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ABOUT THIS POLICY WORDING
This is a policy wording showing all benefits available under the 
different international insurance plan options and additional riders 
offered by PA Group. Some benefits in this document may not 
apply to your plan choice. Please check your Schedule of Benefits 
(SOB) for the sections covered under your plan option.

OUR PHILOSOPHY
Our philosophy is to provide our members with the best health 
coverage, excellent customer service, guidance and support.

Our Customer Service experts are available to assist you 24 hours 
a day, 7 days a week, 365 days a year. Personalized support is 
available via phone, e-mail, or fax to:

• Help you understand your benefits
• Respond questions on claims status
• Assist you locating a specific provider

CUSTOMER SERVICE TEAM
With our services, we provide Case Management, Clinical support, 
and reviews. The experts in our customer service and medical team 
have the right combination of skills to give you the best support 
and guidance on all of your health care needs.

This is our centralized point of contact for any member services 
and information, including worldwide coordination of routine and 
urgent medical care. You may contact our Customer Service Team 
by calling the numbers provided in your ID card.

TOOLS AND RESOURCES
As part of our services you will be given access to your online 
member portal, where you can make updates to your information, 
learn about the status of your claims and:

• Search healthcare providers
• Request pre-certifications online
• Download an Electronic ID at any time
• Submit claims online

ACCESS TO PROVIDERS
Expatriate Health is proud to count with an extensive network of 
top-ranked providers, internationally and in the United States. We 
offer our clients a powerful online tool to find doctors, hospital or 
any other healthcare professional in our network.

REVIEW PERIOD
You have 15 days from the effective date in your Certificate of 
Coverage to review all of your plan’s benefits, terms, conditions, 
limitations and exclusions of coverage. Please read this document 
carefully and make sure you understand how the Expatriate Health 
plan option that you selected and additional riders purchased (if 

any) completely satisfy your healthcare needs. If you have any 
questions, would like to change your plan option, or cancel your 
policy, please contact: healthservice@pagroupco.com.

1 GENERAL PROVISIONS
The covered person, whose name is indicated in the Certificate of 
Coverage as “Policyholder”, hereinafter shall be referred to as the 
“Policyholder” domiciled for the execution of the present policy at 
the address indicated on the Application for Health Insurance.

And; Second party, Premier Assurance Group SPC, Ltd on behalf 
of the Global Assurance Segregated Portfolio, hereinafter shall be 
referred to, sometimes collectively, as the “Insurer”, “Company”, 
“We” or “Us”.

Third Party Administrator (TPA), a designated entity (PA Group 
Administration) by the Insurer for purposes of providing 
administration services of this policy on behalf of the Company, 
hereinafter referred to, sometimes collectively, as the 
“Plan Administrator”.

The declarations of the Applicant and of his eligible dependents 
serve as the basis for the policy. Any references in this Policy to the 
Policyholder and dependents that are expressed in the masculine 
gender shall be interpreted as including the feminine gender 
whenever appropriate. In addition, any references to the singular 
include the plural and references to the plural include the singular.

ENTIRE POLICY AND CHANGES
This Policy, the Policyholder application, schedule of benefits 
and any amendments, endorsements or riders (if any) comprise 
the entire Contract between the parties, hereinafter referred to, 
sometimes collectively, as the “Policy” or “Plan”.

When the Policyholder requests any changes to this policy, they 
must be done on the Anniversary Date of the policy. The changes 
will be valid only if made by a new Policy Wording, a Policy 
Amendment or Endorsement or by a Policy Rider duly approved 
and signed by an Officer of the Insurer.

No change may be made to this Policy unless an Officer of the 
Insurer approves it. A change will be valid only if made by a Policy 
Endorsement signed by an Officer of the Insurer, or an amendment 
of the Policy in its entirety issued by the Insurer. No agent or other 
person may change this Policy or waiver any of its provisions.

If any dispute arises as to the interpretation of this document, the 
English version of this document shall be deemed to be conclusive 
and taking precedence over any other language version of 
this document.

POLICY PERIOD
This Policy is designed for a 12-month commitment. Any changes in 
plan option, deductible, or coverage, may only take place upon the 
Anniversary Date, unless We specifically agree otherwise.

mailto:support@premierhealthglobal.com
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NOTIFICATIONS
Any notice required under this contract must be in writing. Any 
Notice given by Us will be communicated to either the Policyholder or 
the Policyholder’s agent or broker. Delivery of such notice is limited 
to E-mail, postal mail or via member portal. Any notice given by the 
Policyholder must be addressed and sent to the Plan Administrator 
Office or via e-mailed to healthservice@pagroupco.com.

GUARANTEED RENEWABILITY
Ensures the Policyholder and his eligible Dependents will not 
be denied renewal of their policy because of their age or claims 
history, provided that premiums are paid within the stipulated time.

The Company will inform the Policyholder, at least thirty (30) days 
in advance, if the plan ceases to operate and will inform the insured 
of any similar plans benefit options available where the insured can 
renew the policy.

WAITING PERIOD
This Policy contains a thirty (30) day Waiting Period, during which 
only infection originated diseases and Accidental Injuries occurring 
by the first time within this period, will be covered.

At the Insurer’s discretion, only this 30-day Waiting Period will be 
waived if:

• Other medical expense insurance for the Insured was in effect 
with another company for at least one consecutive year, and

• The effective date of this policy begins within 60 days of the 
expiration of the previous coverage, and

• The prior coverage is disclosed in the health application, and
• The prior policy and a copy of the receipt for the last year’s 

premium payment are submitted with the health application.

If the Waiting Period is waived, lifetime benefits payable for any 
condition manifested during the first 30 days of coverage are 
limited, while the policy is in effect, to the lesser benefit provided 
by either this policy or the prior policy.

If a Waiting Period is waived, it refers to this 30-day Waiting Period 
only, and any other Waiting Period is not affected and will be 
applied as determined in this policy.

2 TERMS AND CONDITIONS

PREMIUM PAYMENT AND RENEWALS
The premium due for coverage under this policy is for a one (1) 
year term commitment. It must be paid in US dollars on or before 
the Premium Payment due date. All coverage under this Policy is 
subject to the timely payment of Premium, which must be made 
payable to the Plan Administrator. Payment in any other forms of 
currency will not be accepted and will be considered as nonpayment 
of Premium unless otherwise agreed by the Insurer. The policy and 
rates are guaranteed for one year and are continually subject to 

the terms enforced at the time of each renewal date. Coverage is 
not effective unless premium is paid in full.

The Policyholder is responsible for the payment of the renewal 
premium. Premium notices are provided as a courtesy and the 
Insurer provides no guarantee of delivering premium notices. 
If a Policyholder has not received a premium notice thirty (30) 
days prior to the Due Date and the Insured does not know the 
correct renewal premium payment, the Insured should contact his 
producer or the Plan Administrator.

GRACE PERIOD
If premiums are not received by the Premium Payment Due Date, 
the Insurer will allow a Grace Period of thirty (30) days from the 
due date to continue coverage. If the premium is not received 
by the Insurer prior to the end of the Grace Period, this Policy 
and all of its benefits will be deemed terminated as of the last 
Premium Payment Due Date. Benefits are not provided under the 
Policy during the Grace Period, unless the premium payment has 
been collected.

There will be a service fee for any checks returned for insufficient 
funds, closed accounts, or for stop payments on checks. Returned 
checks will be treated as non-payment of Premiums.

COMMENCEMENT AND END 
OF COVERAGE
The Policy term begins at 00:01 hours Eastern Standard Time (EST) 
on the Effective Date of the Policy as indicated in the Certificate of 
Coverage and ends at midnight 365 days later.

POLICY AND RATE MODIFICATIONS
At the Anniversary Date the Insurer has the right to change the 
Premium and/or policy terms, based on any Insured’s demographic 
or geographic change.

OTHER PREMIUM CHANGES
Premium changes due to the following will occur automatically and 
will be charged from the date the change occurs:

• An increase or decrease in benefits provided under the 
Policy; or

• Additions, deletions, increases or decreases of a Policyholder’s 
dependent’s insurance; or

• Addition of a new Insured; or
• Termination of an Insured;

Any such change will be prorated to the Premium payment period 
of the Policyholder and reflected on the Policyholder’s next billing 
statement. Changes in a Person’s age are considered changes in 
the demographics of the Insured Policyholder. Resulting premium 
changes will occur and are assessed upon renewal date.

mailto:support@premierhealthglobal.com
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REINSTATEMENT OF POLICY
If the Policy has been terminated for non-payment of premium 
due, the Insurer will consider its Reinstatement only after payment 
of the premium and submission of the Reinstatement Application 
Form, which will be subject to underwriting evaluation. The policy 
can be reinstated within the next 90 (ninety) days after expiration 
of the last Premium Payment Due Date. The Reinstatement will 
occur when the Insurer:

A) Approves the Reinstatement Application Form, and
B) Accepts the overdue premiums.

Reinstatement is not guaranteed and the company is under 
no obligation to accept the reinstatement. If approved, the 
reinstatement with its new conditions and/or restrictions, if any, 
will be effective on the renewal date of the policy, without gap 
of coverage.

CLERICAL ERROR
Any clerical error or delays in keeping records by the Company:

A) Will not deny insurance which should otherwise have been 
granted; and

B) Will not extend insurance which should otherwise have 
been terminated; and

C) Will be subject to proper adjustment of premium when an 
adjustment is needed

REFUND PROVISION
The full premium will only be reimbursed to the Policyholder if the 
Insured decides to cancel their insurance coverage within fifteen 
(15) days from issuance of their certificate of coverage.

If coverage is terminated for any reason, we will refund the pro-
rated premium amount based on the unearned number of months 
of the coverage paid, less the administrative charges and thirty 
five percent (35%) of the base premium if no claim payments have 
been made by Us.

DURATION OF COVERAGE
Benefits are paid to the extent that an Insured receives any of 
the treatments covered under the Schedule of Benefits following 
the Effective Date of the Policy, including any additional Waiting 
Periods and up to the date such individual no longer meets the 
definition of Insured.

POLICY CANCELLATIONS / 
TERMINATIONS OR NON-RENEWAL
The Company reserves the right to cancel or terminate this policy 
as described below:

• This policy will be canceled automatically upon non-payment 
of the premium.

• The Company may at any time terminate an Insured or cancel 
the policy at any time if:

 — Statements on the Application Form are found to be 
misrepresentations or are incomplete or incorrect, or if 
Fraud has been attempted;

 — Knowingly, the insured claimed benefits for any purpose 
other than are provided for under this policy;

 — The Insured agreed to any attempt by a third party act or 
omission to obtain an unreasonable pecuniary advantage 
to our detriment;

 — Failed to observe the terms and conditions of this policy, 
or failed to act with utmost good faith.

 — Upon written request from the Policyholder to terminate 
coverage for a Dependent.

CANCELLATION BY THE INSURED
The Insured Person shall have fifteen (15) days from the Initial 
Effective Date of Coverage (the “Review Period”) to review the 
benefits, conditions, limitations, exclusions and all other Terms 
of the Policy. If not completely satisfied, the Insured Person may 
request cancellation of this insurance retroactive to the Initial 
Effective Date of Coverage by sending a written request to the 
Company by mail or fax and received by Us within the Review 
Period, thereby qualifying to receive a full refund of Premium 
paid. Upon effectuation of such cancellation and refund, neither 
the Company nor the Insured Person shall have any further rights, 
liabilities or obligations under this insurance.

After the Review Period, the Insured Person may request 
cancellation of the policy by giving the Company not less than sixty 
(60) days advance written request. Cancellation is at the sole option 
of the Company, except as provided in the Renewal amendments 
section, and the Company may request and/or require the Insured 
Person to execute a release of claims as a condition to and/or in 
consideration of granting such cancellation. If the Company grants 
cancellation, coverage for the Insured Person under this insurance 
shall terminate with effect from the cancellation date specified by 
the Company. The Company shall calculate the amount of Premium 
earned upon the Declaration and Certificate through the requested 
date of cancellation, and refund the difference, if any.

FRAUDULENT / UNFOUNDED CLAIMS
If any claims are presented under this policy and are in any respect 
fraudulent or unfounded, or if any fraudulent means or devices 
are used by the Insured or anyone acting on the Insured’s behalf, 
such as misrepresentation on the Application Form, omissions of 
information or any attempts, through deceit, to obtain benefits 
for any person that otherwise would not be provided or payable, 
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benefits otherwise payable shall be forfeited, and benefits paid 
shall be recoverable.

We will terminate the policy as of its Effective Date and all premiums 
paid shall be forfeited.

JURISDICTION / APPLICABLE LAW
This policy is governed by, and shall be construed in accordance 
with the laws of the Cayman Islands and shall be subject to its 
exclusive jurisdiction.

ARBITRATION
All disputes arising out of or relating to this Policy, or any matter 
that is related directly or indirectly to this insurance, which cannot 
first be resolved by the parties through settlement negotiations for 
a period of sixty (60) days, shall be resolved exclusively through 
binding, Non-appealable and confidential private arbitration. The 
arbitration shall be administered based on the arbitration laws of 
the Cayman Islands.

Notice requesting arbitration must be in writing and sent certified 
or registered mail, return receipt requested, to 1901 Ponce De Leon 
Blvd. Coral Gables, Florida 33134.

Each party shall choose one arbitrator, and the two arbitrators 
shall choose an impartial third arbitrator, who shall preside over 
the arbitration proceeding. If either party fails to appoint its 
arbitrator within thirty (30) days after being requested to do so by 
the other party, the latter, after ten (10) days’ notice by certified 
mail or registered mail of its intentions to do so, may appoint a 
third arbitrator.

Within thirty (30) days after notice of appointment of all arbitrators, 
the panel shall meet and determine timely period for briefs, 
discovery procedures and schedule for hearings. The panel shall 
be relieved of all judicial formality and shall not be bound by the 
strict rules of procedure and evidence. The decision of any two 
arbitrators when rendered in writing shall be the final and binding. 
The panel is empowered to grant interim relief, as it may deem 
appropriate. The place of any arbitration hearing shall be The 
Cayman Islands.

The panel shall interpret this Contract as an honorable engagement 
rather than as merely a legal obligation and shall make its decision 
considering the custom and practice of the applicable insurance 
business as promptly as possible following the termination of 
the hearings. The law applicable to the insurance policy and the 
arbitration proceedings shall be the law of The Cayman Islands.

COMPLIANCE WITH THE POLICY TERMS
The Insurer’s liability under this policy will be conditional upon each 
Insured complying with its terms and conditions.

TYPE OF COVERAGE
Coverage under this Plan for benefits is non-occupational. Only non-
occupational accidental injuries and non-occupational diseases 
are covered. Any coverage for charges for services and supplies 
is provided only if they are furnished to a person while covered.

If you are employed at a location that is not governed by a worker’s 
compensation law or similar law providing occupational coverage, 
the terms “non-occupational disease” and “non-occupational 
injury” shall also mean any disease or injury which arises out of or 
in the course of your work with your Employer, provided you are not 
covered under any worker’s compensation coverage.

INSURED DUTY OF DISCLOSURE
The policyholder must inform the Company within 30 days, of any 
changes related to Insured (such as change of address or marital 
status) or of any other material changes that affect information 
given in connection with the application for coverage under this 
policy. The Company reserves the right to alter the policy terms or 
cancel coverage if the insured fails to notify Us.

PRIVACY
The confidentiality of your information is of paramount concern 
to the Company. The Company complies with Data Protection 
Legislation and Medical Confidentiality Guidelines. Information 
submitted to the Company over our website is normally unprotected 
until it reaches us. We share information only as it pertains to the 
administration of your health care benefits.

SETTLEMENT OF CLAIMS / CURRENCY
All paid claims will be settled in the same currency as the premium 
currency. If the insured pays for treatment, or receives a bill for 
covered services in a currency other than premium currency, 
including bills sent directly to the Company or its Plan Administrator, 
such payments and bills shall be converted to premium’s currency 
at the exchange rate in effect at the time such service was rendered, 
unless otherwise arranged by mutual agreement between Us and 
the insured.

RIGHT TO ENFORCE CONTRACT 
PROVISION / WAIVER
Waiver by the Company of any term or condition of this policy will 
not prevent us from relying on such term or condition thereafter. If 
we choose to waive our rights under this policy regarding a specific 
term or provision, it shall not be interpreted as a waiver of Our right 
to administer or enforce this Policy in strict accordance with its 
terms and conditions.
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EXAMINATIONS
The Company and the Plan Administrator shall have the right and 
opportunity, through their medical representatives, to examine 
any person whenever and as often as they may reasonably 
require within the duration of any claim. The Insured shall make 
available all medical reports and records, as well as requested 
health information questionnaires, and where required, shall sign 
all authorization forms necessary to give the Company a full and 
complete medical history. The Company and the Plan Administrator 
shall have the right and the opportunity to require an autopsy in 
the case of death.

DEATH OF INSURED / TRANSFER
If the Policyholder dies, this policy’s ownership will automatically 
be transferred to the surviving spouse, if already covered in the 
same policy, otherwise, to the oldest Insured over the age of 18 
years who shall, upon the death of the Policyholder, become the 
primary insured for all purposes of this policy and be responsible 
for paying the premium.

If the dependent is a minor, the policy will continue in force, only 
if an adult is included in the policy as a contracting party. Such 
adult will have no coverage under this policy and will not have 
to pay any insurance premium. The minor must pay the premium 
corresponding to an adult 18 years of age.

Coverage will continue with the same plan, deductible and 
conditions of the original policy.

Upon death of the primary insured the Insurer must be notified and 
a death certificate must be submitted within 30 days.

DENIAL OF LIABILITY
Neither the Insurer nor the Policyholder is responsible for the quality 
of care received from any institution or individual. This Policy does 
not give the Insured any claim, right or cause of action against 
Insurer or Policyholder based on an act of omission or commission 
of a Hospital, Physician or other provider of care or service.

3 ELIGIBILITY AND CONDITIONS 
OF COVERAGE

APPLICATION
All applicants are subject to underwriting. Acceptance is not 
guaranteed. Additional exclusions may also apply. Non-disclosed 

Pre-existing Conditions are not covered.

ELIGIBILITY
At the time of the application and on the Effective Date of the 
policy, the applicant and their Dependents must meet the criteria 
of Expatriate, and must:

• Reside outside of the United States of America and any of 
its territories, including, but not limited to US Virgin Islands, 
Puerto Rico, Guam, American Samoa, Cayman Islands and 
Northern Mariana Islands.

• Be in good health and not confined to a hospital or nursing 
home, not be hospitalized or disabled;

• Complete an application and premium must have been paid;
• Be under the age of seventy-five (75), may apply up to the day 

before they attain age 75.

ELIGIBLE DEPENDENTS
Provided family coverage has been elected, coverage under 
this Policy can be extended to the following family members as 
Insured Dependents:

• The Applicant’s spouse or domestic partner
• Applicant’s natural children, legally adopted children, 

and stepchildren.
• Unmarried Dependent children up to  the day before they 

attain age 19, or up to the day before they attain age 26 if single 
and a full-time student at an accredited college or university 
in or outside their Country of Residence. Confirmation of 
full-time student status (minimum 10 credits per semester) 
is required.

ADDITION OF NEW DEPENDENTS
To enroll or add new Dependents after the effective date of the 
policy, the Insured must submit an Application Form, which will 
be subject to underwriting evaluation. Coverage will be effective 
from the date the enrollment is accepted, provided that premium 
payment has been received. The new Dependent will be subject to 
the Waiting Periods and all other terms and conditions of the Policy.
Addition of a Newborn Baby

Newborn babies, born under a Covered Pregnancy under this Policy 
to the Insured or to the insured spouse will be effective on the 
child’s date of birth provided:

• Written notification to the Insurer is given within ninety (90) 
days of the date of birth. The newborn child shall be accepted 
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from the date of birth, for full coverage according to the terms 
of the Policy, regardless of health status.

• Birth certificate, and required premiums are received.
• The newborn baby will be enrolled under the same coverage 

as the Primary Insured.
• If the Insured fails to enroll the newborn eligible dependent 

within ninety (90) days from date of birth, coverage is not 
guaranteed and an application must be submitted for the 
new Dependent, and it will be subject to full underwriting. The 
new Dependent will be covered from the date that the Insurer 
accepts the application.

ADDITION OF A LEGALLY 
ADOPTED CHILD
Adopted children may be covered subject to the following conditions:

• The child must be less than 19 years old, and
• The Insured will submit an application along with an official 

copy of the legal adoption document and,
• The applicant will be subject to full underwriting.

The Insured Dependents will be covered from the date that the 
Insurer accepts application.

CHILDREN WITH DISABILITIES
Coverage for your child with permanent physical or mental 
disability due to a condition covered by this policy will continue past 
the Maximum age for a dependent child. Proof that your child is 
permanently impaired must be submitted to the Company no later 
than 30 days after the date your child reaches the maximum age.

This benefit covers children with disabilities, such as mental 
retardation or a physical handicap, which started as a result of 
a condition covered by this policy and prior to the date he/she 
reaches the maximum age for dependent children.

Coverage will cease on the first to occur of:
• Cessation of the impairment;
• Failure to give proof that the impairment continues;
• Failure to have any required exam;
• Termination of Dependent Coverage as to your child for any 

reasons other than reaching the maximum age.

The Company will have the right to require proof of the continuation 
of the handicap.

The Company also has the right to examine your child as often as 
needed while the handicap continues at its own expense. An exam 
will be required once a year after the disabled dependent reaches 
the maximum age.

DEPENDENT CHILD AGE LIMIT
When a Dependent child, who is covered under an existing 
policy, marries or attains age nineteen (19) or attains age twenty–
six (26) if single and a full time student in an accredited college 
or university, coverage will continue until the end of the Policy 

year. Thereon the Company will issue a separate Policy with the 
same plan option, deductible and conditions of the previous one. 
Coverage will continue provided that a new application is submitted 
(not subject to underwriting evaluation) and the applicable premium 
is paid within thirty (30) days of the date of commencement. New 
applicants who are already 26 years old are not eligible dependents 
and must submit an application to obtain their own separate policy.

DIVORCE OR SEPARATION
If marital status changes, the Insured should notify the company 
within thirty (30) days of the date of the divorce. Coverage for the 
Dependent spouse, under this Policy will continue until the next 
Anniversary Date and then the Company will issue a separate 
Policy with the same plan option, deductible and conditions 
of the previous one, coverage will continue provided that the 
applicable premium is paid within thirty (30) days of the date of 
commencement.Change of Country of Residence

If the insured or a dependent changes his residence to another 
country, the Company must be notified in writing within 30 days of 
the change and the Insurer retains the right to modify the premium 
and the policy terms. To be eligible for this policy, you must reside 
outside of the United States (U.S.) or your Home Country. However, 
Visits to U.S. or Home Country are allow up to a max of 180 days in 
a Policy Year. Should an Insured remain in the U.S. or Home Country 
continuously longer than 180 days in any Policy Year, coverage will 
terminate at the end of the 180th day.

4 HEALTH CARE COVERAGE 
AND BENEFITS

SCOPE OF COVERAGE
The Policy covers medical services up to the limit shown in the 
Schedule of Benefits. All services must be Medically Necessary and 
approved by the U.S. Food and Drug Administration (FDA) for the 
Insured’s Injury or Illness.

USUAL, CUSTOMARY AND REASONABLE 
(UCR) CHARGES
All benefits are subject to Usual, Reasonable, and Customary 
Charges. The Insured is responsible for the payment of any balance 
over the UCR charge, in addition of any applicable deductible 
and co-insurance.

5 PLAN DEDUCTIBLES, CO-PAYMENTS 
AND CO-INSURANCE MAXIMUMS

Payment of Benefits as set forth in the Schedule of Benefits is 
subject to the Policy Year Deductible, Co-payments and Co-
insurance maximums and any other limitations set forth in the 
policy, unless otherwise noted. Please refer to the Schedule of 
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Benefits to review the maximums in accordance with elected 
plan option.

Deductible is applied once per policy year, for each Insured person, 
up to a maximum of two (2) full deductibles per insured family per 
policy year. The policy will start to pay benefits to the  Insured 
person that  satisfies  a full deductible, and when two Insured 
individuals satisfy their corresponding deductible, the plan will pay 
full policy benefits for these Insureds and for any other covered 
family member, without any additional deductible for the remaining 
of the ongoing policy year.

Insurer adjudicates claims in the order in which they are received. 
When claims are presented to the Plan Administrator, the allowable 
charges will be applied towards the selected Deductible, Co-
payments and Co-Insurance maximums that may be applicable 
and will then be calculated and reimbursed at the percentage listed 
on the Schedule of Benefits.

DEDUCTIBLE CARRY OVER
Any covered expenses incurred by the insured during the last three 
(3) months of the Policy Year, which are used to satisfy that Policy 
Year’s Deductible, will be carried over and applied towards the 
Insured’s deductible for the following Policy Year.

6 PRE-CERTIFICATION REQUIREMENTS 
AND PROCEDURES

Pre-Certification is a process by which an Insured obtains approval 
for certain non-emergency, medical procedures or treatments prior 
to the commencement of the proposed medical treatment. This 
requires a completed Pre-Certification Request form submitted 
to the Plan Administrator at least 5 business days prior to the 
scheduled procedure or treatment date, along with the complete 
medical records for our Plan Administrator to determine medical 
necessity and confirm coverage in accordance with the terms of 
the policy. Outside of the United States a cost estimate of treatment 
will also be required at the time of the request.

Please note: some treatment requests may require longer than 5 
days for the review process to be completed.

The following services require Pre-Certification:
• Hospitalization
• Admission to an Extended Care Facility
• Diagnostic Testing
• Surgery requiring general or local anesthesia
• All Cancer Treatment
• Home Health Care
• Organ Transplants
• Repatriation of Mortal Remains/Burial Services
• Medical Air Evacuation
• Rehabilitation Services

MEDICAL EMERGENCY AUTHORIZATIONS
Completed Pre-Certification request form must be received within 
72 hours of the emergency admission or procedure. In instances of 
medical emergency, the Insured should go to the nearest Hospital 
or provider for assistance even if that Hospital or provider is not 
part of the Preferred Provider Network (PPO) Network.

Failure to Request Pre-Certification will result in claim being 
penalized 30% of covered expenses for the entire episode of care. 
Penalty will not count towards out of pocket maximums if any 
are applicable.

Notwithstanding the requirement to pre-certify: Pre-Certification 
approval guarantees payment after co-Insurance and deductibles 
are satisfied by the Insured.

Pre-certified benefits are still subject to eligibility at the time 
charges are actually incurred, and to all other terms, limitations, 
and exclusions of the Policy.

7 PREFERRED 
PROVIDER ORGANIZATION

The Insurer maintains a Preferred Provider Organization (PPO) both 
inside the United States and an outside the United States. This 
is a network of medical providers and facilities with which it has 
arranged direct settlement procedures.

Outside the U.S., the Insurer maintains the right to require the use 
of a network provider where available. However, in instances of 
medical emergency, the Insured should go to the nearest Hospital 
or provider for assistance even if that Hospital or provider is not 
part of the PPO.

In certain geographic areas, or in accordance with specific policy 
features, members may also be required to utilize the Insurer’s 
Preferred Provider Organization (PPO)

Out-of-Network (When there is a network provider available 
within a 50-mile radius of the Insured’s local residence and the 
Insured chooses not to use the network provider.) – Claims will be 
reimbursed at 50% of the episode of treatment. Benefits payable 
are limited to the Usual, Reasonable and Customary Charges for 
the services received or may be limited to the negotiated rate of a 
similarly situated provider in the Preferred Provider Network.

In addition to the penalty, the Insured is still liable for the deductible 
and co-insurance where applicable.

Out-of-Market Area – The Insured is entitled to full reimbursement 
of allowable charges after deductible and other applicable co-
insurance maximums have been applied when there are No 
Network providers located within a 50-mile radius of the Insured’s 
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local residence. If no provider is participating within this specific 
mile radius claim will be paid as in-network.

For updated information on the providers and facilities within the 
Preferred Provider Organization, please log into your member 
portal or contact the Plan Administrator.

For non-emergency treatment, outside of the Preferred Provider 
Organization, where an appropriate network provider is available, 
Claims will incur a penalty of 50% of the entire episode of care. 
Members and/or Provider(s) will be reimbursed up to Usual, 
Reasonable and Customary charges. Amounts in excess of these 
charges shall be the sole responsibility of the member.

8 PAYABLE BENEFITS
This policy will pay for the following benefits up to the limits 
established in the Schedule of Benefits, subject to the corresponding 
Waiting Period, if any, when they have been pre-certified and 
they are medically necessary and provided by licensed Physician 
or Provider:

INPATIENT SERVICES
Benefits are provided per the Schedule of Benefits for inpatient care.

• Hospital room and Board including special diets and general 
nursing care

• Intensive Care Unit (ICU)

INPATIENT ANCILLARY 
HOSPITAL SERVICES

• Operating and recovery room
• All medicines administered during hospital stay
• Blood transfusions, blood plasma, blood plasma expanders, 

and all related testing, components, equipment and services
• Surgical dressings
• Laboratory testing
• Internal Prosthesis and Implants
• Diagnostic X-ray examinations, MRI, CT Scans and PET Scans
• Radiation therapy
• Respiratory therapy
• Chemotherapy
• Physical and Occupational therapy

INPATIENT PHYSICIAN / 
SPECIALIST VISITS
Inpatient physician visits are limited to one per day per specialty.

Visits that are part of normal preoperative and postoperative care 
are covered under the surgical fee and Insurer will not pay separate 
charges for such care.

INPATIENT / OUTPATIENT 
SURGICAL PROCEDURES
Charges for the treatment or diagnosis of a covered illness or 
injury including, but not limited to operating room, medical and 
surgical supplies.

INPATIENT / OUTPATIENT SURGEON FEES
Physician charges for the performance of a surgical procedure to 
treat a covered illness or injury.

Follow up visits for the first 60 days following the surgery form 
part of the global surgical fee and are not reimbursable as a 
separate fee.

INPATIENT / OUTPATIENT ASSISTANT 
SURGEON FEES
Limited in total to a maximum of twenty percent (20%) of the fees 
approved for the principal surgeon for the surgical procedure. 
Assistant surgeon is covered based on medical necessity and 
if surgical procedure calls for an assistant as standard industry 
protocol. Assistant surgeon must be authorized prior to the surgery 
taking place.

INPATIENT / 
OUTPATIENT ANESTHESIOLOGIST
Charges made by an anesthesiologist for the performance of a 
surgical procedure are covered up to thirty (30%) percent of the 
fees approved for the principal surgeon.

PRE-ADMISSION TESTING
Any necessary pre-admission tests must be performed before a 
non-emergency hospitalization.

EXTENDED CARE FACILITY
Benefits are available for Inpatient treatment and services provided 
in a pre-approved Extended Care Facility following, or in lieu of, an 
admission to a Hospital as a result of a covered illness, disability or 
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injury. Intermediate, custodial, rest and homelike care services will 
not be covered. Covered services include:

• Skilled nursing and related services on an inpatient basis for 
patients who require medical or nursing care for a covered 
illness or injury

• Treatment must be under the direct supervision and control 
of a specialist and would cover for the use of special 
treatment rooms

Care must begin immediately following hospital stay of no less than 
3 days. Insurer has the right to review an admission, as it deems 
necessary, to determine if the stay is medically appropriate.

Insurer will reimburse one Physician visit per day per specialty 
while the Insured is a patient in a Hospital or approved Extended 
Care Facility. Visits that are part of normal preoperative and 
postoperative care are covered under the surgical fee and Insurer 
will not pay separate charges for such care. Please refer to schedule 
of benefits for maximum amounts or days, as these are based on 
plan option elected.

CHIROPRACTIC SERVICES
Benefit is covered if prescribed by an attending physician to 
relieve back pain and accompanied by the proper X-rays and 
any other images that need to be taken in order to confirm the 
diagnosis. The Plan administrator will allow for five (5) sessions 
without a treatment plan. Any additional sessions past the initial 
five is subject to a treatment plan indicating the frequencies and 
duration by the attending physician. All treatments in connection 
with Chiropractic services, including manipulations, is limited to the 
amount specified under the plan option elected by the member.

DIAGNOSTIC TESTING
Diagnostic testing including but not limited to MRI, CT Scans, 
PET Scans, endoscopy, colonoscopy, gastroscopy, cystoscopy 
ultrasound and laboratory tests are covered.

DIALYSIS
A medical condition requiring dialysis will be covered, if it was first 
diagnosed while the policy is in force.

EMERGENCY ROOM SERVICES
Coverage of Emergency room visits must meet the definition of 
Emergency for coverage to be provided.

EMERGENCY GROUND AMBULANCE
Benefits up to the limits of the chosen plan are provided for 
emergency ground ambulance transportation to the nearest 
Hospital able to provide the required medical care. The use of 
ambulance services for the convenience of the Insured, which are 
not medically necessary, will not be considered a covered service. 
Coverage is extended to one way trip to the hospital.

HOME HEALTH CARE SERVICES
Will be covered up to the limits of the chosen plan when: a) 
Rendered in the Insured’s home by a Home Health Care Agency; b) 
established and, approved in writing and certified, by the attending 
Physician upon discharge from the hospital based on physicians 
instructions, as required for the proper treatment of the Injury 
or Illness; c) in place of inpatient treatment in a Hospital or in an 
Extended Care Facility.

HOSPICE CARE
Treatment of the terminally ill patient, as certified by the attending 
Physician, is covered up to the limit of the chosen plan as a 
combined benefit for hospice services while admitted in a hospital 
and home hospice.

OUTPATIENT PHYSICIAN VISITS / 
SPECIALIST VISITS
Plan will cover up to one visit per day per specialty for treatment of 
a covered illness or injury.

ONCOLOGY / CANCER TREATMENT
Benefits will be covered for inpatient or outpatient treatment 
including Oncologist fees, surgery, radiation therapy, chemotherapy 
and Prescription Medication. This benefit also includes one wig and 
one breast prosthesis built in bra.

All treatment and medications must be FDA Approved.

Breast Reconstruction will be covered when a mastectomy due to 
cancer has been performed and covered under this policy. The surgical 
procedure must take place within 12 months of the mastectomy. 
This benefit includes:

• Breast Prosthesis
• Breast reconstruction
• Surgery to the opposite breast to achieve a symmetrical 

appearance (after unilateral mastectomy)
• Treatment for complication of mastectomy or reconstruction.

RECONSTRUCTIVE SURGERY
Benefits are payable under this plan for any reconstructive surgery 
as a result of an Illness or injury which first occurred while covered 
under this policy. Reconstructive surgery must be performed within 
12 months from the date of the accident.

Reconstructive surgery is not covered for congenital, hereditary or 
birth abnormalities for adults covered under this policy.
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OUTPATIENT REHABILITATION / 
THERAPEUTIC SERVICES
Benefit is covered for a condition resulting from injury or Illness 
covered under this policy. Medical records must be provided to 
establish the medical necessity. A treatment plan including the 
frequencies and duration must be provided and approved by the 
Plan Administrator prior to treatment taking place.

Services must be rendered by a physician or registered therapist.

PHYSICAL THERAPY

Physical therapy will be covered up to the limits of the chosen plan. 
Services must be related specifically to the physician’s written 
treatment plan.

SPEECH THERAPY

Speech therapy will be covered up to the limits of the chosen 
plan. This excludes speech therapy for speech impediments or 
developmental delays.

OCCUPATIONAL THERAPY

Occupational therapy will be covered up to the limits of the 
chosen plan

To learn or re-learn daily living skills (e.g., bathing, dressing, 
and eating) or compensatory techniques to improve the level of 
independence in the activities of daily living; or

To provide task-oriented therapeutic activities designed to 
significantly improve, develop or restore physical functions lost or 
impaired as a result of a disease, or injury.

ORGAN TRANSPLANT
Coverage is provided for the transplant of any human organ or 
tissue in accordance with percentage and maximum allowable 
amounts as per Plan election.

The insured must notify The Company as soon as he or their 
Dependent is a candidate for Transplant. The organ transplant 
benefit begins once the need for it has been determined by a 

provider, has been certified by a second surgical or medical opinion 
and has been approved by The Company.

The maximums set forth are inclusive of:
• Medical treatment for the living donor.
• All pre-transplant care, which includes services directly related 

to the evaluation that establishes the need for the transplant,
• The evaluation for the insured to undergo the transplant 

procedure and the medical stabilization of the insured to 
undergo the procedure.

• All pre-surgery test including labs, x-rays, CT scans, MRI’s, 
ultrasounds, and biopsies. Prescription Medication and 
administration of the same. Procedure to transplant the organ.

• All post-transplant care directly or related to the transplant, 
including but not limited to follow-up care based on medical 
necessity of the transplant and or any complications directly 
or indirectly or as a consequence of the transplant.

• Any medication or therapeutic treatments required to secure 
and maintain the transplanted organ healthy.

This benefit is subject to a 12-month Waiting Period, subject to pre-
certification and pre-approval in writing by the Plan Administrator.

Benefits are payable for a medically necessary procedure 
performed while an Insured’s coverage under this Policy is in effect 
during which:

• One or more Organs are surgically transplanted from a donor 
(living or deceased), to an Insured as the recipient; or

• Tissue is surgically transplanted to an Insured from;
• A donor (living or deceased); or
• The same Insured.

ORGAN ACQUISITION
Expenses for the acquisition of an organ including but not limited 
to donor search fees, typing, harvesting, transportation and 
administration and donor transplant tissue storage fees and 
donor medical services are covered up to the maximum amount 
as per the schedule of benefits based on plan option election. This 
benefit counts towards and is inclusive of the Transplant Lifetime 
Maximum under the chosen plan option.

INPATIENT/OUTPATIENT MENTAL / 
NERVOUS HEALTH
Benefits are covered in accordance to the limits of the chosen plan, 
and they are subject to a 12-month Waiting Period. All treatment 
under this benefit must be performed under the direct control of a 
Psychiatrist. Psychologists are covered only if a referral is provided 
by the psychiatrist and forwarded to the Plan Administrator prior to 
treatment with the psychologist taking place.Wellness Benefit for 
Children under the age of 19

This benefit is available for underage dependents, up to the 
maximum coverage provided by the chosen plan, without 
deductible and is subject to a 12-month Waiting Period.

This benefit includes, but is not limited to, immunizations 
(Diphtheria, Hepatitis B, Measles, Mumps, Pertussis, Polio, Rubella, 
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Tetanus, Varicella, Haemophilus Influenza B and Hepatitis), well 
child routine medical exams and child preventive care services, 
health history, development assessments, physical examinations, 
age related diagnostic tests.

WELLNESS BENEFIT FOR ADULTS
This benefit is available, up to the maximum provided by the 
chosen plan, without deductible and is subject to a 12-month 
Waiting Period. This benefit includes, but is not limited to:

ADULT FEMALE SCREENINGS
• Routine Mammogram
• Pap smear Screening
• Routine physical examinations to include office visit and 

routine lab work such as urinalysis
• Colonoscopy, when recommended by physician

ADULT MALE SCREENINGS
• PSA Screening Test
• Routine physical examinations to include office visit and 

routine lab work such as urinalysis
• Colonoscopy, when recommended by physician

MATERNITY
All costs associated to normal delivery, planned C-section, or 
Elective C-section of a Covered Maternity, including but not limited 
to hospital fees for mother and newborn, obstetrician fees or 
midwife fees, child birth, prenatal/delivery preparation classes, 
postnatal care and lactation lessons will be covered up to the limits 
of the chosen plan. This benefit is subject to a 10-month Waiting 
Period, and is available in plans with deductible options of $250, 
$500, $1,000, $2,500 without deductible. For Deductible option of 
$5,000, the maternity benefit will be subject to deductible.

For options Care and Select this benefit is available through the 
purchase of an optional rider.

COMPLICATIONS OF PREGNANCY 
AND BIRTH
In a Covered Maternity, coverage of Complications of Pregnancy is 
available up to the limits of the chosen plan. This benefit includes 
non-elective Cesarean section; ectopic pregnancy; spontaneous 
termination of pregnancy that occurs during a period of gestation 
in which a viable birth is not possible, and conditions that require 
Hospital Admission, whose diagnoses are distinct from pregnancy 
but are adversely affected by or are caused by pregnancy, such as: 

(1) acute nephritis; (2) nephrosis; (3) cardiac decompensation and 
(4) missed abortion.

This benefit is also applicable to mothers with multiple births, pre-
eclampsia, eclampsia, and gestational diabetes.

Complications of Pregnancy will not include false labor; occasional 
spotting; Physician prescribed rest during the period of pregnancy; 
morning sickness; hyperemesis gravidarum; and similar conditions 
associated with the management of a regular pregnancy that do 
not constitute a nosologically distinct Complication of Pregnancy, 
and their coverage is included in the regular maternity benefit.

Complications of birth include but are not limited to newborn 
conditions not related to congenital or hereditary disorders, such as 
prematurity, low birth weight, jaundice, hypoglycemia, respiratory 
distress, and birth trauma.

For options Care and Select this benefit is available through the 
purchase of an optional rider.

ALTERNATIVE MEDICINE
Depending on the plan option selected, your plan offers coverage 
for: Accupuncture, Aromatherapy, Herbal Therapy, Magnetic 
Therapy, Massage Therapy, and Vitamin Therapy. This benefit 
is subject to deductible,  any dollar limits, or policy year limits, 
provided that treatment is for a medical condition covered by 
this policy.

9 ADDITIONAL PAYABLE BENEFITS

CONGENITAL DISORDERS, BIRTH 
DEFECTS & HEREDITARY CONDITIONS
Benefit is available up to a lifetime maximum of $250,000.

Coverage up to the limits of the chosen plan will be provided for 
Congenital Conditions, Birth Defects and hereditary disorders, 
which are first diagnosed while covered under this policy.

Medical conditions not disclosed but whose diagnosis can be 
traced to birth will be excluded from coverage as pre-existing.

DURABLE MEDICAL EQUIPMENT
Benefits for durable medical equipment will be covered under this 
plan (including but not limited to orthopedic braces, arm, neck, leg 
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and back braces, wheelchairs, and hospital beds) provided such 
durable medical equipment (DME) is:

• Prescribed by a Physician, and
• Customarily and generally useful to a person only during an 

illness or injury

The amount payable is based on the reasonable charge for the 
equipment, which meets the Insured’s basic medical needs.

Allowable Purchase Price of the Durable Medical Equipment must 
not exceed the Rental fees.

Charges for repairs of Durable Medical Equipment originally 
obtained under this Policy will be paid at 50% of the allowable 
reasonable and customary amount.

PROSTHETIC LIMBS
Benefits will be provided under this plan when the prosthetic limb 
is needed as a result of a covered medical condition, or injury which 
first occurred after the effective date of the plan, if they are:

Prescribed by a Physician, and customarily and generally useful to 
a person only during an illness or injury.

This benefit includes artificial legs, arms and eyes. The amount 
payable is based on the reasonable charge for the basic equipment, 
which meets the insured’s medical needs.

Special high performance prosthetics for sports or improvement of 
sport performance are not covered. Lifetime maximum is inclusive 
of charges for repairs of artificial limbs, which will be reimbursed 
at 50% up to the maximums allowed under the chosen plan’s 
schedule of benefits.

PRESCRIPTION MEDICATION
Prescription drugs are medications which are prescribed by a 
physician to treat a covered illness or injury and which would 
not be available without such prescription. Certain treatments 
and medications, such as vitamins, herbs, aspirin, cold remedies, 
experimental or Investigative drugs, or medical supplies even when 
recommended by a physician, do not qualify as covered prescription 
drugs. All medication must be FDA approved. Benefits are payable 
in accordance with the schedule of benefits percentage reflected 
and limited to $20,000 per policy year per insured.

EMERGENCY DENTAL TREATMENT
Acute emergency dental treatment due to a serious accident 
requiring hospitalization will be covered up to the limits of the 
chosen plan. The treatment must be received within 120 days after 
the emergency event. Please note that coverage under this benefit 
does not extend to follow-up dental treatment, dental surgery, 
dental prostheses, orthodontics or periodontics.

NON-PROFESSIONAL SPORT INJURIES
Benefits are provided up to the lifetime maximum of the 
chosen plan.

EMERGENCY MEDICAL EVACUATION
In the event of a Life Threatening emergency, when appropriate 
treatment is not available locally, this policy provides Emergency 
Medical Air Transportation to the closest medical facility capable 
of providing the required care. Should treatment be available 
locally, but if the Insured chooses to be treated elsewhere, 
transportation expenses shall be the responsibility of the Insured. 
The Plan Administrator reserves the right to decide the medical 
facility to which the Insured shall be transported and the means 
of air transportation. If the person chooses not to be treated at 
the facility and location arranged by The Plan Administrator, then 
transportation expenses shall be the responsibility of the Insured.  
Plans Select and Elite also provide a lifetime benefit of $10,000 for 
the emergency transportation of one family member to accompany 
the Insured who has been evacuated. Emergency transportation 
ticket will be round-trip in economy class and must originate from 
the Insured’s Country of Residence.

The policy also provides return travel ticket for Evacuee limited 
to economy class. This must be no later than five days after 
the member is discharged from inpatient stay at the hospital. 
Date of discharge is determined by the hospital invoice. This 
benefit is strictly on a pay and claim basis. All invoices must be 
properly itemized and substantiated with proof of payment. No 
reimbursement will be made without proper documentation. This 
benefit is strictly conditional and must be approved in writing by 
the Plan Administrator.

This benefit is available up to the limits of the chosen plan.

REPATRIATION OF MORTAL REMAINS
In the event of death outside of the Home Country from an eligible 
medical condition, this policy covers:

• Costs of transportation of body or ashes of an enrolled person 
to his Home Country.

• Expense is limited to expenses for embalming, a container 
legally appropriate for transportation, shipping costs and 
necessary government authorizations, or

• Burial or cremation costs at the place of death in accordance 
with reasonable and customary practice.

This benefit must be approved and coordinated by the Plan 
Administrator. This benefit is subject to the limits of the plan option 
elected. Original death certificate must be provided to the Plan 
Administrator with copies of any member paid burial or cremation 
services when requested for reimbursement.
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ROUTINE VISION
For Elite plan option only: includes one routine eye examination 
every two years, and coverage for eye glasses or contact lenses 
once every two years.

DENTAL CARE
Subject to a 6-month waiting period.

Class A — Oral exams once every 6 months. This includes: 
prophylaxis and cleaning of teeth. Topical application of sodium 
or stannous fluoride for persons under 15 years of age. Emergency 
palliative treatment. First installation of a space maintainer for 
persons under 19 years of age to replace any baby tooth, which 
is lost prematurely. X-rays for diagnosis. Also other X-rays not to 
exceed: one full mouth series in a 36 month period; and one set of 
bitewings in a 6 month period.

Class B — Non-surgical extractions. Fillings. Injection of antibiotic 
drugs. Repair of re-cementing of crowns, inlays, bridgework or 
dentures. General anesthetics given in connection with covered 
dental services. Non-surgical endodontic treatment. This includes 
root canal therapy. Relining or rebasing of dentures not to exceed 
one of these in any 36 consecutive month period. Neither of these 
is covered for the six months after the denture is first installed 
or replaced.

Class C — Extra coronal and other splinting when a necessary part 
of complete periodontal treatment. Inlays, onlays, gold flings or 
crowns. This includes precision attachments for dentures. First 
installation of fixed bridgework to replace one or more natural 
teeth extracted while the person is covered. This includes inlays 
and crowns as abutments.Replacement of an existing removable 
denture or fixed bridgework by new fixed bridgework, or the adding 
of teeth to existing fixed bridgework. First installation of removable 
dentures to replace one or more natural teeth extracted while the 
person is covered. This includes adjustments for the 6-month 
period following the date they were installed. Replacement of an 
existing removable denture or fixed bridgework by a new denture, 
or the adding of teeth to a partial removable denture.

10 EXCLUSIONS AND LIMITATIONS
All services and benefits described below are excluded from 
coverage or limited under your policy of Insurance.

1. Charges in excess of Usual, Customary and Reasonable for 
any covered procedure.

2. Any medical condition or related condition arising within 
the first thirty (30) days from the Policy Effective Date, 
where such medical condition has not been as a result 
of an Accident or Infectious Disease, unless the Waiting 
Period has been waived.

3. Services, supplies or treatment including drugs and/or 
emergency services that are provided by or payment is 
available from Workers’ Compensation law, Occupational 

Disease law or similar law concerning job related conditions 
of any country

4. Experimental and/or investigational services or supplies
5. Any services, supplies, treatments including drugs and/or 

emergency air services; Not ordered by a Physician; Not 
medically necessary, not recommended or approved by a 
physician; Not rendered under the scope of the Physician’s 
licensing, or; Medical and dental services that do not meet 
professionally recognized standards or are determined 
by Insurer to be unnecessary for proper treatment; Not 
coordinated or approved by the Plan Administrator

6. Telephonic consultations, missed appointments, or “after 
hours” expenses.

7. Personal comfort and convenience items including but not 
limited to, television, master suites, movies, housekeeping 
services, guest meals and accommodations, special diets, 
telephone charges, take home supplies, and all other 
services and supplies that are not medically necessary.

8. Health check-ups, and tests necessary for administrative 
purposes (e.g., determining insurability, employment, 
school or sport related physical examinations, travel etc.). 
Other than provided for under the Wellness benefit.

9. Over-the-counter (OTC) drugs, supplies or medical devices, 
which do not require a Physician prescription, even if 
recommended by a Physician, including but not limited 
to; smoking cessation drugs, appetite suppressant, hair 
regenerative drugs or products, anti-photo aging drugs, 
cosmetic and beauty aids, acne and rosacea drugs 
(including hormones and Retin-A) for cosmetic purposes, 
mega vitamins, vitamins, sexual enhancement devices, 
supplements, herbs or drugs, for any reason.

10. Routine eye examinations, services and supplies related to 
visual therapy, Radial keratotomy procedures, Lasik, or eye 
surgery to correct refractive error or deficiencies, including 
myopia or presbyopia. Routine vision exams, eyeglasses, 
contact lenses, sunglasses, unless specified otherwise in 
the Schedule of Benefits.

11. Any admission to a nursing home, home for the aged, 
long term care or rehabilitation facility, sanatorium, spa, 
hydro clinic or similar facilities that do not meet the policy 
definition of a hospital, including rest cures, custodial care, 
home-like care, assistance with Activities of Daily Living 
(ADL), milieu therapy. Any admission, arranged wholly or 
partly for domestic reasons, where the hospital effectively 
becomes or could be treated as the Insured’s home or 
permanent abode.

12. Elective and or cosmetic procedures, treatments, drugs 
and supplies that are not medically necessary treatment 
of a covered accidental injury or illness or disease, and that 
may only be provided for the purpose of beautification or 
improving an existing condition including but not limited to 
treatment for Vitiligo; treatment or surgery for superficial 
varicose veins, spider veins, or non- keloid scars; tattoo 
removal or other skin discoloration; treatment for hair loss, 
breast surgery, except in connection with a mastectomy 
covered by this policy; treatment of superficial, non-cystic 
or non-pustular acne or rosacea; treatment or removal 
of benign skin lesions not demonstrating evidence of 
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suspicious cellular activity, or recent changes in size, 
shape, & color.

13. Surgical treatment of nasal deformities or deviated septum 
or medical conditions related to them except as a result of 
an Accident covered by this Policy.

14. Any treatment or services for any insomnia sleep disorder 
sleep studies and other treatments relating to sleep 
apnea, jet lag, fatigue, or work related stress or any 
related conditions.

15. Smoking cessation treatments whether or not 
recommended by a Physician.

16. Weight Reduction and the cost of all treatments, supplies, 
services or drugs for weight reduction or weight reduction 
programs, even if recommended by a physician. Diets, 
weight loss programs and educational dietary counseling 
related to weight loss efforts.

17. Expenses related to bariatric surgery and its complications.
18. Organ transplants excluded expenses include, but are not 

limited to:

a) All expenses of cryopreservation

b) Transplant that includes artificial mechanical 
equipment or artifacts designed to replace human 
organs

c) Animal organs
19. Services or supplies that promote conception including 

but not limited to any fertility/infertility services, tests, 
treatments and/or procedures of any kind, including, but 
not limited to, fertility/ infertility drugs, including drugs to 
regulate the menstrual cycle/ovulation for family planning 
purposes, artificial inseminations, in-vitro fertilization, 
gamete intrafallopian transfer (GIFT), zygote intrafallopian 
transfer (ZIFT), surrogate mother and all other procedures 
and services related to fertility and infertility. Complication 
of the resulting pregnancy, the delivery or the C-Section, 
or any other complications directly or indirectly related to 
this exclusion.

20. Related to genetic medicine, genetic testing or screening 
and preventative prophylactic surgeries recommended by 
genetic testing.

21. Elective abortions and complications thereof, any 
voluntary induced termination of pregnancy,

22. Circumcisions, unless medically necessary.
23. “Viagra” or other sexual enhancement drugs and their 

respective generic equivalents.
24. Reproductive treatments including but not limited to male 

and female birth control, vasectomies and sterilization and 
any expenses for male or female reversal of sterilization. 
Treatments for sex change, procedures or treatments 
to change characteristics of the body to those of the 
opposite sex. This includes any medical, surgical or 
psychiatric treatment or study related to sex changes 
or implantation or treatments for sexual transformation, 
sexual dysfunctions or inadequacies including therapy 
supplies or counseling.

25. Hearing aids and devices and bone anchored hearing aids.
26. Treatment for alcoholism, solvent abuse, drug abuse or 

addictive conditions of any kind. This includes but is not 
limited to treatment for any injuries caused by, contributed 

to or resulting from the Insured’s use of alcohol, illegal 
drugs, or any drugs or medicines that are not taken 
in the dosage or for the purposed prescribed by the 
Insured’s Doctor.

27. Treatment for any conditions as a result of self-inflicted 
illnesses or injuries, suicide or attempted suicide, while 
sane or insane, or emergency air services for the same, and 
expenses associated with conditions as a result of travel, 
where an insured has traveled against medical advice.

28. Injuries and/or illnesses resulting or arising from or 
occurring during the commission or perpetration of a 
violation of law by an Insured.

29. Treatment directly or indirectly arising from or required 
as a result of chemical contamination or contamination 
by radioactivity from any nuclear material whatsoever or 
from the combustion of nuclear fuel, asbestosis or any 
related condition.

30. Dental care services, orthodontic treatment and any and 
all treatment relating to any gum disease, unless specified 
otherwise in the Schedule of Benefits.

31. Treatment of disorders of the upper maxillary, jaw and 
temporomandibular joint, including, but not limited to 
Temporomandibular Malocclusion Joint Disorders (TMLD) 
and Temporomadibular Joint syndrome (TMJ), except for 
injuries occurred in a covered accident or covered illness.

32. Prosthesis and corrective devices, which are not inserted 
in a surgical procedure; except appliances meeting 
the covered categories of durable medical equipment 
or prosthesis, in addition to the benefits provided by 
chosen plan.

33. Motor driven wheelchairs or bed; additional wheels; 
comfort items such as telephone arms and over bed 
tables; items used to alter air quality or temperature 
such as air conditioners, humidifiers, dehumidifiers, and 
purifiers (air cleaners); disposable supplies; exercycles, 
sun or heat lamps, heating pads, bidets, toilet seats, 
bathtub seats, sauna baths, elevators, whirlpool baths, 
exercise equipment, except as provided by the Durable 
Medical Equipment benefit; and similar items or the cost 
of instructions for the use and care of any durable medical 
devices. The customizing of any vehicle, bathroom facility, 
or residential facility.

34. Routine podiatry or other foot treatment not resulting from 
an illness or injury. Podiatric care including, but not limited 
to, structural and functional treatment of the feet, the 
treatment of weak arches, weak, strained or flat feet, corns, 
calluses, bunions or toenails, symptomatic complaints of 
the feet, congenital foot disorders, orthopedic shoes or 
other supportive devices for the feet, such as, but not 
limited to, arch supports and orthotic devices and shoe 
inserts of any kind, or any other preventative services 
and supplies, except for injuries sustained in a covered 
accident or illnesses covered by this policy.

35. Growth Hormones, any treatment by a bone growth 
stimulator, bone growth stimulation or Treatment relating 
to growth hormone.

36. Professional services self-administered or received 
from a person who lives in the member’s home or a 
Family Member.

37. An Injury or Illness due to
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a) Martial law or state of siege, or any event or causes 
which determine the proclamation or maintenance of 
martial law or state of siege;

b) Participation in civil commotion or an illegal act, 
mutiny, riot, strike, military or popular uprising, 
insurrection, rebellion, military or usurped power; 
including resultant imprisonment;

c) Any act of any person acting on behalf of or in 
connection with any terrorist organization;

d) War or any act of war declared or undeclared.
38. Any non-declared Pre-existing Condition.
39. Treatment for learning difficulties, hyperactivity, attention 

deficit disorder, or any developmental and behavioral 
problems. Any care for autistic disorder of childhood, 
hyperkinetic syndromes, learning disabilities, behavioral 
problems, mental retardation and eating disorders.

40. Alternative Medicines, unless otherwise specified in the 
chosen plan, are not covered. Non covered services include, 
primal therapy; Rolfing; psychodrama; bioenergetic 
therapy; or carbon dioxide therapy, homeopathy, aroma 
therapy, herbal therapy, Bio-electromagnetic, magnetic 
therapy, massage therapy, vitamin therapy, naturopathic 
medicine, ayurvedic medicine, Biofield therapies, energy 
medicines, color puncture, light therapy, hypnotherapy, 
osteopathy, reflexology, spiritual healing, Tai Chi, 
traditional oriental medicine, chelation therapy. This is not 
an all-inclusive list.

41. Sexually transmitted disease, including but not limited 
to: Chlamydia, Gonorrhea, Genital herpes, Human 
Papillomavirus (HPV), syphilis

42. Treatment of Acquired Immune Deficiency Syndrome 
(AIDS), Human Immunodeficiency Virus (HIV), or Aids 
Related Complex (ARC).

43. Any injuries or treatment resulting from the participation 
in a Professional Sport.

44. Services for which you are not legally obligated to pay for 
or services which no charge is made to you in the absence 
of insurance coverage.

45. Services related to a condition or injury not covered by 
this policy

46. Services, supplies or treatment including drugs and/or 
emergency services that are provided by any governmental 
institution or under the direction of public authorities. This 
includes services related to epidemics.

47. Any pregnancy or complications of pregnancy expenses 
relating to a dependent child.

Important Notice Regarding Patient Protection and Affordable 
Care Act (PPACA): This insurance is not subject to, and does not 
provide benefit required by, PPACA. Please note that it is solely the 
Insured’s responsibility to determine if PPACA is applicable to you 
in order to avoid tax penalties that may be imposed on U.S. citizens 
and U.S. residents who are required to maintain PPACA compliant 
coverage but do not do so.

11 CLAIMS 
ADMINISTRATIVE PROCEDURES

In order for claims payment to be made, the policyholder must 
submit a claim form, which may be obtained from the PA Group 
member portal at portal.pagroupco.com.

For most Hospital admissions, we will provide direct settlement 
to the Hospital. In such cases, The Insured will continue to be 
responsible for all non-covered expenses including, but not limited 
to deductible amounts and percentage payable or any amounts in 
excess of Usual, Reasonable and Customary fees.

The claims may be submitted to Insurer directly by the medical 
institution within one hundred eighty (180) days from the date 
of service. No benefits will be paid for claims exceeding this 
time period.

Copies of invoices and receipts are accepted as long as the integrity 
of the document is not altered.

Claims may be submitted via your member portal, 
e-mail to claims@pagroupco.com, courier, or by Postal Service.

In the event the Primary Insured is deceased, the Plan Administrator 
will pay any unpaid benefits to the spouse as named in the 
application. If no spouse is named, any unpaid benefits will be paid 
to the deceased Primary Insured’s estate. In the event of a divorce, 
all payments are payable to the Primary Insured unless a divorce 
decree or court order indicates otherwise.

RELEASE OF MEDICAL RECORDS
The Plan Administrator will attempt to retrieve the medical records 
on behalf of the Insured. However, if these are not provided to Us, it 
will be the responsibility of the Insured to provide the information 
within 90 days in order to validate the claim. It is the duty of the 
Insured to provide authorization to release medical records. Claim 
will be closed with non-payment until the required information is 
provided to Us. Expenses incurred for such records will be at the 
sole expense of the Insured.

REQUEST FOR REPRODUCTION 
OF RECORDS
Medical information such as claims invoices, explanation of 
benefits, and pre-certification are available free of charge by 
logging into the member portal at portal.pagroupco.com.

CURRENCY
All values in this policy are in US Dollars.
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EXCHANGE RATE
For bills issued in currencies other than U.S. dollars, the exchange 
rate used will be determined by the Company based on the date 
the services were rendered.

OVERPAYMENTS
We may recover benefit payments made erroneously and may 
supply subsequent benefits otherwise payable to offset any 
overpayment. We reserve the right to deduct overpayments made 
in error to a provider on behalf of an insured from a member 
reimbursement claim.

Deduction of an overpayment to a member will be properly 
documented on the explanation of benefits.

RIGHT OF EXAMINATION
The Insurer and the Plan Administrator reserves the right, through 
our medical representatives, to examine any person whenever and 
as often as We may reasonably require within the duration of any 
claim. The Insured shall make available all medical reports and 
records, as well as requested health information questionnaires, 
and where required, shall sign all authorization forms necessary to 
give Us a full and complete medical history.

Failure to comply with this clause will result in automatic denial of 
all related claims.

RIGHT TO RECOVERY
A right of recovery provision does not deal with substitution of 
rights but merely allows the plan to have a lien against the 
proceeds of any recovery made from a responsible third party. The 
right of recovery is usually enforced through direct.

COORDINATION OF BENEFITS
When an Insured has coverage under another insurance contract, 
including but not limited to health insurance, Medicare, Medicaid, 
worker’s compensation insurance, automobile insurance (whether 
direct or third party), and disability coverage, and a service received 
is covered by such contracts, benefits will be reduced under this 
Policy to avoid duplication of benefits available under the other 
contract including benefits that would have been payable had the 
Insured claimed for them. In no event will more than 100% of the 
Allowable Charge and/or maximum benefit for the covered services 
be paid or reimbursed. It is the duty of the Insured to inform Us of 
all other coverage.

United States citizens who are eligible for U.S. Medicare benefits 
must apply for coverage under those benefits for medical and 
prescription services obtained within the U.S. The insurer has full 
right of Subrogation. To determine the Primary Policy, the following 
guidelines will be used:

• If an Insured has local coverage in the Country of Residence, 
the local coverage would be primary for the services incurred 

locally over this plan. This plan would be secondary and our 
liability would only be the amount not covered by the primary 
carrier subject to the satisfaction of deductible and co-
insurance maximums as chosen under this policy.

• If the Insured has two International policies, the policy that 
has been in effect with the longest effective date would 
be primary.

SUBROGATION
When the Company pays for expenses that were either the result 
of the alleged negligence, or which arise out of any claim or cause 
of action which may accrue against any third party responsible 
for injury or death to the Insured or his Insured Dependents by 
reason of their eligibility for benefits under the Plan, the Insurer 
has the right to equitable restitution and will advance benefits if 
the Insured agrees to the following.

• The Insured, and his attorney, for the exclusive benefit of the 
plan, must hold any settlement received, in trust.

• The Insured will reimburse the Company out of the Insured’s 
recovery for all benefits paid by the Plan. The Company 
will be reimbursed in full prior to the Insured receiving any 
monies recovered from any party or their insurer as a result 
of judgment, settlement or otherwise. The duty and obligation 
to reimburse the Plan also applies to any money the Insured 
receives from any underinsured or uninsured motorist policy 
of insurance. The Insured is obligated to repay the Insurer 
even if the Insured is not fully compensated or made whole 
from any money they receive. The Insured must include the 
Plan’s name as a co-payee on any settlement check. The Plan 
is paying benefits in reliance upon the Insured’s agreement to 
the terms contained in this section.

• The Company has the right to the Insured’s full cooperation 
in any case involving the alleged negligence of a third party. 
In such cases, the Insured is obligated to provide Us with 
whatever information, assistance and records that We may 
require to enforce the rights in this provision. The Insured 
further agrees that in the event that the Insurer has reason 
to believe that the Plan may have a subrogation lien, We may 
require the Insured to complete a subrogation questionnaire, 
sign an acknowledgment of the Plan’s Subrogation rights 
and an agreement to provide ongoing information before the 
Plan Administrator pays, or continues payments of claims 
according to its terms and conditions. Upon receipt of the 
requested materials, the Plan will commence, or continue, 
payments of claims according to its terms and conditions 
provided that said payment of claims in no way prejudices 
the Company’s rights.

• The Insurer may, but is not obligated to, take any legal action 
it sees fit against the third party or the Insured, to recover 
the benefits the Plan has paid. The Insurer’s exercise of this 
right will not affect the Covered Person’s right to pursue other 
forms of recovery, unless the Covered Person and his legal 
representative consent otherwise.

• In the event that the Claims payer determines that a 
subrogation recovery exists, the Plan Administrator retains 
the right to employ the services of an attorney to recover 
money due to the Plan. The Insured agrees to cooperate with 
the attorney who is pursuing the subrogation recovery. The 
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compensation that the Plan Administrator’s attorney receives 
will be paid directly from the dollars recovered for the Plan.

• The Insurer specifically states that it has no duty or obligation 
to pay a fee to the Insured’s attorney for the attorney’s 
services in making any recovery on behalf of the Insured

• The Insured is obligated to inform their attorney of the 
subrogation lien and to make no distributions from any 
settlement or judgment which will in any way result in the 
Insurer receiving less than the full amount of its lien without 
the written approval of the Plan Administrator.

• The Insured further agrees that he will not release any third 
party or their insurer without prior written approval from the 
Plan Administrator, and will take no action that prejudices the 
Plan’s subrogation right.

• The Insured agrees to refrain from characterizing any 
settlement in any manner so as to avoid repayment of the 
Insurer’s lien or right to reimbursement.

• The Insurer retains discretionary authority to interpret this 
and all other plan provisions and the discretionary authority 
to determine the amount of the lien.

• The plan pays secondary to any and all Personal Insurance 
Protection (PIP), Medical Payment to Others (Med-Pay) or 
No-Fault coverage. The Insurer has no duty of obligation 
to pay any claims until PIP, Med-Pay or No-Fault coverage 
is exhausted. In the event that the Plan Administrator pays 
claims that should have been paid by PIP, Med-Pay or No-
Fault coverage under this provision, then the Insurer has a 
right of recovery from the PIP, Med-Pay or No-Fault carrier.

12 HOW TO FILE A CLAIM
Claims Forms are downloadable from portal.pagroupco.com

Members may submit the claims the following way:
• Via the online member portal
• Via e-mail by sending to claims@pagroupco.com
• Fax at 305-443-9671
• US Postal Mail addressed to: 

PA Group Administration 
1901 Ponce De Leon Blvd. 
Coral Gables FL 33134

STATUS OF CLAIMS
Members may view claims status via their member portal or may 
also send inquiries by e-mail to claims@pagroupco.com.

13 CLAIMS APPEALS PROCEDURES
The Company will provide a written explanation of the reason if it 
denies, in whole or in part, a claim for benefits under this Policy. 
If there is any question about the settlement or denial of a claim, 

the Insured will have the right to request a full and fair review of 
that claim.

The process is as follows:
• Within sixty (60) days of receiving a claim denial, The Insured 

must write to the Company or Policyholder stating the reasons 
for the appeal and any additional information to support 
the claim;

• The Insured must include in the appeal: the Policy number; the 
Insured’s name for whom the claim was made; the Provider; 
the amount of the claim; the date the claim was made; and 
the date it was denied;

• The Plan Administrator will set up the appeal for an 
independent review board to review the case and provide the 
recommendation to the Insurance company

• Within a further sixty (60) days of receiving the written appeal, 
the Company or Policyholder will notify the Insured by mail 
of the final decision and the specific reason for the decision. 
If more extensive review is required, a final decision will be 
made within one hundred twenty (120) days from the date the 
appeal is received in writing by the Company or Policyholder; 
all correspondence regarding claim appeals should be sent to 
our Plan Administrator.

14 DEFINITIONS
Certain words and terms used in this Policy are defined below. 
Other words and terms may be defined where they are used.

ACCIDENT – means an unforeseen, unexpected, and unintentional 
event due exclusively to an external cause of a violent nature beyond 
the control of the Insured, resulting directly and independently of 
all other causes, in bodily trauma to the Insured.

ACT OF TERRORISM – means an act, or acts, of any person, or 
group(s) of persons, committed for political, religious, ideological 
or similar purposes with the intention to influence any government 
and/or to put the public, or any section of the public, in fear. Terrorist 
activity can include, but are not be limited to, the actual use of 
force or violence and/or the threat of such use. Furthermore, the 
perpetrators of terrorist activity can either be acting alone, or on 
behalf of, or in connection with any organization(s) or government(s).

ACTIVITIES OF DAILY LIVING (ADL) – means those activities 
normally associated with the day- to-day fundamentals of personal 
self-care, including but not limited to: walking, personal hygiene, 

mailto:claims@lyncpay.com
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sleeping, toilet/continence, dressing, cooking/feeding, medication 
and transferring (getting in and out of bed).

ACUPUNCTURE – means treatment of a medical condition, which is 
covered under the terms of this policy, by needles or laser provided 
by or ordered by a licensed physician as defined in this policy.

ACUTE CARE – means medically necessary, medical condition, 
which is brief, has a definite end point and which we, on medical 
advice, determine responds to and can be cured by treatment.

ADMISSION – means the period from the time that an Insured 
enters a Hospital, Extended Care Facility or other approved health 
care facility as an inpatient until discharge.

AIR AMBULANCE – means an aircraft specially equipped with the 
necessary medical personnel, supplies and Hospital equipment to 
treat life-threatening Illness or Injury for persons whose conditions 
cannot be treated locally and must be transported by air to the 
nearest medical center that can adequately treat their conditions. 
This service requires pre-certification.

ALTERNATIVE MEDICINE – means a variety of therapeutic or 
preventative health care products that do not follow generally 
accepted medical methods and may not have a scientific 
explanation for their effectiveness, including, but not limited 
to: Acupuncture, homeopathy, aroma therapy, herbal therapy, 
Bioelectromagnetic, magnetic therapy, massage therapy, vitamin 
therapy, naturopathic medicine, Ayurveda, Biofield therapies, 
energy medicines, color picture, light therapy, hypnotherapy, 
osteopathy, massage therapy, reflexology, spiritual healing, Tai Chi, 
traditional oriental medicine, chelation therapy, etc.

AMBULATORY SURGICAL CENTER – means a facility which: (a) 
has as its primary purpose to provide elective surgical care; and 
(b) admits and discharges a patient within 24 hours. “Ambulatory 
Surgical Center” does not include: (1) any facility whose primary 
purpose is the termination of pregnancy; (2) an office maintained by 
a Physician for the practice of medicine; or (3) an office maintained 
by a Dentist for the practice of Dentistry.

ANNIVERSARY DATE – Annual occurrence of the Effective Date of 
the Policy.

ANNUAL MEDICAL EXAMINATION – means a medical examination 
that takes place outside of a Hospital as part of the Person’s regular 
wellness examination, which is not for the purpose of the diagnosis, 
and treatment of an Accident, Illness, or Injury.

APPLICATION FORM – means the form either written or electronic 
that was completed and signed by the Insured to request 
insurance coverage under this Policy. It includes any medical 

history, questionnaires, and other documents requested by us to 
determine the approval of insurance coverage.

BODILY INJURY – means an injury, which is caused solely by 
an accident, which results in the insured’s dismemberment, 
disablement or other physical external injury.

CHIROPRACTIC SERVICES – means therapy including modalities 
provided by a licensed Chiropractor.

CHIROPRACTOR – means any person who is legally licensed to 
practice Chiropractic services in the country where treatment 
is provided.

CHRONIC CONDITION – means an injury, illness or condition which 
may be expected to be of long duration without any reasonably 
predictable date of termination, and which may be marked by 
recurrences requiring continuous or periodic care as necessary.

CO-INSURANCE – means the specific amount or percentage of the 
Covered Expenses, which must be paid by the Insured. The actual 
percentages are shown on the Schedule of Benefits.

CONGENITAL CONDITION – means any heredity condition, birth 
defect, physical anomaly and/or any other deviation from normal 
development present at birth. These deviations, either physical or 
mental, include but are not limited to, genetic and non-genetic 
factors or inborn errors of metabolism.

CO-PAYMENT – means the specific amount of the Covered 
Expenses, independent of deductible and co-insurance, which 
must be paid by the Insured as shown on the chosen plan.

COVERED MATERNITY / COVERED PREGNANCY – means a 
pregnancy that ends after the maternity waiting period stipulated 
in the Certificate of Coverage. This waiting period starts on the 
Effective Date of coverage of the female Policyholder or Insured 
Dependent spouse only. There is no Covered Maternity in Care and 
Select plans, except when the maternity rider is purchased.

CRITICAL CONDITION – means an immediate life threatening or 
perilous illness or conditions due to an accident or natural causes, 
which requires urgent specialized treatment without delay.

CUSTODIAL CARE – means and includes (1) the provision of room 
and board, nursing care, or such other care which is provided to 
an individual who is mentally or physically disabled and who, as 
determined by the individual’s attending Physician, has reached 
the maximum level of recovery; and (2) in the case of an admitted 
person, room and board, nursing care or such other care which 
is provided to an individual for whom it cannot reasonably be 
expected that medical or surgical treatment will enable him to live 
outside an institution; and (3) rest cures, respite care and home 
care provided by family members. Upon receipt and review of a 
claim, the Insurer or an independent medical review will determine 
if a service or treatment is Custodial Care.

DEDUCTIBLE – means the Individual Annual Deductible, as set forth 
in the Schedule of Benefits, and which is the amount of covered 
charges payable by the Insured during each Policy Year before the 
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policy benefits are applied. Such amount will not be reimbursed 
under the Policy.

DEPENDENT – means a member of the Insured’s family who 
is enrolled under the policy with the Company after meeting all 
the eligibility and requirements and for whom premiums have 
been received by the Company (See Eligibility and Conditions of 
Coverage Section).

DIAGNOSIS – means the determination by a Physician or specialist 
of the nature of a disease or condition made from a study of the 
signs and symptoms of a disease or condition.

DURABLE MEDICAL EQUIPMENT (DME) – means equipment 
prescribed by a Physician, designated for repeat and prolonged 
use and which is Medically Necessary to improve the functioning 
of a malformation of the body, treatment of an Illness, or to prevent 
further deterioration of the Covered Person’s medical conditions. 
DME includes non-motorized wheelchairs, Hospital beds, 
respirators and such other items as determined by the Company.

EFFECTIVE DATE – means the date coverage begins under this 
Policy, as indicated in the Certificate of Coverage.

ELECTIVE – means any care, service, treatment, or surgery 
performed at the choice of the patient, for which there is no Medical 
Necessity, and/or which does not treat an Accident, Illness, or Injury 
(such as care provided primarily as a convenience or to improve 
or preserve appearance, self-esteem or future possible effects on 
health, posture or body function).

EMERGENCY – means the sudden and unexpected onset of a 
medical condition accompanied by acute signs or symptoms, 
which could reasonably result in placing the Insured’s life or 
physical integrity in immediate danger if medical attention is not 
provided immediately.

EMERGENCY DENTAL TREATMENT – means an acute emergency 
dental treatment due to a serious accident requiring hospitalization. 
The treatment must be received within 120 days of the emergency 
event. Please note that cover under this benefit does not extend 
to follow-up dental treatment, dental surgery, dental prostheses, 
orthodontics or periodontics.

EMERGENCY MEDICAL SERVICES – means the initial treatment 
of a sudden onset of a medical condition with acute symptoms 
of sufficient severity that in the absence of immediate medical 
attention (or as soon thereafter as care can be made available, 
no later than seventy-two (72) hours after the onset) and in the 
absence of which care an Insured could reasonably result in:

• Permanently placing the Insured’s health in jeopardy;
• Causing other serious medical consequences;
• Causing serious impairment to bodily functions; or
• Causing serious and permanent dysfunction of any bodily 

organ or part
• Causing loss of life or limb
• Or death

EMERGENCY MEDICAL TRANSPORTATION – means the transfer of 
a patient to the nearest hospital in the event of a Life Threatening 
Emergency, when appropriate treatment is not available locally. This 

policy provides Emergency Medical ground or air transportation to 
the closest medical facility capable of providing the required care.

EXPATRIATE – A person living outside their Home Country.

EXPERIMENTAL AND/OR INVESTIGATIONAL – means any 
treatment, procedure, technology, facility, equipment, drug, drug 
usage, device, or supplies not recognized as accepted medical 
practice in the United States or by Insurer or supply that fails to 
meet the following criteria:

• Such service or supply is in accordance with generally 
accepted standards of medical practice in the United States 
of America; or

• At the time such service or supply is received by a Insured 
Person, it has been approved for the particular indication or 
application in question by the United States Food and Drug 
Administration (FDA) or other federal or state governmental 
agency whose approval is required in the United States, 
regardless of where the medical expenses are incurred.

EXTENDED CARE FACILITY – means a nursing and/or rehabilitation 
center approved by Insurer that provides skilled and rehabilitation 
services to patients who are discharged from a Hospital or who 
are admitted in lieu of a Hospital stay. The term Extended Care 
Facility does not include nursing homes, rest home, health 
resorts, homes for the aged, infirmaries or establishments for 
domiciliary care, custodial care, care of drug addicts or alcoholics, 
or similar institutions.

FAMILY MEMBER – means and is defined as to be a spouse, father, 
mother, sibling, child, grandchild, father in-law, mother in-law, aunt 
or uncle of the insured or domestic partner as reported under the 
medical application for coverage.

HEREDITARY – means transmitted from parents to 
offspring; inherited.

HOME COUNTRY - For U.S. citizens, the Home Country is the United 
States. For non-U.S. citizens, the Home Country is the country of 
which the Insured is a citizen and is the country of nationality 
declared in the application.

HOME HEALTH CARE AGENCY – means an agency or organization, 
or subdivision thereof, that; a) is primarily engaged in providing 
skilled nursing services and other therapeutic services in the 
Covered Person’s home; b) is duly licensed, by the appropriate 
licensing facility; c) has policies established by a professional group 
associated with the agency or organization, including at least 
one Physician and one Registered Nurse, to govern the services 
provided; d) provides for full- time supervision of such services 
by a Physician or by a Registered Nurse, e) maintains a complete 
medical record on each patient; and f) has a full-time administrator.

HOME HEALTH CARE PLAN – means a program: a) for the care and 
treatment of an Insured in his home; b) established and approved 
in writing by his attending Physician; and c) Certified, by the 
attending Physician, as required for the proper treatment of the 
injury or illness, in place of inpatient treatment in a Hospital or in 
an Extended Care Facility.

HOSPICE OR TERMINAL CARE – means services provided by an 
agency which follows a coordinated plan of home and inpatient 
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care to a terminally ill person and which has obtained any required 
state or governmental license, provides service 24-hours-a-day, 7 
days a week, is under the direct supervision of a Physician, has a 
nurse coordinator who is a Registered Nurse or a Licensed Practical 
Nurse, has as its primary purpose the provision of Hospice services, 
and maintains written records of services provided to the patient.

HOSPITAL – means and includes only acute care facilities licensed 
or approved by the appropriate regulatory agency as a hospital, 
and whose services are under the supervision of, or rendered by a 
staff of physicians who are duly licensed to practice medicine, and 
which continuously provides twenty-four (24) hour a day nursing 
service under the direction or supervision of registered professional 
nurses. The term Hospital does not include nursing homes, rest 
home, health resorts, and homes for the aged, infirmaries or 
establishments for domiciliary care, custodial care, care of drug 
addicts or alcoholics, or similar institutions.

HOSPITAL ROOM AND BOARD – means a private or semi-private 
Hospital Room as specifically approved by our Plan Administrator.

HOST COUNTRY - Means the Country declared in the Application 
where an Insured Person, and his Dependent(s) maintain legal 
domicile outside his Home Country.

INJURY – Means a bodily Injury caused by an Accident All injuries 
sustained by one person in any one Accident including all related 
conditions and recurrent symptoms of these injuries, are considered 
a single injury.

INPATIENT – means a person admitted to an approved Hospital or 
other health care facility for a medically necessary overnight stay 
in excess of 23 hours.

INSURED – means an individual for whom an application has been 
submitted and approved and for whom the required Premium has 
been paid.

MAJOR ACCIDENT – means an Accident resulting in serious bodily 
injuries that require immediate hospitalization for more than 23 
hours to avoid the loss of life or of physical integrity of the Insured.

MEDICALLY NECESSARY – means those services or supplies which 
are provided by Hospital, Physician or other approved medical 
providers that are required to identify or treat an illness or injury 
and which, as determined by Insurer, are:

• Are appropriate to the Diagnosis or Treatment of an Insured’s 
Illness or Injury;

• Appropriate with regard to standards of accepted professional 
practice; and

• Not solely for the Insured’s convenience, the Physician’s 
convenience or any other provider’s convenience, and

• The most appropriate supply or level of service, which can be 
provided. When applied to an inpatient, it further means that 

the medical symptoms or condition require that the services 
or supplies cannot be safely provided as an outpatient; and

• Is not a part of or associated with the scholastic education or 
vocational training of the patient; and

• Is not Experimental or Investigative.

NURSE – means a person licensed as a Registered Nurse or 
Licensed Practical Nurse by the appropriate licensing authority in 
the areas which he or she practices nursing.

NURSING SERVICES – means Home nursing care (only payable if 
prescribed by attending physician and approved by the company). 
The service must immediately start after the patient is discharged 
from the Hospital. Services related to aid in the activities of 
daily living such as but not limited to bathing, clothing, eating, 
mobilization, etc., are not covered by the policy.

OUTPATIENT SERVICES – means medical services provided to an 
Insured Person, who is not admitted in a Hospital, to treat injuries 
or illnesses. Outpatient Services shall include, but are not limited to:

• Comprehensive diagnostic and evaluation services;
• Outpatient care and Treatment, pre-care, aftercare, emergency 

care, rehabilitation and supportive transitional services; and,
• Professional consultation.

PALLIATIVE CARE – means and refers to in-patient, day-care or 
outpatient treatment following the diagnosis that the condition 
is terminal and treatment can no longer be expected to cure 
the condition.

PHYSICIAN – means any person who is duly licensed and meets 
all of the laws, regulations, and requirements of the jurisdiction in 
which he practices medicine, who is acting within the scope of that 
license or certification; an Ambulatory Surgical Center or Hospital, 
Physician (M.D. or D.O.), a dentist (D.D.S. or D.M.D.), a Nurse Midwife 
or any other non-physician and non-dentist practitioner for whose 
services benefits are provided under this Policy. This term does not 
include; (1) an intern; or (2) a person in training.

PODIATRIC CARE – means a medical specialty concerned with the 
care and treatment of the feet.

POLICY – means the agreement between Insurer and the 
Policyholder. The Policy includes this document, the Certificate 
of Coverage, the applicable Schedule of Benefits, any application 
forms, any medical questionnaires and any amendment or 
endorsement modification made in accordance with the Policy. 
This also includes any riders or endorsements purchased by 
the Policyholder.

POLICYHOLDER – means a person that has applied for coverage 
and is named as the Policyholder on the Certificate of Coverage 
of this Policy.

POLICY YEAR – means the period that begins on the Effective Date 
of the policy, which ends twelve (12) months later, and that, recurs 
for additional 12 months upon renewal of the policy.

PRE-EXISTING CONDITION – means any illness or injury, physical 
or mental condition, for which an Insured sought medical advice, 
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received any diagnosis or treatment, or had taken any prescribed 
drug prior to the Effective Date.

PREFERRED PROVIDER ORGANIZATION (PPO) – means a network 
of participating providers, including Hospitals, clinics and Physicians 
that have entered into an agreement with the Company to provide 
health services to their Insured’s.

PREMATURITY OR PREMATURE INFANT – means the delivery of a 
fetus before thirty seven (37) completed weeks of gestation.

PREMIUM PAYMENT DUE DATE – means the recurring date 
specified in the Certificate of Coverage upon which the Premium 
for this Policy is due. This is also the date the coverage ends if the 
policy is not renewed on time.

PRESCRIPTION DRUGS – means medications whose sale and use 
are legally restricted to the order of a Physician and which can 
only be obtained with a Physician’s written Prescription, must be 
dispensed by a Physician or licensed pharmacist and approved 
by the FDA in the United States and cannot be obtained over the 
counter at a Pharmacy. Certain treatments and medications, such as 
vitamins, herbs, aspirin, cold remedies, medicines, experimental or 
Investigative drugs, or medical supplies even when recommended 
by a physician, do not qualify as prescription drugs.

PROFESSIONAL SPORTS – means sport activities in which the 
participants receive monetary compensation for their participation.

PROVIDER – means the organization or person performing or 
supplying treatment, services, supplies or drugs.

RECONSTRUCTIVE SURGERY – means the use of surgery that takes 
place due to a covered surgical procedure or accidental injury, 
and is Medically Necessary in order to maintain or restore normal 
bodily function.

REHABILITATION – means therapeutic services designed to improve 
a patient’s medical condition within a predetermined time period 
through establishing a maintenance program designed to maintain 
the patient’s current condition, prevent it from deteriorating and 
assist in recovery.

REPATRIATION OR LOCAL BURIAL – means the expense of 
preparation and the air transportation of the mortal remains of the 
Insured from the place of death to their Country of Residence, or 
the preparation and local burial of the mortal remains of an Insured 
who dies outside his Country of Residence.

RESPITE CARE – means Inpatient care for a chronically ill or 
terminally ill patient, for the sole purpose of relieving the patients’ 
primary caregiver; Assist in recovery.

RESTRICTED AREA – means countries and/or facilities, where 
direct settlement may not be available. Consult with the Plan 
Administrator for a complete list of restricted areas and facilities.

SURGICAL IMPLANTS – means an Internal Prosthesis or device 
inserted during a surgical Procedure, and is administered by a 
Physician or Specialist.

SYMPTOMS – means a sensation or feeling that the Insured 
may experience and consider not to be normal. Such feeling or 

sensation may be in the form of pain or change of bodily fluids. This 
symptom will not be considered an Illness or a medical condition 
until a licensed Physician or specialist gives a diagnosis.

THERAPEUTIC SERVICES – means physical therapy, occupational 
therapy or speech therapy.

TRANSPLANT – means the surgical procedure of one or more 
human organs or tissues moved from a donor (living or deceased), 
to an insured as the recipient or from the same insured person.

USUAL, REASONABLE AND CUSTOMARY CHARGE – means the 
lower of: a) the provider’s usual charge for furnishing the treatment, 
service or supply; or b) the charge determined by the Insurer to 
be the general rate charged by others who render or furnish 
such treatments, services or supplies to persons: (1) whose Injury 
or Illness is comparable in nature and severity. The Reasonable 
and Customary Charge for a treatment, service or supply that is 
unusual, or not often provided in the area, or that is provided by 
only a small number of providers in the area, will be determined by 
the Insurer. The Insurer will consider such factors as: (1) complexity; 
(2) degree of skill needed; (3) type of specialist required; (4) range 
of services or supplies provided by a facility.

When PPO providers are not available within a 50-mile radius of the 
Insured’s local residence, the Usual, Reasonable and Customary 
charge may be the negotiated PPO provider fee for such services.

The Insured is responsible for the payment of any balance over the 
Allowable Charge. All services must be medically necessary. Once 
an allowable charge is established then the deductible, and any 
excess charges must be paid by the Insured.

WAITING PERIOD – means the period of time beginning with 
the Insured’s Effective Date, during which limited or no benefits 
are available for particular services. After satisfaction of the 
corresponding Waiting Period, benefits for those services become 
available in accordance with this plan.

WORLDWIDE – means coverage in all areas of the world.

YOU, YOUR – means the Policyholder.
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