXPOSURE TODAY 

We have spoken about catastrophic exposure, but it seems apt to conclude with a chapter 

dedicated to this kind of health care cover. 

If you have obtained hardship exemption or are under the age of 30, you could qualify for a low 

premium, high deductible catastrophic plan. These are by far the most affordable plans on the 

market that count as a minimum form of essential coverage. But, you need to understand that 

catastrophic coverage trades low premiums for high out-of-pocket expenses. 

 

CATASTROPHIC EXPOSURE PLANS COVER EMERGE NCIES 

These types of plans will not pay out any out-of-pocket costs like coinsurance and copays. The 

deductibles on these plans are usually equal to out-of-pocket maximums which means you will 

never have to pay more than your out-of-pocket maximum in the event of an emergency. 



The great thing about this type of coverage is that is has to provide at least ten essential benefits 

as part of the covered benefits. While it may not be comprehensive health care coverage, it is 

still minimum essential coverage and will cover a couple of health care services such as certain 

screenings, annual wellness visits, and annual vaccinations at no expense before the deductible. 

You may not be denied coverage or charged more based on your health status. Essentially, you 

get the bare essentials in the case of an emergency which makes this ideal coverage for young, 

healthy customers who need a basic health care plan. It is worth noting that catastrophic 

exposure is not eligible for subsidies. 

WHO IS CATASTROPHIC EXPOSURE FOR? 

Catastrophic coverage is ideal if it is your only affordable option and you are young and in good 

health. This plan is particularly good for: 

 Those who don’t qualify for other health care plans if their state did not expand coverage 

 Those under 30 years of age, healthy, and on a tight budget 

 Your employer based coverage for an independent costs more than your 8% household 

income. 

HOW YOU CAN GET CATASTROPHIC EXPOSURE  

If you are 30 or get hardship exemption, you can get this type of plan. To get hardship exemption, 

you need to meet certain requirements and fill out a form to submit to the insurance provider. 

Once you have submitted your exemption application, it will be reviewed and the insurer will 

decide if you qualify for exemption from the fee for not having cover. You will then receive a 

notice of exemption eligibility. If you are granted an exemption, you will receive a unique 

exemption certificate number which you will need to use when you file federal taxes for the year 

you didn’t have cover. This process can take some time, so you will need to start shopping for a 

plan as early on as possible. 

HEALTH SAVINGS ACCOUNTS AND CATASTROPHIC EXPOSURE 

HSAs are tax-preferred savings accounts that are available to customers on health care plans, 

usually high deductible plans. Both employees and employers are able to contribute to HSAs and 

they are ideal for setting aside tax-free funds to pay for your out-of-pocket, routine expenses. 

You are not required to pay federal taxes on any interest you may have earned in your savings 

account provided you use the money to pay for particular medical expenses as laid out by the 

IRS. Vision and dental cover are included. 

HSA funds will roll over annually and can build up even if you swap jobs. It is important to note 

that only people who choose high deductible health care plans or catastrophic exposure cover 



are allowed to take advantage of health savings accounts. So, it is absolutely worth pairing 

catastrophic cover with an HSA. 

ELIMINATE CATASTROPHIC EXPOSURE 

Boost Health can build a customized package to eliminated your catastrophic exposure and 

ensure you have at least basic health care cover. 

These days, none of us can afford to be without adequate health care cover. Now that you 

understand the different terminology, tiers, and health care plans available, we can help you 

choose the right coverage for you and your family. 

 

 

 

 

 

 



 

 
 
Some people think that they can find the best health insurance options on their 
own. But, did you know that the insurance companies offer coverages and policies 
that they don’t advertise? 
 
We’ve been building custom health insurance plans for our customers for many 
years and we know the carriers and what secret policies they offer. These policies 
have lower costs and coverage that’s as good or better than what you might have 
today. 
 
Let us find the best plan for your needs. 
 
Health Insurance Coverage Built Just For You 
 
Speak to one of our licensed health insurance agents today! 
 

1-877-272-5451 
 
http://boosthealthinsurance.com/  
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